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Agenda 

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

Date: 19 July 2024 
Time: 10.30 to 12.00 

Venue: Virtual via Microsoft Teams 

Item 
No. 

Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. Welcome, Introductions 
and Apologies 

Verbal 1 Record Chair 

2. Declarations of Interest Verbal 2 Record Chair 

3. Minutes of the previous 
meeting on 17 May 2024 

Paper 3 Approve Chair 

4. Action Log Paper 4 Approve Chair 

5. Chairs Action Verbal 5 Information Chair 

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

7. Quality Improvement 
Programme Next Steps 

Paper 7 Decision Claire 
McKeown 

8. Capacity Access 
Improvement Plans (CIAP) 

Paper 8 Decision Claire 
McKeown 

9. Quality, Safety and 
Safeguarding Update 

Paper 9 Approve Shabnam 
Sardar 

10. Update from: 

• Local Pharmaceutical
Committee (LPC)

• Local Optometry
Committee (LOC)

• Local Medical
Committee (LMC)

• Local Dental Committee
(LDC)

Verbal 10 Discussion 
Wesley Jones 

Chloe Lloyd 

Dr Mo Jiva 

Dr Mushtaq 

11. Risk Register Paper 11 Decision / Discussion Sarah 
Crossley 

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

13. IM&T Report Paper 13 Discussion Chris Upton 

14. Patient Participation Group 
(PPG) Report 

Paper 14 Discussion Kate Jones 

15. Healthwatch Rochdale 
Update 

Verbal 15 Discussion Kate Jones 
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16. Primary Care Operational 
Group 

Paper 16 Discussion Sarah 
Crossley 

17. Medicines Optimisation 
Scheme 2023/24 Final 
Report 

Paper 17 Approval Susan 
Mckernan 

18. GMMMG Updates Paper 18 Discussion Susan 
Mckernan 

19. Public Questions 
 

Verbal 19 Discussion Chair 

20. Any other business Verbal 20 Information Chair 

 



 

Minutes 
 
Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and 
Rochdale)  
 
Date: 17 May 2024 
 
Time: 10:30 – 11:20 

Venue:  Virtual via Microsoft Teams 

 
Present 

 
Apologies 

Shabnam Sardar, Quality & 
Safeguarding Manager, NHS GM HMR 
Nichola Thompson, Director of Health & 
Care Integration (DASS & Deputy Place 
Lead), Rochdale Borough Council / NHS 
GM HMR (CHAIR) 
Dr Mo Jiva, Local Medical Council 
Representative  
Sarah Crossley, Head of Primary Care, 
Community & Neighbourhoods, NHS GM 
HMR 
Louise Thompson, Clinical Director 
Canalside Primary Care Network (PCN) 
Claire McKeown, Transformation 
Manager, NHS GM HMR 
Dr Venk Mallya, Clinical Director 
Pennines Primary Care Network (PCN) 
Susan McKernan, Associate Director of 
Medicines Optimisation, NHS GM HMR 
Nadia Baig, Associate Director of 
Transformation and Delivery, NHS GM 
HMR 
Chris Upton, Head of IT and Assurance, 
NHS GM HMR 
Mina Patel, Director of Finance, 
Rochdale Care Organisation, Northern 
Care Alliance (NCA) 
Dr Zahir Mohammed, Clinical Director, 
Heywood Primary Care Network (PCN) 
Damian Mercer, Head of Finance - 
Management Accounts, NHS GM HMR 
Steve Rumbelow, Chief Executive, 
Rochdale Borough Council / Place Lead 
NHS GM HMR  
Dr Salman Shahid, Associate Medical 
Director, NHS GM HMR 

Alison Kelly, Associate Director of Nursing, 
Quality and Safety, NHS GM HMR 
Simon O’Hare, Interim Associate Director of 
Finance, NHS GM HMR 
Wesley Jones, LPC Representative  
Kate Jones, Chief Executive HealthWatch 
Rochdale  
Cllr Dalaat Ali, Portfolio Holder for Healthy 
Lives Rochdale Borough Council 
Chloe Lloyd Chapman, HMR Locality Lead 
LLC  
Haroon Sadique, Clinical Director, Bridge 
Primary Care Network (PCN) 
Dr Richard Darling, Clinical Director, 
Rochdale North Primary Care Network (PCN) 
 
 
 
 



 

Item 
No.                                                                                                           

Topic Action 

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

 

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

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

 
2.2 The Chair requested any declarations of interests relating 

to today’s agenda. 
 
2.3 All GPs present declared an interest in item 7 Core+ 

2023/24 due to their roles as GPs. It was agreed that the 
GPs present could remain in the meeting but would not 
take part in the discussion or decision for this item. 

 
2.4 All GPs present declared an interest in item 8 Core+ 

2024/25 due to their roles as GPs. It was agreed that as 
the item was for discussion only no action was required. 

 
2.5 Nadia Baig advised members that she has updated her 

declaration of interest form as she is a Director of Ambition 
Community Trust Limited. This is to support a multi 
academy trust linked to Broomwood Primary School. It was 
confirmed that GM have also been notified of this change. 

 

2.6 The Committee agreed to note the above declarations of 
interest. 

 

 
 
 

3. 
 

Minutes of the previous meeting on 9 February 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.  Public Questions Protocol 
 
6.1 The content of the report was summarised, and it was 

confirmed that this is for information only. 
 

6.2 It was highlighted that the updated protocol is intended to 
streamline the process and has been approved by the Locality 
Board. 

 
6.3 Members were asked for any comments or questions. 
 
6.4 No further discussions took place. 
 
6.5 The Committee agreed to note the new protocol. 

 

 
 

 
 
 
 
 

 

7. Core+ 2023/24 
 
Declaration of Interest: All GPs present declared an interest in 
item 7 Core+ 2023/24 due to their roles as GPs.  
Action taken: It was agreed that the GPs present could remain 
in the meeting but would not take part in the discussion or 
decision for this item. 
 
7.1 The content of the report was summarised, and members 

were advised that following the contract negotiations in early 
2023 the incentive element for 2023/24 would be 10% of the 
contract value tied to timely and quality reporting. 
 

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

 
7.3 The Committee agreed to approve the recommendation 

that the 10% incentive element tied to timely and quality 
reporting against Core+ 2023/24 has been achieved.   

   

 
 

 

8. Core+ 2024/25 
 
Declaration of Interest: All GPs present declared an interest in 
item 8 Core+ 2024/25 due to their roles as GPs.  
Action taken: It was agreed that as the item was for discussion 
only no action was required. 
 
8.1 A verbal update was provided. 

 
8.2 It was highlighted that following the receipt of the year end 

 
 
 
 
 
 
 
 
 
 



 

data this information will now be reviewed and KPIs for 
2024/25 will be developed. 

 
8.3 This work is taking place at pace and will be shared with 

members by the end of Q1. 
 
8.4 As part of the GM review all localities have been asked to 

include 3 GM indicators regarding: 

•   CVD 

•   Antimicrobial Stewardship 

•   Diabetes 
 

8.5 The specification for these areas is being developed by GM 
and support is via the GM Toolkit.  
 

8.6 It was noted that webinars to support practice have been 
taking place throughout April and May. 

 
8.7 As the contract negotiations continue to progress an update 

will be provided to practices on the current position and the 
work and discussions that have taken place. 

 
8.8 A contract letter will also be issued to the current provider 

confirming the current position. 
 
8.9 Members were asked for any comments or questions. 

 
8.10 It was highlighted that at the Practice Manager Forum a 

number of queries were raised regarding the current domains 
within the contract, particularly with regards to contracts not 
being finalised until Q3. There was also concerns raised from 
practices regarding the introduction of neighbourhood KPIs. 

 
8.11 Clarity was provided that KPIs are being developed at a 

boroughwide level. 
 
8.12 The process for this work was explained and it was 

emphasised that the timeframes are the same as previous 
years where Q1 is used to develop KPIs as year end data is 
reviewed. 

 
8.13 Any targets / KPIs will be adjusted accordingly given the 

timescales. 
 
8.14 It was highlighted that some PCNs are interested in 

contracting directly for Core+. 
 
8.15 The Committee agreed to note the verbal update provided. 
 

 
 
 
S Crossley 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

9. Quality Improvement Programme Next Steps 
 
9.1 The content of the report was summarised. 

 
9.2 A bespoke dashboard has been developed in HMR to monitor 

quality and as part of this there is a RAG system which forms 
the practice visits. Every practice is visited at least once a year. 

 
9.3 Currently the programme is paused due to impacts on BI 

resource. 
 
9.4 The report outlines an approach for reinstating this work for 

2024/25. 
 
9.5 A scaled down version will be commencing from September 

2024.  
 
9.6 Members were asked for any comments or questions. 

 
9.7 Following a question, it was confirmed that any themes or 

updates will be reported back via PCCC as and when required. 
 
9.8 The Committee agreed to note the update provided. 
 

 
 

 
 
 
 
 
 
 

 
 

10. Enhanced Access 
 
10.1 The content of the report was summarised. 
 
10.2 From 1 October 2022 PCN’s were required to provide 

enhanced access to their registered populations between the 
hours of 6.30pm and 8pm Mondays to Fridays and between 
9am and 5pm on Saturdays (which are referred “Network 
Standard Hours”). 

 
10.3 Between 1 August 2022 and 31 August 2022 PCN ‘s and 

commissioners collaborated to agree models for Enhanced 
Access and to ensure they met the requirements as per the 
contractual requirements. Approval for the delivery models for 
HMR locality PCN’s was approved in October 2022. 

 
10.4 Locally, five PCNs opted to subcontract Rochdale Health 

Alliance, with Canalside PCN choosing to provide the offer to 
their patient cohort.  

 
10.5 As a minimum, PCN’s are required to offer 60 minutes of 

appointments per 1,000 PCN adjusted patients per week 
during the Network Standard Hours. 

 
10.6 All PCNs have delivered the minimum set of requirements. 

 
 
 
 
 
 
 
 
 
 
 

 



 

10.7 It was noted that GM have withdrawn the funding for the 
daytime hubs due the current financial deficit which will impact 
enhanced access. 

 
10.8 Members noted that there will continue to be challenging 

conversations across the system due to the financial deficit. 
 
10.9 The Committee agreed to note the content of the report. 
 

11. Quality, Safety and Safeguarding Update 
 
11.1 The content of the report was summarised. 
 
11.2  GP Quality Alerts – steady increase which is really positive. 
 
11.3  JTAI inspection – the team have been heavily involved in co-

ordinating the inspection. The inspection has now concluded, 
and the informal feedback received has been positive. There 
are no priority action areas. There are some areas that need to 
be reviewed as a system and this is being progressed. 

 
11.4 The finalised outcome report is expected on 17 June 2024. 
 
11.5  Quality Impact Assessments – working alongside colleagues 

to ensure that any changes to commissioning are followed up 
with a QIA. Significant support has been provided by the team 
regarding the completion of this with regards to any financial 
decisions impacting on patients. 

 
11.6  Domestic abuse – 2 homicide reviews have been released. 

There has been a significant increase in the number of 
referrals to domestic abuse which highlights the work that has 
taken place to promote this and the training that has been 
taking place.  

 
11.7  Members were asked for any comments or questions. No 

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

 

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

 
LMC 
12.1 A verbal update was provided. 
 

 
 
 
 
 
 
 
 
 



 

12.2  It was confirmed that the BMA are currently going into 
consultation with GP practices regarding the potential national 
action due to the imposed GP Contract. 

 
12.3  At this stage it won’t be a strike it will be pushing back on 

elements of the contract. It is unclear if this will have a 
significant impact. 

 
LPC 
12.4 No update was provided due to apologies. 
 
LOC 
12.5 No update was provided due to apologies. 
 
LDC 
12.6 No update was provided due to apologies. 
 
12.7 The Committee agreed to note the verbal update provided. 
 

 
 
 
 
 

 
 
 
 
 
 
 

 

13. Risk Register 
 
13.1 The report was summarised, and it was noted that there are 3 

risks for escalation relating to: 

• Primary Care Workforce 

• Transition to Integrated Commissioning System within 
Primary Care 

• Quality improvement Nurse and General Practitioner Nurse 
Lead role cover 

 
13.2 Members were asked for comments or questions or any 

missing risks.  
 
13.3 It was agreed that an additional risk be included regarding 

potential industrial action. 
 
13.4 The Committee agreed to note the content of the report.  
 

 
 

 
 
 
 
 
 
 
 
 
 
 

S Crossley 

14. Finance Report 
 
14.1 The content of the report was summarised, and it was noted 

that the report highlights the position at the end of March 2024. 
 

14.2 It was noted that the main pressure relates to prescribing. The 
majority of this pressure remains at GM.  

 
14.3 Confirmation was provided that these local pressures are 

similar to all localities in GM. 
 
14.4 Discussions took place regarding the savings required across 

 
 

 



 

the system and it was confirmed that there is a plan in place to 
meet the £855k.  

 
14.5 Members were asked for any comments or questions. 
 
14.6 A question was raised regarding the potential for there to be an 

additional 3% saving for 2025/26. It was confirmed that a 
meeting is taking place with GM next week to discuss budgets. 

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

15. IM&T Report 
 
15.1 The content of the report was summarised. 

 
15.2 EMIS X has been deployed into all practices. There are some 

speed and interface issues which are being addressed. 
 
15.3 GM IT has now configured permissions across HMR to enable 

GPs and other settings to work with the range of care plans 
available in the GM Care Record. Work continues to take place 
for Heart Failure Plans and Childrens Services to have access. 

 
15.4 ORCHA has slowed now that the GP SMS messaging 

campaign has ended. A submission has been made to GM for 
the renewal of the ORCHA contract – this has been refused 
pending the outcome of investigations into the efficacy of app 
prescribing by Health Innovation Manchester/GM. 

 
15.5 The Service Enhancement programme has now been stood 

down by GM in favour of a cyclic refresh approach and new 
hardware being requested by the Service Now portal. GM IT 
are in the process of implementing a ‘One user one device’ 
policy and are in the process of requesting that all practices 
return devices that are no longer connected to the network 
domain as a result of being unused. 

   
15.6 Members were asked for any comments or questions. No 

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

 
 

16. Healthwatch Rochdale Update 
 
16.1 Item deferred due to apologies. 
 

 
 
 
 

17. Primary Care Operational Group 
 
17.1   A verbal update was provided. 

 
 
 



 

 
17.2   The last meeting took place in April and the key discussions 

from the meeting were outlined. 
 
17.3   Capacity Access and Improvement Plans were reviewed and 

discussions took place to understand the position for 2024/25, 
meeting will be taking place next week prior to finalised plans 
being submitted to GM. 

 
17.4   The Core+ 2024/25 indicators were discussed and draft 

indicators shared for review and comment. 
 
17.5   Future meetings will have discussion on the LCO Business 

Plan. 
 
17.6   Members were asked for any comments or questions. 
 
17.7   A query was raised regarding medication budgets and it was 

confirmed that there are still issues with lack of medications. 
Some of these issues relate to amber drugs within shared care 
protocols. 

 
17.8   It was confirmed that the shortages remain challenging and 

that alternative formulas are available. An example was 
provided relating to ADHD medication. 

 
17.9 The Committee agreed to note the verbal update provided. 
 

18. GP Contract Overview 2023/24 and look forward 
 
18.1 The content of the report was summarised. 
 
18.2 A meeting is taking place next week to provide assurance and 

confirm payments for Quality and Outcomes Framework (QOF) 
and Capacity Access Improvement Plan (CAIP). 

 
18.3 All practices and PCNs have signed up to QOF for 2024/25 

and the PCN DES. 
 
18.4 One of the key areas within the contract is to cut bureaucracy 

for practices. Some of these key changes include 32 of the 76 
QOF indicators being suspended and the QOF aspiration 
payment has increased from 70% to 80%. 

 
18.5 Members were asked for any comments or questions. No 

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

 



 

19. Feedback from the Primary Care Conference 
 
19.1 A verbal update was provided. 
 
19.2 Work is taking place to pull together the key themes from the 

conference. 
 
19.3 Feedback received has been really positive and colleagues 

found the session really useful, particularly as it was face to 
face. 

 
19.4 Once a full write up has been completed this will be shared. 
 
19.5 It was suggested that in future an MDP session be used for 

future conferences. 
 
19.6 Members were asked for any comments or questions. No 

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

 

20. Public Questions 
 
20.1 It was noted that there have been no public questions since the 

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

 

21. AOB 
 
21.1 No further discussions took place. 

 
 
 

 

 



 

Action Log 
 
Part 1 - Place Based Primary Care Commissioning Committee (Heywood, Middleton and Rochdale)  
 
Date: 17 May 2024 
Time: 10:30 – 12:00 
Venue:   Microsoft Teams 
 
Actions due at the next meeting - NONE 
 
Actions closed since the May 2024 meeting  
 

Meeting 
Date 

Agenda 
Item 

Item Name Action Owner Due Date Comments/Updates 

09/02/24 14 IM&T Update To raise concerns regarding the 
digitalisation of the Lloyd George notes as 
one document in writing for escalation at the 
contract meeting. 

Dr Jiva / C 
Upton 

May 2024 CLOSED 
 

09/02/24 8 Luforbec 
Inhaler Switch 

Comms in different languages and in an 
easy ready format to be raised at GM. 

S 
McKernan 

May 2024 CLOSED 
We follow usual practice 

processes that are in 
place to support people 

with specific 
communication needs.    

09/02/24 8 Luforbec 
Inhaler Switch 

Further discussions to take place outside 
the meeting with GM regarding additional 
support to practices and the outcome 
fedback to members. 

S 
McKernan 

May 2024 CLOSED 
Meds Opt locality teams 
are supporting delivery of 
this work / related queries 

 

17/05/24 8 Core+ 2024/25 To share the year end data and KPIs for 
2024/25 with members 

S Crossley July 2024 CLOSED 
Draft information shared 

17/05/24 13 Risk Register An additional risk be included regarding 
potential industrial action 

S Crossley July 2024 CLOSED 
Included on the risk log 



 

 

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

 
ITEM NUMBER: 6 
 
DATE: 19 July 2024 
 

 
REPORT TITLE: 
 

Core + 2024/25 

 
REPORT AUTHOR: 
 

Sarah Crossley 

EXECUTIVE SUMMARY: 

The purpose of this paper is to provide the Primary Care Commissioning Committee with an update 
on Core + scheme for 2024/25.  

 
Core+ is the local incentive scheme for Primary Care in Heywood Middleton and Rochdale. The 
original Core + contract was awarded for 3 years to the Local Care Organisation (LCO) with 
Northern Care Alliance (NCA) as lead provider with the contact term ending in March 2020. 
Rochdale Health Alliance (RHA) are contracted by NCA to deliver the scheme across all 36 HMR 
General practices. As a result of the pandemic the Core + became part of NCA block contract 
first with the CCG then with the ICB. 

The Core + scheme is made up of several themes which have indicators within them. Each year 
the content of Core + is reviewed to ensure that the indicators continue to deliver improved quality 
and improved health outcomes, reflect local, regional and national priorities, continues to deliver 
value for money and that there is no duplication with GMS/PMS, PCN DES, IIF, QOF or other 
schemes. 

 

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

Details regarding the approach and progress to date regarding Core + 24/25 are provided in the 
paper. 

 
RECOMMENDATIONS: 
 

The committee is asked to note the contents of the paper, 
progress made to date and next steps for Core + 2024/25. 

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;  

 

 

 

 

 



 

 

 

Core + 2024-25 Update 



 

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

 
ITEM NUMBER: 7 
 
DATE: 19 July 2024 
 

 
REPORT TITLE: 
 

Quality Improvement Programme  

 
REPORT AUTHOR: 
 

Claire McKeown 
Transformation and Delivery Manager 
 

EXECUTIVE SUMMARY: 

 
Prior to the transition to NHS Greater Manchester (NHS GM), Heywood Middleton and Rochdale 
(HMR) Clinical Commissioning Group (CCG) held delegated authority for contracting with GP 
services and the monitoring of quality within these services. The CCG developed a programme to 
improve the quality of general practice, reduce variation and to provide support to their member 
practices.  Following transition to the Integrated Care System (ICS) these responsibilities remain 
at Integrated Care Board (ICB) and at the last meeting the committee approved outline approach 
to restart the Quality Improvement Programme (QIP) for HMR. 
 
The purpose of this paper is to update the committee on progress made to date and next steps to 
restart the HMR Quality Improvement Programme (QIP).   
 

 
RECOMMENDATIONS: 
 

The committee are asked to note the contents of this paper 
and approve the indicators and weighting and the phased 
restart of HMR quality programme including 10 practice 
visits to take place in 24/25 commencing in Autumn 2024.   
 

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 Background 

 
1.1  In 2019, the Heywood, Middleton and Rochdale (HMR) Clinical Commissioning Group 

(CCG) has it was, held delegated authority for contracting with GP services and the 
monitoring of quality within these services. Whilst practices as providers are accountable 
for the quality of services and are required to have their own quality monitoring processes 
in place, NHS England and CCGs as commissioners have a shared responsibility for 
quality assurance. The CCG as it was and NHS Greater Manchester (NHS GM) take this 
responsibility seriously and continuously strive to improve the quality of general practice, 
reduce variation, and support their member practices to enable this.  

 
1.2 Initially to support this, in HMR the Primary Care Quality Monitoring Programme was 

developed, which was supported by a Primary Care Quality Indicators Dashboard, detail 
on which is included as appendix 1. The dashboard comprised of 9 overarching 
categories, which grouped various measurable indicators together and also provided a 
weighted score, (depending on their significance); which give each category an overall 
value. This committee received reports which included updates and feedback following 
practice visits and also included dashboard status reports. 

 
1.3 The aspiration was to undertake at least one quality visit per practice each year, however 

due to the pandemic, practices have only received a minimum of one visit in the last 3 
years. 

 
1.4 Prior to coming together as NHS GM, all 10 CCG localities had in place their own version 

of a quality indicator dashboard and supporting quality monitoring programme. Over the 
last financial year, a programme of work has commenced, to review and align these 
locality schemes, and an overarching NHS GM dashboard has been developed, detail 
included as appendix two. 

 
2.0 NHS GM Approach 
 
2.1 Chaired by the Primary Care Manager for Quality and Assurance, the NHS GM Primary 

Care Quality Leads Group meets each month to oversee the development and delivery of 
Quality and Governance Strategy and also the delivery of the Primary Care Blueprint.  
 
Greater Manchester Blueprint 
 

2.2 The Quality, Improvement and Innovation chapter within the blueprint, sets out how we 
will embed a culture of delivering quality across primary care, and support the drive for 
levelling up aspirations through continuous sustainable quality improvement, reduce 
health inequalities and have an ethos for shared learning. It is important to note that 
whilst the chapter focuses on Primary Care, the ambition is clearly aligned to the GM 
system quality strategy which reinforces the development of a single, cohesive quality 
approach across Primary Care in Greater Manchester.  

 

https://gmintegratedcare.org.uk/wp-content/uploads/2023/10/greater-manchester-primary-care-blueprint-october-2023.pdf


 

2.3  Discussions with GM central team quality leads have confirmed that although there is still 
an ambition to develop a consistent GM wide approach across the 10 localities this will 
take some take some time to develop and implement. 

 
2.4  To provide this committee with an overview of the planned GM dashboard, a breakdown 

of the each of the available measures is included at appendix 2 of this paper. It is 
anticipated that work will commence with each area in autumn to revise and develop a 
customised view in which each measure maybe amended and weighted accordingly, to 
support locality priorities. 

