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Paper 14 Discussion Sarah 
Crossley 
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Minutes 
 
Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and 
Rochdale)  
 
Date: 27 September 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 
Damian Mercer, Head of Finance - 
Management Accounts, NHS GM HMR 
Mina Patel, Director of Finance, 
Rochdale Care Organisation, Northern 
Care Alliance (NCA) 
Simon O’Hare, Interim Associate Director 
of Finance, NHS GM HMR 
Chris Upton, Head of IT and Assurance, 
NHS GM HMR 
Claire McKeown, Transformation 
Manager, NHS GM HMR 
Shaju Ahmed, NHS GM HMR (on behalf 
of Nadia Baig)  
Dr Mo Jiva, Local Medical Council 
Representative  
Dr Zahir Mohammed, Clinical Director, 
Heywood Primary Care Network (PCN) 
Dr Venk Mallya, Clinical Director 
Pennines Primary Care Network (PCN) 
Haroon Sadique, Clinical Director, Bridge 
Primary Care Network (PCN) 
Louise Thompson, Clinical Director 
Canalside Primary Care Network (PCN) 
 

Kate Jones, Chief Executive HealthWatch 
Rochdale  
Alison Kelly, Associate Director of Nursing, 
Quality and Safety, NHS GM HMR 
Shabnam Sardar, Quality & Safeguarding 
Manager, NHS GM HMR 
Wesley Jones, LPC Representative  
Cllr Dalaat Ali, Portfolio Holder for Healthy 
Lives Rochdale Borough Council 
Chloe Lloyd Chapman, HMR Locality Lead 
LLC  
Dr Richard Darling, Clinical Director, 
Rochdale North Primary Care Network 
Dr Salman Shahid, Associate Medical 
Director, NHS GM HMR  
Susan McKernan, Associate Director of 
Medicines Optimisation, NHS GM HMR 
Nadia Baig, Associate Director of 
Transformation and Delivery, NHS GM HMR  
Steve Rumbelow, Chief Executive, Rochdale 
Borough Council / Place Lead NHS GM HMR  
 

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 All GP members of the Committee declared an interest in 

item 6 Core+ 2024/25. It was agreed that those conflicted 
members would remain in the meeting but would not take 
part in the decision. 

 

2.4 The Committee agreed to note the above declaration of 
interest. 

 

 
 
 

3. 
 

Minutes of the previous meeting on 19 July 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 
 
Declaration of Interest: All GP members of the Committee. 
Action taken: It was agreed that those conflicted members 
would remain in the meeting but would not take part in the 
decision. 
 
6.1 The content of the report was summarised, and it was noted 

that it provides an update on the progress to date and a 

 
 

 
 
 
 
 

 



 

summary of the final indicators. 
 

6.2 An extended engagement process too place this year and 
concluded in August. 

 
6.3 As part of the normal process all indicators are reviewed, and 

achievement thresholds reset. 
 
6.4 Work is taking place to move towards an NHS GM 

standardised quality scheme, as part of this work all localities 
are required to include the following GM areas of consistency 
for 2024/25. 

- Cardiovascular Disease and Diabetes 
- Antimicrobial Stewardship 

 
6.5 Members were asked for any comments or questions. 

 
6.6 Discussions took place regarding contracts and the sign off 

with NCA. 
 
6.7 Clarity was provided that the sign off of today is different to the 

content of the contract. 
 
6.8 Sub-Contracting was discussed and it was noted that the 

majority of PCNs are members of RHA , but that Canalside 
and Boroughwide would need to subcontract. 

 
6.9 It was confirmed that the sub contracting expectation would be 

that the specification from ICB and NCA includes all the detail 
and then subsequent contracts can be used.  

 
6.10 Confirmation was provided that the decision today relates to 

the indicators that have been engaged on and that there is 
further work taking place next week to ensure the right 
contractual arrangements are in place.  

 
6.11 The Committee agreed to approve the final indicator set 

for 2024/25 Core + scheme. 
 

7. Winter Schemes 
 
7.1 The content of the report was summarised. 

 
7.2 It was noted that there have been various sources of funding 

available. 
 
7.3 The schemes are providing extra capacity in out of hours, 

AVS and also increasing access to urgent primary care 
appointments out of hours and at weekends via the primary 

 
 

 



 

care the hubs.  
 
7.4 In addition to the paper it was noted that reactive falls 

provided by BARDOC was included in the 2023/24 schemes 
until June 2024. An alternative offer has been identified 
which will commence on 1/11/24. This will not be funded by 
the 2024/25 schemes. 

 
7.5 Members were asked for any comments or questions.  
 
7.6 It was highlighted to members that all winter schemes will be 

evaluated rigorously not just those relating to primary care. 
This will enable us to look at the impact of those schemes to 
ensure best use of funding. 

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

8. Modern General Practice Update 
 
8.1 The content of the report was summarised. 

 
8.2 A programme of support has been launched by NHSE to all 

practices to help them achieve changes set out in the 
Recovering Access to Primary Care. 

 
8.3 The support available to practices is either intermediate or 

intensive to look at key areas in general practice. 
 

8.4 A number of practices have engaged with the programme 
with the majority opting for intermediate support, some have 
opted for the intensive offer. Funding is available and all 
practices that have engaged have accessed that funding. 

 
8.5 Members were asked for any comments or questions. 
 
8.6 Following a question it was confirmed that the Primary Care 

Team are chasing funding and this will be escalated as 
required. 

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

 
 
 

 
 
 
 
 
 
 
 
 

 

9. Quality, Safety and Safeguarding Update 
 
9.1 The content of the report was noted any comments. 
 
9.2 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  The new PCN DES was released yesterday, it does reference 

new ARRS GP role and the funding associated with it. Unlikely 
to get much interest as recruitment is restrictive to a small 
group. 
 

10.2  A query was raised regarding recruitment to the Vaccination 
Programme Manager role and it was confirmed that work is 
taking place to identify some interim support. It was confirmed 
that any issues regarding supply should be directed to the GM 
team who have confirmed they have capacity to support with 
queries. 

 
10.3   Following a question, it was confirmed that there is no change 

to the practice allocations. The proposal to divide PCN funds 
down at practice level has been postponed. 

 
10.4  There is no further update regarding Collective Action. Certain 

parts of the borough have requested support from the LMC to 
facilitate meetings to ensure a more unified approach across a 
group of practices. 

 
10.5  No further information has been received regarding the 

outcome of the Community Pharmacy collective action vote. 
 
LPC 
10.6 No update was provided due to apologies. 
 
LOC 
10.7 No update was provided due to apologies. 
 
LDC 
10.8 No update was provided due to apologies. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 

11. Risk Register 
 
11.1 The report was summarised, and it was noted that there are 3 

changes since the last report. 
 

11.2 One new risk relating to antimicrobial resistance and poor 
infection control. 
 

11.3 Two risk scores have changed regarding collective action and 

 
 

 



 

PCN engagement in neighbourhoods. 
 
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 

this provides the position to end of month 4. 
 

12.2 Pressures are predominantly regarding prescribing. Prescribing 
is currently managed via GM rather than at locality therefore any 
mitigation is via GM. 

 
12.3 Forecasting a £512k overspend due to prescribing of which 

£115k mitigation in local commissioned schemes underspend. 
 
12.4 Overall financial risk is minimal due block contracts. 
 
12.5 Members were asked for any comments or questions. 
 
12.6 It was highlighted that the previous months data can not be 

shared until this has been via the GM Board. 
 
12.7 For information members were advised that following the 

completion of the Medicines Optimisation consultation, Susan 
McKernan has been successful in securing her role as Head of 
Medicines Optimisation in the HMR locality. 

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

 
 

 

13. IM&T Report   
 
13.1 The content of the report was summarised, and an update 

provided on the following areas from within the report. 
- Issues with ARRS roles being configured within EMIS 
- Cloud based telephony is now deployed in all practices 
- ORCHA stood down 
- Enhanced Access 
- Lloyd George 
- Website feedback 
- Patient Online registration 
- Smart messaging toolkit 
 

13.2 Members were asked for any comments or questions. No 
further discussions took place. 

 

 
 



 

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

14. Healthwatch Rochdale Update 
 
14.1 Item deferred due to apologies. 
 

 
 
 

15. Primary Care Operational Group (PCOG) Update 
 
15.1 A verbal update was provided. 
 
15.2 Due to the number of apologies the August meeting was stood 

down.  
 
15.3 The next meeting will take place on 24 October 2024.  
 
15.4 Members were asked for any comments or questions. No 

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

 

 

16. Public Questions 
 
16.1 It was noted that there have been no public questions since the 

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

 

17. AOB 
 
17.1 No further discussions took place. 
 

 
 
 

 

 



 

 

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

 
ITEM NUMBER: 6 
 
DATE: 15 November 2024 
 

 
REPORT TITLE: 
 

Core+ Q2 Reporting 

 
REPORT AUTHOR: 
 

Claire McKeown  
Primary Care Transformation and Delivery Manager 

EXECUTIVE SUMMARY: 

 
This paper provides an update on progress of Core + 2024/25 scheme with Q2 summary 
reporting. The committee area asked to review note and approve the contents of this 
paper. Noting that the balancing payment element of Core + based on achievement of 
agreed indictors and outcomes measures does not commence until Q3 2024/25. 
 

 
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;  

 

 

  



 

 

1. Aim 

1.1  This paper provides an update on progress of Core + 24/25 scheme with Q2 summary 

reporting.  

2.  Background 

2.1. 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. As a result of the pandemic the contract was rolled over and is 

now a service line within the NCA block agreement as lead provider of the LCO. 

 

2.2. In February 2024 the opportunity was offered to all PCNs to hold contract directly with the 

LCO for Core + 2024/25. Initially one PCN confirmed there wish to take this forward via the 

EOI process with the remaining 5 PCNs confirming that it was also their wish to hold the 

contract directly at the end of August 2024.  

 

2.3. Due to the complexities of the Core + scheme, making in year changes , governance 

requirements and capacity and resource issues it was not possible to take this forward 

immediately for all 6 PCNs from the 1st October 2024 and a phased approach was agreed 

with the first PCN holding a direct contract for part of Core + from 1st October and a 

commitment from the ICB to progress this for all remaining PCNs from the 1st April 2025 

subject to contracting and procurement advice and ICB governance requirements. 

 

2.4. In order to progress this commitment appropriate contracting notices have been served on 

relevant parties currently involved in Core + contracting arrangement and revised 

specifications to reflect the in-year changes from 1st October have been issued. 

 

2.5. To support a full review of the content of the 2024/25 scheme and progression of any 

agreed contract changes to support PCNs being involved in the contracting arrangements 

should they wish, the 2023/24 specification was extended up to 30th September 2024, with 

agreement that any new indicators agreed for 2024/25 are to be introduced from 1st 

October 2024.    

 

 

 



 

 

2.6. During the review and engagement process, payments were protected with practices 

continuing to receive full payment for Q1 and Q2, with the re-introduction of a balancing 

payment, subject to achievement of delivery targets, agreed from the 1st October 2024.  

3. Core+ 2024/25 Update 

3.1. Full contract monitoring and reporting arrangements were reinstated at the start of 24/25. 

Quarterly reports are received 10 working days, following the last day in the quarter, 

following a request from Rochdale Health Alliance (RHA) an extension for 7 working days 

was provided for the latest reports for Q2.   

 

3.2. Formal contract review meetings with Northern Care Alliance (NCA), RHA and Greater 

Manchester (GM) Integrated Care Board (ICB) representatives take place up to four 

weeks, following receipt of the reports. Oversight of the indicators within Core+ 2024/25, 

are managed by exception, in these meetings. 

 

3.3. Monthly informal contract meetings are in place between RHA leads and ICB Primary Care 

(PC) team. 

 

3.4. Core + 24/25 scheme consists of 6 themes with each theme made up of a number of 

indicators. The 6 themes are as follows:  Access, Digital, Screening & Immunisations, 

Clinical Services, Quality Improvement (QI) and Greater Manchester (GM) consistent 

areas. A summary of Q2 exception reporting received across Core + themes and highlights 

of delivery are provided in the section below.  

 

4. Core+ 2024/25 Delivery Highlights 

 

4.1  Access  

Practices are required to deliver at least 75 appointments per 1,000 registered practice 

population per week, with a prescribing clinician. During this reporting period, all 36 practices 

met this standard, with a key number surpassing the requirement.  On average almost 21,000 

primary care appointments were offered each week. 

 

Where clinically appropriate, all children registered with the practice must been seen on the 

same day, this may be in general practice wherever possible or, in one of the localities extended 



 

 

primary care services or via the paediatric nurse practitioner service. Between July and 

September, over 15,500 children were provided with same day appointments. 

 

All practices are compliant with the other indictors within this theme and work is progressing to 

ensure all support teams complete Care Navigation training and practices continue to embed 

signposting processes.  

 

4.2 Clinical Services 

Included within the scheme are a range of clinical services, delivered within primary care which 

attract payment by tariff. Practices are required to submit claims for any activity undertaken by 

the practice, to Rochdale Health Alliance (RHA), who are responsible for payment and 

reimbursement. A small number of these services, are offered on a HMR footprint, for example 

the Special Allocation Service, for these RHA are responsible for contract management, 

assurance, and payment with the lead practice. 

 

Delivery continues across all HMR practices, with payments claims being received from all 36 

practices during the period.  

 

A snap shot of performance as at end of Q2 against the current health checks specification is 

provided below. 

 

A total of 3,934 NHS Health checks and 108 South Asian Health checks have been completed 

during this financial year across all practices. Recognising that practices attract an increased 

payment, if they exceed their full year delivery trajectory, this equates to a minimum delivery of 

14% of eligible patient population.  

 

The table below details uptake at primary care network level: 

  



 

 

 

 Canalside 

PCN 

Heywood 

PCN 

Middleton 

PCN 

Pennines 

PCN 

Rochdale 

N PCN 

The 

Bridge 

PCN 

NHS Healthcheck 42% 51% 47% 41% 58% 49% 

South Asian 

Healthcheck 

28% 29% 9% 5% 30% 10% 

 

4.3 Screening & Immunisations 

 

There are several screening indicators within this theme which support practices to improve 

uptake across the 3 key cancer screening programmes and to proactively follow up any patient 

who fails to attend screening.  

 

 Canalside 

PCN 

Heywood 

PCN 

Middleton 

PCN 

Pennines 

PCN 

Rochdale 

N PCN 

The Bridge 

PCN 

Bowel  

March 2024 

64.2% 68.1% 70.0% 73.7% 66.8% 50.9% 

Bowel  

August 2024 

↑ 65.1% ↑ 68.9% ↑ 70.1% 73.7% ↑ 66.9% ↑ 54.3% 

Breast 

March 2024 

56.7% 66.7% 65.7% 68.9% 63.5% 16.3% 

Breast 

August 2024 

↑ 58.2% ↑ 67.3% 65.7% 68.3% ↑ 68.3% ↑ 19.1% 

Cervical 25-49 

March 2024 

69.2% 75.8% 70.0% 79.8% 65.5% 63.2% 

Cervical 25-49 

August 2024 

67.8% 75.3% 69.0% 78.6% 63.4% 61.9% 

Cervical 50-64 

March 2024 

75.0% 75.0% 73.1% 80.1% 76.4% 77.9% 

Cervical 50-64 

August 2024 

74.6% ↑ 75.2% 72.5% 79.7% 75.7% 76.1% 

 



 

 

Uptake has increased across the bowel and breast programmes, whereas the cervical screening 

programme has seen a slight decrease. In the Core+ refresh from October onwards, practices 

have been provided with stretch targets to support further uptake. 

 

3.6 Quality Improvement 

 

A range of indicators are included within this theme.  The highlights from Q2 reporting are 

outlined below. 

 

3.6.1 High Intensity Users 

 

Practices are requested to complete MDT reviews each month, led by GPs for any patient who 

has been identified as a high intensity/frequent attendee at urgent care services. Reporting was 

received that evidence’s that 194 reviews had been completed within this period. It was noted 

that there is variation regarding the type of review and follow up actions reported across the 

practices and further follow up work is required. The information reported will be shared with 

HMR locality quality leads to support wider partnership working underway to help identify, review 

and support high intensity users. 

 

Within NHS GM, we now have access to a curator dashboard in which locality, PCN and 

practice level High Intensity User information can be accessed. Work will continue in the second 

half of the year to share this developing data set with PCNs and wider system partners to ensure 

that reviews and follow up actions to support high intensity users are put in place. 

 

3.6.2 Neighbourhood Plans 

 

Following on form work undertaken as part of 23/24 scheme all 6 PCNs in HMR selected to 

again focus their plans on diabetes throughout 24/25 with the following measures:  

 

• Increase % of patients with an Albumin Creatine Reactive (ACR) test completed in the 

previous 12 months 

• Increase the % of prediabetic patients referred into the Healthier You Programme 

• Delivery of a PCN wide patient engagement event. 

 



 

 

 

 

 

 

This is change to the measure in 23/24 which focused only on the lowest achievement area for 

all 6 HMR PCNs of the NICE recommended 8 care process for the management of diabetes. 

The lowest achievement area in 23/24 was the Albumin Creatinine Ratio (ACR) test. This is a 

urine test that looks for signs that protein is leaking into urine which can often be a sign of early 

kidney disease.  

 

Overall, during 2023/24, we saw an increase in the number of ACR tests being completed, in the 

first half of this year, this has not been replicated. 

 

Practices continue to engage with and offer any newly identified patient with prediabetes, or any 

patient on the diabetic register who has not yet completed the Healthier You programme, the 

offer to participate. Further data is awaited regarding uptake rates and outcomes. 

 

All PCNs have provided a patient engagement event. 

 

 

 

 



 

 

Additional aspects to note within this theme are as follows:  

 

- all practices continue to support health input into safeguarding and special health and 

educational requests. 

- across primary care workforce, 90% of staff are compliant with the relevant safeguarding 

training. 

 

Please note that the full reporting against Q2 including details of engagement work undertaken 

by PCNs can be shared with the committee as requested. 

 

5. Next Steps 

 

To support the refresh of Core+ 2024/25 a large programme of work and extended engagement 

with PCNs commenced in Q4 of 2023/24 and concluded in September 2024, with a paper 

presented to this committee. AS a result of this work a number of new indicators with outcome 

measures have been agreed and have been introduced from 1st October 2024 alongside the 

balancing payment element of the incentive scheme. This means that from 1st October practices 

will received 70% of Core + funding monthly with 30% payable on achievement of agreed 

outcomes at the end of the year.  Refreshed specifications and contracts have now been issued 

with all relevant partners now delivering the revised scheme. 

 

Work continues led by NHS GM locality primary care team, to provide the oversight and delivery 

of Core+ for the remainder of 2024/25, including further revision to the reporting requirements 

and templates as new data sets come online. Formal contract review meetings will be held in 

January and April 2025, and reporting outcomes will be presented to this committee for formal 

review and sign off. 

 

5. Recommendations 

 

The committee is asked to discuss, note and approve the contents of the paper. 



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

ITEM NUMBER: 7 

DATE: 15 November 2024 

REPORT TITLE: Primary Care Risk Report 

REPORT AUTHOR: Louise Entwistle 

EXECUTIVE SUMMARY: 

The purpose of this paper is to update the committee on any changes to the primary care risk 
register.  In the last reporting period, one risk has increased and is escalating, two risks continue 
to score as escalations and have been updated, one risk has been reduced from escalation. 

Further details regarding all risks managed by the locality Primary Care Commissioning 
Committee are included the paper. 

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;



 

 

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 4 proposed changes to the risk register, 1 

increased risk, 2 updated risks and 1 reduced risk. 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 5 escalating risks. 

 

1 Increased Risk  

 

• 304 GP Collective Action – 16 

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. 

 

2 Updated Risks 



 

 

 

• 102 NHS GM Primary Care Team Recruitment – 12 

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. 

 

Mitigating actions include permission to recruit to 1 x band 8a and 1 x band 7 vacant roles, 

permission is being sort for additional vacant 1 x band 7 role, and development of a proposal for 

interim support for the vaccines and immunisation programme roles with public health team.  

 

• 371 The Hive Primary Care Estate - 12 

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. 