 
2.5 For each of the measure within the framework, there is a defined target, based on best 

practice guidance or GM aspirations. A score is generated for each based on how far 
they are aways from the target. For example: 

 
 There is an aspiration that 60% of patients on the SMI register receive a complete 

physical health check every 12 months. 
  If practice A achieved 45% for this measure,  

- the score for practice A would be (60%-45%)/60% =0.25 
If practice B achieved 15% for this measure 
- the score for practice A would be (60%-15%)/60% =0.75 

 
2.6 For consistency within all NHS GM areas, a practice resource pack, is currently in 

development. 
 
3.0 Heywood Middleton and Heywood Approach  

3.1 Locally, there has been a direct impact on HMRs locality resource and capacity because 
of the wider GM organisational change, which has impacted both on the ability to refresh 
our local indicator dashboard and the capacity within the primary care team to complete 
individual practice visits which has meant that no practice visits have been completed in 
the first half of 2024/25. 

 
3.3. Further locality discussion has taken place and with the support of the Quality team and 

BI leads we have developed a locality plan and phased approach to restart the QIP in 
Autumn 2024. This outline approach was approved by the committee in May 2024.  

 
 
4.0    Update 
 
4.1 Work has taken place locally carried out by a small task and finish group, to agree and 

finalise a consistent set of measures using readily available data from existing GM 
dashboards.  

 
4.2 A detailed review has taken place with GM Primary Care BI lead and local tasks and 

finish group of the scoring methodology and RAG rating system applied to the set of 
measures readily available GM dashboard. Overall the group was happy with the scoring 
methodology applied across the domains including Medicine Optimisation.   



 

 
4.3 Further discussion then took place to agree weighting for each domain which will 

effectively prioritise the visits.  
 
 Details of the indicators and weightings are included in Appendix 1 to this paper for the 

committee to review. 
 
4.4 The GM team have confirmed that there will be opportunity and functionality for bespoke 

dashboards to be developed for each locality and we will continue to work with the central 
team to develop HMR QIP dashboard to ensure it reflects our locality priorities and reflect 
needs of practices. One of the primary aims of the dashboard is to act as an early 
warning system to ensure that practices are supported and is shared and clear 
understanding across the local system regarding any areas that may be identified as 
needing improvement.  

 
4.5 It is proposed that QIP practice visits will then commence in early Autumn with planned 

visits to 10 locality practices, which will include at least 8 practices identified as high 
priority. 

 
4.6 The aim is that prior to each visit the practice will receive an information pack. The GM 

team are developing reporting function to support the dashboard to enable this. Once 
confirmation of the reporting ability is received information regarding restart of the 
scheme will be shared with practices and work will commence to agree and book in the 
visits. 

 
4.7 Once the scheme has restarted outcomes from practice visits and any associated action 

plans will be a regular update item for this committee going forwards. 
  
5.0 Recommendations 

5.1 The committee are asked to note the contents of this paper and approve the indicators 
and weighting and the phased restart of HMR quality programme including 10 practice 
visits to take place in 24/25 commencing in Autumn 2024.   

 
  
 
 

 

 

 

 

 

 

 

 



 

Appendix 1 – Heywood Middleton and Rochdale Quality Programme Dashboard Indicators 

  

Clinical Domain Indicator Name

% change of maximum achievable points (20/21 vs 21/22)

Movement in exception rate vs PCA rate  (20/21 vs 21/22)

Anti-biotic prescribing per ADQ/STAR-PU

Valproate Prescribing

% of Females of childbearing age (12-55) on Valproate with Pregnancy prevention programme signed by patient 

Benzodiazepine and high dose opiate prescribing

 Aged 65+

Aged 6 mths to 65 yrs (At Risk) 

Aged 50-64 yrs 

Pre-School Children (2-3 yrs)

Health & Social Care Workers 

Pregnant Women

Close contacts of immunocompromised individuals

Carers

Breast Screening Coverage

Coverage % in 50-70 age range.

Bowel Screening 

2.5 year coverage figures (%) in the 60-74 year age range.

Cervical Screening Coverage

3.5/5.5 year coverage figures (%) in the 25-64 age range.

LD Health Checks

SMI Health Checks

Health Checks 40-74yr olds. Total number Attended

Appointments

Appointments Uptake

Prescriptions Uptake

Upheld  Complaints with the following themes:

• Access to Service

• Appointments

• Waiting Times

• Removal from Practice List

Upheld  Complaints with the following themes:

• Charges

• Clinical Care

• Communications

• Dispensing Error

• Medical Records

• Prescriptions

• Removal from Practice List

•Staff Attitude

Percentage of patients saying it is ‘easy’ to get through to someone on the phone.

Percentage of patients saying receptionists at the GP surgery are ‘helpful’ 

No of GPs (Excluding Locums)

GPs (excluding Locums) 

Per 1000 rate

No of Practice Nurses and Advanced Nurses

No of Practice Nurses and Advanced Nurses

Per 1000 rate

Increase/ decrease

Percentage change

GP Patient Survey: Overall Positive Experience

FFT Percentage of FFT resposnes that recommended the practice

Number of Unplanned hospitalisation for chronic ambulatory care sensitive conditions per 1000 patients (CB_A6_01)

Number of Unplanned hospitalisation for asthma, diabetes and epilepsy (u19s) per 1000 patients (CB_A6_02)

Number of Emergency admissions for acute conditions that should not usually require hospital admission per 1000 patients (CB_A6_03)

Number of Emergency admissions for children with lower respiratory tract infections (u19s) per 1000 patients (CB_A6_04)

Screening & Imms Incidents Screening & Imms Incidents

Overall CQC Rating

CQC Rating under "Safe" Domain

CQC rating under "Well-led" Domain

CQC Rating under "Caring" Domain

CQC Rating under "Responsive" Domain

CQC rating under "Effective" Domain

Safeguarding Assurance Tool Completed?

(Have Practice allowed Safeguarding into the practice to complete the Assurance Tool with them?) 

Action Plan Completed (Have any actions set by the Safeguarding Team been carried out and update of completion passed to Safeguarding)

Level 3 Safeguarding Training Completed and up to date. (Needs to be refreshed every 3 years)

Contracts eDEC Exceptions Report

2021/2022 Annual GP Practice Self Declaration

Count of "High Priority" questions marked as exception and non-compliant

CVD 03 - Percentage of patients between 25 and 84 years inclusive and with a CVD risk score (QRISK2 or 3) greater than 20%, who are currently treated with statins 

(IIF)

CVD 05 - Percentage of patients on the QOF AF register and with a CHA2DS2-VASc score of 2 or more (1 or more for patients that are not female), who were 

prescribed a direct-acting oral anticoagulant (DOAC), or, where a DOAC was declined or clinically unsuitable, a Vitamin K antagonist (IIF)

BP002 - The percentage of patients aged 45 or over who have a record of blood pressure in the preceding 5 years (QOF)

DM022 - % Diabetes aged>-40 years no CVD history without moderate of severe frailty treated with statin (QOF)

DM019 - % Diabetes without moderate of severe frailty  BP reading 140/90mmHg or less (national dashboard)

DM020 - % Diabetes without moderate of severe frailty  IFCC-HbA1c is 58mmol/mol or less (national dashboard)

AST007 - The percentage of patients with asthma on the register, who have had an asthma review in the preceding 12 months that includes an assessment of asthma 

control using a validated asthma control questionnaire, a recording of the number of exacerbations, an assessment of inhaler technique and a written personalised 

action plan (QOF)

COPD010 - The percentage of patients with COPD on the register, who have had a review in the preceding 12 months, including a record of the number of 

exacerbations and an assessment of breathlessness using the Medical Research Council dyspnoea scale (QOF)

VI001 - The percentage of babies who reached 8 months old in the preceding 12 months, who have received at least 3 doses of a diphtheria, tetanus and pertussis 

containing vaccine before the age of 8 months (QOF)

VI002 - The percentage of children who reached 18 months old in the preceding 12 months, who have received at least 1 dose of MMR between the ages of 12 and 

18 months (QOF)

VI003 - The percentage of children who reached 5 years old in the preceding 12 months, who have received a reinforcing dose of DTaP/IPV and at least 2 doses of 

MMR between the ages of 1 and 5 years (QOF)

CQC

Safeguarding

Cardiovascular

Diabetes

Early Years

Respiratory

GP Survey

Workforce

List Size

Complaints

ACS

QOF

Prescribing

Flu

Screening

Health Checks

Appointments



 

Appendix 2 – NHS Greater Manchester Quality Framework Measures 

 

 

 



 

 

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

 
ITEM NUMBER: 8 
 
DATE: 19 July 2024 
 

 
REPORT TITLE: 
 

Capacity Access Improvement Plans (CAIP) 

 
REPORT AUTHOR: 
 

Claire Mckeown 

EXECUTIVE SUMMARY: 

The purpose of this paper is to provide the Primary Care Commissioning Committee with an 
overview of the year end position and achievement regarding the Primary Care Network Capacity 
and Access Improvement Plans (CAIP). 

The first part of the paper details the background and detail regarding the expectation and 
requirements, as outlined in both the Primary Care Network (PCN) Contract 2023/24 and NHS 
England’s Recovering Access to Primary Care delivery plan. Alongside national support offers and 
funding available. 

CAIP plans were presented and agree by this committee in July 2023. Commissioner engagement 
with PCNs has continued and each PCN has been provided with quarterly update packs and 
required to submit quarterly updates. This latter part of the paper outlines the final year end 
achievement and outcomes and recommendations made to GM ICB regarding achievement 
payment element. 

Due to the national timescales and timing of GM ICB PCCC to assess year end achievement in 
HMR it was agreed that a panel including members from this committee be convened to assess 
year end achievement. 

The committee is asked to retrospectively approve the recommendations made by the HMR panel 
regarding year end achievement.  
 

 
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 Primary Care Network (PCN) Directed Enhanced Service (DES)  2023/23 was published 
in March 2023, in previous years PCN DES contract had a funding element to support 
improvement and investment, known as the Impact and Improvement Investment Fund (IIF).   

 
PCN Improvement and Investment Fund 2023/24: 

• The number of indicators has been reduced to five to support a small number of key national 
priorities: flu vaccinations, learning disability health checks, early cancer diagnosis and 2-
week access indicator.  

• The remainder of the IIF funds are entirely focused on improving patient experience of 
contacting their practice and being assessed and/or seen within the appropriate timeframe 
(for example same day or within 2 weeks where appropriate). To support this, PCNs were 
required to work with their commissioners to co-develop and co-own a local Capacity and 
Access Improvement Plan (CAIP), setting out the changes this intend to make.  
 

1.2 The aim of the CAIP plan is to provide the space, funding, and licence for PCNs and its 
member practices to focus on making improvements to help manage demand and improve 
patient experience of access. The aim was to enable patients to access care more equitably 
and safely, prioritised on clinical need. It also supports the accurate recording of general 
practice activity, so that improvement work can be data-led. 
 

1.3  The CAIP is a key deliverable of the NHS GM Primary Care Blueprint, presented to and 
agreed by the NHS Greater Manchester Integrated Care Board in September 2023. The CAIP 
is not seen as a separate entity but as an integral component of the Primary Care Blueprint to 
ensure a sustainable primary care system and address the needs of our citizens and 
communities as part of our wider GM Integrated Care Partnership. 

 
1.4  The requirements of the CAIP are supported by and included in within the Delivery Plan for 

Recovering Access to Primary Care, published in May 2023, setting out an ambitious package 
of measures to tackle the “8am rush” and help improve patient satisfaction with access.  

 
2.0 Capacity and Access Improvement Approach 
 
2.1 The funding made up of two parts.  

• National Capacity and Access Support payment: 70% of funding paid to PCNs, 
based on their adjusted population, in 12 equal payments over the 2023/24 financial 
year.  

• Local Capacity and Access Improvement payment: 30% of the funding paid to PCNs 
based on their delivery of an agreed access improvement plan. The plan covered three, 
equally weighted areas: 

• patient experience of contact; 
• ease of access and demand management; and 
• accuracy of recording in appointment books. 

 



 

 

 
2.2  To enable NHS GM as commissioners to assess whether the Local Capacity and Access 

Improvement Payment should be made to a PCN (either in full or in part), PCNs and 
commissioners were required to complete the following steps: 

• Completion of Appendix B1 by 30th June 2023 

• NHS GM localities were required to work with PCNs to monitor their improvement delivery 
during 2023/24 (providing support where necessary and to complete a final assessment on 
outcomes and delivery to validate payments. 

• To receive all of the funding a PCN should have demonstrated improvement or be able to 
demonstrate that high levels of achievement have been sustained through the year across 
all three key areas. 

 
In addition, to be eligible for the Capacity and Access Improvement payment in relation to 
“patient experience of contact”, all practices within the PCN must be complying with the 
existing contractual requirement to report results of completed Friends and Family Tests to 
NHS England and publish the results of the completed Tests (as required by Regulation 88 of 
the GMS Regulations 2015 and Regulation 80 of the PMS Regulations 2015). 

 
3.0 NHS GM process 

 

3.1  In line with the national guidance, the NHS GM HMR locality teams, provided support to each 
of the 6 locality PCNs to develop their improvement plans. These plans were approved at 
locality Primary Care Commissioning Committee in July 2023 and also at NHS GM Primary 
Care Commissioning Committee in August 2024. 

 
The NHS GM HMR locality teams provided ongoing support during 2023/24 to PCNs, which 
included sharing of quarterly data resource packs and updates at PCN board meetings. 
Updates were also given at locality Primary Care Operational Group and Primary Care 
Commissioning Committee. 
 

3.2  Agreement was made across all 10 NHS GM areas to develop a shared set of principles to 
ensure consistent approach taken across GM ICB regarding the assessment of suitable plans 
and any achievement assessment required at year end.  As part of this process in year 
discussion took place with the support of NHS GM ICB central primary care team and NHS E 
regarding clarification of Friends and Family element in patient experience domain. It was 
agreed that eligibility for the area relating to patient experience of contact, would not be eligible 
to any PCN where a member practice had received a contractual breach notice, for non-
compliance with Friends and Family data reporting. Contractual notices were issued where 
practices did not publish results for 3 consecutive months in GM ICB this is different to national 
guidance with supports issue of a contractual notice in instance of one months failed 
submission of Friends and Family data. 

 
3.3  Each locality reviewed submissions and informed practices of the outcome and notified the 

GM central primary care team, for payment purposes.  To meet the required timescales due 

 
1 PRN00157-ncdes-v2-capacity-and-access-payment-2023-24-guidance.docx (live.com) 

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.england.nhs.uk%2Fwp-content%2Fuploads%2F2023%2F03%2FPRN00157-ncdes-v2-capacity-and-access-payment-2023-24-guidance.docx&wdOrigin=BROWSELINK


 

 

to the timing of this committee in HMR it was agreed that a panel including representatives 
from this committee would meet to review the year end submission and make 
recommendations to GM ICB. 

 
3.4 Practices that had not achieved payment on one or more of the areas, and wished to challenge 

the outcome, are provided with the option to appeal via Direct Commissioning and Contracting 
Panel (DCCP). 

 

4.0 Year End Assessment and Payment 
 
4.1  To support the year end assessment and ensure payments were made to PCNs in the 

required timeframes, across NHS GM PCNs had a period of 6 weeks in which to collate and 
provide back to locality commissioning teams, their assessment and achievement covering 
each of the measures in the improvement areas. To support this year end activity data 
support packs were provided. On Monday 20th May 2024, these plans were assessed by 
the same panel whom approved the plans in June 2023 and an update was presented to 
Primary Care Operational Group (PCOG) on  23rd May 2024, the summary of achievement 
for each PCN is provided in the table below. 

 
 

 

Canalside Heywood Middleton Pennines 
Rochdale 

North 

The 

Bridge 

Patient 

experience of 

contact 

Yes Yes Yes Yes Yes 
Not 

Achieved 

Ease of access 

and demand 

management 

Yes Yes Yes Yes Yes Yes 

Accuracy of 

recording 

appointment 

books 

Yes Yes Yes Yes Yes Yes 

PCN Clinical 

Director has 

confirmed GPAD* 

Yes Yes Yes Yes Yes Yes 

 
 
4.2  The locality was required to confirm to NHS GM, PCN achievement, on delivery to cover 

CAIP year end payment of 30% balance funding by 24th May 2024.  Collectively information 
from all 10 localities was presented to the NHS GM Primary Care Commissioning 



 

 

Committee on 10th June for approval, and to ensure payments are made to PCNs by 31 
August 2024.  

 

4.3  The evaluation of the plans present to panel highlighted the following areas of achievement 
and progress: 

 
Patient experience of contact 

• 35 practices were compliant with Friends and Family Submissions 

• 3 PCNs developed social media instances 
 
Ease of access and demand management 

• There was a 50% increase in the number of online consultations provided (July 23 
baseline) 

• The number of prescriptions ordered electronically increased across all practices. 
 
Accuracy of recording in appointment books. 

• Appointment book configuration is aligned to the national General Practice Data Set 

• All PCNs achieved the Investment Fund Indicator (IIF) ACC008  
 

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

 

5.0 Recommendations 

 

5.1  The committee is asked to note the contents of the paper and retrospectively approve the 

recommendations made by the assessing panel. 



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

ITEM NUMBER: 9 

DATE: 19 July 2024 

REPORT TITLE: Quality and Safeguarding update 

REPORT AUTHOR: 
Susan Calvert 
Head of Quality Improvement and Safety 

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. GP Quality Alerts – Ulysses  

 

Data analysed April-June 2024. 

 

A total of 69 records were reported from the start of April to the end of June 2024, 39 were 
reported for the same period last year.  
 
GP Quality Alerts reported by Theme 
 
Below shows a bar chart with the sub-subject/theme. 
 

 
 

The highest reported theme for this period is referral management.  Four of the alerts within this 

theme related to the Northern Care Alliance Rapid Response team, the Provider has 

acknowledged that there were some capacity issues during the winter months.  The Rapid 

Response team lead plans to carry out some GP rounds to speak about the service and it’s 

provision, the reporting Practice will be included in these visits.  A further 6 alerts related to lack 

of onward referral for differing specialities. 

 

 

 
 



               

 

 
GP Quality Alerts - Positive Outcomes 
 
 

Manchester University NHS Foundation Trust 
 
A GP Quality alert was raised reporting poor commination with the GP Practice following an 
appointment with the Manchester Royal Eye Hospital.  MFT acknowledged the lack of good 
communication and identified that streaming notes are not generated automatically from the 
HIVE system.  The clinician has been informed that notes can be printed manually to give to the 
patient and send to the GP.  
 
Pennine Care NHS Foundation Trust    
 
An incident was received giving details of a rejected referral for a new patient joining the Practice 
on an amber rated shared care medication.  The GP did not feel that they had the experience 
and expertise to prescribe and therefore wanted a new referral for the patient.  The PCFT 
pharmacist contacted the GP to discuss the medication in more detail offering reassurances, this 
led to the acceptance of the shared care agreement, allowing the patient to receive the 
medication without further delay. 
 
Diagnostic Healthcare 
 
The GP Practice involved in this incident received a report from the Provider with a significant 
medical finding, the patient was informed and a referral made. A number of weeks later the error 
was realised and a new report was generated.  Following the HMR Quality team raising this 
incident an investigation response letter was received from Diagnostic Healthcare apologising to 
the patient and family for any distress caused.  The Provider recognised the breach in processes 
by both the Operations Team and the Radiologist, staff have been reminded of the procedures in 
place to avoid such errors in future. 
 
 

2. Joint Targeted Area Inspection (JTAI) 

As you are aware from previous updates, on Friday 26th April HMR completed a Joint Targeted 
Area Inspection of children in need and risk, with Inspectors undertaking site visits on week three, 
which included 2 GP Practices.  The full report was expected to be published on Monday 17th 
June 2024, but due to the announcement of a General Election, the report has been delayed due 
to Purdah rules. Once the final report is published this will be widely shared.  
  

3. Derian House Children’s Hospice – End of Life Support 

 

Children’s Transformation and Delivery Manager and Assistant Director for Integration and 
Health , met with Derian House on 9th May 2024.  Derian shared their intent not to continue with 
the service for HMR to provide out of hours care for children who want to die at home.  
 



               

 

A new provider is needed urgently.  Local hospices were considered to determine their ability and 
willingness to deliver the service locally and Forget Me Not have agreed to provide the service 
needed. Contract is currently being progressed via the GM Provider Selection Regime 
processes. Q&S Team are actively working with commissioners to find a solution.  
 

4. Children’s Contract Meetings 

Senior Quality Support Officer has quality assurance oversight of both the formal GM Contract 
Review Meetings as well as locality informal Commissioning monitoring meetings.  In train is 
quality assurance site visits for all children’s providers which will take place during 2024-25 
financial year, prioritising those with concerns identified eg poor CQC outcomes. Being involved 
in these meetings has demonstrated the amazing work that some of our VSCE providers do 
across HMR and the positive impacts they have for children, young people and families. 
 

5. Maternity 

 

Public Health, Rochdale Council 

Public Health representative from Rochdale discussed long-acting revisable contraception 
(LARC) to re-introduce this back into midwifery services.  It was agreed to a 1-year pilot with the 
specification focussing on the Rochdale & Oldham Midwifery Enhanced Services (ROMES) 
cohort of women.   
 

Data 

There have been 3 stillbirths before 28 weeks linked to foetal anomalies, but which will still be 
investigated with rigour. 
No early neonatal deaths last month, which is the first time in 7 months. 
 

Incidents 

The case where a woman was stabbed to death in Bradford and widely reported on the news had 
been a woman who had recently birthed in Royal Oldham Hospital. The rules say that this has to 
be reported as a maternal death even though it was not related to the care received at Royal 
Oldham. Head of Midwifery wanted to ensure that this information is shared so that maternal 
death numbers are taken in context of this situation. The case is going for a rapid review by 
Oldham Safeguarding Partnership. 
 
There have been 3 reported incidents of babies being dropped accidentally by their mums on the 
postnatal ward all in the early hours of the morning. Babies were taken to neonatal and scanned 
for skull fractures which resulted in no follow up. In one case mum had been sat in a Chair, when 
she dropped her baby.  Because these had happened in quick succession the service has 
undertaken a Patient Safety Incident review.  Initial review raised no links other than it happened 
at night.  
 

 Action has been taken by: 

• Designing pictorial guidance for mums.   



               

 

• Safety huddle to include any risk factors eg medications that my cause drowsiness, 
maternity support worker on the night shift, following handover, to discuss safe sleeping 
with the mums and document the same and lower all beds and patient care alert circulated 
to all maternity areas. Risk assessments also to be undertaken which will dictate who and 
when observations should take place. 

 
The falls have been reported on StEIS and discussed with other GM localities. 

 

Staffing Update 

The service has increased numbers of midwives employed from 199.54 WTE in April 23 to 
211.82 WTE in April 24. As the service has increased its establishment this has increased their 
vacancy rate and is at 47.01 at the end of March 2024. If it had not increased its establishment 
the vacancy rate would be small with a vacancy rate of 15.08 WTE which would have been the 
best position the maternity service has been in for a number of years.  
 

The service has also increased the number of support workers that they have employed to 
mitigate the vacancy in midwives. They are critical to the service and provide extensive duties 
that relieve the midwifery workload. There is no vacancy in their support worker staffing, and they 
are over established, however they recognise their valuable contribution and are being supported 
to continue recruitment. 
 
The complexity of women and the additional assurance and safety demands support the increase 
in establishment despite the birth rate not increasing during this period at Royal Oldham. In view 
of this complexity the service have been supported to recruit nurses.  They support the safe care 
of women and babies particularly during the postnatal period and support the delegation of duties 
to ensure midwives are completing tasks that only a midwife can perform. 
 