 

Mitigating actions include identification within the local estates plans based on the GM PCN 

toolkit findings, escalation to PCCC and Strategic Estates Group (SEG), escalation to place lead 

to raise with GM the outcomes of the PCN Toolkit and next steps for practices, and meeting 

between GM and The Hive Practice took place to discuss next steps.  

 

3 Unchanged Risk 

 

• 089 PCN Maturity – 12 

• 090 Primary Care Workforce – 12 

 

2.2 Risks not being escalated. 

 

There are 11 risks on the register that are not escalating. 

 

1 Risk Reduced  

 

• 389 Antimicrobial resistance and poor infection prevention control – 10 



 

 

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, provision of 

TARGET training session and support to general practice to deliver core and enhanced 

components of the scheme, facilitated peer review sessions and emphasis of the importance of 

Infection Prevention Control to staff and patients.  

 

10 Unchanged Risks 

 

• 091 - Primary Care Demand – 9. 

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

• 099 - 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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304
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.  

4. Recovering core NHS 

and care services
Sarah Crossley 4 4 16

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

as they arise

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

level with primary and community care provider to provider discussions taking place to reach 

agreement on processes to protect patient care

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 ↑ 16 ↔ Open

389

389 - Antimicrobial 

resistance and poor 

infection prevention 

control

If antimicrobial resistance continues to rise, 

then this could lead to outbreaks of infection 

that are likely to result in significant harm to 

residents and have financial, reputational, 

and legal consequences for the ICB and 

healthcare providers. 

4. Recovering core NHS 

and care services
Susan Calvert 4 5 20

1. Implementation of Antimicrobial Stewardship (AMS) in primary care for a system-wide 

approach to promoting and monitoring the use of antimicrobials to preserve their future 

effectiveness. AMS forms part of BeCorr GP Quality Scheme which will be integrated as part 

of HMR Incentive scheme for 2024/25 and will continue to be a priority focused area for HMR.

2. Providing TARGET training sessions and supporting general practice to deliver the core and 

enhanced components of the scheme which should help reduce the overall antibiotic 

prescribing. This includes encouraging completion of Self-Assessment forms to reflect on 

prescribing of antibiotics. 

3. Facilitating Peer Review sessions, presenting data and providing advice to support the 

development of Quality Improvement Plans (QIP) tailored to practice needs. Examples of QIP 

recommendations, include reviewing practice process, such as public comms and 

engagement, patient education, reviewing face-face appointments as well as auditing 

prescribing against guidance.

4.To prevent the unnecessary spread of infections NHS providers continue to emphasise the 

importance Infection Prevention Control (IPC) measures to staff and patients.

1. HMR Quality Assurance Nurse is now in post and will be working 

with nursing and care homes to support effective IPC in these settings 

to embed good IPC measures and working with regulatory bodies e.g. 

CQC. 

1. Ongoing

People contracting 

infections which 

require antibiotic 

treatment. 

Residents attitude 

towards wanting 

antibiotics when they 

feel ill.

1. PCCC

2. PCOG

3. LCO Performance Group

None Moderate 2 5 10 10
Ne

w
Open

090
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

5. Supporting our 

workforce and carers
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 plans to support recruitment and retention and introduce new roles.

11. Wider system partners are part of the workforce group

12. Reporting / updates on primary care initiatives to be a regular items at the workforce 

subcommittee.

13. Primary Care academy funding has been approved  for project specific work around 

retention and recruitment for first half of 24/25.

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 ↔ 12 ↔ Open

102

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. 

5. Supporting our 

workforce and carers
Sarah Crossley 3 4 12

1. Permission for recruitment to 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. 

3. Develop proposal for interim support for the locality vaccines and 

imms programme

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 ↔ 12 ↔ Open

089 089 - 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.

1. Strengthening our 

communities
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 ↑ 12 ↔ Open

Opening

Score 24-25

Current 

Score



371
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. 

4. Recovering core NHS 

and care services
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

5. Meeting taken place with GM and The Hive practice to disucss next steps

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
Ne

w
12 ↔ Open

091
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.

5. Supporting our 

workforce and carers
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 Q1 of 24/25

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 

consistent 

1.  PCOG (Primary Care Operational Group), 

2.PCCC

3. GM PCCC

4. UEC Programme Group
None Significant 3 3 9 9 ↔ 9 ↔ 9 ↔ Open

098

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

2. Helping people stay 

well and detecting illness 

earlier

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 ↔ 9 ↔ Open

101

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.

2. Helping people stay 

well and detecting illness 

earlier

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 

1.PCOG (Primary Care Operational Group), 

2.PCCC, 

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

103
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. 

4. Recovering core NHS 

and care services
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 ↔ 9 ↔ Open

225

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. 

4. Recovering core NHS 

and care services
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 ↔ 9 ↔ Open

297

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.

4. Recovering core NHS 

and care services
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 ↔ 9 ↔ Open

262

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. 

4. Recovering core NHS 

and care services
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 ↔ 8 ↔ Open



339
339 - Primary Care 

Academy

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

5. Supporting our 

workforce and carers
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 ↔ 8 ↔ Open

099

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 

community will be at greater risk of serious 

illness and hospitalisation from COVID-19 

and flu. 

2. Helping people stay 

well and detecting illness 

earlier

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 ↔ 8 ↔ 8 ↔ Open

300

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.

4. Recovering core NHS 

and care services
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 ↔ 4 ↔ Open
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Service Specification No.  

Service Heywood Middleton and Rochdale (HMR)  Medicines Optimisation 
Prescribing Incentive Programme 2425 

Commissioner Lead NHS Greater Manchester (GM) ICB Heywood Middleton and Rochdale   

Provider Lead Northern Care Alliance NHS Trust  

Period  2024/25 

Review Period  

1.  POPULATION NEEDS 

  
National/Local context  
 
National 

There is a general expectation that prescribers undertake high quality prescribing, meeting the clinical needs of individual 
patients.  However, the reality of finite resources combined with clinical risk associated with inappropriate medicines use 
or review remains a major challenge faced by primary care and the wider NHS.   

The key principles of the NICE Medicines Optimisation Quality Standard (NICE 2016) can be applied when reviewing 
clinical risks associated with prescribing and overprescribing of medicines is also associated with poorer health and cost 
outcomes with potentially 10% of medicines issued not being required (DoH 2021).  

 
Local Demographics 
 
Heywood, Middleton and Rochdale (HMR) have a patient registered population of 251,535 people (EPACT Prescribing 
Data August 2024). Currently, within the Rochdale locality, 11% of the population are aged 70 years and older compared 
to April 2020 when this was only 9%. Our population is also ethnically diverse with 153 different ethnic groups which account 
for over 21% of the borough’s population.  The population is changing and becoming increasingly diverse and there is an 
expectation that there will be an increase in the ageing population and diversity and inevitably an increase in the prescribing 
of medicines. 
 
Local Challenge 
 
All GM localities are facing a deficit across Health and Social Care budgets. The accountability remains at place to deliver 

against the medicines optimisation Cost Improvement Plan (CIP) which requires effective implementation of the Medicines 

Optimisation strategy. Experiences and relationships need to be maintained at place in order to deliver against the strategy 

through a population health management approach and to continue to build robust place-based partnerships which 

contribute to the wider CCPL agenda. 

Historically in HMR there has been a medicines optimisation incentive scheme, which is funded through the prescribing 
budget and available for participation by all practices.  It is important that this resource continues to drive improvement in 
outcomes and demonstrate value for money.  

 

2. OUTCOMES 

2.1  National Aims of the ICS 

 

Domain 1 Improve outcomes in population health and healthcare Y 

Domain 2 Tackle Inequalities in outcomes, experience and access Y 

Domain 3 Enhance productivity and value for money Y 

 



  
 

2.2 Locally Defined Outcomes 

 

2.2.1 Improvements in performance and reduction in practice based/primary care variation.  

2.2.2 Reduction in inappropriate prescribing  

2.2.3 Improved Integration across the Health and Social Care sector  

 

 

3. SCOPE 

 

3.1 Aims and Objectives of Service  
 
The Prescribing Incentive Scheme is designed to encourage and reward practices to participate and actively engage in 
important transformation workstreams and stretch targets (which in turn support cost-effective and high-quality prescribing). 

The scheme will reward practices for the improvements in patient care and efficient use of resources. It is designed to 
support financial stability without compromising patient care and consists of 3 main themes: 

o Antimicrobial Stewardship (AMS) 

o Medicines Safety (MS) 

o Value for Money and Financial sustainability (FS) 

 

• The scheme encourages practices to consider how patients can benefit from cost-effective quality prescribing and 

get the best from their medicines.  

• Practices are responsible for delivering the scheme objectives. It is recognised that support may be required to 

facilitate change. The Medicines Optimisation team (MOT) will provide, data, searches, and advice to support 

practices to implement the scheme initiatives.  

• The scheme will run over financial year 2024/25 and cease on 31st March 2025. It will be open to all HMR practices.  

• Cost pressures due to NCSO (no cheaper stock obtainable) will be taken into consideration when assessing the 

financial achievement. 

• If a practice considers that they are unable to achieve the listed indicators due to exceptional circumstances beyond 

their control, this will be discussed on a case-by-case basis.  Any exceptions will need to be evidenced and agreed 

through local governance processes.  

 

1. ANTIMICROBIAL STEWARDSHIP (AMS) (NHS GM Quality Scheme Indicator) 
 
Antimicrobial resistance (AMR) remains one of the biggest global challenges and a top 10 global public health threat 
exacerbated by the overuse and inappropriate prescribing of antimicrobials, poor infection control and prevention practices, 
and global trade and travel.  

The NHS continues its commitment to the UK AMR 5-year action plan (2019 to 2024) as outlined in the NHS Long Term 
Plan. One of the key areas focuses on encouraging GP practices to support with tackling AMR through adopting the primary 
care NICE quality standards (QS121) and optimising antimicrobial prescribing. 

The GM AMS standard launched in April 2024 forms part of the wider Beyond Core Contract Review (BeCCor) programme 
and is included in the HMR Medicines Prescribing Incentive specification 2425. The core component focuses on facilitating 
HMR practice teams to deliver quality improvement (QI) and reduce total Antibiotic (AB) prescribing to achieve the NHSE 
AMR 5-year target of <0.871 AB Items/STAR-PU. The enhanced component aims to reduce or maintain broad-spectrum 
AB proportion to <10% of total ABs and improve coding and documentation when ABs are prescribed. HMR are signed up 
to both core and enhanced components of the scheme. 

Refer to Appendix 1 and 2 for GM AMS Standard submission template and the GM AMS specification for details.   

 



  
 

DELIVERY:  

CORE COMPONENT: Focuses on optimising the total AB prescribing and embedding the quality standards into daily 
practice and deliver Quality Improvement (QI). 

Practices are required to: 

1. Complete a TARGET Self-Assessment form, attend a Peer-to-Peer Review session to support with the development of 
QI plans specific for the practices and nominate AMS Champion to lead on AMS and participate in World Antimicrobial 
Resistance Awareness Week (WAAW). 

2. Undertake regular review of total AB Prescribing data and compare against national targets and GM averages to assist 
with reducing inappropriate prescribing and achieve <0.871 AB Items/STAR-PU. Data is available on Curator: 
https://curator.gmtableau.nhs.uk/gpquality-scheme-gm-areas-consistency-beccor 

Figure 1. HMR Total AB Prescribing Data (12 mths -April 2024) against GM AMS Thresholds 

 

Figure 2. HMR Total AB Prescribing Data (12 mths -August 2024) against GM AMS Thresholds 

 
Continued progress in HMR is observed following the introduction of last year’s incentive scheme. There has been a 
significant increase in HMR practices meeting the NHSE target (100% payment threshold) between April 2024 (figure 1) 
(31% (11/36)) and to 47% (17/36) in August 2024 (figure 2) with more practices meeting the 75% payment threshold. 
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ENHANCED COMPONENT: Focuses on reducing/maintaining the proportion of broad-spectrum AB (co-amoxiclav, 
cephalosporins and quinolones) in line with prescribing guidelines and local microbiology advice to <10% (as a proportion 
of total ABs) to help reduce healthcare acquired infections e.g. CDIFF, bacterial resistance and Gram-negative blood 
stream infections. Where prescribing of broad-spectrum ABs is deemed necessary, practices are required to ensure 
appropriate coding is applied on the patient medication record. 

Practices are required to: 

1. Undertake regular review of broad-spectrum ABs and compare against national targets and GM averages in order to 
meet national target <10%. If already <10%, monitor prescribing so to ensure it does not increase by more than 15%.  

2. Optimise broad-spectrum antibiotic prescribing. Where the proportion is >10% or items have increased by 15% over 
the year, 80% of the payment for this component can be achieved by undertaking a joint QI plan/audit with the ICB. 

3. Ensure >60% broad-spectrum AB prescribed are coded with indication, dose and duration. 
 

Figure 3. % Co-Amoxiclav, Cephalosporin and Quinolone Items prescribed in HMR (12mths-APR 2024)

 

Figure 4. % Co-Amoxiclav, Cephalosporin and Quinolone Items prescribed in HMR (12mths-AUG 2024) 

  

Figures 3 and 4 demonstrate that 100% of HMR practices are now prescribing broad-spectrum AB proportion at less than 
10% of total AB compared to earlier in the FY. Practices need to maintain their positions and ensure that > 60% of the 
broad-spectrum ABs are coded appropriately to achieve the payment for this criterion. 

Data to support with AMS theme is available on Curator. The information provided includes the number of items that need 
to be prescribed to maintain the positions below the threshold targets and the % broad-spectrum coding.  Regular updates 
will also be provided via the Medicines Optimisation Newsletter. 
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NHSE Target Threshold 10%

HMR Average 5.8%
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2.   MEDICINES SAFETY 

SMASH is a live safety dashboard that identifies patients at risk of serious harm from their medications.  It includes both 
the nationally defined PINCER indicators and some additional indicators approved via GM governance.  

Following the introduction of SMASH as part of last year’s incentive scheme 2324, a significant reduction in the % of eligible 
patients on high-risk medication/combinations and an alignment of the HMR average with the GM average was observed.  

Figure 3: SMASH Dashboard Data: Compares HMR Average Position with GM (June 2023-May 2024) 

 

THEME OBJECTIVES for 2425 

• Practices are expected to continue to demonstrate the active use of the SMASH dashboard to identify patients at 

risk of prescription errors and medication harm by reviewing all affected patients across all SMASH indicators.  

• The baseline performance indicator value for this year has been set at 3.0% (% eligible patients requiring a review 

for all indicators). This is the HMR average for August 2024. A RAG rated methodology will be applied against the 

indicator value to monitor and provide regular updates to practices on their performance. 

 

• At the end of the financial year (FY), practices that are consistently above the performance indicator of 3.0% will 
be asked to provide assurance that they have systems in place to identify and review patients and are undertaking 
the actions necessary. 
 

Data will be accessed and reviewed by the MOT via the SMASH Dashboard. Refer to Appendix 3 for example of SMASH 
dashboard data and current positions against the indicator. This data will be monitored regularly by the MOT and updates 
will be shared with HMR practices via MO Newsletter. 
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3.   FINANCIAL SUSTAINABILITY 

This component of the incentive scheme requires practices to engage with the MOT and aim to reduce the spend per 
ASTRO-PU (Weighted prescribing unit that considers age, gender and temporary residents) in line with the practice specific 
target. 

Figure 4 shows the HMR cost per ASTRO-PU in August 2023 and August 2024. The graphs below demonstrate a reduction 
in spend/ASTRO-PU from 4.293 in August 2023 to 4.223 in August 2024. HMR ranking has since improved from the 4th 
highest to the 5th highest spend in GM. This year the spend/ASTRO-PU is lower than last year and marginally lower than 
the GM average (4.252), suggesting that there has been some good progress within the locality in driving cost 
improvements in FY2324 and now in 2425. 

Figure 4. Spend/APU in August 2023-August 2024 

August 2023                                                                                      August 2024 

  

To continue the progress from last year, individual practice targets have been derived from the 2425 HMR Practice budgets 
with a consideration to practice outturns for 2324. A proportional adjustment (to account for the change in ASTRO-PU over 
2324 FY) and a tiered % has been applied to capture the required saving/ASTRO-PU. For example, practices with higher 
spends per ASTRO-PU are required to deliver greater % savings compared to those with a lower spend per ASTRO-PU.  

Regular updates will be provided by the MOT on the practice financial positions (Forecast Outturns) against the targets. 
The financial positions against Targets are determined from:  

Forecast Spend/APU –TARGET Spend/APU 

The financial positions expressed as differences from the target will be highlighted/ RAG rated as below: 

• Underspent/Breakeven 

• less than £1/APU Overspent 

• Between £1 & £3/APU Overspent 

• over £3 /APU overspent 

The Forecast spend derived from e-PACT prescribing data will be adjusted monthly to deduct Cost pressures due to NCSO 

(no cheaper stock obtainable) and include updated ASTRO-PU’s (to acknowledge changes in practice list size) to provide 

an accurate assessment of financial positions against the targets for the practices on a monthly basis. Additionally, flu 

vaccination costs will also be deducted at the end of the year, so that there should be no requirement to apply further 

mitigations. 

 

Appendix 4; figures 1-6; Data illustrates % savings applied to derive cost reduction targets for 2425 and  highlighted financial 

report provided to HMR Practice/PCNs to monitor progress. (August 2024 e-PACT Prescribing Data). 

 
 



  
 

THEME OBJECTIVES: 
 
Practices are required to: 

• Engage with HMR MOT (and recommended partner organisations where applicable) for prescribing insights to 
support with reducing practice spends. 

• Meet the individual cost reduction targets as per year end budgetary position/ demonstrate a reduction in costs per 
AstroPU.  

• Demonstrate value for money through a reduction (where applicable) and compliance with GMMMG.  
 

Regular updates of financial positions and progress reports will be provided by the MOT via the Medicines Optimisation 
Newsletter. 

 

4.  POPULATION COVERED 
 
All themes under the service and their sub-indicators described are expected to be available to all GP practices in GM-ICB 
HMR.  
 
GM NHS HMR are contracting directly with the Provider with the expectation that the Provider will deliver full population 
coverage of the MO Prescribing Incentive scheme and all practices will engage with the scheme and contribute towards 
Borough-wide delivery. 
 
 

5.  REPORTING AND MONITORING 
 
All HMR practices are expected to engage with the scheme initiatives. Practice teams are encouraged to proactively contact 
the MOT for planning, prioritisation of work streams and support with the delivery of the scheme initiatives. NHSGM HMR 
expect the provider to have sufficient resource and infrastructure in place to deliver the elements of the scheme. 
 
Progress against the scheme targets and indicators will be monitored by HMR MOT and where applicable practices are 
expected to submit information upon request to confirm that they have fulfilled the criteria as outlined within the 
specification. Additional reporting by practices is not required unless further information is requested by the MOT or there 
is a need to submit a report for mitigating circumstances. 
 
Regular updates on progress and data will be provided via the Medicines Optimisation Newsletter to support with the 
elements of the scheme. 
 
 

6. PAYMENT ARRANGEMENTS 
 

• The total value of the 2425 scheme is £411,454. 

• HMR population size for August 2024 (Latest e-PACT prescribing data available) is 251,535. 
 

Refer to Appendix 5 for Practice list size (Prescribing Data for August 2024) and Payment allocations. 
 
The Payment Criteria for each component of the scheme is summarised below: 

1. ANTIMICROBIAL STEWARDSHIP (AMS) 

The total value for the AMS payment is £1php. 

In order to achieve the AMS Payment award, Practices need to ensure that they fulfil the listed criteria by the end of FY 

2425 (March 31st 2025). 

 



  
 

Refer to the GM AMS Specification (Appendix 2- page 4-5) for the payment criteria for the Core and Enhanced 
Components of the AMS theme. The specification also includes a summary/ breakdown of the sub-payments for 
the theme and how the percentages are awarded against the AB Items/STAR-PU thresholds. 

2. MEDICINES SAFETY AND FINANCIAL SUSTAINABILITY (MSFS) 

The total value for the MSFS Payment is £0.64php. 

In order to achieve the MSFS Payment award, Practices need to ensure that they fulfil both* criteria listed below by the 

end of FY 2425 (March 31st 2025). 