Rochdale & Oldham Maternity Voices Partnership 

A new model for Maternity Neonatal Voices Partnership (MNVP) across GM has been approved 
via the GM governance for both finance and maternity. Model is a centralised commission from 
GM ICB for MNVP cover of a new enhanced model.   
 
Healthwatch Rochdale have served notice on hosting Maternity Voices Partnership for Rochdale 
and Oldham which ended 30 April 2024.  The LMNS met with GM contracting and finance and 
also linked in with Voices for Choices to see if they can find a way forward.   
 
Locality commissioners and Quality representative attended a meeting on 7th May, with LMNS 
lead which gave assurance how this new model will operate across our localities and ensure that 
the MNVP, through Voices for Choices, act to represent our local community needs and service 
users in the future.  
 

6. Quality Impact Assessments (QIA’s) 
 



               

 

The Head of quality and safety and the Senior quality support officer has been supporting the 
completion of numerous QIA’s to inform commissioning intentions and business cases. QIA’s are 
paramount in describing the impact that service changes/ decommissioning can have on the 
patient journey, safety and safeguarding of our patients. QIA’s have been completed for services 
within Planned Care, Urgent Care and community services.  
 
The Senior quality support officer has also supported voluntary organisations to understand and 
complete QIA’s to highlight the impact of their service on residents and their families. Feedback 
from organisations has been positive with a commitment to revisit some QIA’s in 6 months to 
measure impact. 
 

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

8. High Intensity Users 
 

High Intensity Users (HIU) HMR Senior quality support officer is organising a meeting to discuss 
the HIU’s in HMR. Colleagues from the NCA and commissioning will support the work with 
intelligence gathering and case studies. The group aim to have an in-depth discussion on HIU’s 
and their patient journey. This level of detail will allow colleagues to discuss pressure points, 
quality issues and if other services would be more appropriate to divert patients to. The first 
meeting took place on the 17th of June with a focus on Urgent care and Primary Care.  
 

9. Ophthalmology 
 
The Head of Quality Improvement and Safety continues to attend monthly meetings of RCO’s 
Ophthalmology Improvement Board. Ophthalmology risks, scoring 15 – 20 continue to be 
monitored and actions to mitigate risk, via the Ophthalmology Improvement Group.  
 
Unfortunately, the Glaucoma Consultant Surgeon who had been appointed to the post, has 
subsequently withdrawn due to personal reasons. The post has been readvertised.  
 
Key areas of work  
 
Work on reducing DNA's rates continues as part of the outpatient workstream, decrease in rates 
continues. Clinic templates have been reviewed to look at increasing appointment slots. Changes 



               

 

are progressing, a number of clinics do now have overbookings. Outpatients’ activity is being 
delivered in line with their plan.  
 
Rochdale Ophthalmology Team Development Session to be held, date to be confirmed. The aim 
of the session is to review ways of working to identify existing strengths and opportunities for 
development and spend time together to network as a team.  
 
A trust wide Did Not Attend (DNA) meeting takes place weekly.  
 
Ophthalmology waiting list: A paper has been submitted to the Executive Planning and 
Performance meeting to agree a pilot for validation of the OWLS, an estimate of the impact of this 
validation is a reduction in the waiting list by 5%. 
  
The proposed usage of suite 1 at RCO for Ophthalmology has been agreed plans are being 
drawn up for the move.  
 
Updates will continue to be provided. 
 

10. Transition from Ulysses to LFPSE in Primary Care 

From 30th September 2024 the HMR contract for the Ulysses system will end, which will mean 
that you can no longer use this facility to report Quality Feedback issues.    

Learn from Patient Safety Events (LFPSE) is now in use across the NHS, and organisations 
including NHS Trusts, private and independent providers, as well as voluntary sector 
organisations have already switched to reporting patient safety events onto the new system.   

Now it is time for Primary Care.  

Please watch this short helpful video, which will provide an overview of the system.  

https://youtu.be/mlRu-B-XbGM  

Primary Care will start using the Learn from Patient Safety Events (LFPSE) system to record 

information about patient safety events where: 

• a patient was harmed or could have been harmed. 
• there has been a poor outcome, but it is not yet clear whether an incident contributed or 

not. 
• risks to patient safety in the future have been identified. 
• good care has been delivered that could be learned from to improve patient safety. 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FmlRu-B-XbGM&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C8ede6f33d1414799748408dc95a3b199%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549777621983072%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=d5QyptKfU7ll%2FUbJm7ZUR2ewYsWAJ0ex2IAYu%2FS8v7Y%3D&reserved=0


               

 

All GP Practices are asked to record patient safety events directly onto LFPSE by registering for 
an account and using the online Learn From Patient Safety Events service.  We would 
recommend a single account for the practice, using your generic email address.  

LFPSE will provide System Wide learning 

 

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

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

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

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

• The LFPSE service will be a useful source of information and a useful tool for 
improvement.  

 

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

There will be –  
 

• Communications and guidance about using the system 

• FAQ 

• Webinars  

• Support from your local ICB  

The next steps  
 
The Patient Safety Incident Response Framework (PSIRF) which went live on 1st April 2024 
sets out the NHS’s approach to responding to patient safety incidents, to ensure learning and to 
improve patient safety and will be rolled out to all Primary Care in 2025 
 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Frecord.learn-from-patient-safety-events.nhs.uk%2F&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C8ede6f33d1414799748408dc95a3b199%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549777621992896%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=X8Su27a5ljO2BDGoJpC48gKpOwzHqvcWx6f7czNEst8%3D&reserved=0


               

 

The PSIRF replaces the National Serious Incident Framework (2015) and promotes a 
proportionate approach to responding to patient safety incidents by ensuring learning is balanced 
with delivering improvement.  

The framework represents a significant shift in the way the NHS responds to patient safety 
incidents and is a major step towards establishing a safety management system across the 
NHS.   

Below is a short video which provides an informative succinct overview of the new PSIRF 
framework, please watch it.  

https://www.youtube.com/watch?v=TyYekgo_IN0 

 

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

11. Domestic Abuse 

• Continue to represent GPs at weekly MARACs.  There has been a slight increase in the 
numbers of MARAC information forms returned by GPs. 
 

• We are working with GPs to improve quality of the MARAC information returned. Some of 
the themes are, lack of dates, full description of concerns, and what safeguarding actions 
were taken at the time as well as current health needs. 
 

• Bi-Monthly Domestic Abuse newsletter now electronic. Please ensure this is forwarded to 
all primary care staff within practice, and where possible discussions held at staff 
meetings, to share knowledge and practice. This will also ensure that DA is kept live on 
the practice agenda. 
 

• New Specialist Domestic Abuse Service, (SDAS) has recently been launched. This is a 
single point access for victims and those who harm.  Referral forms can be found on the 
F12 key. A lunchtime webinar was held on the 2nd of July to introduce the service. Further 
dates will be emailed to practices.  
 

• The Domestic Abuse Resource Pack will be reviewed and sent out to all practices by the 
end of summer. 

 

 

 

 

 

 

 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.youtube.com%2Fwatch%3Fv%3DTyYekgo_IN0&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C8ede6f33d1414799748408dc95a3b199%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638549777621999810%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=GYmeKTRrHJEU0mRC8zFkM3uNTsSWCTgktHGJG%2B1%2F%2BLE%3D&reserved=0
mailto:gmicb-hmr.quality@nhs.net
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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, two risks have been reduced, three risks have increased but 
are not escalating, three risks continue to score as escalations and two new risks have been 
identified. 

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. 

 

2.0 Risk update 

 

In summary in the last reporting period there are 5 proposed changes to the risk register. 2 new 

risks, 1 closed risk and 2 increased risks. The changes to escalating and non-escalating risks 

are highlighted below: 

 

2.1 Escalating Risks 

There are 4 escalating risks. 

 

1 New risk 

 

• 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 practice’s 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. 

 

1 Increased Risk  

• 262 Impact on the ability to deliver INT review – 12 

There is no capacity within the primary care, community and neighbourhoods’ team to 

undertake the review as the team is currently has 3 fulltime vacancies. 

 

 



 

 

 

 

 

 

1 Unchanged Risk 

 

• 090 Primary Care Workforce – 12 

Practice engagement in the Good Workforce Charter has been added to the actions for 

further mitigations and due dates for other actions have been updated.  

 

• 102 Transition to Integrated Commissioning System within Primary Care – 12 

Recruitment to all three roles has been agreed by GM and recruitment process is 

commencing. 

 

2.2  Risks not being escalated 

 

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

 

1 New Risk  

 

• Primary Care Academy Funding 

IF there is a significant reduction to Primary Care Academy funding for 24/25 THEN this 
will limit the number & roll out of targeted recruitment and retention initiatives which MAY 
impact practices ability to recruit & retain staff 
 

1 Increased Risks 

 

• 103 Primary Care Estates – 9 

Locality Estates plan has been developed for practices identified as immediate within the 

PCN toolkit. There are estates within HMR that are not fit for purpose and action is 

needed. 

 

9 Unchanged Risks 

 

• 089 PCN Maturity – 9 



 

 

Primary Care team continues to support PCNs and links with GM development 

opportunities, alongside additional opportunities through CAIP in 24/25. 

• 091 Primary Care Demand – 9 

Winter planning for 24/25 has been identified as an actions to further control. Demand 

remains high within Primary care.  

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

The Spring programme has now finished and supply has been limited due to the push 

model, programme manager worked with GM to redistribute supply. Risk could be closed 

but will be added again in September 24 as this is a reoccurring situation when in a live 

programme and the current programme manager post will be vacant, this risk has been 

flagged and escalated to GM.  

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

Within HMR there are a significant number of people not accessing the vaccination and 

inequality is an ongoing concern. The inequalities work will now be overseen through the 

newly established vaccine group, which will hold its first meeting in July.  

• 101 Primary Care – Respiratory Diagnostics – 9 

Star Procurement process has taken place and it has been agreed that spirometry 

service can be funded for 1 year. Conversations needed with contracting to understand 

next steps and need to test the market.  

• 225 Digital Interoperability in Enhanced Access – 9 

Local digital solution was trialled but was unsuccessful, the risk continues. This is a 

national risk for NHS E and EMIS. No alternative local solution available.  

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

provider - 9 

All possible mitigations locally have been put in place and there is nothing further we can 

do locally to further mitigate the risk.  

• 300 – GPs Ordering Sufficient Flu Vaccination - 4 

The risk is currently low but when flu vaccination programme starts the risk of not having 

ordered enough vaccine will increase.  

• 304 – GP Industrial Action – 6 

There is currently a ballot taking place which will determine if GPs are in favour of 

industrial action, the outcome of this is due at the end of July. Depending on the decision 

an action plan will be put in place. 

 

2.3  Closed Risks 

 



 

 

There is one closed risk.  

 

• 096 – COVID-19 mass vaccinations – service specification and timescales for 

mobilisation - 9 

Closed as NHS E have issued the process and timescales for the winter 24/25 Covid 

vaccine programme and EOI process launched in July.  Full guidance and JCVI cohort is 

still awaited. 

 

3.0 Recommendation 

 

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

update 
Risk Updates (Narrative) 

089 PCN maturity

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

working between practices and leadership skills among their members, 

THEN they will not be able to deliver services this may impact on their 

ability to deliver transformational system change within their PCN and 

with wider health and care partners.

Sarah Crossley

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

1. Primary Care Mandate - monthly highlight 

reporting, 

2.PCOG (Primary Care Operational Group), 

3. PCCC, 

4. LCO Exec, 

5. Locality Construct

3 3 9 9 ↔ Open 22-Oct 13-Jun
June Update: Updated due dates for action to further mitigate. 

090 Primary Care Workforce

IF we do not have a fully staffed and resilient primary care workforce, 

THEN this will:

(a) reduce capacity in primary care,

(b) reduce the resilience of primary care staff

(c) put additional pressure on the wider health and care system

(d) limit the system's ability to deliver COVID-19 and key programmes 

of work programmes

Sarah Crossley

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. - Sarah 

Crossley (Q2)

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. 

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

4 3 12 12 ↔ Open 22-Oct 13-Jun

June Update: Practice engagement in the Good Workforce Charter has been added to the 

actions for further mitigations and due dates for other actions have been updated. 

091 Primary Care demand
IF primary care demand continues to exceed capacity then THEN this 

will increase pressure on other parts of the health and care system.
Sarah Crossley

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

1.  PCOG (Primary Care Operational Group), 

2.PCCC

3. GM PCCC

4. UEC Programme Group
3 3 9 9 ↔ Open 08-Nov 13-Jun

June Update: Updated due dates for action to further mitigate. 

096

COVID-19 mass 

vaccinations - service 

specification and 

timescales for 

mobilisation

IF the release of guidance for and COVID-19 vaccination programmes 

continues to be provided by NHS England with very short timescales for 

implementation. THEN the current longer term plans for the COVID-19 

programme are unknown at the present time

Sarah Crossley

1. Operational groups are in place to enable pre-planning and rapid mobilisation. Also bi-weekly GM SRO meetings.

2. Dedicated vaccine programme manager in place to support delivery.

3. Continue daily oversight of programme delivery and emerging guidance

4. Guidance provided by NHE E/ JCVI  for autumn booster which support some elements of planning.

5. Plans being drawn up to address amendments to autumn booster planning. 

6. Surge plan is in place. 1. National guidance fluid and emerging

1. HMR Covid Vaccination Working Group, 

2. Clinical Leads, 

3. Health Inequalities, 

4. GM SRO meetings, 

5. HMR Flu delivery group, 

6. Health protection board

7. PCCC

8. LCO SMT

3 3 9 9 CLOSEDClosed 08-Nov 13-Jun

June Update; NHS E have provided the guidance for the winter 24/25 Covid vaccine 

programme, risk can be closed. 

May 24 Update: Vaccine programme is currently running until the end of May and guidance 

continues to come through in short timescales 

098

COVID-19 mass 

vaccinations - vaccine 

supply

IF there is insufficient supply of COVID-19 and flu vaccines to meet 

government targets for vaccination of priority groups, THEN members 

of the population will not have equitable access to a vaccine

Sarah Crossley

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

3 3 9 9 ↔ Open 05-Aug 13-Jun

June Update: The Spring programme has now finished and supply has been limited due to the 

push model, programme manager worked with GM to redistribute supply. Risk could be closed 

but will be added again in September 24 as this is a reoccurring situation when in a live 

programme and the current programme manager post will be vacant, this risk has been flagged 

and escalated to GM. 

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. 

Sarah Crossley

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

3 2 6 6 ↔ Open 08-Nov 30-Jun

June 24 - Within HMR there are a significant number of people not accessing the vaccination 

and inequality is an ongoing concern. The inequalities work will now be overseen through the 

newly established vaccine group, which will hold its first meeting in July. 

May 24 Update: Work continues to ensure opportunities are available to all eligible patients 

through the inequalities work plan including engagement activities in areas of low uptake. 

101
Primary care - respiratory 

diagnostics

IF there remains a lack of respiratory diagnostic testing in primary care, 

THEN this will impact on the quality of diagnosis of respiratory 

conditions and potentially reduce the effectiveness and efficacy of 

patient care, as well as putting additional pressure on secondary care 

for diagnostic tests.

Sarah Crossley

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

2. Development of a respiratory diagnostic pathway

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

4. Primary Care Academy undertook risk assessments, training needs analysis and updated training of appropriate staff to support interim 

arrangements. 

5. STAR procurement has been agreed for 1 year. 

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

spirometry service has been identified in locality budget, this is currently going through the GM governance 

process. 

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

1. Q1-Q2

2. Q2

1. No dedicated funding to deliver new 

models of diagnostic tests. 

2. No control over GM planning for 

diagnostic hubs (both delivery 

timescales and inclusion criteria).

3. This is a national delivery problem 

as spirometry is aerosol generating.

1.PCOG (Primary Care Operational Group), 

2.PCCC, 

3. HMR Planned Care Board, 
3 3 9 9 ↔ Open n/a 30-Jun

June Update: Star Procurement process has taken place and it has been agreed that 

spirometry service can be funded for 1 year. Conversations needed with contracting to 

understand next steps and need to test the market. 

102
NHS GM Primary Care 

Team recruitment

IF we are unable to recruitment to vacant positions within the Primary 

Care team THEN this will continue to impact on the ability of the primary 

care team to deliver locality and central workplans. 

Sarah Crossley 1. Permission for recruitment to all three vacant roles (1 x Band 8A, 2 x Band 7) has been provided by GM. 1. Recruitment to all roles. 1. Q2-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

3 4 12 12 ↔ Open n/a 13-Jun

June Update: Recruitment to all three roles has been agreed by GM and recruitment process 

is commencing 

103 Primary care estates

IF general practice and primary care estates are not fit for purpose 

THEN there will be an impact on quality and safety of service delivery to 

patients and staff. 

Sarah Crossley

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 

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 medium and 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

3 3 9 9 ↑ Open n/a 30-Jun

June 24 - Locality Estates plan has been developed for practices identified as immediate within 

the PCN toolkit. There are estates within HMR that are not fit for purpose and action is needed. 

May 24 Update: Locality have reviewed the PCN Toolkit report and are awaiting the outcomes 

of the GM project ranking. Next steps within locality are to develop a local estates plan based 

on the finding from the GM toolkit. 

Current Score



225
Digital Interoperability in 

Enhanced Access

IF current digital interoperability issues in relation to enhanced access 

with EMIS are not resolved THEN patient access to enhanced services 

bookings online and on the day will continue to be effected and put 

additional pressure on GP practices to support appointment facilitation. 

Sarah Crossley

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

3 3 9 9 ↔ Open 29-Nov 13-Jun
June Update: Local digital solution was trialled but was unsuccessful, the risk continues. This is 

a national risk for NHS E and EMIS. No alternative local solution available. 

262
Impact on the ability to 

deliver INT review 

IF we continue to be unable to recruit to senior commissioning manager 

post in the primary care and commissioning team THEN this will impact 

on the ability to deliver and manage community services including key 

milestone in the LCO Business plan INT review. 

Sarah Crossley

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

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

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
4 3 12 12 ↑ Open 11-Jul 30-Jun

June 24 - There is no one within the primary care team who has the capacity to complete this 

review and there is no contract management in place. 

297

Delay to resolution of 

Information Governance 

issues with non-

healthcare provider

IF Information Governance issues are not resolved rapidly with a non-

healthcare provider THEN patients may experience delays accessing 

primary care advice and or treatment.

Sarah Crossley

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

Provider resolving issues and providing 

assurances in a timely manner 

1. PCCC 

2. PCOG

3. LCO Delivery Group

3 3 9 9 ↔ Open 27-Nov 30-Jun

June update: All possible mitigations locally have been put in place and there is nothing further 

we can do locally to further mitigate the risk

300
GPs ordering sufficient  

flu vaccination 

IF GP's do not order enough flu vaccine to achieve national flu targets 

for their practice population THEN HMR may not have sufficient 

vaccinations available to vaccinate HMR residents.

Sarah Crossley

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

2 2 4 4 ↔ Open 12/01/2024 30-Jun

June 24 - The risk is currently low but when flu vaccination programme start the risk of not 

having ordered enough vaccine will increase. 

May 24 Update: Flu vaccines have been ordered by each PCN. 

304 GP Industrial Action 

IF there is a delay in patient access to timely primary care services due 

to industrial action THEN there is a risk of associated harm in relation to 

delays in conveyancing, treatment and pressure on the UTC, extended 

access appointments and PNP.

Sarah Crossley

1. Continue to maintain and develop relationships with GP Fed, GPs and LMC including linking with local and regional bodies to try and address 

concerns and mitigate risks accordingly 

2. Work with local LMC to ensure appropriate measures are in place to ensure appropriate continuity of safe services 

3. The timeliness of the process to enable industrial action to happen requires a number of additional steps to take place before industrial 

action could take place. 

1. Communicate plans and enact them as appropriate

2. Ballot for GPs closes on 29th July, will need to review outcome and plan for any industrial action

1. TBC dependant on 

point 2

2. August 2024

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 

External Assurance

1. GM and LMC

2 3 6 6 ↔ Open 11-Apr 30-Jun

June 24 - There is currently a ballot taking place which will determine if GPs are in favour of 

industrial action, the outcome of this is due at the end of July. Depending on the decision an 

action plan will be put in place. 

May 24 Update: Industrial action is still a possibility due to the implementation of the new GP 

Contract. 

339 Primary Care Academy

IF  there is a signficiant reduction to Primary Care Academy funding for 

24/25 THEN this will limit the number & roll out of targeted recruitment 

and retention initiatives which MAY impact practices ability to recruit & 

retain staff

Sarah Crossley 

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

opportunities to maximise limited resources

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

1. Complete contract service review

1. August 2024

1. May imapct some practices more 

than others dependent on staffing 

strucutres/retirement age/staff 

movement

1. HMR PCCC

2.  HMR PCOG

3. HMR People Group

4. LCO Perforamnce & Delivery Group

4 2 8 8 Open 01-Jul 01-Jul

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 contiue to be dleiverted 

from a building that is no longer fit for purpose this MAY 

affect the practicse ability to conitnue to operate safely and deliver a 

high quality service to patients and impact on staff morale, recruitment & 

retention . Furher dealys may also result in land purchased for the new 

build practice planning permission lapsing and MAY result in compulsory 

purchase order by RBC. 

Sarah Crossley

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 outcoems of toolkit to allow new build to progress to next stage noting 

that new build not seekign capital funding

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

2. Links in place between PC and RBC 

1. TBC

2. July 24

1. GM ICB decsiosn making process

2. Awatiign outcomes of prioritisation 

process across GM 

1. HMR PCOG

2. HMR PCCC

3. HMR Estates OWG

4. HMR SEG 

3 4 12 12 Open 01-Jul 01-Jul
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448 0

449 0

450 0



 

 

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

Commissioning Committee (PCCC) 
 
ITEM NUMBER: 12 
 
DATE:  19 July 2024 
 

 
REPORT TITLE: 
 

Finance Report 

 
REPORT AUTHOR: 
 

Damian Mercer 

EXECUTIVE SUMMARY: 

 
This report updates the Primary Care Commissioning Committee on the opening budgets for 
HMR Locality Primary for 2024/25 and the CIP targets required.  It also reports the position at 
month 02 (May) of the 2024/25 financial year.   
 
At the end of month 2, the Primary Care Budgets were forecast to break even. It should be noted 
that it is very early on in the year and as prescribing data is 2 months in arrears, the locality 
doesn’t have any costs yet for the 2024/25 prescribing element.  
 

 
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 opening budgets for 

HMR Locality Primary for 2024/25 and the CIP targets required.  It also reports the position at 

month 02 (May) of the 2024/25 financial year.   

 

At the end of month 2, the Primary Care Budgets were forecast to break even. It should be 

noted that it is very early on in the year and as prescribing data is 2 months in arrears, the 

locality doesn’t have any costs yet for the 2024/25 prescribing element.  

 

Locality Budgets 

Budgets for locality remain broadly the same in 2024/25 as they were in 2023/24, in terms of the 

elements which are delegated to the locality and those which remain managed centrally at NHS 

Greater Manchester (NHS GM).  However it should be noted that although Prescribing budgets 

remain as locality budget, medicines management has a central management function directing 

the work, with locality variations to this to cater for specific local needs / work programmes.  

Therefore responsibility for prescribing budgets is shared.   

 

For 2024/25, budget uplifts have across all areas have followed national guidance and have 

been dictated centrally by NHS GM. Within this all localities have been given a 5% CIP target on 

the quantum of their budgets which includes a 5% CIP target specifically for Prescribing.   

 

Table 1 below, shows the budgets and uplifts for delegated locality Primary Care expenditure. 