1. HMR practices will be monitored against the Performance indicator of 3% (% eligible patients requiring review) on 

the SMASH safety dashboard. Practices exceeding 3% will be asked to review existing processes and provide 

assurance that they have systems in place to identify and review patients.  

2. Practices need to effectively demonstrate that they can reduce their prescribing spend (Cost/ASTRO-PU) and meet 

the financial targets. (Appendix 4).  

 

A tiered approach to the payments for the MSFS theme will be applied to acknowledge progress made towards 

financial sustainability theme and maximise payments achieved.  

Achievement against Financial Target   Payment 

Underspent/Breakeven 100% 

Less than  £1/APU Overspent 75% 

Between £1 & £3/APU Overspent 50% 

Over £3 /APU overspent 25% 

*Practices need to ensure they have fulfilled the requirements of the Medicines Safety theme criteria to qualify for 

the tiered payments based on financial achievements. 

 

Refer to Appendix 5 for Practice List size information (e-PACT prescribing data August 2024) and PCN/Practice payment 

summary for 100% delivery of scheme initiatives.  

 

The final payments will be adjusted to acknowledge any significant changes in list size at the end of FY 2425 and will 

account for the 3-month lag of e-PACT data. 

 

The MO Prescribing Incentive Scheme has been designed to deliver an equitable high-quality service to the HMR patient 
population (circa 250,000 patients). It is expected that the Provider aims to deliver the Scheme initiatives in collaboration 
with all HMR practices to ensure full population coverage.  
 
It is recommended that GP practices fully engage with the programme of work throughout the year with an understanding 
that these areas will potentially be included in GP quality schemes for 25/26. 
 
Performances against the targets will be reported and can be discussed following individual requests from practices/PCNs. 
A full assurance review and exercise will be completed at year end and taken through appropriate contract management 
and governance routes. If following this process, the provider is deemed to have not fulfilled the requirements of the 
scheme, they will receive the eligible percentage value of the scheme payment.  
 
Full delivery of the scheme, and all of its component parts, to the whole of the population will result in full financial payment. 
 
The Provider must ensure that payments to subcontractors are made promptly and that records of these payments are 
recorded and fully auditable. The Provider must provide these payment records to GMICB HMR if requested.  

It is acknowledged that the non-engagement or non-contribution of any subcontractor to the delivery of this contract could 
result in partial or full non-payment for the Provider, and therefore non-payment to the individual practice/s. The Provider 



  
 

must inform the GMICB HMR in a timely manner of any significant financial impact upon individual practices that may occur 
during the delivery of this contract.  

3.6 Contractual Arrangements  

3.6.1 Terms and Conditions 

See NHS General Terms and Conditions 

3.6.2 Review of the service  
 
This service will be reviewed on 31st March 2025. 
 
 

4. Applicable Service Standards 
4.1 Training Requirements 
Delivery of this service should be undertaken by appropriately trained qualified professionals. We would encourage using 
training providers which support staff continuous professional development (CPD). 
 
4.2 Risk Management 
The Provider must provide details of their risk management procedures and contingency plans in relation to adverse 
reactions or incidents which could relate to this service. 
 
4.3 Incident Reporting 
It is a condition of participation in this Service that providers report any serious untoward events within 72 hours to NHS 
GMICB HMR. Also see Schedules 4 and 6 for more detail. 
 
4.4  Audit 
The GMICB HMR will undertake post payment verification and quality audits to ensure the commissioner is receiving a 
consistently high standard of quality and value for money on the services it commissions. As noted in section 3.4 above, it 
is intended that commissioning staff will have access to extract data from GP systems to conduct these audits effectively. 
It will be necessary for provision for such audit to be incorporated in any sub-contractual arrangements.  

5. LOCATION OF PROVIDER PREMISES 
The service is to be delivered within the HMR borough and where appropriate at neighbourhood level. Any costs incurred 
for premises will be paid for by the provider, within the financial envelope of the service.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



APPENDICES Appendix 1 AVAILABLE ON REQUEST

GM AMS standard.  

Submission template and guidance Final.pdf

Appendix 2 

GP Quality Schemes 

AMS Spec - Final PCCC 20.3.24.docx



Appendix 3:  SMASH DASHBOARD DATA OCTOBER 2024 

The table below shows the % eligible patients and combined indicator populations on high-risk medication for HMR 
Practices. The % is highlighted RED >4% and AMBER/GREEN against the baseline 3.0% (HMR average August 2024). 

PCN/Practice 
% 
Eligible 
Patients 

Indicator 
population 

PCN/Practice 
% 
Eligible 
Patients 

Indicator 
population 

Canalside Rochdale N 

Wellfield Health Centre 4.68 136 Edenfield Road Surgery 2.76 91 

Castleton Health Centre 4.19 119 Ashworth Street Surgery 3.07 123 

The Hive Health Centre 3.23 40 Healey Surgery 2.44 39 

Middleton Health Centre 3.68 31 The Dawes Family Practice 3.29 69 

Kirkholt Medical Practice 2.92 20 Mark Street Surgery 2.35 54 

Dr A Hamid 3.01 19 Yorkshire Street Surgery 1.88 26 

The Kingsway Practice 2.95 17 Inspire Medical Centre 2.53 19 

PCN Average 3.93 382 PCN Average 2.72 413 

Pennine Middleton 

Stonefield Street Surgery 4.17 95 The Junction Surgery 2.92 62 

Minrow Village Practice 2.99 67 Woodside Medical Centre 3.01 61 

Littleborough Group Practice 3.07 81 Durnford Medical Centre 3.00 78 

Pennine Surgery 1.34 14 Peterloo Medical Centre 2.7 64 

Trinity Medical Centre 2.87 34 Rochdale Road Medical Centre 3.90 48 

The Village Medical Centre 2.12 22 Windermere Surgery 4.11 21 

PCN Average 3.0 313 PCN Average 3.07 334 

The Bridge Heywood 

Croft Shifa Health Centre 2.28 29 Heywood Health 2.16 49 

Dr MB Ghafoor & Partners 2.17 19 Hopwood Medical Centre 1.57 37 

Family Practice 2.96 26 Longford Street Medical Centre 2.04 47 

Dr GWD Bhima 2.82 11 Birtle View Medical Practice 2.54 24 

The Dale Medical Practice 2.24 8 Heady Hill Surgery 1.98 18 

PCN Average 2.47 93 PCN Average 1.99 175 



Appendix 4: FINANCIAL SUSTAINABILITY TARGETS/ REPORT 

Figures 1-6 show % saving applied to derive Cost Reduction Targets for 2425 and financial positions for HMR Practices 
(August 2024 e-PACT Prescribing Data). 

Figure 1. 

CANALSIDE 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 (FO-
TARGET) 

WELLFIELD HEALTH CENTRE 3% 55.41 4.17 

CASTLETON HEALTH CENTRE 2% 51.17 3.24 

DR A HAMID 2% 50.03 4.44 

THE HIVE HEALTH CENTRE 1% 45.50 -0.32

THE KINGSWAY PRACTICE 1% 46.78 4.47 

KIRKHOLT MEDICAL PRACTICE 2% 53.80 1.06 

MIDDLETON HEALTH CENTRE 1% 46.57 0.48 

Figure 2. 

MIDDLETON 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 (FO-
TARGET) 

PETERLOO MEDICAL CENTRE 2% 49.13 1.06 

THE JUNCTION SURGERY 0% 39.18 1.00 

WOODSIDE MEDICAL CENTRE 1% 47.84 3.34 

ROCHDALE ROAD MEDICAL CENTRE 0.50% 42.89 -1.94

DURNFORD MEDICAL CENTRE 1% 48.01 2.02 

WINDERMERE SURGERY 2% 51.52 0.72 

Figure 3. 

BRIDGE 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 (FO-
TARGET) 

DR GWD BHIMA 1% 47.92 4.52 

CROFT SHIFA HEALTH CENTRE 5% 65.61 9.47 

FAMILY PRACTICE 4% 59.35 13.79 

THE DALE MEDICAL PRACTICE 1% 45.75 1.63 

DR MB GHAFOOR & PARTNERS 3% 57.13 9.90 



Figure 4. 

ROCHDALE N 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 
(FO-TARGET) 

EDENFIELD ROAD SURGERY 0.50% 42.48 4.64 

YORKSHIRE ST SURGERY 2% 51.82 3.05 

ASHWORTH STREET SURGERY 2% 49.81 2.44 

MARK STREET SURGERY 2% 50.85 4.29 

HEALEY SURGERY 0.50% 41.12 7.15 

INSPIRE MEDICAL CENTRE 2% 53.54 1.86 

THE DAWES FAMILY PRACTICE 0.50% 42.26 2.22 

Figure 5. 

PENNINE 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 
(FO-TARGET) 

MILNROW VILLAGE PRACTICE 0.50% 43.92 2.88 

LITTLEBOROUGH GROUP PRACTICE 0% 39.84 1.75 

PENNINE SURGERY 0.50% 41.94 2.33 

STONEFIELD STREET SURGERY 1% 46.02 3.42 

THE VILLAGE MEDICAL CTR. 1% 46.60 1.15 

TRINITY MEDICAL CENTRE 1% 44.71 2.71 

Figure 6. 

HEYWOOD 
Required % 
Saving/APU 

TARGET £/APU PRACTICE FINANCIAL POSITION 
CALCULATED FOR AUGUST 2024 
(FO-TARGET) 

LONGFORD STREET 1% 48.96 4.43 

HEYWOOD HEALTH 1% 47.78 3.56 

HOPWOOD MEDICAL CENTRE 0% 35.13 -0.73

HEADY HILL SURGERY 4% 57.64 3.77 

BIRTLE VIEW MEDICAL PRACTICE 1% 45.79 -0.65



Appendix 5: Practice List Sizes (August 2024) and Allocated Payments. 

The total value of the 2425 scheme is £411,454.00 and will be allocated to practices as below. Considerations will 
be made and adjustments will be applied to the final payments where there is a significant change in list size 
observed at the end of the FY 2425. 

Figure 1 

CANALSIDE 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

CASTLETON HEALTH 
CENTRE 10216 £10,216.00 £6,495.05 £16,711.05 

DR A HAMID 4795 £4,795.00 £3,048.53 £7,843.53 

KIRKHOLT 4751 £4,751.00 £3,020.55 £7,771.55 

MIDDLETON 4945 £4,945.00 £3,143.89 £8,088.89 

THE HIVE 5599 £5,599.00 £3,559.69 £9,158.69 

THE KINGSWAY 4279 £4,279.00 £2,720.47 £6,999.47 

WELLFIELD 13769 £13,769.00 £8,753.95 £22,522.95 

TOTAL 48354 £48,354.00 £30,742.14 £79,096.14 

Figure 2 

MIDDLETON 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

DURNFORD 9870 £9,870.00 £6,275.07 £16,145.07 

PETERLOO 8835 £8,835.00 £5,617.05 £14,452.05 

ROCHDALE ROAD 5619 £5,619.00 £3,572.40 £9,191.40 

THE JUNCTION 8613 £8,613.00 £5,475.91 £14,088.91 

WINDERMERE 2854 £2,854.00 £1,814.49 £4,668.49 

WOODSIDE 9083 £9,083.00 £5,774.72 £14,857.72 

TOTAL 44874 £44,874.00 £28,529.65 £73,403.65 

Figure 3 

BRIDGE 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

CROFT SHIFA 8097 £8,097.00 £5,147.85 £13,244.85 

DR GWD BHIMA 1607 £1,607.00 £1,021.69 £2,628.69 

DR MB GHAFOOR 6648 £6,648.00 £4,226.61 £10,874.61 

FAMILY PRACTICE 4698 £4,698.00 £2,986.86 £7,684.86 

THE DALE 2503 £2,503.00 £1,591.34 £4,094.34 

TOTAL 23553 £23,553.00 £14,974.35 £38,527.35 



Figure 4 

ROCHDALE NORTH 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

ASHWORTH STREET 16803 £16,803.00 £10,682.88 £27,485.88 

EDENFIELD ROAD 11029 £11,029.00 £7,011.93 £18,040.93 

HEALEY SURGERY 6265 £6,265.00 £3,983.11 £10,248.11 

INSPIRE 4784 £4,784.00 £3,041.53 £7,825.53 

MARK STREET 10253 £10,253.00 £6,518.57 £16,771.57 

THE DAWES 7593 £7,593.00 £4,827.42 £12,420.42 

YORKSHIRE ST 6231 £6,231.00 £3,961.50 £10,192.50 

TOTAL 62958 £62,958.00 £40,026.96 £102,984.96 

Figure 5 

PENNINE 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

LITTLEBOROUGH 8616 £8,616.00 £5,477.81 £14,093.81 

MILNROW 7837 £7,837.00 £4,982.55 £12,819.55 

PENNINE SURGERY 3648 £3,648.00 £2,319.30 £5,967.30 

STONEFIELD ST 8714 £8,714.00 £5,540.12 £14,254.12 

THE VILLAGE 4363 £4,363.00 £2,773.87 £7,136.87 

TRINITY 4263 £4,263.00 £2,710.30 £6,973.30 

TOTAL 37441 £37,441.00 £23,803.95 £61,244.95 

Figure 6 

HEYWOOD 
List Size 
(Aug 2024) AMS PAYMENT MSFS PAYMENT 

ELIGIBLE PAYMENT 
(100% Achievement) 

BIRTLE VIEW 4249 £4,249.00 £2,701.40 £6,950.40 

HEADY HILL 3404 £3,404.00 £2,164.17 £5,568.17 

HEYWOOD HEALTH 8818 £8,818.00 £5,606.24 £14,424.24 

HOPWOOD 9234 £9,234.00 £5,870.72 £15,104.72 

LONGFORD ST 8650 £8,650.00 £5,499.43 £14,149.43 

TOTAL 34355 £34,355.00 £21,841.96 £56,196.96 

If there is any change to the above service specifications being delivered (including via Sub-Contracting), the lead 
commissioner should be notified beforehand.



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

ITEM NUMBER: 9 

DATE: 15 November 2024 

REPORT TITLE: Quality and Safeguarding update 

REPORT AUTHOR: 

Shabnam Sardar 
Quality Manager 

EXECUTIVE SUMMARY: 

The team continue to provide quality, safety and safeguarding advice, support, and leadership to 
colleagues at locality as well as leading on bespoke projects and assurance in GM. 

RECOMMENDATIONS: 
The committee is asked to review and note 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;



 

 

1. High Intensity Users (HIU) 

HMR Senior quality support officer is leading the High Intensity User programme of work. A 

small group has been established to support this work. Colleagues from commissioning, 

NCA, BI, safeguarding, BARDOC, and primary care are coming together to form a ‘MDT’ 

approach in addressing a patient’s journey, issues, and pressure points. The senior quality 

officer is completing Data Sharing Process Agreement (DSPA) to ensure that data flows are 

adhered to. The team have agreed to investigate the top 5 HIU’s across the system, external 

teams maybe be coopted to support the understanding of the patient’s pathway, i.e. Rochdale 

Council, Police, and voluntary services.  

Next steps are to finalise the DPSA with all potential partners, identify the top 5 HIU’s and to 

set up the MDT. 

2. Quality Site visits 

The quality and Safeguarding team have commenced the Quality site visit schedule. The site 

visits that have been completed are signed off by the team, commissioners, and the provider. 

Initial feedback from the visits has been very positive with providers feeling supported and 

have reported that the visits have allowed them to use the opportunity to have useful 

conversations on their issues, pressures and simplifying processes.   

The findings from the site visits/ action plans will be discussed in the respective 

commissioner-provider meetings. 

3. Springhill hospice 

The Senior quality support officer and Professional safeguarding lead have been supporting 

SpringHill hospice with quality, safeguarding and patient experience. The team have 

experienced issues around application of syringe drivers and medication errors, as well as 

external agencies reporting safeguarding concerns. The team at Springhill have discussed 

these with the senior quality officer and professional safeguarding lead to look at solutions 

and offer advice.  

 

The support from the team has enabled staff at the Hospice to amend policies and 

procedures, offer reflection sessions to staff and revisit training that will improve patient safety 

and staff confidence. 

4. Quality Improvement test of change- pressure relieving mattress. 

The Senior quality support officer is supporting a quality improvement test of change project 

led by Steve Taylor, Chief Officer/Director of Operations, RCO and staff from The University 

of Huddersfield.  

 



 

 

The project group has experienced some delays; however, the group have met recently to 

discuss the literature review and venues. Monthly meetings are in place to steer the project 

and work alongside university colleagues. Two potential venues have been identified to trial 

the pressure relieving mattress. The Senior quality support officer will be supporting 

colleagues with the staff and patient feedback literature. 

 

5. PCFT Shanley update 

 

The self-assessment template has been circulated for colleagues to complete and share in 

advance of our meeting.  At the meeting the expectation is that PCFT colleagues will share 

their self-assessment assurance outcomes.  It will be an opportunity for Q&S colleagues to 

triangulate the information being shared against the outcomes of the site visits at Birch Hill, 

Fairfield, and Royal Oldham, along with us providing a verbal update on the site visit 

results.  Individual site visit reports have been completed and will be shared with PCFT 

colleagues following the meeting. PCFT Safeguarding Lead will be asked to contribute by 

providing safeguarding assurance.   

 

Following the meeting Q&S team will provide an overall report which will be shared with GM 

colleagues, along with an action plan, if deemed necessary. 

 

6. Ophthalmology 
 

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

Ophthalmology Improvement Board. Ophthalmology high scoring risks continue to be 

monitored and actions to mitigate risk, via the Ophthalmology Improvement Group. 

 

A waiting list has been found in Ophthalmology within a waiting list which has approximately 

1000 patients on. All these patients have been clerically reviewed as some required injections 

or macular service review whilst others were non urgent. 147 patients were identified as 

requiring injections or the macular service.  A clinical review has been undertaken and 46% 

have been identified as no harm. Of the remaining 54% to be seen, the appts needed range 

between 2-weeks and 9-weeks and these are being booked where capacity allows. Any harm 

will be recorded for each individual patient. 

 

Key areas of work  

 

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

continues which in September 2024 was 10.9%. Patient text messaging continues. Booking 

utilisation meetings now twice weekly with the booking and scheduling teams. 

 



 

 

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

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

business case for additional staff for the injection service has been approved.  Most of these 

posts, ranging from B6 injectors, Band 5 trainee injectors, Band 4 pathway navigator and 

band 3 HCA, are out to advert currently and the injection service at Rochdale will go into the 

new suite 1 area in OPD opening in November 2024. 

 

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

operators required.  

 

The service was allocated some non-recurrent funding to review the overdue patients on the 

general OWL (outpatient waiting list) 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.  

The capacity and demand work to now look at other subspecialties within Ophthalmology. 

 

By the end of September 2024 there were 2 patients breached the end of September deadline 

for 65 weeks.  Both these patients are being actively managed, and, in both cases, it was 

patient choice influencing the date for surgery.  October’s position stands at 33 patients to be 

managed and high-level meetings are in place to manage these as well as the daily 

directorate meetings. 

 

7. HMR Patient Safety Incidents and SI update 

 

PSIRF and SI Update 

 

We are currently monitoring 7 open StEIS reportable incidents involving HMR patients.  

 

Mental Health Incidents  

 

There are currently 2 open HMR patient incidents for Mental Health Services.  HMR’s Patient 

Safety Incident Officer (PSIO) attends the weekly PCFT North Network, Quality and Safety Panel 

to review incidents, investigations, and seclusions, as part of the assurance and oversight 

process.  Once the investigations are completed, the reports will be reviewed and where 

necessary, following peer review and feedback, will be signed off or updated.  The panel also 

reviews ‘live issues’, complaints, and Safeguarding concerns.    

 

HMR ICB’s Associate Director of Quality is the lead for Pennine Care Foundation Trust (PCFT) 

for the GM footprint.  The NES MH SI Panel which meets monthly, will be disbanded from 

November 2024.  This is due to the new processes in place with the implementation of the Patient 

Safety Incident Response Framework (PSIRF).  

 



 

 

Acute Services (NCA) Incidents 

 

There are currently 5 open incidents involving HMR patients.  These are split across the following 

sites –  

 

1 – FGH 

1 – SRI  

3 – ROH  

 

 
 

NCA have commenced their PSIRF local priorities investigations, which are –  

 

• Critical Medicines  

• Deteriorating Patients  

• Maternity 

• Nutrition and Hydration  

• Waiting Related Harm 

 

HMR PSIO attends the Rochdale Care Org Patient Safety Summit weekly.  Incident, Patient 

Safety Reviews and Investigations, as well as complaint and PALS are all discussed to ensure 

ICB oversight.  