 

Table 1: 2024/25 Opening Budgets 

 

Area

23/24 

Recurrent 

Forecast

24/25 

Inflation/ 

Gross 

Uplifts 

National

24/25 

National 

efficiency

Net 

Inflation/ 

Uplifts

2024/25 Plan 

Pre CIP
Comment

Core Plus 5,426 0 0 0 5,426

No Uplift has been attributed to the main 

Locally Commissioned Schemes across GM

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

No Uplift has been attributed to the main 

Locally Commissioned Schemes across GM

Locally Commissioned Schemes 2,126 36 -23 13 2,139 1.7% inflation and 0.6% efficiency

Integrated Out of Hours 2,617 44 -29 16 2,633 1.7% inflation and 0.6% efficiency

Prescribing 48,675 2,414 -518 1,896 48,967 5.12% uplift and 0.6% efficiency

Total 58,576 2,495 -570 1,924 58,897

£000



 

 

 

Prescribing budgets have received a 4.52% uplift on the 23/24 recurrent forecast which includes 

the NCSO pressure that was held at GM in 2023/24, to reflect the costs pressures anticipated in 

2024/25. 

 

Cost Improvement Plan (CIP) 

 

The financial challenges facing NHS GM are even more challenging in 2024/25 than they were 

in 2025/26. NHS GM have agreed a planned deficit of £175m with NHS England for 2024/25 

and this includes a 5% savings requirement, as previously referenced for all providers, localities 

and functions.   

 

£2,307k has been removed for CIP relating to prescribing which the Medicine’s Optimisation 

Team are working towards, with a number of schemes identified. These schemes are in 

conjunction with the GM Team and can be seen in the table below. 

 

Table 3: CIP Plans 

CIP Plan £000 Comments 

Prescribing     

Clinical reviews £46  

Switching to powder/preferred products and care 
home pathways with potential to replicate Wigan's 
'Shake Up' Project 

Sustainability £75  

Work with care homes to review processes and 
support practices which want to move to patient led 
ordering 

Do not do £60  
Based on least years figures plus a reduction in bath 
emollients 

Cost-effective Interventions £100  Work to be included within the Incentive Scheme 

Blood Glucose Testing Strips £80  Reviewing quantities of insulin, GP1 and pen needles 

Preferred brands £75  Looking primarily at Luforbec Inhalers 

Scriptswitch £800  Based on last year’s savings 

FYE from 23/24 £1,071  
Savings delivered later in the 23/24 financial year 
that have an impact in 24/25 

Total Prescribing £2,307    

 

It should be noted that prescribing is extremely volatile, so achievement of CIP is being closely 

scrutinised across the ICB.  The main risk to the prescribing CIP plans is that the above is 

predicated on the Medicines Management Staff Consultation coming to an end and the ICB 



 

 

allowing the vacant posts within the team to be recruited to. If the timeline for this slips, then the 

risk is that there will not be capacity to work on the above schemes and the savings will not be 

achieved.   

 

Month 2 Financial Position 

 

Table 4: Month 2 Finance Position 

 

At month 2, the locality is reporting a break even position.  It is very early in the year and as 

mentioned previously, prescribing data is only available 2 months in arrears.  As at month 2 

there is therefore no prescribing data and therefore it has been assumed that costs will match 

plan.  All other areas are primarily block contracts and therefore there isn’t an anticipated 

financial risk associated with them. 

 

Recommendation 

The PCCC are asked to note the contents of this report. 

  

YTD 
Budget 
(£000) 

YTD Actual 
(£000) 

YTD 
Variance 

(£000) 

Annual 
Budget 
(£000) 

Forecast 
(£000) 

Variance 
(£000) 

Primary Care             

Core Plus 904  904  0  5,426  5,426  0  

Public Health Contribution to Core Plus -45  -45  0  -268  -268  0  

Locally Commissioned Schemes 280  280  0  1,675  1,675  0  

Integrated Out of Hours 435  435  0  2,633  2,633  0  

Prescribing 8,183  8,183  0  46,660  46,660  0  

Total 9,757  9,757  0  56,126  56,126  0  



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

ITEM NUMBER: 13 

DATE: 19 July 2024 

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;

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 CCG IM&T position for the period 
ending 30 June 2024 



 

 

 
➢ Networking 
➢ Community Of Interest Network (COIN): The CCG previously supported a paper to deliver 

savings and extend the current contract by 2 years.  Planning is under way for delivery of 
the next generation COIN 3. 

➢ Savings work and consolidation of practice circuits alongside upgrades to network 
continues 

➢ Discussions under way around support for General Practice comms cabinets following the 
need for suppliers to access same as part of cloud telephony deployment. 

➢ GM IT is requesting each practice takes a photograph of their existing cabinet and returns 
by email as a baseline image. 

 
➢ N365 
➢ A review of the N365 licencing position was conducted by GMSS in advance of ICS 

changes with outcomes still to be announced.   Microsoft has now announced a non-profit 
licencing arrangement, further information to follow on GM licencing strategy in relation to 
third sector licencing for new roles within General Practice. 

➢ Investigations have begun on exiting the NHS national tenancy in favour of a GM private 
tenancy 
 

➢ EMIS issues 
➢ GM IT continues to investigate reported issues/problematic PCs to resolve root cause, in 

addition to a rolling hardware upgrade programme to meet the revised EMIS environment 
specification. 

➢ NHS Digital continues to engage with EMIS on performance with quarterly update 
meetings held by GM  

➢ Early reporting has indicated potential improvements to EMIS search functionality. 
➢ Work is ongoing on a refresh programme to upgrade memory in practice PCs to meet 

EMIS Working Environment Specifications 
➢ GM IT has completed initial work to upgrade HMR practices for compatibility with EMIS X 

(64 bit) with one practice (Dr Bhima) reporting interface issues which have been reported 
to EMIS for resolution 

 
➢ Graphnet CareCentric (GM Care Record)  
➢ Care plans 

GM IT has now configured permissions across HMR to enable GPs and other settings to 
work with the GMCR care plans. 

➢ EPaCCS care plans training is now under way with each PCN having been invited to 
choose preferred dates.  Feedback from initial training for Canalside PCN has been 
positive. 

➢ 1. Deployment of the following plans to support care homes and across primary care, NCA 
and hospice 

• Individual Care & Support Plans 
• MDT plans 
• EPACCS (End of Life) 
• Frailty plans 



 

 

➢ 2. Heart Failure Care Plan and associated Patient Held Record (being piloted in Tameside 
and HMR) 

• Patients who are put on HF care plans are asked to download the My Carecentric 
app (from Apple or Google stores) 

• 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 April; further comms on this has been 
issued in June with more comms and engagement follow ups planned. 

• HMR GP Practices are live with HF in EMIS Web and the EMIS X Dashboard (plus 
all other care plans that were requested EPACCS, ISCP, MDT, Frailty).   

• PAT (NCA) Bury Rochdale Oldham are live with HF In Healthviews 
• 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 and Health Innovation 
Manchester have provided a quotation for the development of these dashboards.  This has 
been passed to UEC management for consideration with associated screenshots and 
supporting information. 
 

➢ Childrens social care feed 
Although technical work to implement the RBC Childrens Social Care data feed into 
GMCR has been completed and is ready to switch over to live, IG discussions at the GM 
level are currently preventing this.  Health Innovation Manchester is consulting with legal 
counsel and MCC to establish a case for supporting this as a GM standard approach by 
establishing the appropriate legal bases.  Although enabling this feed remains a locality 
level decision it is unlikely to be supported until this is resolved at the GM level. 

 
➢ ORCHA 
➢ The rate of downloads of apps via ORCHA has slowed now that the GP SMS messaging 

campaign has ended.  342 site accesses in June resulted in only 2 app downloads. 
Compared to 600 in December this demonstrates the value of engagement with patients in 
driving traffic to the site.  Without a contract in place further engagement is difficult and this 
is affecting take up. 

➢ A submission has been made to GM for the renewal of the ORCHA contract – this has 
been refused pending the outcome of investigations into the efficacy of app prescribing by 
Health Innovation Manchester/GM.  A contractual decision is still outstanding. 

 
➢ Cloud Based Telephony 
➢ Significant work has been undertaken in locality to enable eligible practices in HMR to 

benefit from funding from NHS England to benefit from funding for upgrading telephony in 
practices to Cloud Based Telephony (CBT) provided by suppliers on the Better Purchasing 
Framework (BPF) 

• Phase 1:  8 HMR Practices on analogue wiring systems met the initial criteria for 
funded upgrade to CBT and are now onboarding 



 

 

• Phase 2: A second tranche of funding was made available to uplift practices with 
low level functionality cloud telephony platforms.  19 practices submitted 
expressions of interest in December 2023 followed by procurement and invoicing 
processes in line with NHSE timelines.  

• 4 practices were already moving/had already moved to CBT suppliers on the BPF. 
• 5 practices declined to participate 

➢ Migration is now in progress with suppliers having agreed dates and practices were given 
an extension until end of June for this to be completed although this work continues and 
as yet there has been no indication of any penalties around delayed deployments.  
Practices are now invoicing GM; some have reported frustration around reimbursement 
delays and IT is working to help route queries. 

 
➢ Desktop As A Service (DaaS) 
➢ Business case now under review. 

 
➢ 5g Dongles / Mobile Data 
➢ A review of all mobile connectivity has been undertaken and all 5g contracts across GM 

have been consolidated into a single contract. 
➢ Data has been removed from telephony contracts.  Mobile data and communications are 

currently under review as part of the GM Workspace and Communications Strategy and 
this may have implications for all data contracts including 5g Dongles. 

 
➢ North East Sector Alliance 
➢ A meeting has been held between the IT leads from HMR, Bury and Oldham to establish a 

collective NES approach to some aspects of IT and primary care digital first delivery where 
there are aligned needs.  This will help to expedite projects supported by effective 
collaboration and knowledge sharing. 

➢ Collaborative arrangements across the North East Sector relating to IG are being put in 
place to cover for the imminent vacancy of an IG lead in Wigan pending recruitment. 

➢ The consolidation of IT and IG meetings following changes to locality admin support has 
presented an opportunity to bring in NES IT leads and GM DFPC leads as attendees 
which will enable cross-sector collaboration and working. 

➢ This work is ongoing it remains a priority to develop alignment around the NES strategy 
and sharing of supporting resource/knowledge. 

 
➢ Enhanced Access and direct booking 
➢ The locality IT Team continues to provide support to the use of EMIS Community as a tool 

to support enhanced access; regular supplier meetings are being held to work toward 
enabling the EMIS system to support the requirement for direct booking and other linked 
functions. 

➢ The IT team is working with RHA and Medicines Management to support federated 
working around prescribing codes at the PCN level to support out of hours GPs in a 
reportable way; RHA is deploying GP Connect to each PCN Community EMIS instance 
over the coming months to support EA services. 

➢ Work is under way to review take up of direct booking functionality across practices as part 
of reviewing digital maturity. 



 

 

 
➢ Cyber Security & IG 
➢ There have been 2 locality data breaches in the current financial year from 1st April 2024 - 

actions were/are being undertaken with remedial actions recommended 
➢ Locality IG lead Paul Fox has agreed to support primary care as the DPO (Data Protection 

Officer) for GP practices unless they choose to nominate a DPO internally. 
 

➢ Primary Care Digital Transformation 
➢ The IM&T Team is working with primary care commissioning to develop a matrix of digital 

enablement using available metrics around digital take up within practices 
➢ Many of the workstreams to be tracked are driven by national and regional mandates such 

as NHS App onboarding; provision of online bookings, prescriptions and consultations, 
website audits, cloud based telephony reporting etc. 

➢ The approach also enables tracking the main themes of the locality’s work to support the 
GM Digital First Primary Care programme 

➢ The IM&T team is working with commissioning to incorporate digital targets into the locality 
Core Plus model 

➢ A series of meetings between primary care commissioners and IM&T has been arranged 
to regularly monitor and assess performance and focus support where it is needed 

 
 

 
 
 
 
 



 

 

PATCHS monthly activity by PCN 

 
 
 
 

➢ PATCHS Activity over recent months is as follows:   
January – 3896,  
February – 4057,  
March – 3948 
April – 4011 
May – 3979 
June - 3565 
 

➢ Total consultations over past rolling 12 months: 40,793 
 

➢ PATCHS now supports direct booking and the IT Team is working with the supplier 
Advanced and practices to enable this function. 
 

➢ Patient feedback gathered as part of the PATCHS triaging process remains 
overwhelmingly positive (12 months average is 4.5 out of 5 stars) 

 
 

➢ Digital First Primary Care Facilitator workstreams 
➢ Digital champions – It has been 12 months since this network was established.  For the 

last quarter HMR digital champions have been attending Redmoor upskilling sessions to 
integrate our approach with GM.  There has been regular attendance from HMR 
practices.  It is planned the digital champions will follow the Redmoor upskilling 
programme for the next quarter also.  The GM messages are localised for HMR practices 
and key actions are communicated via the teams channel as well as integrated within 
other existing workstreams.   
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➢ NHS app promotion – support with promotion continues, 5 in-practice events over the 
last quarter, supporting 120 patients, upskilling 10 practice staff including SPLWs, Admin 
and Reception Staff, to sustain ongoing promotion.  Training provided to all practices to 
utilise national dashboard to monitor progress and uptake, training on NHS app download 
process delivered for Living Well staff and volunteers.  Discussion with HWR to train 
volunteers to support with downloads.   

➢ Websites – websites updated regarding MMR messaging, online registration processes 
updated, requirement for practices to complete further re-audits as part of core plus, HWR 
agreed to start patient audits from September 2024, MS form to be created to collect 
ongoing patient feedback from each site. 

➢ Register with a GP surgery service – 67% of HMR practices supported to enrol and 
websites updated to clarify this new process 

➢ Messaging – Draft toolkit developed describing key principles which will allow for efficient 
and effective messaging.  GM wide sessions organised for 3 key messaging system 
suppliers to allow practices to use those systems to their full capacity leading to 
efficiencies.  Messaging champions identified to lead this in practices.   

➢ Access to records – Support for practices continues dealing with patient queries around 
visibility of records in the NHS app.  Drop in sessions planned to allow for 
troubleshooting.    

➢ Patchs – Training for Living Well staff and volunteers on Patchs functionality and NHS 
app integration 

 
➢ 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 

➢ BT and NHS Shared Business Services are working to revise current contract and 
framework arrangements so that a new pricing structure can be incorporated into the 
model. 

➢ Themes around smart messaging will be promoted within the locality by the digital 
facilitator and IT team and across GM by Redmoor health, including: 

• principles and best practice 
• workflows and messaging governance 
• reducing message sizes using available solutions and products 
• encouraging take up of NHS app 

  
 

➢ Lloyd George Digitisation 
 
12 practices were digitised as part of the initial project. 
 

P Code Practice 

P86007 Castleton HC 

Y02721 Kirkholt Medical Practice 

P86002 Dr Bhima’s 



 

 

P86014 Dr Babar’s 

P86016 Heywood Health 

P86023 Hopwood Medical Centre 

P86004 Peterloo Medical Centre 

P86620 Windemere Road 

P86021 Pennine Surgery 

P86022 Stonefield St Surgery 

P86006 Ashworth Street Surgery 

P86017 Inspire MC 

 
 

➢ Practice Business Continuity Planning 
➢ HMR IM&T Team will continue to work with practices as required on reviewing, updating 

and retaining copies of Business Continuity Plans 
  

➢ Ad hoc activities 
➢ CHC system change (Imosphere to Broadcare) going live w/c 8th July 
➢ Supporting the deployment of a Skin Analytics system supporting primary care/NCA 

referrals (DPIA/IG) 
➢ Lung Health checks project (DPIA/IG) 
➢ Coordinating return of unused laptops with practices 
➢ Advisory re MSK process 
➢ Involvement in SMS tender/review 

 
➢ Current IG workstreams 
➢ Information Asset Register/Data Flow Maps updates for the HMR Locality services 
➢ Skin Analytics DPIA 
➢ Lung Health Care DPIA 
➢ PADLET DPIA about to start 
➢ Broadcare DPIA  
➢ LANC UK patient searches 
➢ HMR offsite records destruction exercise   
➢ GP Privacy Notice for all localities - working with two other IG Managers 
➢ Ad-hoc HMR GP queries 
➢ Sending regular comms to GPs as require them to confirm if they wish to take up the HMR 

GP DPO offer 
➢ HMR SARs - including redaction 
➢ HRM CHC Data breach 
➢ GM Alternative Provider Medical Services (APMS) and Walk in Centres (WIC) 

procurement exercise about to start. 
➢ Several GM IG working groups 
➢ Wigan Locality IG support 
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REPORT AUTHOR: Kate Jones, Healthwatch 

EXECUTIVE SUMMARY: 

Healthwatch Rochdale have undertaken an ongoing piece of work reviewing the primary care 
Patient Participation Groups. Healthwatch Rochdale received increased negative feedback from 
Rochdale borough residents highlighting that Patient Participation Groups (PPGs) are currently not 
up and running at their General Practice (GPs). 

This feedback was discussed with Healthwatch Rochdale’s Advisory Group and a decision was 
made to further research this area. 

The final PPG Report is attached. 

RECOMMENDATIONS: 
The committee is asked to review and note the contents of 
the paper 
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☐Clinical implications;

☐Impact on Inequalities;

☐Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;
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PPG re-audit – January 2024 

1 
 

Healthwatch Rochdale has used the Healthwatch Trademark (which covers the logo and Healthwatch brand) when undertaking work on our 
statutory activities as covered by the licence agreement.  
 
Healthwatch Rochdale. A company limited by guarantee and registered in England (No. 08429721) © 2022 Healthwatch Rochdale 

 

Introduction 
Healthwatch Rochdale is the local independent health and 
social care champion for the Rochdale borough who listen to 
local people’s experiences of using health and social care 
services and we use those experiences to help improve services 
locally and nationally. 

Healthwatch Rochdale have undertaken an ongoing piece of 
work reviewing the primary care Patient Participation Groups. 
Healthwatch Rochdale received increased negative feedback 
from Rochdale borough residents highlighting that Patient 
Participation Groups (PPGs) are currently not up and running at 
their General Practice (GPs). This feedback was discussed with 
Healthwatch Rochdale’s Advisory Group and a decision was 
made to further research this area.  
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Healthwatch Rochdale has used the Healthwatch Trademark (which covers the logo and Healthwatch brand) when undertaking work on our 
statutory activities as covered by the licence agreement.  
 
Healthwatch Rochdale. A company limited by guarantee and registered in England (No. 08429721) © 2022 Healthwatch Rochdale 

 

Response for this report: 
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Healthwatch Rochdale has used the Healthwatch Trademark (which covers the logo and Healthwatch brand) when undertaking work on our 
statutory activities as covered by the licence agreement.  
 
Healthwatch Rochdale. A company limited by guarantee and registered in England (No. 08429721) © 2022 Healthwatch Rochdale 
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Further work 
Healthwatch Rochdale re-audited the GPs across the Rochdale 
borough throughout December 2023 and January 2024 to see if 
implementation of the PPG’s had been completed.  

Key Findings 
Breakdown below per Primary Care Network areas  

 

Yellow highlight - Able to target support where PM responsive and requested help 
to restart PPG. 

Green highlight – increased number of active PPGs since 2022. 

 

 

 

Primary Care 
Networks  

Active PPGs  
2022/2024 

Due to restart / 
HWR support  

2022/2024 

No plan to restart  
2022/2024 

Canalside  3     3 2      0 1      3 

Heywood  1     1 2      4 2      0 

Middleton  0      2 2      2 4      1 

Pennines  2      4 2      1 2      1 

Rochdale 
North  

3      5 0      2 4      0 

The Bridge  1     1 2      2 3      3 
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Further findings from the 2024 PPG research showed:  

• 95% of practices had a dedicated PPG page on their 
website. Improved since 2022. 

• 28% of practices were difficult to get through to by 
telephone or email.  

• Reception staff were not aware of what a PPG is and had 
limited information to share. 

Recommendations 
Below is a table of recommendations which both primary acre 
commissions and Healthwatch Rochdale will complete: 
 

 Action Deadline Done 
1. Request all practices update their website with 

up-to-date PPG information. 

  

 • Discussed HWR report with PCN Clinical 
Directors re: contractual requirement 

  

 • Local Primary Care Team continues to work 
with PCNs and member practices to update 
PPG information 

  

2. Contact GP senior partners and Practice 
Managers to remind them of the contractual 
requirement to deliver a PPG 

  

 • Both GPs and Practice Managers will be 
included in further communications 
reminding them of their contractual 
requirements regarding PPGs 

  

3. Offer information, support and training for all 
GP Practice Managers to re-establish their PPG 
with information from NHSE and Healthwatch 
Rochdale (HWR) 
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 • Work with HWR to support the GP practices to 
re-establish their PPGs. 

  

 • Meetings are being set up between HWR and 
the primary care team and local 
engagement lead to explore resource and 
support that Healthwatch has to offer in order 
to provide a joined-up offer of support to 
practices. 

  

 • HWR created a support pack for practice 
PPGs 

  

 • HWR offer of individual practice support   

 • Further discussions with PCNs and practices 
for them to consider how they would like to 
take these offers forward to gain the 
maximum benefit of the information 

  

4. Request all GPs to train reception staff on what 
a PPG is. 

  

 • HWR resources will be shared with practices   

 • We will request that practices ensure all staff 
are aware of the PPG and its role.  

  

 • We will share the information with Primary 
Care Academy (PCA) and follow up whether 
this can be included as part of regular 
receptionist training offers 

  

5. Create Primary Care Network PPG meetings to 
strengthen neighbourhood and PLACE based 
working. 

  

 • Once practice level PPGs are up and running 
(01/04/24) consideration will be given to 
PCN/Neighbourhood level PPGs being set up. 
Discussed initially with the PCN CDs and they 
are supportive of developing a PCN/ 
neighbourhood model in the longer term. 

  

6. Re-establish a locality- based PPG across the 
Rochdale borough and advise practice 
managers 
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 • 6 PCN/Neighbourhood level groups may be 
more beneficial 

  

 
1 From the Formal Response of the Head of Primary Care, Community & Neighbourhoods (Heywood, 
Middleton and Rochdale) NHS Greater Manchester Integrated Care. 2022 
 
Commissioners Response - Response of the Head of Primary Care, Community & 

Neighbourhoods (Heywood, Middleton and Rochdale) NHS Greater Manchester Integrated Care 
We are happy to take forward all the recommendations 
summarised in the above report working with Healthwatch to 
agree appropriate timescales and deadlines against each 
recommendation as we would like to work in partnership to 
deliver these. 
For the final recommendation we would first need to pick up 
discussion with the PCN CDs and the relevant neighbourhood 
meetings in order to agree longer term aspirations and a 
timescale for implementation noting that each neighbourhood 
is at a different level of development.  
 
I would like to take this opportunity to thank Healthwatch for this 
piece of work and the development of the recommendations 
Myself and the primary care team look forward to working 
closely with HealthWatch Rochdale to take these forward and to 
support the GP practices to fully reinstate effective PPGs . 
 
This report has also been added to the Health Overview and 
Scrutiny committee for oversight. 



 
 
 
 
 
 
 
 
 
 
Healthwatch Rochdale  
No. 2 The Esplanade  
Second Floor, Suite 5 
Rochdale  
OL16 1AE 
Tel 01706 249 575  
info@healthwatchrochdale.org.uk  
www.healthwatchrochdale.co.uk  

 

 

 

 

Healthwatch Rochdale LTD. Registered Company Number: 08429721  

We confirm that we are using the Healthwatch Trademark (which covers 
the logo and Healthwatch brand) when undertaking work on our statutory 
activities as covered by the licence agreement.  

If you require this report in an alternative format, please contact us at the 
address above. 
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MEETING:    Heywood, Middleton and Rochdale (HMR) Place Based Primary Care 
Commissioning Committee (PCCC) 

 
ITEM NUMBER: 16 
 
DATE: 19 July 2024 
 

 
REPORT TITLE: 
 

Primary Care Operational Group (PCOG) update 

 
REPORT AUTHOR: 
 

Sarah Crossley 

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 sub group 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 May 2024. The key items discussed are 
summarised in the sections below.   

 
2.0  PCOG Terms of Reference (ToRs) 
 

Following previous review of the ToRs it was agreed that these be circulated to the 
group via email for final review and sign off. Key changes agreed were amendment to 
governance structure to reflect PCCC reporting lines to GM PCCC and to HMR Locality 
board. 

 
3.0  Medicines Optimisation workplan 
 

Details of changes to the blood glucose formulary were shared and discussed. The 
CDs raised some concerns regarding requirements to change blood glucose meters 
for patients. The Meds optimisation team recognised these and confirmed that SOP 
will be developed and piloted first and the medicines optimisation team will provide 
support and help as required to facilitate the process. 
 
Further updates were provided and discussed regarding consultation on opiods and 
cost improvement work plan across for medicines optimisation. 

 
4.0 Capacity & Access Improvement Plans (CAIP) 
 

An update on 23/24 achievement assessment process and outcomes.  This item is 
also a full agenda item on this committee.  An outline of 24/25 CAIP requirements 
was also presented and discussed. It was noted that clarification is still required from 
NHS E national team regarding assurance process for submission of 24.25 plans. 
This has been raised with GM ICB central team and the primary care team will 
continue to chase and keep members updated.  

 
5.0 LCO Business Plan 
 

The key areas included in 2024/25 plan are workforce and access. The group 
reviewed and discussed primary care section for the LCO business plan and progress 
against deadlines. It was noted that one of key risks facing HMR primary care in next 
2 years is the increasing number of practice nursing and GP staff that will become 
eligible for retirement age and the group were supportive of focus on workforce 



 

 

planning to try and mitigate this risk, however the limited capacity within the primary 
care team to support this work at the current time is also a concern.  

  
6.0 Primary Care Performance Report 
 
The report was shared with the group and discussion took place. The report and 
supporting narrative currently focus on sight and oversight measures from the ICB, 
These are as follows: 
 
- % regular GP appointments within 14 days  
- % Friends and family submission   

 
Currently performance for HMR against these metrics is positive with all 6 PCNS 
achieving in excess of 70% for both metrics. However, it was acknowledged that further 
work to develop a wider range of metrics to better represent an overall picture of 
primary care performance, and capacity and demand is required, and the group was 
requested to help support this work.  
 
 

7.0 Core +  
 
 An update was provided to the group. All members were reminded that engagement 

draft of the scheme had been shared previously via April PCOG papers and feedback 
was invited from all stakeholders. It was acknowledged that many of the indicators 
will remain the same rolled forward from the 23/24 scheme and that engagement is 
really focused on 5 new indicators and to ensure that the proposed trajectories for 
24/25 are realistic and achievable. Engagement will continue until end June. It was 
agreed to send out the engagement draft again after the meeting and the LMC 
confirmed that they had some feedback and some areas of concerns and that they 
would share this in due course. 

 
 
8.0 GP reporting system - Ulysses 
 
 As part of  the transition to the ICB a decision has been made by GM ICB to 

commission one single GP reporting system across NHS GM. This means that from 
September 2024 the local GP incident reporting system Ulysses will no longer be 
available. GM are leading communication and engagement process and FAQs is 
being developed to support practices to transition to new PSERF system. HMR 
quality teams are also support the transition and group were asked to ensure their 
practices were aware of change date in September. Regular information will be 
provided via the GP communication bulletin and  practices should email the primary 
car inbox if they have any further queries regarding this.  

 
 
9.0 Recommendations 



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



 

 

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

Commissioning Committee (PCCC) 
 
ITEM NUMBER: 17  
 
DATE:  1 July 2024 
 

 
REPORT TITLE: 
 

Medicines Optimisation Incentive Scheme 2023/24 

 
REPORT AUTHOR: 
 

Mina Chowdhury/ Susan Mckernan 

EXECUTIVE SUMMARY:  This report provides a year end position regarding progress made 

against the Medicines optimisation incentive scheme and payments awarded to practices.  

Positive improvements were made across all three Initiatives included in the incentive 

scheme.  

• Antimicrobial prescribing: Total Abx prescribing per STAR PU has reduced (from 1.099 

to 1.043) and the number of practices meeting the target of <10% prescribing of broad 

spectrum Abx has increased from 34 to 35. 

• Safety: The numbers of patients on valproate have reduced from 136 to 101.   

Additionally, the number and proportion of patients on combinations of high-risk medicines 

and at risk of harm or hospitalisation (as identified by the SMASH dashboard) has 

reduced, from 1867 to 1656 and 3.21% to 2.83% respectively.  This means that there are 

211 less people across HMR at risk of serious harm of hospitalisation from their 

medicines.  

• Financial sustainability: Spend on medicines per ASTRO- PU has reduced (From 4.342 

to 4.019) and HMR now spend just below the GM average per ASTRO-PU (but remain 5th 

highest spenders in GM).  

Practice achievement  

• 3 practices met all targets and achieved 100% payment 

• All practices achieved 100% on the safety component i.e. valproate and SMASH and 

received 100% payment for that component 



 

 

 

  

• All practices* demonstrated some achievements towards the AMS and sustainability 

targets and received part payments according to progress 

 
RECOMMENDATIONS: 
 

The Committee is to note the progress made and approve 
the payments as outlined to practices.   

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 
The HMR MO Incentive scheme was relaunched and introduced to HMR practices in August 2023, 

and was designed to encourage and promote cost-effective quality prescribing and reward 

practices 1.  

 

It was divided into 3 main themes: 

1. Antimicrobial Stewardship (AMS) 

2. Medicines Safety  

3. Value for Money and Financial sustainability 

 

This report provides a year end position for each theme and practice.  

 

1. Antimicrobial Stewardship (AMS) 

The AMS theme focused on encouraging GP practices to engage with the AMS programmes to 

deliver the ambitions outlined in the national 5-year plan to reduce inappropriate Antibiotic (AB) 

prescribing and support Greater Manchester (GM) practices to achieve the national targets:  

 

1. Antibiotic items per STAR-PU (March 2023: 0.936 AB items per STAR-PU, and March 2024 

0.871 AB items per STAR-PU) 

2. Reduce or maintain proportion of Broad-Spectrum ABs; Co-amoxiclav, Cephalosporins and 

Quinolones to 10% or below. 

 

 

1.1 Total AB Prescribing 

The NHSE targets 2 were used to monitor practice performances and encourage practices to 

reduce inappropriate prescribing of all ABs.  

 

Summary: The data and prescribing trends represented in (Fig 3-8) and the final positions of 

practices (Fig 9) show that three additional practices are now achieving the national targets. The 

data also demonstrates an overall improvement in AB prescribing across the majority of HMR 

practices and PCNs.  The Total Abx prescribing per STAR PU for HMR locality has reduced (from 

1.099 to 1.043)  

 



 

 

Appendix 1 Figure 1: Shows that HMR are the 6th Highest users of ABs in GM (Joint with 

Bolton), but demonstrated a reduction in prescribing over the course of the scheme.  

 

Appendix 1 Figure 2: Shows the baseline position per practice when the scheme launched 

in August 2023.  

• Practices were RAG (Red, Amber, Green) rated relative to March 2023, Mar 2024 National 

targets (0.936 AB items/STAR-PU and 0.871 AB items/STAR-PU respectively) and the 

HMR Average (1.095 AB items/STAR-PU).  

• 13/36 (36%) of practices were prescribing less than 0.936 items/STAR-PU and 6/36 (17%) 

of these practices had met the March 2024 NHSE target.  

• 23/36 practices were prescribing more than the March 2023 target and of these, 11/36 

practices were above the HMR average. 

 

Appendix 1 Figures 3-8: Shows that 89% (32/36) practices demonstrated a reduction in total 

AB prescribing over the course of the scheme. 

 

Appendix 1 Figure 9: Shows the year end (March 24 position) position per practice.  

• 28% (10/36) practices met the March 24 target for total AB prescribing and are prescribing 

< 0.871 AB Items/STAR-PU) 

• 22% (8/36) practices did not meet the March 24 target but did meet the March 2023 target 

(prescribing <0.936 AB items/STAR-PU) 

• 18/36 (50%) practices are still prescribing more than the March 2023 target. 

• 4 practices remain above the baseline HMR average.  

 

AMS Training provided 

It is recognised that achieving the NHSE targets is challenging.  To provide support, HMR MOT 

have undertaken Target training and AMS Change training- which focuses on exploring 

behaviours towards AMS and identifying the capability, opportunity, and motivation of clinicians. 

This reflective approach includes having direct conversations with the prescribers to help them 

identify individual barriers and offers excellent opportunities of influencing practice behavior 

changes through shared decisions and effectively support AMS in a more sustainable way. 

Through the course of the scheme the MOT have delivered eight Training sessions, to a mix of 

audiences, including PCN teams, Pharmacy teams and at practice level.  

 

1.2  Broad-Spectrum Antibiotic Prescribing 



 

 

 

Broad-spectrum ABs such as Co-Amoxiclav, Cephalosporins and Quinolones are associated with 

the development of healthcare acquired infections such as Clostridium difficile, bacterial 

resistance and Gram-negative blood stream infections and thereby should only be prescribed in 

line with prescribing guidelines and local microbiology advice.  

 

The NHSE Target 2 aims to reduce and maintain Broad-spectrum AB prescribing to <10% of total 

AB prescribing.  

 

Summary: HMR as a locality have delivered on this objective and prescribe fewer % broad-

spectrum ABs, compared to GM Sub-ICBs.  

 

Despite a small increase in proportion of broad-spectrum detected in some practices over the 

course of this period, there is an overall reduction in the HMR average for prescribing Broad-

spectrum ABs (as proportion of total AB) from 6.26% (in August 2023) to 6.05% (Mar 2024) and 

this value remains significantly lower than the current GM average 7.1%. 

 

 

Appendix 1 Figure 10: Demonstrates HMR Practices are currently (March 2024) the 3rd 

lowest prescribers of broad-spectrum ABs across GM. (move to appendix) 

 

Appendix 1 Figure 11: Shows that when the scheme was launched only 2 out of 36 practices 

in HMR did not meet the broad spectrum target 

• Practices were RAG rated against to the NHSE 10% target.  

• 2/36 practices (in red) did not meet the national target and were prescribing >10% of broad-

spectrum ABs as a proportion of the total ABs prescribed. 

 

Appendix 1 Figure 12: There was an increase in the proportion of broad-spectrum AB 

prescribed 17/36 practices over this period. 

• An increase in the proportion of broad-spectrum AB prescribing was observed in 17/36 

practices over this period. It is worth noting that this data is statistically sensitive, particularly 

in practices with lower overall AB prescribing (denominator) and is expected to increase 

where significant reduction of overall AB prescribing is observed.  

 



 

 

Appendix 1 Figure 13: Confirms 35/36 practices are now prescribing below the 10% 

threshold (NHSE target) for Broad-spectrum ABs 12mth E-PACT data for HMR.  

 

• 1/36 practice with an overall low AB prescribing rate did not meet the national target. 

• The practice has a small list size and a lower overall rate of AB prescribing therefore this 

may have skewed the results.  The practice reviewed prescribing and provided a justifiable 

account outlining the reasons behind the prescribing decisions where a broad-spectrum AB 

was indicated following recommendation from secondary care specialist colleagues in 

exceptional cases where it was deemed appropriate.  

 

 

1.3 Quality improvement Plan (QIP) for GM Priority Focused Area of AB 

prescribing 

The final component of the AMS theme focused quality improvement for GM AB prescribing 
priority areas  

• Children under 5 years of age and,  

• management of Urinary Tract Infections (UTIs) in adults over 70 years 
 
. 

E-PACT data (Mar 2023) was used to identify the HMR locality average prescribing. The locality 

averages were used as a reference point and practices prescribing in excess of the HMR Average 

for the indicator were required to undertake an audit and submit a QIP.  

 

Summary: A total of 23 audits and quality improvement exercises were undertaken.  14 for 

children < 5yrs and 9 for UTI in adults over 70yrs.   

 

Appendix 1 Figures 14 and 15 show the baseline position (March 23) per practice for Ab 

prescribing in Children <5 and UTIs >70yrs (12 months rolling data) 

 

• Practices were RAG rated against HMR average, practices prescribing in excess of the 

HMR Average are highlighted in RED and were required to undertake a practice audit and 

submit a QIP.  

• 47% (17/36) practices prescribed more than the HMR average in children <5 years. 

• 39% (14/36) practices prescribed more than the HMR average for UTIs in patients> 70 

years of age.  



 

 

• Although some practices were red for both areas, they were only required to audit and 

submit a QIP linked to one of the priority/focused areas.  

 

Appendix 1 Figures 16 and 17 show the March 2023 position for Antibacterial items 

prescribed per 1000 children<5 and adults>70 for UTI in HMR practices respectively (12 

months rolling data)  

 

Appendix 1 Figure 16 showed that there has been a reduction in prescribing in children 

<5yrs 

• There is a lower HMR weighted prescribing indicator value (671) compared to the previous 

year (787).   

• There were fewer (6/36) RED practices (17%) for children <5 years of age.  

 

Appendix 1 Figure 17 showed there has been a slight increase in prescribing observed in 

UTI patients between March 2023 -March 2024. 

• There was an increase in the indicator value from 375 to 381. 

• There are (16/36) RED practices (44%). 

 

Audit Findings 

Detailed analysis of the audit data was undertaken to understand the challenges associated with 

prescribing ABs within the two focused areas and why it was not aligned with (Greater Manchester 

Medicines Management Group) GMMMG AB Guideline recommendations. 

 

All practice teams were asked to reflect on their findings from the audit and offer suggestions on 

sustainable improvement strategies that could be implemented or adapted to help improve overall 

AB prescribing.  

 

A summary of the common themes and trends identified from the audit reports are summarised 

below.  

 

Common Themes and Trends identified by HMR Practices 

• Inappropriate Antibiotic Choices  

• Inappropriate duration  

• Unnecessary prescribing as a consequence of patient expectations 

• No review in long term prescribing 



 

 

• High % prescribing following telephone consultations in some practices. 

 

Changes Identified/ Adapted by PCN/Practice 

• Offer more face-to-face interventions. 

• Refer to GMMMG AB guidance. 

• Training for clinicians to support with the managing patient expectations. 

• Improve accessibility to GMMMG Guidance, AB resources and reference tools and patient 

information leaflets (PIL) to support prescribing decisions during consultations. 

• Do not routinely prescribe following DIPSTICK analysis in asymptomatic UTI>65 

• Ensure timely reviews are implemented in patients on long-term AB  

• Undertake annual auditing. 

 

How will these changes be sustained in the future? 

• Regular Auditing 

• Share good practice with practice/ wider PCN teams. 

• Work with ICB MOT to review data of current positions and progress. 

• Promote antimicrobial stewardship /Appoint Antibiotic Guardians within practices. 

• Annual training for existing clinicians 

• AB training is integrated as part of practice induction programmes for GPs. 

• Ensure resources/tools to support education for patients/prescribers are easily accessible.  

• Promote antimicrobial stewardship at Practice meetings. 

• Incorporate GMMMG Guidance, learning and PIL resources within clinical systems,  

• Enable review alerts via text messaging.  

• Improve accessibility to diagnostic tools, patient education e.g., posters to support AB 

prescribing.   

 

 

 

 

  



 

 

2. Medicines Safety  

 

2.1. Valproate 

To support the implementation of MHRA guidance 2018,3 practices were required to audit female 

patients of child-bearing-age (12-55 years of age) on valproate containing medicines. 

 

Summary: There has been a significant reduction (22%) in the prescribing of valproate through 

the course of the scheme.  This means that there are 35 less women in HMR of childbearing age 

on valproate (compared to baseline). 136 patients were audited in total. Of these 95 were under 

the care of a specialist and 41 were not.  

 

It is acknowledged that reviews and referrals are still underway.  Information obtained through the 

audit process will be evaluated to help understand the gaps and the challenges with 

implementation of the MHRA recommendations. This will in turn be fed back to our Mental Health 

and Neurology specialist colleagues so we can work to repatriate patients not under the care of 

specialists and potentially and review their on-going need for valproate/ensure that an ARAF forms 

are completed.  See appendix 2 Figure 1 & 2 for More detail.  

 

2.2 Salford Medicines Safety dashboard (SMASH) 

SMASH is a live dashboard that identifies patients at risk of serious harm from medications.  It 

includes both the nationally defined PINCER indicators and some additional indicators approved 

via GM governance.  The dashboard was initially trialled in Salford but has now been rolled out 

across GM.  

 

Scheme Requirements 

• Practices were asked to demonstrate the active use of the SMASH dashboard  

• To nominate team members who would be responsible for accessing and monitoring the 

SMASH dashboard.  

• A performance indicator value was set at 3.2%. This was the HMR Average for affected 

patients requiring review in June 2023 when the scheme was being developed. 

 

Summary: Prior to introducing SMASH HMR was one of the highest prescribers for high-risk 

medicine combinations in GM (>3.2%), 1. Following the introduction of SMASH the % of eligible 

 

 



 

 

patients on high-risk medication/combinations in HMR has reduced (2.85%). HMR are now in line 

with the GM average of 2.83%.  The total number of patients affected at the beginning of the 

scheme was 1867 and at the end of the scheme this has reduced by 211 to 1867.  This means 

that there are 211 less patients at risk of serious harm or hospitalisation from their medicines.  

 

 

Appendix 2: Figure 3 shows the % eligible patients on high-risk medication (May 2024) for 

all GM-Sub ICBs compared to GM Average and the baseline HMR 3.2 % average in Jun 2023 

 

Appendix 2: Figure 4 SMASH Dashboard baseline position vs June 2024 position 

• 17% of practices have a higher % than the HMR baseline average, compared to 39% in 

June 2023.  

• Outlier practices were asked to provide assurance around their systems and processes/that 

all affected patients had been reviewed in order to meet the criteria for this theme. 

 

Appendix 2: Figure 5-10 shows the change in the % eligible patients for HMR practices 

across the time period June 2023- May 2024.  

 

 

  



 

 

3. Value for Money and Financial sustainability 

 

This component of the incentive scheme required practices engage with the medicines 

optimisation team and to reduce the spend per ASTRO-PU (Weighted prescribing unit that 

considers age, gender and temporary residents) in line with the practice specific target. 

  

The targets were formulated using a tiered approach, which considered individual practice 

outturns from the previous year (plus an uplift to account for inflation).  Practices with higher 

spends per ASTRO- PU were asked to deliver greater % savings than those who already had a 

lower spend per ASTRO-PU. 

 

Summary: Data shows HMR has reduced spend per ASTRO-PU from 4.342 to 4.019 and it is 

now lower than the current GM average. The table below outlines practice progress against targets 

set.  

 

Practice Progress against 

targets 

Baseline Position 

(August 2023) 

Year End Position 

(March 2024) 

 No. of Practices No. of Practices 

Achieved  3 9 

Within £1 per APU off target 4 4 

>£1 but < £4 off target 9 16 

Greater than £4 per APU off 

target 

20 7 

 

Appendix 3: Figure 1 Shows that the HMR cost per ASTRO- PU was 4.342 in August 2023  

• HMR had a marginally higher spend per ASTRO PU compared to the GM average (4.293), 

whilst GM itself benchmarked high compared to the national average.   

 

Appendix 3: Figure 2 provides a breakdown of practice financial achievements against 

targets between August 23-March 2024.  

• The targets for the practices were adjusted to 80% and then 50% of the original value in 

Nov 23 and Dec 23 respectively, recognising that the scheme launched later in the year.   

• NCSO and Flu vaccination costs were also deducted from the forecast outturn.   

 



 

 

Appendix 3: Figures 3-8 illustrate practice spend per ASTRO-PU against prescribing 

targets (grouped by PCN).  

• The data demonstrates there was a reduction in medicines spend across most practices 

(94%), and more practices were closer to meeting the financial targets in March 2024 

compared to August 2023.  

 

Appendix 3: Figure 9 shows that the HMR cost per ASTRO- PU was 4.019 in March 2024  

and compares HMR cost per ASTRO-PU against GM-Sub-ICBs.   

• This latest data shows HMR spend per ASTRO-PU is now less than the value in August 

2023 and marginally lower than the current GM average. 

 

 

4. Evaluating Achievement  

All HMR practices engaged with the scheme and where applicable completed and submitted 

Clinical Audit Templates, Quality Improvement Plans and additional reports requested.  

 

Appendix 4: Figures 1-6 displays PCN breakdown of payments awarded to Practices.  

 

• E-PACT prescribing data for March 2024 data was used to confirm the eligibility for 

payments for AMS stewardship and financial sustainability themes.  

• The payment criteria for financial sustainability was amended to 50% of the original target 

recognising that the scheme launched later in the year, and that reducing spend to the 

original targets may not be feasible.  

• In addition, a tiered approach to payments for AMS and financial sustainability was 

introduced to maximise payments for practices and to acknowledge progress made. 

• Mitigations were applied where there was an increase in practice list size between March 

23 and March 2024.  

• Two practices (Dawes and Yorkshire Street) were within 15% of the threshold for higher 

payment for the financial sustainability part of the scheme.  They have been awarded the 

higher payment recognising the positive engagement from the practices and to account 

for some in year higher cost patients.   

• For SMASH practices were provided with an extension (17th May 2024) to the original 

deadline (March 2023) to accommodate for the technical disruptions caused by system 

updates. For practices above the 3.2%, after this date, were asked to provide assurances 



 

 

that there are systems and processes in place to ensure regular review of patients, and 

that all current patients have been reviewed. 

• A total of £295,514 (72%) of the of the £409,000 total payment was awarded to the 

practices for the work undertaken under the incentive scheme.  

 

 

Appendix 1: Antimicrobial Stewardship 
 

Figure 1: GM ICB AB Items/STAR-PU for localities between Aug 23- Mar 24.