 

Legacy incidents are monitored by GM. The criteria for this have recently changed and legacy 

incidents are now classed as any incident opened before 1st April 2024.  There are only 2 currently 

open across the whole of GM.   

 

R O H  
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All NHS providers are now reporting patient safety incidents on the Learning From Patient 

Safety Events (LFPSE) system. Challenges with producing information reports from the 

system have been acknowledged across GM Localities, and the GM BI Team are in the 

process of producing a Tableau Dashboard to enable to vast information to be filtered by 

the ICB. This is a work in progress, and we will continue to update the group moving 

forward.  

 

 

8. PCFT HSE Inspection Update 

 

PCFT received a visit from Health and Safety Executive (HSE) on 27th and 28th March 2024 

whereby two teams visited a selection of sites selected by PCFT, to see a range of services from 

across the Trusts footprint. Following the visits, HSE have issued PCFT with an improvement 

notice. This noted a material breach of the Health and Safety at Work Regulations (5) relating to 

management of violence and aggression, specifically risk assessment to protect the health and 

safety of our staff. 

 

As part of their improvement plan following the inspections undertaken by the Health and Safety 

Executive, PCFT held an event on the morning of Wednesday 2nd October, which focused on their 

largest recorded group of incidents relating to staff, violence and aggression. This was led by the 

health and safety team with some key partners; thinking about how the organisation manage this 

risk, the impact of these incidents, the approach to risk assessment and how they define Zero 

Tolerance as an organisation. 

 

The Head of Quality Improvement and Safety together with the Associate Director Nursing & 

Quality Assurance NHS GM attended the event. The morning was successful and comprised of 

interactive10 minute sessions with key Health and Safety Leads. Evaluation was excellent and 

will form part of their action plan feedback to HSE.  

 

9. HMR GP Quality Alerts – Ulysses  

Data analysed from July-September 2024.A total of 48 records were reported for this period 

 

The system was closed to new alerts after the 13th September 2024, ahead of the Ulysses contract 

ending on the 30th September 2024. 

 

GP Quality Alerts reported by Theme 

 

The highest reported theme for this period was Quality of care with a total of 8 incidents reported.  

Alerts within this selection covered a range of quality issues including positive feedback response 

from a GP to a hospital team. 



 

 

 

GP Quality Alerts - Positive Outcomes 

 

Northern Care Alliance  

 

A GP quality alert was received reporting a delay in the treatment of a patient, this occurred due 

to a significant delay of the Dermatology team responding to an advice and guidance request.  

The Provider has implemented a robust plan with a mandatory 48-hour stipulation for consultants 

to respond to advice and guidance requests.  A monthly audit has been put in place to check 

response times and identify any gaps. 

 

The Quality team received positive feedback response providing an example of excellent clinical 

practice, giving thanks to the medical consultant at the Clinical Assessment Unit (CAU) for making 

a patient journey seamless.  This was forwarded to NCA to feed back to the team involved. 

 

BARDOC 

 

BARDOC carried out an investigation following an incident involving an expected death. An out of 

hours call was made to BARDOC, with the request for a visit being passed to the GP, resulting in 

a delay.  BARDOC acknowledged that the protocol followed was incorrect, the staff member 

reflected on the incident and apologies were offered to the GP and the patient’s family. 

 

As previously reported, HMR’s contract with Ulysses for GP alerts, ended at the end of 

September 2024. All GP practices should now have set up accounts on the new national 

reporting system LFPSE and report all alerts through this system. As a result, no further 

reports will be provided to this meeting.  

 

 

 

 

 

 

 

 

 

 

 



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

ITEM NUMBER: 11 

DATE:  15th November 2024 

REPORT TITLE: Finance Report 

REPORT AUTHOR: Damian Mercer 

EXECUTIVE SUMMARY: 

This report updates the Primary Care Commissioning Committee on the financial position at 
month 06 (September) of the 2024/25 financial year.  

At the end of month 6, the Primary Care Budgets were forecast to underspend by £115k which is 
due to an underachievement of the 23/24 Prescribing Work Programme. This underspend is 
contributing non recurrently to the Medicine’s Optimisation CIP. 

Prescribing is now held centrally and reported here for information. As at month 06, prescribing is 
forecast to overspend by £1.1m based on actual spend data received. Prescribing data is 2 
months in arrears so this forecast is based on spend to July (month 04). 

RECOMMENDATIONS: To note the contents of this report 

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;



 

 

 

 

Introduction 

This report updates the Primary Care Commissioning Committee on the financial position at 
month 06 (September) of the 2024/25 financial year.   
 
At the end of month 6, the Primary Care Budgets were forecast to underspend by £115k which 
is due to an underachievement of the 23/24 Prescribing Work Programme. This underspend is 
contributing non recurrently to the Medicine’s Optimisation CIP.  
 
Prescribing is now held centrally and reported here for information. As at month 06, prescribing 
is forecast to overspend by £1.1m based on actual spend data received. Prescribing data is 2 
months in arrears, so this forecast is based on spend to July (month 04). 
 

Month 6 Financial Position 

 

Table 1: Month 6 Finance Position 

  

YTD 
Budget 
(£000) 

YTD 
Actual 
(£000) 

YTD 
Variance 

(£000) 

Annual 
Budget 
(£000) 

Forecast 
(£000) 

Variance 
(£000) 

Primary Care             

Core Plus 2,713  2,713  0  5,426  5,426  0  

Public Health Contribution to Core 
Plus -134  -134  0  -268  -268  0  

Locally Commissioned Schemes 837  720  -117  1,675  1,560  -115  

Integrated Out of Hours 1,314  1,314  0  2,633  2,633  0  

Total 4,730  4,613  -117  9,466  9,351  -115  

Prescribing 23,493  24,174  681  46,660  47,773  1,113  

Total plus Prescribing 28,223  28,787  564  56,126  57,124  998  

 

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 

Prescribing Costs are no longer reported at a Locality level but has been included here just for 

information.  

 

Based on actuals up to July, the Greater Manchester (GM) team are forecasting a £1.1m 

pressure within prescribing.  2024/25 actual costs to month 4 show a 2% increase versus the 

same period in 2023/24, with the number of items prescribed increasing by 2% also compared to 

the same period in 2023/24. However, it should be noted that in July, the prescribing costs were 

3% higher than in the same month as last year with the number of items dispensed being 5% 

higher. Please see tables 2 and 3 below. 

 

Table 2: Cost comparison 2023/24 to 2024/25
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Table 3: Items Dispensed Comparison 2023/24 to 2024/25 

 

 

No Cheaper Stock Obtainable (NCSO) extra drugs costs for months 1 to 4 is £422k which is 

lower than that of the same time period last year of £459k. As seen in previous years, this has 

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

 

The Meds Ops Team are continuously liaising with PCNs, attending PCN meetings when 

required to support the levels of spend and to assess utilisation of staff employed under ARRS 

schemes such as Clinical Pharmacists in line with Primary Care Locality Strategy. 

 

Recommendation 

The PCCC are asked to note the contents of this report. 
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ITEM NUMBER: 12 
 
DATE: 15th November 2024 
 

 
REPORT TITLE: 
 

IM&T Update 

 
REPORT AUTHOR: 
 

Chris Upton – HMR Head of IT & Assurance  

EXECUTIVE SUMMARY: 

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

 
RECOMMENDATIONS: 
 

The committee is asked to review and note 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;  

 

 

 
 
 
 
 



 

 

Networks 

Community Of Interest Network (COIN): Planning is under way for delivery of the next 
generation COIN 3, it is expected that a specification and tender will be issued in the new year.   
 
Savings work and consolidation of practice circuits alongside upgrades to network continues 
with investigations beginning in to using fixed base 5G mobile data as resilience to practices 
connectivity. 
 
Discussions under way around support for General Practice comms cabinets following the 
need for suppliers to access same as part of cloud telephony deployment. Further guidance is 
expected from GMIT with a policy for practices and suppliers to follow regarding cabinet and 
network access. GMIT will in November be deploying Network Access and Controls to prevent 
unauthorised devices from accessing the GM COIN network 

N365 

A review of the N365 licencing position was conducted by GMSS in advance of ICS changes 
with outcomes still to be announced.   Further information to follow on GM licencing strategy in 
relation to third sector licencing for new roles within General Practice. Investigations have 
begun on exiting the NHS national tenancy in favour of a GM private tenancy.   
 
Security & AV 
A business case has been presented on deployment of the security package “InTune” for 
advanced threat protection (ATP). However, there are key pieces of encryption and protection 
functionality that the Microsoft Defender package is not able to technically deliver. A strategy is 
presently underway to ensure the continuity of the existing AV and security packages into the 
new calendar year. 

 

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. 
 
Issues have been escalated to NHSE regarding the lack of configuration for ARRS roles within 
EMIS Web.  EMIS are awaiting a notification that a draft specification from NHSE with 
templates to support these roles. 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 
 

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 with a locality mobile lead managing the localities 
numbers and handsets. Significant savings have been delivered as a result 



 

 

 
Mobile data and communications are currently under review as part of the GM Workspace and 
Communications Strategy, and this may have implications for the data element used by mobile 
devices including 5g Dongles, further guidance and policy is expected from GM on this. 

 

North-East Sector Alliance 

Collaborative arrangements across the North-east Sector relating to IG are 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.  A meeting is planned to determine the structure of 
the digital function in localities and how that will be administered on a sector-based footprint.  
This will potentially have implications for the North-East Sector comprising HMR, Bury, Oldham 
and Salford. 
 
There is a meeting with the CDIO Malcom Whitehouse and the 10 Locality digital leads to 
determine a sectors-based approach and new ways of working across GM in December. 

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) 

 
Technical migration is now completed.  All practices have been asked by NHSE to permit their 
telephony supplier to provide reports to NHSE as a matter of routine operations.  All practices 
in HMR have confirmed agreement with this process and work is now under way to ensure that 
each practice can technically support this.  Whilst all practices are now using Cloud Based 
Telephony products but 5 of these remain on legacy contracts with suppliers that are not on the 
Better Purchasing Framework.  Those practices will be required to migrate to BPF suppliers 
when their contract renewals are due. 
 