 
 

Figure 2. EPACT Prescribing data (Aug 2023) Practice positions relative to the HMR Average (1.095 AB items /STAR-PU), March 

2023 Target (0.936 AB items/STAR-PU) and March 2024 target (0.871 AB items/STAR-PU). 
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Figure 3-9 illustrates improvements in total AB prescribing between August 23-March 2024. 
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Figure 4 
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Figure 5 
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Figure 6 

 

 

 

Figure 7 
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Figure 8 
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Figure 9: EPACT Prescribing data (March 2024) Practice positions relative to Aug 2023 HMR Average (1.095 AB items /STAR-PU) 

Proposed threshold for 30% Payment eligibility,  March 2023 Target (0.936 AB items/STAR-PU) and March 2024 target (0.871 AB 

items/STAR-PU). 
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Figure 10:  HMR Broad-Spectrum AB prescribing compared against GM SICB  

 

 

 

0.000
0.200
0.400
0.600
0.800
1.000
1.200
1.400
1.600

H
EA

D
Y 

H
IL

L

FA
M

IL
Y 

P
R

A
C

TI
C

E

D
R

 M
B

 G
H

A
FO

O
R

S

W
EL

LF
IE

LD

H
M

R
 A

ve
 M

A
R

C
H

 2
3

LO
N

G
FO

R
D

 S
TR

EE
T

ST
O

N
EF

IE
LD

 S
TR

EE
T

TH
E 

D
A

W
ES

H
M

R
 A

ve
 M

A
R

C
H

 2
4

TH
E 

V
IL

LA
G

E

YO
R

K
SH

IR
E 

ST

TR
IN

IT
Y

C
A

ST
LE

TO
N

D
U

R
N

FO
R

D

W
IN

D
ER

M
ER

E

M
IL

N
R

O
W

R
O

C
H

D
A

LE
 R

O
A

D

P
ET

ER
LO

O

H
EY

W
O

O
D

 H
EA

LT
H

C
R

O
FT

 S
H

IF
A

N
H
SE
 T
A
R
G
ET
 M

ar
…

W
O

O
D

SI
D

E

D
R

 G
W

D
 B

H
IM

A

B
IR

TL
E 

V
IE

W

A
SH

W
O

R
TH

 S
TR

EE
T

TH
E 

H
IV

E

K
IN

G
SW

A
Y

TH
E 

JU
N

C
TI

O
N

ED
EN

FI
EL

D
 R

O
A

D

H
EA

LE
Y

M
A

R
K

 S
TR

EE
T

IN
SP

IR
E

LI
TT

LE
B

O
R

O
U

G
H

M
ID

D
LE

TO
N

H
O

P
W

O
O

D

K
IR

K
H

O
LT

P
EN

N
IN

E 
SU

R
G

ER
Y

D
R

 A
 H

A
M

ID

TH
E 

D
A

LE

A
B

 It
e

m
s/

ST
A

R
-P

U

HMR GP Practice/2023 Target/HMR Average(s)

HMR Practices TOTAL AB Items/STAR-PU for 12 months to MARCH  
2024

AB PX <1.095 Items/STAR-PU (30% Payment) AB PX<0.871 ITEMS/STAR-PU NHSE TARGET (100% Payment)



 

 

Figure 11:  Broad-Spectrum AB prescribing in August 2023

 

 

 

 

 

 

 

 

 

 

 

Figure 12: Broad-spectrum AB prescribing trend: August 2023-March 2024 
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Figure 13:  Broad Spectrum AB prescribing in March 2024 

 

 

 

 

 

 

 

 

 

 

 

Figure 14: AB prescribing in Children <5 years (March 2023) 
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Figure 15: AB prescribing for UTI in Adults>70 (March 2023) 
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Figure 16. AB prescribing in Children <5 years (March 2024) 

 

 

Figure 17: AB prescribing for UTI in Adults>70 (March 2024) 
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Figure 18: QIP Summary 

Children <5

PCN Heywood Middleton Rochdale N Bridge Pennine Canalside Total HMR Average %

Telephone 

consultations 35% 22% 25% 12% 3% 0% 16%

Acute Px 90% 91% 100% 94% 73% 100% 91%

GMMMG Adherence 35% 52% 60% 68% 75% 72.50% 61%

 UTI Adults>70

PCN Heywood Middleton Rochdale N Bridge Pennine Canalside Total HMR Average %

Telephone 

consultations 43% 40% 8% 0% 36% 25% 31%

AB Px in CH Pts 5% 8% 4% 0% 4% 25% 12%

Acute Px 65% 73% 76% 0% 80% 68% 72%

GMMMG Adherence 43% 83% 56% n/a 73% 68% 66%
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Figure 19: NON-FORMULARY DECISIONS in AB PX (CHILDREN <5/ADULTS  >70 (UTI) 

 

 

 

 

 

 

 

 

Appendix 2: Medicines Safety 

 
Figure 1: Valproate Prescribing in F Patients of CBA between Jan 2023-Mar 2024 
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Figure 2:  Valproate Audit Summary 
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Figure 3: % eligible patients on high-risk medication needing review; Current position (Mar 2023) for all GM 

localities, GM Average compared to HMR Average in Jun 2023.  
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Figure 4: SMASH Dashboard baseline position vs June 2024 position  
 
 

HMR Practices June /2023 
No. of 
Patients 
Affected 

June/2023 
% Eligible 
Patients 
affected 

June /2024 
No. of Patients 
Affected 

June /2024 
% Eligible 
Patients affected 

Rochdale North 505 3.31 410 2.71 

Edenfield Road Surgery 118 3.42 91 2.77 

Ashworth Street Surgery 115 3.00 107 2.7 

Healey Surgery 78 4.72 51 3.17 

The Dawes Family 
Practice 63 3.30 

51 2.75 

Mark Street Surgery 59 2.58 54 2.33 

Yorkshire Street Surgery 49 3.49 35 2.51 

Inspire Medical Centre 23 3.16 21 2.88 

Middleton PCN 361 3.35 323 2.99 

The Junction Surgery 76 3.56 63 2.96 

Woodside Medical Centre 74 3.62 55 2.71 

Durnford Medical Centre 68 2.67 82 3.15 

Peterloo Medical Centre 64 2.64 58 2.45 

Rochdale Road Medical 
Centre 54 4.83 

42 3.51 

Windermere Surgery 25 4.98 23 4.63 

Pennines PCN 337 3.31 315 3.04 

Stonefield Street Surgery 99 4.38 81 3.57 

Minrow Village Practice 92 4.40 91 4.11 

Littleborough Group 
Practice 70 2.65 

65 2.47 

Pennine Surgery 27 2.70 23 2.21 

Trinity Medical Centre 25 2.20 29 2.45 

The Village Medical 
Centre 24 2.27 

26 2.52 

Canalside PCN 316 3.62 329 3.41 

Wellfield Health Centre 130 4.63 114 3.94 

Castleton Health Centre 98 3.47 110 3.90 

Dr A Hamid 14 2.18 9 1.42 

TheHive Health Centre 35 2.91 32 2.60 

Middleton Health Centre 28 3.47 38 4.52 

Kirkholt Medical Practice 13 2.17 15 2.27 

The Kingsway Practice 12 2.40 11 1.95 
 

  



 

 

 

HMR Practices June /2023 
No. of 
Patients 
Affected 

June/2023 
% Eligible 
Patients 
affected 

June /2024 
No. of Patients 
Affected 

June /2024 
% Eligible 
Patients affected 

Heywood PCN 227 2.65 177 2.03 

Heywood Health 82 3.57 55 2.44 

Hopwood Medical Centre 49 2.21 41 1.75 

Longford Street Medical 
Centre 48 2.06 

43 1.87 

Birtle View Medical 
Practice 24 2.93 

23 2.54 

Heady Hill Surgery 24 2.62 15 1.64 

The Bridge PCN 121 2.66 102 2.69 

Croft Shifa Health Centre 37 2.85 37 2.87 

Dr MB Ghafoor & 
Partners 27 2.82 

24 2.70 

Family Practice 22 2.39 27 3.05 

Dr GWD Bhima 11 2.74 7 1.82 

The Dale Medical 
Practice 10 3.05 

7 2.01 

 Total = 1867 
Average = 

3.21 
Total=1656 Average= 2.83% 

 

 

 

 

 

 

 

  



 

 

Figure 5: 

 
 

Figure 6 

 

0

0.5

1

1.5

2

2.5

3

3.5

4

June 23 Oct 23 Mar 24 May 24

%

Month

HEYWOOD PCN % Eligible Patients affected 

Heywood Health Hopwood Medical Centre Longford Street Medical Centre

Birtle View Medical Practice Heady Hill Surgery HMR Average 3.2% (June 23)

PCN Average

0

1

2

3

4

5

6

7

Jun 23 Oct 23 Mar 24 May 24

%

Month

MIDDLETON PCN % Eligible Patients affected 

The Junction Surgery Woodside Medical Centre Durnford Medical Centre

Peterloo Medical Centre Rochdale Road Medical Centre Windermere Surgery

HMR Average  3.2% (June 23) PCN Average



 

 

 

 

 

 

Figure 7 
 

 
 

Figure 8 
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Figure 9 

 
 
Figure 10 
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Appendix 3: Value for Money and Financial sustainability 
 

Figure 1: SUB-ICB Cost per ASTRO-PU compared to GM (August 2023) 



 

 

 

 

Figure 2: Practice Financial Positions between August 23-March 2024.   
Green – meets or exceeds target , Yellow – within 1 £/APU of target, Amber – greater than 1 but less than 4, Red -  Greater than £4/AOU off 

target 



 

 

 
Applications Forecast Outturn- 100% Target  80& Target  

(inc NCSO) 
50% Target (inc NCSO) inc Flu& 

NCSO 

Practice 
Aug-23  Sept 2023 

inc NCSO 
Oct 2023 
inc NCSO 

Nov-23 Dec-23 Jan-24 Feb-24 Mar-24 

MILNROW VILLAGE PRACTICE 3.39 4.02 5.13 3.39 4.36 4.52 4.70 3.94 

DR GWD BHIMA 5.89 4.96 5.13 5.89 4.06 3.67 3.31 2.00 

EDENFIELD ROAD SURGERY 0.76 0.61 0.65 0.76 -0.13 -0.24 -0.45 -1.31 

PETERLOO MEDICAL CENTRE 0.75 1.09 0.92 0.75 -0.45 -0.51 -0.73 -1.52 

YORKSHIRE ST SURGERY 4.34 3.94 4.18 4.34 2.41 2.20 2.05 1.04 

ASHWORTH STREET SURGERY 3.61 3.20 3.53 3.61 3.12 3.14 3.94 3.78 

WELLFIELD HEALTH CENTRE 2.77 2.13 2.72 2.77 1.53 1.90 1.89 0.95 

MARK STREET SURGERY 4.99 4.88 4.98 4.99 3.89 3.90 3.64 2.77 

CASTLETON HEALTH CENTRE 3.85 3.32 3.42 3.85 2.73 2.71 2.49 1.77 

THE JUNCTION SURGERY 0.92 0.67 0.52 0.92 -0.20 -0.41 -0.47 -0.52 

LONGFORD STREET MEDICAL CENTRE 2.97 3.97 4.10 2.97 3.39 3.25 3.17 2.30 

WOODSIDE MEDICAL CENTRE 1.15 1.57 1.59 1.15 0.12 -0.19 -0.27 -1.17 

HEALEY SURGERY 3.03 3.56 3.47 3.03 2.16 2.20 1.93 1.28 

CROFT SHIFA HEALTH CENTRE 8.57 8.07 7.56 8.57 6.01 5.91 5.90 5.86 

ROCHDALE ROAD MEDICAL CENTRE 6.19 6.44 6.06 6.19 4.26 3.97 3.80 2.93 

HEYWOOD HEALTH 3.54 3.74 3.60 3.54 2.64 2.45 2.15 1.45 

INSPIRE MEDICAL CENTRE 3.08 2.84 2.47 3.08 2.05 2.56 2.85 2.57 

LITTLEBOROUGH GROUP PRACTICE 1.31 0.83 0.63 1.31 0.11 0.71 0.57 -0.71 

DURNFORD MEDICAL CENTRE 3.28 3.05 3.71 3.28 3.40 3.05 3.19 2.16 

PENNINE SURGERY 3.48 3.36 3.65 3.48 3.26 3.86 3.81 2.91 

STONEFIELD STREET SURGERY -0.08 -0.18 0.30 -0.08 -0.43 -0.71 -1.14 -2.16 

HOPWOOD MEDICAL CENTRE 0.79 1.30 1.50 0.79 1.08 0.82 0.91 -0.08 

THE DAWES FAMILY PRACTICE 2.05 1.31 1.10 2.05 0.45 1.05 0.96 0.11 

HEADY HILL SURGERY 2.69 3.89 4.21 2.69 2.78 2.64 2.53 1.40 

FAMILY PRACTICE 1.57 2.45 2.68 1.57 2.38 2.17 2.20 1.80 

THE VILLAGE MEDICAL CTR. 6.35 5.84 6.04 6.35 5.21 5.22 5.18 4.89 

THE DALE MEDICAL PRACTICE 3.27 2.66 3.15 3.27 3.08 3.48 4.17 3.89 

DR A HAMID 3.57 3.03 3.43 3.57 2.36 2.67 3.31 2.11 

DR MB GHAFOOR & PARTNERS 0.43 0.44 0.77 0.43 -0.28 0.02 0.12 -0.47 

WINDERMERE SURGERY 3.08 2.61 3.14 3.08 1.56 1.45 1.32 0.96 

TRINITY MEDICAL CENTRE 4.40 3.64 3.49 4.40 2.62 2.66 3.49 2.72 

THE HIVE HEALTH CENTRE 3.73 2.74 2.16 3.73 1.80 1.35 1.45 0.63 

BIRTLE VIEW MEDICAL PRACTICE 4.43 4.21 3.59 4.43 3.23 3.27 3.23 2.75 

THE KINGSWAY PRACTICE 6.05 5.24 4.72 6.05 4.18 4.93 4.77 5.53 

KIRKHOLT MEDICAL PRACTICE 5.99 5.10 5.53 5.99 4.53 5.12 5.29 4.81 

MIDDLETON HEALTH CENTRE 0.06 -0.53 -0.07 0.06 -0.88 -0.45 -0.73 -1.11 

Figure 3-8 Financial Positions against Practice Prescribing Targets: 



 

 

Figure 4: Heywood 
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Figure 5: Middleton 

 
 

Figure 6: Rochdale N  
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Figure 7: Bridge
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Figure 8: Pennine 

 
 

Figure 9: Canalside 
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Figure 9: SUB-ICB Cost per ASTRO-PU compared to GM (March 2024) 
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Appendix 4: Payments 

Figure 1: 

HEYWOOD EXPECTED END POSITION 

  1. AMS 
2. Medicines 
Safety 

3. Financial 
Sustainability 

100% PAYMENT 
Eligible 
Payment 

Actual Payment                   
   j           Δ      

size) 

% Payment 40% 20% 40% 100%     

HEADY HILL 
SURGERY 

10% 100% 50% £5,815.00 £2,558.60 
£2,558.60 

LONGFORD STREET 
MEDICAL CENTRE 

30% 100% 50% £15,728.00 £8,178.56 
£8,178.56 

BIRTLE VIEW 
MEDICAL PRACTICE 

75% 100% 50% £6,245.00 £4,371.50 
£4,838.81 

HEYWOOD HEALTH 50% 100% 50% £14,838.00 £8,902.80 £8,902.80 

HOPWOOD 
MEDICAL CENTRE 

100% 100% 100% £14,810.00 £14,810.00 
£15,606.78 

Total       £57,436.00 £38,821.46 £40,085.55 

Figure 2: 

MIDDLETON EXPECTED END POSITION 

  1. AMS 2. Medicines Safety 
3. Financial 

Sustainability 
100% PAYMENT 

Eligible 

Payment 

Actual Payment                   

   j           Δ      

size) 

% Payment 40% 20% 40% 100%     

WINDERMERE  50% 100% 75% £4,509.00 £3,156.30 £3,334.32 

PETERLOO 50% 100% 100% £15,488.00 £12,390.40 £12,390.40 

WOODSIDE 75% 100% 100% £15,912.00 £14,320.80 £14,491.22 

DURNFORD 50% 100% 50% £17,673.00 £10,603.80 £10,873.14 

ROCHDALE ROAD 50% 100% 50% £8,376.00 £5,025.60 £5,689.98 

THE JUNCTION  75% 100% 100% £14,047.00 £12,642.30 £12,642.30 

Total       £76,005.00 £58,139.20 £59,421.36 

 Figure 3: 

Rochdale North EXPECTED END POSITION 

  1. AMS 
2. Medicines 
Safety 

3. Financial 
Sustainability 

100% PAYMENT 
Eligible 
Payment 

Actual Payment                   
   j           Δ      
size) 

% Payment 40% 20% 40% 100%     

INSPIRE  100% 100% 50% £6,674.00 £5,339.20 £5,512.19 

YORKSHIRE STREET  50% 100% 75% £10,394.00 £7,275.80 £7,275.80 

MARK STREET  100% 100% 50% £16,142.00 £12,913.60 £13,392.69 

ASHWORTH STREET  75% 100% 25% £26,687.00 £16,012.20 £16,883.26 

EDENFIELD ROAD  75% 100% 100% £18,296.00 £16,466.40 £16,466.40 

THE DAWES  30% 100% 100% £13,050.00 £9,396.00 £9,402.58 



 

 

HEALEY SURGERY 100% 100% 50% £9,856.00 £7,884.80 £7,884.80 

Total       £101,099.00 £75,288.00 £76,817.72 

 

 

Figure 4:  

BRIDGE EXPECTED END POSITION 

  1. AMS 
2. Medicines 
Safety 

3. Financial 
Sustainability 

100% PAYMENT 
Eligible 
Payment 

Actual Payment                   
   j           Δ      
size) 

% Payment 40% 20% 40% 100%     

CROFT SHIFA  75% 100% 25% £12,148.00 £7,288.80 £7,288.80 

DR MB GHAFOOR &  10% 100% 100% £9,679.00 £6,194.56 £6,245.36 

FAMILY PRACTICE 0% 100% 50% £8,303.00 £3,321.20 £3,321.20 

DR A HAMID 100% 100% 50% £6,989.00 £5,591.20 £5,591.20 

DR GWD BHIMA 75% 100% 50% £2,715.00 £1,900.50 £1,900.50 

THE DALE 100% 100% 25% £3,722.00 £2,605.40 £2,727.85 

Total       £43,556.00 £26,901.66 £27,074.91 

Figure 5: 

PENNINE EXPECTED END POSITION 

  1. AMS 
2. Medicines 
Safety 

3. Financial 
Sustainability 

100% PAYMENT 
Eligible 
Payment 

Actual Payment                   
   j           Δ      
size) 

% Payment 40% 20% 40% 100%     
STONEFIELD 
STREET  

30% 100% 100% £14,821.00 £10,671.12 £10,671.12 

THE VILLAGE  50% 100% 25% £7,197.00 £3,598.50 £3,598.50 

TRINITY  50% 100% 50% £7,150.00 £4,290.00 £4,375.80 

MILNROW  50% 100% 25% £12,542.00 £6,271.00 £6,586.43 

LITTLEBOROUGH  100% 100% 100% £14,757.00 £14,757.00 £14,757.00 

PENNINE  100% 100% 50% £5,978.00 £4,782.40 £4,952.18 

Total       £62,445.00 £44,370.02 £44,941.03 

Figure 6: 

CANALSIDE EXPECTED END POSITION 

  1. AMS 
2. Medicines 
Safety 

3. Financial 
Sustainability 

100% PAYMENT 
Eligible 
Payment 

Actual Payment                   
   j           Δ      
size) 

% Payment 40% 20% 40% 100%     

WELLFIELD 10% 100% 75% £22,613.00 £12,211.02 £12,675.04 

KIRKHOLT 100% 100% 25% £6,021.00 £4,214.70 £4,784.11 

CASTLETON  50% 100% 50% £17,826.00 £10,695.60 £10,951.22 

MIDDLETON  100% 100% 100% £7,363.00 £7,363.00 £7,666.36 

THE HIVE  75% 100% 75% £9,214.00 £7,371.20 £7,450.80 



 

 

THE KINGSWAY  75% 100% 25% £5,421.00 £3,252.60 £3,646.16 

Total       £68,458.00 £45,108.12 £47,173.69 

 

 

 



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

ITEM NUMBER: 19 

DATE:  19 July 2024 

REPORT TITLE: 
Greater Manchester Medicines Management Group 
(GMMMG) Decisions for noting: February 2024- May 2024 

REPORT AUTHOR: Susan Mckernan 

EXECUTIVE SUMMARY: This report provides a summary of the GMMMG decisions, which have 

been approved by the GM Clinical Effectiveness and Governance Committee (CEGC): February 

2024- May 2024 

GMMMG has been providing a cross-organisational strategic approach to medicines 

management in GM for over 15 years. 

Key Points: Recommendations have been reached following long-standing GMMMG processes 

and have undergone a minimum six-week GM wide open consultation. All parts of the GM 

system are encouraged to contribute to consultations, highlight any potential barriers to 

implementation  and to work towards equitable access to treatments. 

NICE Technology Appraisals: Some recommendations may relate to a NICE TA.  PCCC is 

reminded that the NHS is legally obliged to fund and resource medicines and treatments 

recommended by NICE's technology appraisals. When NICE recommends a treatment 'as an 

option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its 

date of publication. PLEASE NOTE: embedded documents within the report are available on 
request. 

RECOMMENDATIONS: 
The Committee is asked to note the decisions made by 
GMMMG and approved via the GM CEGC, and consider 
any local implications. 

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;



                Produced by the Regional Drug and Therapeutics Centre         February 2024 
 

 
Decisions made by: CRG (except those * which 
were made at GMMMG) 

9th January 2024 

 

Approved by: GMMMG 8th February 2024 

Approved by: CEGC 5th March 2024 

Approved by: Executive March 2024 

The NHS is legally obliged to fund and resource medicines and treatments recommended by NICE's technology appraisals. When NICE 
recommends a treatment 'as an option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its date of 
publication. This means that, if a patient has a disease or condition and the doctor responsible for their care thinks that the technology is 
the right treatment, it should be available for use, in line with NICE's recommendations. 

 

 

Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

Carbimazole 
10mg and 15mg 
tablets 

For all indications 

Carbimazole is available as a 5mg, 
10mg, 15mg and 20mg tablet. The 
5mg and 20mg tablets are of low cost 
and are on the GMMMG formulary. 
The 10mg and 15mg are not listed on 
the formulary and have been of 
extremely high cost for several years. 

Add to DNP list 
with criterion 2 
(Products which 
are clinically 
effective but where 
more cost-effective 
products are 
available, including 
products that have 
been subject to 
excessive price 
inflation) 

 During the period Sep 22 – 
Aug 23 there was 4404 
items prescribed in the GM 
ICB for the 10mg and 15mg 
tablets at a cost of £154k 

It is estimated a complete 
switch to 5mg tablets would 
save £149k per year in 
prescribing costs 

Approve the 
amendment to the 
DNP list and 
recommends 
localities review 
usage  

DECISIONS WITH A FINANCIAL OR COMMISSIONING IMPACT 

                                                     

SUMMARY OF DECISIONS FOR APPROVAL 
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

Acetylcysteine 
600mg 
effervescent 
tablets and 
Carbocisteine 
375mg capsules 

For COPD 

The oral mucolytic of choice for 
reducing sputum viscosity in 
respiratory tract disorders is 
carbocisteine. 

During 2022-23 97% of prescribing 
was of carbocisteine. Acetylcysteine 
600mg effervescent tablets are a cost-
effective alternative when taken once 
daily, and do not require a dose 
reduction  

It is recommended that reviews are 
undertaken for patients who have been 
prescribed a mucolytic for longer than 
4-12 weeks to assess benefit. 
Treatment should be stopped where no 
benefit is apparent. 

Assign a Green 
status to both 
acetylcysteine 
600mg eff tablets 
carbocisteine 
375mg capsules 

Amend formulary to 
place 
acetylcysteine 
600mg eff tablets 
as first choice 
mucolytics and 
carbocisteine 
375mg capsules as 
an alternative 
choice 

The effervescent 
tablets are not suitable 
for patients who require 
a low sodium diet. This 
will be reflected in the 
formulary. 
Carbocisteine capsules 
(or oral solution) would 
remain a treatment 
option for these 
patients. Blanket 
switching is not 
recommended but use 
of mucolytics in COPD 
should be regularly 
reviewed and only 
continued if there is 
symptomatic 
improvement. 

The GM ICB spends £1.8m 
on mucolytics each year. 

Exact cost savings are not 
possible due to the variation 
in dose of carbocisteine 
currently being prescribed. 
However where 750mg tds 
dosing is being used there is 
a 32% saving by using 
acetylcysteine 600mg eff 
tablets. 

Approve the 
amendment to 
formulary 
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

TA916: 
Bimekizumab for 
treating active 
psoriatic 
arthritis 

Commissioning: 
ICS, tariff-
excluded, 30-day 
implementation 

4th 
October 2023 

Bimekizumab alone or with 
methotrexate, is recommended as an 
option for treating active psoriatic 
arthritis (defined as peripheral arthritis 
with 3 or more tender joints and 3 or 
more swollen joints) in adults whose 
condition has not responded well 
enough to disease-modifying 
antirheumatic drugs (DMARDs) or who 
cannot tolerate them. It is 
recommended only if they have had 2 
conventional DMARDs and: 

• at least 1 biological DMARD or 

• tumour necrosis factor (TNF)-alpha 
inhibitors are contraindicated but 
would otherwise be considered (as 
described in NICE's technology 
appraisal guidance on etanercept, 
infliximab and adalimumab for the 
treatment of psoriatic arthritis). 

Bimekizumab is recommended only if 
the company provides it according to 
the commercial arrangement..  

On formulary in 
chapter 13 as a 
RED drug for 
treatment of plaque 
psoriasis  

Add to formulary in 
chapter 10.1.3 as a 
RED drug in this 
indication, with 
links to TA916. 

 NICE expect the resource 
impact of implementing the 
recommendations in 
England will be less than 
approximately £8,800 per 
100,000 population. This is 
because the technology is a 
further treatment option and 
is available at a similar price 
to the current treatment 
options. Bimekizumab works 
in a similar way to 
ixekizumab and 
secukinumab, and would be 
offered to the same 
population. 

Approve addition 
to formulary 

https://www.nice.org.uk/guidance/ta916
https://www.nice.org.uk/guidance/ta916
https://www.nice.org.uk/guidance/ta916
https://www.nice.org.uk/guidance/ta916
https://www.nice.org.uk/guidance/ta916
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

TA918: 
Bimekizumab for 
treating axial 
spondyloarthritis 

Commissioning: 
ICS, tariff-
excluded, 30-day 
implementation 

11th October 2023 

Bimekizumab is recommended as an 
option in adults for treating active 
ankylosing spondylitis (AS) when 
conventional therapy has not worked 
well enough or is not tolerated, or 
active non‑radiographic axial 

spondyloarthritis (nr‑axSpA) with 
objective signs of inflammation (shown 
by elevated C‑reactive protein or MRI) 
when non-steroidal anti‑inflammatory 
drugs (NSAIDs), have not worked well 
enough or are not tolerated. It is 
recommended only if: 

• tumour necrosis factor (TNF)-alpha 
inhibitors are not suitable or do not 
control the condition well enough, 
and 

the company provides it according to 
the commercial arrangement. 

On formulary in 
chapter 13 as a 
RED drug for 
treatment of plaque 
psoriasis. 

Add to formulary in 
chapter 10.1.3 as a 
RED drug in this 
indication, with 
links to TA918. 

 NICE expect the resource 
impact of implementing the 
recommendations in 
England will be less than 
approximately £8,800 per 
100,000 population. This is 
because the technology is a 
further treatment option and 
the overall cost of treatment 
will be similar. 

Approve addition 
to formulary 

https://www.nice.org.uk/guidance/ta918
https://www.nice.org.uk/guidance/ta918
https://www.nice.org.uk/guidance/ta918
https://www.nice.org.uk/guidance/ta918
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TA919: 
Rimegepant for 
treating migraine 

Commissioning: 
ICS, tariff-
excluded 

18th October 2023 

 

Rimegepant is recommended as an 
option for the acute treatment of 
migraine with or without aura in adults, 
only if for previous migraines: 

• at least 2 triptans were tried and 
they did not work well enough or 

triptans were contraindicated or not 
tolerated, and nonsteroidal anti-
inflammatory drugs (NSAIDs) and 
paracetamol were tried but did not 
work well enough. 

Add to formulary as 
a Green medicine 
drug in this 
indication, with link 
to TA919. 

 

Rimegepant is 
already on 
formulary as Green 
(specialist initiation) 
for the prevention 
of episodic 
migraine (TA906). 
A further 
consultation has 
opened to amend 
this to Green 
(specialist advice) 

CRG did not agree with 
the NICE assessment 
of resource impact and 
felt that this is likely to 
be significantly higher 
due to it offering an 
alternative treatment 
option prior to specialist 
referral. 

CRG heard that this is 
a condition principally 
managed in primary 
care and as such 
patients would not 
routinely be referred to 
a specialist at the point 
in the pathway that 
NICE have placed this 
agent. 

Following the 
consultation where it 
was proposed this 
should be Green 
(specialist advice, CRG 
heard from the 
headache service lead 
clinician who 
successfully reasoned 
that this medicine and 
indication is amendable 
to management in 
primary care and 
should have a Green 
RAG status. 

An update to the 
headache pathway is 
underway to support 
primary care 
prescribing of this agent 

NICE expect the resource 
impact of implementing the 
recommendations in 
England will be less than 
approximately £8,800 per 
100,000 population. This is 
because rimegepant is a 
further treatment option and 
is for use after other options 
have been tried or are 
contraindicated or not 
tolerated.  

In the preventing migraine 
setting, rimegepant and 
other treatments (such as 
galcanezumab [TA659], 
erenumab [TA682] and 
fremanezumab [TA764]) are 
also recommended.  In 
clinical practice, when a 
person is having migraines 
sufficiently often to benefit 
from a preventative effect, 
there is a reasonable 
likelihood that they will be 
having 1 of the approved 
preventative treatments 
which have the same 
mechanism of action to 
rimegepant for preventing 
migraine. Given there is 
current use of rimegepant 
and its position in the 
pathway, it is not anticipated 
there will be a significant 
resource impact as a result 
of this guidance. 

 

Decision pending 

 

GMMMG request 
that a decision on 
this agent is 
paused so that  
both licensed 
indications 
(treatment 
(TA919) and 
prophylaxis 
TA906) can be 
managed 
simultaneously, 
with the required 
supporting 
information to 
ensure safe and 
effective use in 
line with the 
license and TA 
recommendations.  

 

Supporting 
information for 
TA906 is currently 
being consulted on 
by the GM system  

 

N.B this action will 
delay the NICE 
timeframes for 
implementation of 
TA919 

https://www.nice.org.uk/guidance/ta919
https://www.nice.org.uk/guidance/ta919
https://www.nice.org.uk/guidance/ta919
https://gmmmg.nhs.uk/consultations/
https://gmmmg.nhs.uk/consultations/
https://gmmmg.nhs.uk/consultations/
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

for this indication.  

TA920: 
Tofacitinib for 
treating active 
ankylosing 
spondylitis 

Commissioning: 
ICS, tariff-
excluded, 30-day 
implementation 

18th October 2023 

Tofacitinib is recommended as an 
option for treating active ankylosing 
spondylitis that is not controlled well 
enough with conventional therapy in 
adults, only if: 

• tumour necrosis factor (TNF)-alpha 
inhibitors are not suitable or do not 
control the condition well enough 
and 

the company provides tofacitinib 
according to the commercial 
arrangement. 

On formulary in 
chapter 10 as a 
RED drug for 
treatment of RA 
and PsA.  

Add to formulary in 
chapter 10.1.3 as a 
RED drug in this 
indication, with 
links to TA920.  

 Resource impact template 
available. 

NICE expect the resource 
impact of implementing the 
recommendations in 
England will be less than £5 
million per year (or 
approximately £8,800 per 
100,000 population, based 
on a population for England 
of 56.6 million people). 

This is because the 
technology is a further 
treatment option and the 
overall cost of treatment will 
be similar. 

Tofacitinib represents an 
additional treatment option 
for those patients with active 
ankylosing spondylitis, 
where tumour necrosis 
factor alpha inhibitors are 
not suitable or do not control 
the condition well enough 
and who would benefit from 
or prefer an oral treatment, 
as opposed to injectable 
treatments. 

Approve addition 
to formulary for 
this indication  

TA920:%20Tofacitinib%20for%20treating%20active%20ankylosing%20spondylitis
TA920:%20Tofacitinib%20for%20treating%20active%20ankylosing%20spondylitis
TA920:%20Tofacitinib%20for%20treating%20active%20ankylosing%20spondylitis
TA920:%20Tofacitinib%20for%20treating%20active%20ankylosing%20spondylitis
TA920:%20Tofacitinib%20for%20treating%20active%20ankylosing%20spondylitis
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TA922: 
Daridorexant for 
treating long-
term insomnia 

Commissioning: 
ICS 

18th October 2023 

Daridorexant is recommended for 
treating insomnia in adults with 
symptoms lasting for 3 nights or more 
per week for at least 3 months, and 
whose daytime functioning is 
considerably affected, only if: 

• cognitive behavioural therapy for 
insomnia (CBTi) has been tried but 
not worked, or 

• CBTi is not available or is 
unsuitable. 

The length of treatment should be as 
short as possible. Treatment with 
daridorexant should be assessed 
within 3 months of starting and should 
be stopped in people whose long-term 
insomnia has not responded 
adequately. If treatment is continued, 
assess whether it is still working at 
regular intervals. 

Not on formulary. 

Formulary 
recommendation 
pending pathway 
development  

CRG noted that current 
provision of CBTi is not 
equitable with it 
commissioned in 3 GM 
localities only. and 
cannot support the 
population who are 
eligible to receive this. 
Further information on 
an NHSE procurement 
process for CBTi for all 
ICBs is awaited. It is 
understood that this will  
involve a digital offer 
accessible without 
referral via a web link 
and will be free of 
charge for up to 12 
months for each patient 
who requires it. 

The license is for 
treatment of long-term 
insomnia but data for 
use longer than 3 
months is poor, as is 
information regarding 
dependence and 
efficacy versus existing 
treatments, therefore a 
pathway is required. 

Training is 
recommended prior to 
clinicians prescribing 
the medicine, this is 
provided by the 
manufacturer of 
daridorexant which 
CRG thought was a 
conflict of interest. 

Clinical trials excluded 

NICE estimate that around 
1,760 adults with insomnia 
per 100,000 population are 
expected to be eligible for 
treatment each year. NICE 
expect providers to mainly 
be GPs. 

The cost impact is estimated 
to be up to £350k in year 1 
and £2m by year 5 which 
does not include the 
displacement of existing 
therapeutic options. 

NICE estimate that 2 hours 
of training time will be 
required for each GP prior to 
prescribing daridorexant 
which will have a resource 
cost to the ICS. 

 

GMMMG request 
the development 
of a GM wide 
primary care sleep 
pathway to 
support the 
equitable 
introduction of this 
agent into the GM 
system, detailing 
availability of CBTi 
across GM.  

 

GMMMG noted 
that approval 
without a 
supporting 
pathway posed a 
significant financial 
risk and requests 
additional 
resource from the 
ICB (via CEGC) to 
develop this 
pathway  

 

GMMMG 
recommend that 
this agent be 
added to the GM 
formulary upon 
approval of the 
GM sleep pathway 
and wish to make 
CEGC aware that 
NICE timeframes 
will not be met 
whilst this pathway 
is pending.  

https://www.nice.org.uk/guidance/ta922
https://www.nice.org.uk/guidance/ta922
https://www.nice.org.uk/guidance/ta922
https://www.nice.org.uk/guidance/ta922
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

any patients taking 
psychotropic medicines 
despite this group 
comprising a large 
proportion of those 
treated with BDZs and 
Z-drugs. Therefore its 
use in patients with 
mental health 
conditions required 
treatment with 
prescribed psychotropic 
medicines is not 
recommended 
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TA924: 
Tirzepatide for 
treating type 2 
diabetes 

Commissioning: 
ICS 

25th October 2023 

Tirzepatide is recommended for 
treating type 2 diabetes alongside diet 
and exercise in adults when it is 
insufficiently controlled only if: 

• triple therapy with metformin and 2 
other oral antidiabetic drugs is 
ineffective, not tolerated or 
contraindicated, and 

• they have a body mass index (BMI) 
of 35 kg/m2 or more, and specific 
psychological or other medical 
problems associated with obesity, 
or 

• they have a BMI of less than 35 
kg/m2, and: 

o insulin therapy would have 
significant occupational 
implications, or 

weight loss would benefit other 
significant obesity-related 
complications. 

Not on formulary. 

Add to formulary in 
chapter 6.1.2.3 as 
an alternative to 
GLP-1 inhibitors 
where these are 
ineffective, not 
tolerated or 
contraindicated 
with a GREEN 
RAG status. 
Include links to 
TA924. 

There is as yet no stock 
available of this 
medicine in the UK, 
despite it being 
licensed as a vial and 
pre-filled syringe. A 
further product license 
is pending for a pre-
filled pen and the 
granting of this 
marketing authorisation 
by the MHRA is the 
current limiting factor to 
UK availability. CRG 
heard that it is 
positioned in the same 
place as GLP-1 
inhibitors within the 
T2DM treatment 
pathway but has yet to 
gain any evidence for 
CVD benefits unlike the 
majority of GLP-1s. 

Historically choice of 
GLP-1 has been based 
on the availability and 
quality of CVD outcome 
data, but with the stock 
issues affecting GLP-1 
products likely to 
continue into mid 2024, 
tirzepatide is likely to be 
selected because of its 
availability rather than 
proven CVD benefits. 

Confirmation of the 
suitability of this 
position and place in 
therapy is being sought 
from the GM Diabetes 

NICE estimate that around 
320 people per 100,000 
population are eligible for 
treatment with tirzepatide. 
However, depending on the 
local prevalence of type 2 
diabetes and current 
prescribing patterns for GLP-
1 RAs, this could be an 
underestimate. Adjusting for 
the known prevalence of 
T2DM and current GLP-1 
prescribing patterns, there 
may be around 13,000 
people eligible for either 
tirzepatide or a GLP-1 RA in 
GM.  

Depending on market share, 
the cost impact of tirzepatide 
may be around £76,000 in 
year 1, rising to £1m per 
year from year 3 onwards. 
This includes anticipated 
reductions in use of GLP-1 
RAs, but not any reduction in 
adverse outcomes 
associated with T2DM.  

These figures are highly 
dependent on future 
prescribing patterns of 
tirzepatide and the GLP-1 
RAs, and should be 
interpreted cautiously. The 
ongoing GLP-1 RA 
shortages are expected to 
have a significant impact. 

Approve addition 
to formulary 

https://www.nice.org.uk/guidance/ta924
https://www.nice.org.uk/guidance/ta924
https://www.nice.org.uk/guidance/ta924
https://www.nice.org.uk/guidance/ta924
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

Strategy Board, but 
there has been no 
engagement from the 
group with this process. 

TA925: 
Mirikizumab for 
treating 
moderately to 
severely active 
ulcerative colitis 

Commissioning: 
ICS, tariff-
excluded, 30-day 
implementation 

25th October 2023 

Mirikizumab is recommended as an 
option for treating moderately to 
severely active ulcerative colitis in 
adults when conventional or biological 
treatment cannot be tolerated, or the 
condition has not responded well 
enough or lost response to treatment, 
only if: 

• a tumour necrosis factor 
(TNF)‑alpha inhibitor has not 
worked (that is the condition has 
not responded well enough or has 
lost response to treatment) or 

• a TNF-alpha inhibitor cannot be 
tolerated or is not suitable and 

the company provides it according to 
the commercial arrangement. 

Not on formulary. 

Add to formulary in 
chapter 1.5.3 as a 
RED drug in this 
indication, with 
links to TA95. 

 NICE expect the resource 
impact of implementing the 
recommendations in 
England will be less than 
approximately £8,800 per 
100,000 population. This is 
because mirikizumab is a 
further treatment option and 
the overall cost of treatment 
for this patient group will be 
similar. 

 

Approve addition 
to formulary 

 

GM pathways 
require update to 
ensure the most 
cost effective 
agents are utilised 
accordingly 

https://www.nice.org.uk/guidance/ta925
https://www.nice.org.uk/guidance/ta925
https://www.nice.org.uk/guidance/ta925
https://www.nice.org.uk/guidance/ta925
https://www.nice.org.uk/guidance/ta925
https://www.nice.org.uk/guidance/ta925
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Drug and 
indication  

Rationale / criteria Status and 
formulary position 
assigned 

Notes on decision Cost impact and 
commissioning / service 
implications 

GMMMG 
recommendation 

TA943: Hybrid 
closed loop 
systems for 
managing blood 
glucose levels in 
type 1 diabetes 

19/12/2023 

Commissioning: 
NHSE 

. 

Hybrid closed loop (HCL) systems are 
recommended as an option for 
managing blood glucose levels in type 
1 diabetes for adults who have an 
HbA1c of 58 mmol/mol (7.5%) or more, 
or have disabling hypoglycaemia, 
despite best possible management 
with at least 1 of the following: 

• continuous subcutaneous 
insulin infusion (CSII) 

• real-time continuous glucose 
monitoring 

• intermittently scanned 
continuous glucose monitoring. 

HCL systems are only recommended if 
they are procured at a cost-effective 
price agreed by the companies and 
NHS England, and implemented 
following NHS England's and NHS 
Wales' implementation plans. 

Begin planning for 
implementation. 
Consider whether 
links to the 
guidance or a 
holding statement 
should be added to 
formulary in the 
meantime.  

The formulary 
position should 
reflect the NICE TA 
as well as any 
associated NHSE 
SSCs. 

There has been no 
consultation yet on this 
guidance as a 
recommendation is yet 
to be made. 

CRG believe that this 
planning should sit with 
the Diabetes Strategy 
Board and ICB 
commissioners. 

An implementation plan 
has been made 
available from NHSE to 
support ICB planning 
for the introduction of 
this technology. 

PRN01097_Hybrid 

closed loop technologies - 5-year implementation strategy_January 2024 (002).pdf
 

Access to hybrid closed loop 
systems will therefore be 
through a 5-year phased roll 
out in line with NHS 
England's and NHS Wales' 
implementation plans. 
Hybrid closed loop systems 
will be commissioned via 
NHS England or NHS 
providers in line with the 5-
year strategy. 

The normal period of 
compliance has been 
extended to 5 years for this 
technology because NHS 
England submitted a funding 
variation request, which was 
accepted by NICE after a 
period of public consultation.  

A resource impact template 
is available, as well as a 
guide to using the template. 
The template requires local 
completion with information 
including annual number of 
clinic appointments, time per 
clinic appointment, staff mix 
and device costs for each 
relevant technology. 

Note the content 
of the 
recommendations 
from NICE and 
request that the 
ICB diabetes 
strategy board 
undertake the 
planning for 
implementation  

https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943/chapter/implementation#implementation
https://www.nice.org.uk/guidance/ta943/chapter/implementation#implementation
https://www.nice.org.uk/guidance/ta943/chapter/implementation#implementation
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Drug and 
indication  

Rationale / 
criteria 

Status and formulary 
position assigned 

Notes on 
decision 

Cost impact and commissioning / 
service implications 

GMMMG 
Recommendation 

Nil in Jan 2024      

DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact 

Blueteq forms to support 
the use of omalizumab 
for chronic inducible 
urticaria (CindU) 

Blueteq forms for 

unlicensed use of omalizumab in severe chronic inducible urticaria.pdf
 

Use of omalizumab for this 
indication should be in line 
with the GMMMG 
commissioning statement 

N/A The forms have been 
developed in conjunction 
with the 2 services looking 
to use the medicine for this 
indication based at Salford 
and Wythenshawe.  

CRG approved for use 
noting that because of a 
lack of expertise on CRG, 
the best governance route 
for future decisions similar 
to this would be via a HCDs 
subgroup to GMMMG. 

None 

TA926: Baricitinib for 
treating severe alopecia 
areata 

Commissioning: ICS, 
tariff-excluded 

25th October 2023 

 

Baricitinib is not 
recommended, within its 
marketing authorisation, for 
treating severe alopecia 
areata in adults. 

.  

On formulary in chapter 
10 for rheumatology 
indications  

Add to DNP list with 
criterion 1 (Products of 
low clinical effectiveness, 
where there is a lack of 
robust evidence of clinical 
effectiveness or there are 
significant safety 
concerns) 

 Hair loss can cause severe 
psychological distress, but baricitinib 
did not show a meaningful 
improvement in most of the health-
related quality-of-life assessments 
done in the trials compared with 
placebo. 

The cost-effectiveness estimates for 
baricitinib are uncertain and are 
higher than what NICE normally 
considers an acceptable use of NHS 
resources. So, baricitinib is not 
recommended. 

DECISIONS FOR INFORMATION ONLY 

https://gmmmg.nhs.uk/joint-formulary/gmmmg-formulary-chapters/omalizumab-for-cindu-commissioning-statement-final-version-1-0/
https://gmmmg.nhs.uk/joint-formulary/gmmmg-formulary-chapters/omalizumab-for-cindu-commissioning-statement-final-version-1-0/
https://www.nice.org.uk/guidance/ta926
https://www.nice.org.uk/guidance/ta926
https://www.nice.org.uk/guidance/ta926
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact 

TA921: Ruxolitinib for 
treating polycythaemia 
vera 

Commissioning: NHSE 

18th October 2023 

 

Ruxolitinib is 
recommended, within its 
marketing authorisation, for 
treating polycythaemia vera 
in adults who cannot 
tolerate hydroxycarbamide 
(also called hydroxyurea) or 
when the condition is 
resistant to it. It is only 
recommended if the 
company provides it 
according to the 
commercial arrangement. 

For info, no action. N/A Resource impact template available 

NICE estimate that: 

• Around 660 people with 
polycythaemia vera are eligible for 
treatment with ruxolitinib each 
year from 2027/28 after adjusting 
for population growth. 

• Around 330 people will receive 
ruxolitinib from year 2027/28 
onwards once uptake has reached 
48%  

If the number of appointments follows 
the number of cycles, there may be 
around 700 additional appointments 
needed each year from 2027/28 after 
adjusting for population growth. This 
is because of shorter treatment cycles 
(28 days) compared with some 
comparator options. 

GM Non-medical 
prescribing best practice 
guide 

 

GM NMP Best 

Practice Guide Final Feb 2024.pdf
 

This document is intended 
to detail the essential 
governance standards that 
NHS GM expect providers 
to have in place with 
regards to non-medical 
prescribing (NMP). 

GMMMG support 
approval 

This guidance was 
developed by Jude Owens 
(NMP Lead Salford Locality) 
and Stephanie Pacey (NMP 
Lead Manchester Locality) 
and has been considered 
and supported by the GM 
NMP leads group, the 
GMMMMG workforce 
subgroup and GMMMG. 

N/A 

https://www.nice.org.uk/guidance/ta921
https://www.nice.org.uk/guidance/ta921
https://www.nice.org.uk/guidance/ta921
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact 

GMMMG Jan 24 minutes 

 

GMMMG Minutes 

Jan 24 fnl.pdf  

 

- - - - 

CRG Dec 23 minutes 

CRG Minutes Dec 

2023 FINAL.pdf  

 

    

Medicines safety, value, 
digital and population 
health subgroup updates 

Medicines Value 

update.docx

Jan 24_Medicines 

Safety Update.docx

HI Highlight Report 

Nov and Dec 2023.docx

Digital Highlight 

Report 2023.docx  
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All links to MHRA drug safety updates added to formulary as published. Significant alerts where further action is required are highlighted. 
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Recommendations made by CRG or value 
subgroup 

Feb 2024 

 

Approved by: GMMMG 14th March 2024 

Approved by: CEGC 25th March 2024 (non-financial 
recommendations approved) 

Approved by: Executive 10th April 2024 

The NHS is legally obliged to fund and resource medicines and treatments recommended by NICE's technology appraisals. When NICE 
recommends a treatment 'as an option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its date of 
publication. This means that, if a patient has a disease or condition and the doctor responsible for their care thinks that the technology is 
the right treatment, it should be available for use, in line with NICE's recommendations. 