Telephony Optimisation – initial data Collection 
To baseline the current position in preparation for a telephony optimisation project, all practices 
have been contacted to confirm essential details, including existing telephony providers, 
access to telephony reports, information regards to enabling the supplier to provide data to 
NHSE as required and the frequency with which these reports are reviewed.  Currently, data 
has been collected from all practices except for two: The Dale Medical Practice and Dawes 
Family Practice. We are continuing to follow up with these practices to complete the data 
collection process, and further updates will be provided once this information has been 
gathered. 

 



 

 

RHA 

 
The locality IT team are presently providing technical IT design and support for RHA’s planned 
building moves to ensure integration and compatibility with solutions in use across the locality 
and wider GM. 

Optimise 

A meeting with Optimise has been held to explore potential options for accessing patient data to 
support GM citizens with ADHD/Autism.  This included: 

- A discussion on implementing SignWell to support handover to GPs following 
assessments, enabling GPs to accept paperwork relating to taking over the prescribing 
role 

- Possible use of ERS for referrals; instructions were provided to Optimise on how a 
supplier can be included in the directory of services to which GPs can refer 

- HSCN – an explanation that many patient systems are contained securely within the 
Health and Social Care Network (HSCN) and are only accessible to organisations that 
have a secure HSCN link 

- A discussion on potential access to the GMCR which would require HSCN as above.  The 
IT Operations manager agreed to raise this in principle at the next GMCR delivery group. 

 

Windows 11 Update 

The GM IT Windows 11 update for HMR is in its final stages.  The update was remotely 
automated with practices grouped into 4 deployment waves.  The first 3 waves went smoothly 
but wave 4 practices experienced problems with desktop PCs becoming stuck in a bootup loop.  
This rendered them unusable and significantly hampered practice operations.  In some cases 
GPs were unable to run their clinics.  This was raised urgently with GM IT and a meeting was 
held with the senior engineer responsible for the rollout.   
 
A plan was put in place to: 

- Pause further upgrades to allow time for GM IT technicians to attend sites and resolve the 
issue for the affected PCs; 

- GM IT engineers then attended sites focusing on the most severely impacted practices 
first and following up with the rest over 2 to 3 days 

- Remaining deployments were then scheduled in tandem with having an engineer on the 
relevant practice sites in case of further problems; these are currently in progress 

 

We have had a preliminary RCA with the projects team and have made several 
recommendations to mitigate any impact of this happening again when the update programme 
is resumed. 

 

Unused Device Collection 
The local IT team has contacted all relevant practices and owners of unused devices to provide 
necessary details and request that they return these devices to comply with the IT 
requirements and the policy for unused devices. A majority of practices have now returned their 



 

 

devices. A few, however, reported missing laptops, for which the practice managers were 
advised to file reports under "missing assets" to properly account for these items. 
 
As of September 4, 2024, there were 127 unused devices across the HMR area, including 
corporate devices. The Asset Team has identified some issues with the accuracy of live data 
and is currently awaiting updated information to reflect an accurate device inventory. Since the 
list of unused devices continues to change as devices are either returned or reported as 
missing, we are maintaining ongoing communication with practices to encourage further 
returns. All practices have been notified, provided with asset tag numbers, and given 
instructions to facilitate the return of these unused devices. 

 

ORCHA 

The contract to ORCHA has expired and will not be continued.  Currently we are awaiting 
confirmation from the supplier if they would like to continue with HMR as a reference site by 
permitting the continued use of limited Social Prescribing Link Worker licences without a 
contract and free of charge.   

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. 

Lloyd George Digitisation 

This work programme is now into its second tranche of funding and 2 HMR practices have 
been nominated and work toward digitisation is in progress – the Hive and Durnford St.  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 

 
The LG digitisation initiative has successfully progressed with both Dunford and The Hive 
practices. Both have now successfully completed the data upload stage. Minor issues were 
initially raised by Victoria at The Hive practice, prompting the OSS team to coordinate with the 
practice manager to resolve them. Subsequently, Steven from OSS confirmed that both 
Dunford and The Hive practices have now been fully uploaded to the system. Both practices 
have expressed satisfaction with the current process and have not requested further support at 
this time. 
 

Practice Agreements 

Awaiting guidance from Digital Board; in the absence of guidance we will proceed with a 
locality Practice Agreement enabling practices to complete eDEC in November. 

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 IT and IG team will be 
led by Primary Care Commissioning on this who have already requested practices to submit 
current plans. 
 
The locality IM&T team will explore the option of BC desktop exercises (practices and dates 
TBC) in Q4. 
 

Primary Care Digital Transformation/Maturity Model 

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 

 
 



 

 

 
 
 

Digital First Primary Care Facilitator workstreams 

• Reehana Khan is due to move on from her current Digital Facilitator post in December 

2024 and it is unlikely a replacement resource will be recruited given the funding expiry in 

March.  This poses a degree of risk to locality Digital Facilitator work.  The IM&T Team 

will pick up locality level work following a handover from Reehana later in November. 

• 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. 

• 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 are being 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. 
 
The HMR Digital Facilitator has produced a Messaging Best Practice Toolkit which will be used 
across GM by all localities to ensure primary care works to embed efficiencies and reduce 
costs. 
 
The Head of IT and Assurance has initiated work on the review of the 2025/6 contract for 
messaging.    
 
An associated paper on managing and controlling the cost of SMS via GM ICB is in production. 

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


 

 

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, September 3706, October 4358 

• Total consultations over past rolling 12 months: 45,651 

• 1.68% 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) 

A consultation is due to take place to review OCVC (Online Consultation/Video Consultation) 

tools in use across GM with regard to functionality and costs; this may have implications for the 

future deployment of these products across GM but at this stage no change is anticipated. 

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. 
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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 October, 5 
PCNs have received training and 2 additional sessions have been provided for NCA 
community nursing staff.  Version 4 of the EPACCS interface was released in September and 
further training was provided during October to update teams on the new format. 
 
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. 
 
Anyone needing to arrange training can contact the locality IT Team or email the GM team on 
nhsgm.gmcrproductteam@nhs.net 
 
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 

mailto:nhsgm.gmcrproductteam@nhs.net


 

 

• 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.  A checkpoint meeting to proceed with this has been set for 27th 
November. 

 

• 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. 

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). 
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EXECUTIVE SUMMARY: 

The purpose of this paper is to provide the Primary Care Commissioning Committee with a 
summary of discussions and work that has taken place by the Primary Care Operational Group 
(PCOG). The PCOG is a subgroup of this committee and is also responsible for oversight and 
delivery of primary care elements of the LCO business plan.  

The committee is asked to review and note the contents of this paper.  
 

 
RECOMMENDATIONS: 
 

The committee is asked to note 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;  

 

 

 

 

 



 

 

1. Background 

1.1 The PCOG meets bi-monthly on alternative months to the HMR Primary Care 
Commissioning Committee (PCCC). The group ‘s membership is made up Medicines 
Optimisation team representatives, the locality clinical leads, HMR 6 Primary Care 
Network (PCN) Clinical Directors (CDs) and commissioning leads from primary care, 
finance, estates and members of the Local Care Organisation. Although not decision 
making the group makes recommendations and has direct reporting lines into HMR 
PCCC and the LCO governance structure. An action log is maintained. In the last 
reporting period, the PCOG has met once in November 2024. The key items 
discussed are summarised in the sections below.   

 
2.0  Medicines Optimisation  
 

Greater Manchester Medicines Management Guidelines (GMMMG) update was 
provided. Links to regular update newsletter were included on the agenda and 
circulated to all GPs were summarised and discussed. 
 
Details of Medicines Optimisation incentive scheme and payment structure were 
shared and discussed. The scheme includes the GM ICB Antimicrobial Stewardship 
(AMS) specification which has been introduced across all 10 localities in 2024/25. The 
proposals for 2024/25 scheme build on the successful 2023/24 scheme and the 
approach was well received by the group. 
 
A number of concerns were raised by the CD’s regarding weight management 
injectable therapies and it was agreed to follow this up and feedback to practices.  
 
 

3.0 Core + 2025/26 
 
 An open discussion was held regarding commencement of the design of Core + 

2025/26 and all members were asked for input on how to structure this to ensure 
whole system engagement within timescales to support a fully developed and signed 
off scheme before 1st April 2025. An update was also provided on the GM Beyond 
Core Contract Review (BeCoRR) work and their timeline for the next 18 months to 
support the aim that from 1st April 2026/27 a consistent primary care incentive scheme 
will be in place across all 10 localities.  

 
 
4.0 General Practice Improvement Programme (GPIP)  
 

A presentation was shared showing current uptake of all HMR practices regarding 
transition to Modern General Practice (MGP) model via this national scheme. To date 
x out of 26 practices have engaged with the GIP programme in some way. Feedback 
was requested from members on any barriers to uptake.  
 

 



 

 

5.0 Winter Schemes 
 

A number of primary care GP schemes have been agreed for HMR locality as part of 
the GM surge hub funding and the locality Capacity & Discharge funding. These 
schemes are as follows: 
- Extension of current Urgent Primary Care Access hubs (UPCAH) to cover 

weekends 
- Additional in – hours appointments across 36 individual GP appointments 
- Additional car for the Acute Visiting Service 
- Additional Out of Hours capacity 

 
All these schemes are planned to cover the winter pressures period with mobilisation 
commencing in mid -November 2024.  
 
6.0 GP Collective Action 
 
Chair updated on feedback from GM cell and discussion took place with feedback from 
LMC regarding several areas of concern, regarding prescribing, diagnostics and 
incomplete pathways of care. It was agreed to escalate these issues to the next Primary, 
Secondary and Community Interface group which is due to meet shortly. 
  

 
7.0 Clostridium difficile (C-diff)  

 
HMR locality Quality team are doing a piece of work looking at C-diff training. An open 
discussion was held with the members of the group to ascertain current training and 
processes in place across General Practice. Further feedback on the context and next 
steps for this work was requested and will be brought back to the next meeting.  
 

 
8.0 Recommendations 

 

The committee is asked to note the contents of the paper. 
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