 

 

 

 

DECISIONS WITH A FINANCIAL OR COMMISSIONING IMPACT 

                                                     

SUMMARY OF DECISIONS FOR APPROVAL 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation and 
action 

Cytisine 1.5mg 
tablets for smoking 
cessation and 
reduction of nicotine 
cravings in smokers 
who are willing to stop 
smoking. 

 

 

A formulary application has been 
submitted to add the medicine to the 
GMMMG formulary for smoking 
cessation as a first line option alongside 
existing therapies. Varenicline has been 
unavailable after its withdrawal from the 
market due to concerns regarding 
nitrosamine impurities and this 
represents a licensed alternative for 
suitable groups of patients. 

  

Green first line option CRG heard that this product 
has been shown to be as 
effective as varenicline for 
supporting a quit attempt and 
is likely to be cost-effective 
based on price comparison vs 
existing therapies. 

Cytisine is contraindicated in 
pregnancy (Women of 
childbearing potential must 
use highly effective 
contraception while taking 
cytisine) and breastfeeding, 
unstable angina, recent history 
of MI or stroke and clinically 
significant arrhythmias which 
may limit its usefulness.  

It is understood that PGDs are 
in development for use by 
smoking cessation services 

Cytisine is priced at £115 per 25 day 
course (100 tablets).  

Initial estimates are up to 1000 patients 
per year in GM, which would cost 
£115,000. However cytisine is likely to 
be cost-neutral because it is similarly 
priced to other therapies currently 
available; varenicline (unlicensed) £95, 
bupropion £125, NRT (patch only) 
£113.96. 

This estimate does not include 
potential benefits from reduced 
cardiovascular and respiratory 
diseases and cancers that are 
associated with smoking. A CURE Cost 
Benefit Analysis indicates that the 
return on investment from this 
intervention is £2.12 for every pound 
invested, with wider impacts on social 
care, businesses, poverty, and child 
poverty. The CBA also showed a 
current cost per Quality Adjusted Life 
Years (QALY) of £487 

Approve the addition to 
formulary 

It is understood the 
regional tobacco control 
team (ICB population 
health team) have 
approved this agent. 
However because many 
localities in GM still 
recharge PH for 
prescribing of smoking 
cessation (and other 
treatments) GMMMG 
raise this issue to 
CEGC for 
consideration.  

 

 

TA929: Empagliflozin 
for treating chronic 
heart failure with 
preserved or mildly 
reduced ejection 
fraction 

Commissioning: ICS 

01/11/2023 

Empagliflozin is recommended, within its 
marketing authorisation, as an option for 
treating symptomatic chronic heart 
failure with preserved or mildly reduced 
ejection fraction in adults. 

On formulary as GREEN (following 
specialist advice) for treatment of 
chronic heart failure with reduced 
ejection fraction, as per NICE TA773. 

Dapagliflozin is on formulary as GREEN 
(following specialist advice) in this 
indication, as per NICE TA902. 

Add to formulary as a 
GREEN (following 
specialist advice) drug 
in this indication, with 
link to TA929. 

 NICE expect the resource impact of 
implementing the recommendations in 
England will be less than £8,800 per 
100,000 population. This is because 
the technology is a further treatment 
option, is available at the same price as 
dapagliflozin and clinical outcomes are 
expected to be similar. 

The list price of 10 mg empagliflozin is 
£36.59 per 28-tablet pack. The annual 
cost for either empagliflozin or 
dapagliflozin plus standard care is 
around £495, compared to £11 for 
standard care alone. 

This statement is supported by a 
resource impact template. 

Approve the addition to 
formulary for this 
indication 

https://www.nice.org.uk/guidance/ta929
https://www.nice.org.uk/guidance/ta929
https://www.nice.org.uk/guidance/ta929
https://www.nice.org.uk/guidance/ta929
https://www.nice.org.uk/guidance/ta929
https://www.nice.org.uk/guidance/ta929
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation and 
action 

Riluzole Shared Care 
Protocol for 
amyotrophic lateral 
sclerosis (ALS) 

5.1b Riluzole RDTC 

SCP adopted for GM use- final version 1.0  for CRG approval.pdf
 

As one of the 18 NHSE-published 
SCPs this has been reviewed and 
updated by RDTC and developed 
for local implementation by GM ICB 
MO team 

Amber shared care This SCP has the addition of 
riluzole orodispersible tablets 
which is currently undergoing 
the GM ICB governance 
process for addition to the 
formulary. Due to supply 
problems with the 50mg 
standard tablets, the price of 
these has risen from £8.63 to 
£342.12 (Feb DT) for 56 and 
are frequently unavailable. The 
orodispersible are priced at 
£168 for 56 tablets (DM&D) 

In order to ease transfer of 
prescribing to primary care 
and enable access to the 
medicine, it is requested that 
the SCP is published with the 
orodispersible formulation 
despite this not yet being 
added to the formulary. The 
governance process will run 
as normal and any necessary 
changes to the SCP can be 
made at a later date 

None for the shared care protocol 

For addition of orodispersible tablets: 
50mg standard tablets currently cost 
£42.12 for 56 and 50mg orodispersible 
£168 for 56 tablets 

If prescribing of riluzole continues at 
current rates and product choice there 
will be a cost pressure to the GM ICB 
of around £300k per year. This can be 
mitigated to around £165k cost 
pressure with use of orodispersible 
tablets 

Approve SCP and the 
inclusion of 
orodispersible tablets 

Slenyto Rebate Flynn Pharmaceuticals Ltd have 
suggested a rebate on their product 
Slenyto MR Tablets which would provide 
an annual rebate of £41,202.75 based 
on the last 12 months prescribing of 
branded Slenyto between Dec 2023 to 
November 2023. 

 

AMBER status on 
paediatric RAG list and 
in SCP for paediatric 
Sleep disorders, ADHD. 

The rebate was assessed 
against the existing rebate 
framework and found to meet 
all requirements. Therefore it 
was approved by medicines 
value subgroup for 
acceptance. 

NHS GM spends over £150k annually 
on Slenyto 1mg and 5mg modified-
release tablets. 

Annual rebate worth around £40k 

Approve acceptance of 
this rebate for NHS GM. 

 

 

 
 
 
 

 

DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT  
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

Recommendation 

ADHD medicines 
shortage ICB comms 

4.4b Addendum to 

GM pathway for primary care (ADHD shortages)_  7.12.23.docx
 

An update to the GM 
ICB response to 
shortage of ADHD 
medicines 
documentation and 
guidance was 
approved by CRG 

Amber shared 
care 

This request has been actioned as a technical update and 
the updated documentation published to GMMMG website. 

CRG recognised that it is not possible to stay up to date with 
this rapidly changing supply situation but the principles in the 
documents remain valid 

None expected from this update Note changes to 
published guidance 
documents 

Gabapentinoid 
resource pack 

Gabapentinoid-resou

rce-pack-1-0.pdf
 

This documentation 
has expired and was 
removed from the 
GMMMG website 

Following requests to 
reinstate it has been 
checked and a further 
2-year expiry granted 

See individual 
products 

 None Note the re-
publication of this 
guidance 

Guidance to support 
the implementation of 
NICE TA 924 
(Tirzepatide) 

 

 

Tirzepatide GM 

Guidance V1 FINAL.pdf

GM GLP1 pathway 

v2.0 FINAL.pdf
 

This guidance has 
been updated to 
reflect recently 
published national 
guidance 

Green  This guidance has been produced by clinicians on behalf of 
the GM Diabetes Board and reflect the GMMMG 
recommendation approved by CEGC on 5th March 2024. 

 

1)Guidance produced by GM clinicians for the GM Diabetes 
board Guidance to support implementation Nice Technology 
Appraisal 924.  It has been produced to provide primary care 
prescribers with information to support prescribing 
Tirzepatide for type 2 diabetes. 

 

2)The updated version of previous guidance on GLP1 
Receptor Agonists to account for changes in the supply 
situation. In particular, it reflects the fact that Rybelsus (oral 
Semaglutide tablets) are now more freely available. 

 

As detailed to CEGC by GMMMG in 
March and reported as approved by 
executive on 13/3/2024. 

Approve for 
publication  

 

 

DECISIONS FOR INFORMATION ONLY 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on 
decision 

Cost impact 

TA934: Foslevodopa–
foscarbidopa for treating 
advanced Parkinson’s with 
motor symptoms 

Commissioning: NHSE 

29/11/2023 

Foslevodopa–foscarbidopa is recommended 
as an option for treating advanced levodopa-
responsive Parkinson's in adults whose 
symptoms include severe motor fluctuations 
and hyperkinesia or dyskinesia, when 
available medicines are not working well 
enough, only if: 

• they cannot have apomorphine or deep 
brain stimulation, or these treatments no 
longer control symptoms, and 

the company provides foslevodopa–
foscarbidopa according to the commercial 
arrangement. 

Add to formulary as a 
RED drug in this 
indication, with link to 
TA934. 

 No resource template or cost impact summary available.  

There is a simple discount patient access scheme for 
foslevodopa–foscarbidopa. The list price is not yet published. 
Foslevodopa-foscarbidopa is administered as a subcutaneous 
infusion.  

At the request of the company, foslevodopa–foscarbidopa was 
only considered by NICE as an alternative to standard care and 
levodopa–carbidopa intestinal gel. This does not include everyone 
who foslevodopa–foscarbidopa is licensed for. 

CG164: Familial breast 
cancer: classification, care 
and managing breast cancer 
and related risks in people 
with a family history of breast 
cancer (updated) 

Commissioning: ICS 

14/11/23 

In November 2023, NICE removed the off-
label warning for anastrozole in their 
recommendations on chemoprevention for 
women at moderate or high risk of breast 
cancer, in line with the MHRA licence 
variation. 

On formulary as GREEN (following specialist 
advice) for chemoprevention of breast 
cancer. 

Add link to CG164 to 
formulary in chapter 
8.3.4.1. 

 N/A 

GMMMG minutes 

 

GMMMG Minutes 

Feb 24 fnl.pdf
 

- - - - 

GMMMG CRG minutes  

CRG Minutes Jan 

2024_FINAL.pdf
 

 

- - - - 

All links to MHRA drug safety updates added to formulary as published. Significant alerts where further action is required are highlighted. 

 

 

Regional Drug and Therapeutics Centre 

16/17 Framlington Place, Newcastle upon Tyne, NE2 4AB 

https://www.nice.org.uk/guidance/ta934
https://www.nice.org.uk/guidance/ta934
https://www.nice.org.uk/guidance/ta934
https://www.nice.org.uk/guidance/ta934
https://www.nice.org.uk/guidance/cg164
https://www.nice.org.uk/guidance/cg164
https://www.nice.org.uk/guidance/cg164
https://www.nice.org.uk/guidance/cg164
https://www.nice.org.uk/guidance/cg164
https://www.nice.org.uk/guidance/cg164
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Recommendations made GMMMG subgroups 
 

March 2024 

 

Approved by: GMMMG 11th April 2024 
 

Approved by: CEGC 
 

24th April 2024 – those decisions without 
financial impact 

Approved by: Executive 
 

Confirmed 24th May 2024 

The NHS is legally obliged to fund and resource medicines and treatments recommended by NICE's technology appraisals. When NICE 
recommends a treatment 'as an option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its date of 
publication. This means that, if a patient has a disease or condition and the doctor responsible for their care thinks that the technology is 
the right treatment, it should be available for use, in line with NICE's recommendations. 
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Melatonin 1mg/mL SF oral 
solution (Consilient and 
Ceyesto brands) for 
children and adolescents in 
line with the indications listed 
as part of the GM shared 
care protocol only where 
crushed Adaflex tablets are 
not appropriate. 

A request from the Oldham MO team to 
rationalise the use of melatonin liquid 
products has been received. Analysis of 
GM prescribing data shows a significant 
proportion of generic prescribing which 
can result in the dispensing of Colonis 
1mg/mL Melatonin oral solution S/F 
which is on the DNP list due to safety 
concerns regarding propylene glycol 
content. This presents a safety issue 
which should be addressed. 

Much of the use of these products is off-
label but both Consilient and Ceyesto 
products have a license for use in 
children aged 6-17 years old for varying 
conditions – see SPC 

Prescribers will be asked to review 
melatonin prescribing for their patients 
and ensure they are using the most 
appropriate formulation and brand. 

Add Consilient 
melatonin 1mg/mL 
S/F oral solution 
as the preferred 
liquid product for 
children aged 5 
years or younger  

Add Ceyesto 
1mg/mL S/F oral 
solution as the 
preferred liquid 
product for 
children aged 6 
years and over.  

The use of these 
products should 
be limited to 
where crushed 
Adaflex tablets 
are not suitable. 

CRG noted that melatonin liquids 
should be initiated on an 
exceptional basis only. This is 
usually in patients with severe 
sensory sensitivity in autism 
spectrum disorder and learning 
disability where switching to 
crushed melatonin may be 
significantly distressing to the 
patient.  

Therefore use of liquid products 
should be minimised as a key 
action from the analysis. 

An action to update the SCP is 
required if the formulary is 
amended 

Due to small amounts of 
propylene glycol and benzyl 
alcohol, Ceyesto is not suitable 
for use in patients under 6 years 
of age 

GM spends £1.9m per year on 
melatonin, of which £708k is for the 
liquid products (all strengths Nov – 
Oct 23) 

Melatonin 1mg/mL oral solution S/F 
is in the drug tariff as Cat M at a 
price of £129.18 per 150mL. This 
equates to £86.12 per 100mg. 
Consilient is £86.67 and Ceyesto 
£17.10 per 100mg respectively. 

If prescribed by brand for reasons of 
safety then Consilient melatonin 
would be the preferred liquid product 
for children aged 5 years or younger 
and Ceyesto 1 would be the 
preferred liquid product for children 
aged 6 years and over.  

A change to the Consilient brand is 
cost neutral however if prescribing of 
existing melatonin 1mg/mL oral 
solution S/F is changed to Ceyesto 
as appropriate (aged 6 years and 
over) this could save up to £347k 
per year in GM 

Branded prescribing is required to 
but CRG thought this was justified 
for reasons of safety.  

Work will be required with specialist 
services to rationalise prescribing of 
melatonin liquid products and 
ensure prescribing of appropriate 
products is clearly communicated to 
primary care. 

Approve additions to 
formulary and support 
the implementation of 
the decision through 
engagement with 
mental health and 
specialist services 

https://gmmmg.nhs.uk/scps/melatonin-for-children-and-adolescents/gmmmg-scp-melatonin-for-children-and-adolescents-v3-0-final-for-web/
https://gmmmg.nhs.uk/scps/melatonin-for-children-and-adolescents/gmmmg-scp-melatonin-for-children-and-adolescents-v3-0-final-for-web/
https://www.medicines.org.uk/emc#gref
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Rimegepant 75mg oral 
lyophilisate for the 
prevention of episodic 
migraine in line with NICE 
TA906: 

• Rimegepant is 
recommended as an 
option for preventing 
episodic migraine in 
adults who have at least 
4 and fewer than 15 
migraine attacks per 
month, only if at least 3 
preventative treatments 
have not worked. 

• Stop rimegepant after 
12 weeks of treatment if 
the frequency of 
migraine attacks does 
not reduce by at least 
50%. 

A previous consultation sought to apply 
a Green (specialist initiation) status to 
this product and indication and this is 
how it is currently listed on the formulary 
and RAG. (Please note the alternative 
indication of treatment of acute migraine 
will have a different RAG status when 
added to the formulary) 

A request has been received to amend 
this status to Green (specialist advice) 

 

Amend the current 
status of Green 
(specialist 
initiation) to Green 
(specialist advice) 

Feedback from the specialist 
service shows that a specialist 
initiation status is impractical 
because this cohort of patients is 
managed predominantly in 
primary care. It is reasoned that 
the medicine is safe and effective 
and the 12 week review can be 
reasonably undertaken by 
primary care. A supporting 
guidance document for primary 
care has been produced and is 
also undergoing consultation 

Advice and guidance requests 
will be accepted by the GM 
headache service prior to 
initiating rimegepant for this 
indication. 

 

The cost impact of this 
recommendation has previously 
been considered and approved by 
GM ICB. 

At the time this was estimated by 
NICE to be less than 8,800 per 
100,000 population. Further 
modelling estimates that around 200 
patients per year in GM may receive 
rimegepant for this indication. 

Rimegepant is priced at £25.80 for 2 
tablets. 

This recommendation is expected to 
streamline patient access to the 
medicine for those who are eligible, 
whilst maintaining a degree of 
specialist involvement. 

It is recognised that the review of 
efficacy at 12 weeks will now be 
undertaken by primary care. The 
accompanying guidance 
recommends this review may be 
undertaken by a nurse practitioner 
or pharmacist and not necessarily by 
a GP. 

Approve the change in 
RAG status 

https://www.nice.org.uk/guidance/ta906/chapter/1-Recommendations
https://www.nice.org.uk/guidance/ta906/chapter/1-Recommendations
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

TA937: Targeted-release 
budesonide for treating 
primary IgA nephropathy 

20/12/2023 

Commissioning: ICB for 
all patients 

 

Targeted-release budesonide is 
recommended as an option for treating 
primary immunoglobulin A nephropathy 
(IgAN) when there is a risk of rapid 
disease progression in adults with a 
urine protein-to-creatinine ratio of 1.5 
g/g or more. Targeted-release 
budesonide is recommended only if: 

• it is an add-on to optimised 
standard care including the highest 
tolerated licensed dose of 
angiotensin-converting enzyme 
(ACE) inhibitors or angiotensin-
receptor blockers (ARBs), unless 
these are contraindicated 

• the company provides it according 
to the commercial arrangement. 

Add to formulary in 
chapter 1.5.2 as a 
RED drug in this 
indication, with link 
to TA937. 

When presented to CRG the 
commissioner was thought to be 
NHSE for patients with AKI or 
those undergoing dialysis. 
Communication has been 
received to clarify that ICBs will 
be the responsible commissioner 
for all patients. 

Kinpeygo® (Britannia) costs around 
£6,500 per pack of 120 modified-
release capsules (30 day supply at 
full dose). The licensed dose is 
16mg (4 capsules) once daily for 9 
months. At the end of therapy the 
dose should be reduced to 8mg 
daily for 2 weeks then 4 mg daily for 
2 weeks. There is a commercial 
arrangement which is confidential.  

Kinpeygo is included as a HCD in 
the proposed list for 2024/25. 

NICE expect the resource impact of 
implementing the recommendations 
will be less than £8,800 per 100,000 
population. At the time of writing 
there is no cost impact template 
available for local use. 

Approve addition to 
formulary 

https://www.nice.org.uk/guidance/ta937
https://www.nice.org.uk/guidance/ta937
https://www.nice.org.uk/guidance/ta937
https://www.england.nhs.uk/publication/amendments-2023-25-nhs-payment-scheme/
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

TA942: Empagliflozin for 
treating chronic kidney 
disease 

20/12/2023 

Commissioning: ICS 

 

Empagliflozin is recommended as an 
option for treating chronic kidney 
disease (CKD) in adults, only if: 

• it is an add-on to optimised 
standard care including the highest 
tolerated licensed dose of 
angiotensin-converting enzyme 
(ACE) inhibitors or angiotensin-
receptor blockers (ARBs), unless 
these are contraindicated, and 

• people have an estimated 
glomerular filtration rate (eGFR) of: 
o 20 ml/min/1.73 m2 to less than 

45 ml/min/1.73 m2 or 
o 45 ml/min/1.73 m2 to 90 

ml/min/1.73 m2 and either: 
▪ a urine albumin-to-

creatinine ratio (uACR) of 
22.6 mg/mmol or more, or 

type 2 diabetes (T2D) 

On formulary in 
chapter 2 as a 
GREEN (following 
specialist advice) 
drug for 
management of 
chronic heart 
failure and chapter 
6 for diabetes 

 

Add to formulary in 
chapter 2.5.5.1 as 
a GREEN drug in 
this indication, with 
link to TA942. 

Dapagliflozin is on formulary in 
chapter 2 as a GREEN drug for 
management of CKD. 

NICE estimate that: 

• Around 23,000 people in GM 
are eligible for treatment (811 
per 100,000 population) 

• Around 2,514 people (89 per 
100,000 population) will receive 
empagliflozin from 2026/27 
onwards once market share has 
reached 12% of people with 
CKD and T2D and 10% of 
people with CKD without T2D.  

• Empagliflozin is a further 
SGLT2 inhibitor treatment 
option for most of the population 
covered by the 
recommendation.  

• The additional drug cost is 
expected to be no cost in year 
1, £136k in year 2 and rising to 
£740k by year 5 

• The total resource impact, 
including the cost of uACR 
testing, is estimated at no cost 
in year 1, increasing to £6k in 
year 2 and £32k in year 5. This 
estimate does not include the 
resource impact of any 
differences in clinical outcomes 
as a result of implementation of 
the guidance. 

No service impact is expected as 
this represents an additional option 
within an existing pathway  

Approve addition to 
formulary 

https://www.nice.org.uk/guidance/ta942
https://www.nice.org.uk/guidance/ta942
https://www.nice.org.uk/guidance/ta942
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Discontinuation of non 
GM-wide rebates 

Some localities had rebates with Kyowa 
Kirin and Fontus for some branded 
generic products which were continued 
from agreements with CCGs. 

However, neither company was 
prepared to widen the scope of the 
rebate to all of NHS GM. 

As localities are not statutory bodies, it 
is inappropriate to have rebates in some 
localities and not others. 

 

n/a. Medicines Value Subgroup 
agreed with a proposal that these 
rebates should be terminated. 

Cheaper brands are available for 
the products for which there was 
a rebate agreement with Fontus 
e.g. the rebates are worth 
approximately £10k per annum. 
Switching to cheaper alternatives 
would save over £33k annually. 

The Kyowa Kirin rebate is worth 
approximately £2k per year. 

Annual rebate worth around £12k 
would no longer be available but this 
can be more than compensated for 
by switching away from these 
products. 

 

Some reduction in administration will 
also result. 

Approve 
discontinuation of these 
rebates for NHS GM. 
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

Recommendation 

FreeStyle Libre 3 real-time 
Continuous Glucose Monitor 
(rtCGM) for use with compatible 
insulin pumps systems 

 

From January 2024 FSL3 has 
been added to the Drug Tariff 
alongside FSL2. 

Its use at present should be 
limited to patients with a 
compatible insulin pump 
system and should be 
prescribed by a specialist 
diabetes team. 

NHS GM will also work to 
implement TA943: Hybrid 
closed loop systems for 
managing blood glucose 
levels in type 1 diabetes 

Add to RAG list 
with a RED 
status 

It should be noted that NHS GM 
is working on identifying data to 
allow assessment of the clinical 
capacity required and the 
financial impact of adoption of the 
NICE guidance on access to 
CGM for Type 1 and Type 2 
diabetes patients in line with the 
recommendations from , NG17, 
NG18, NG28 and NG3 

FLS3 is priced at £42 per sensor 
compared to £35 for FSL2 

This recommendation is expected to 
be cost neutral and ensure 
prescribing of FSL3 remains with the 
specialist service 

Specialist diabetes services can 
continue to supply FSL3 via the 
Abbott portal system or other 
established routes. 

Approve addition to RAG list 

Levonorgestrel 20 
micrograms/24 hours 
Intrauterine Delivery System 
(Benilexa® One Handed) for its 
licensed indications of 
contraception for 6 years, the 
treatment of heavy menstrual 
bleeding and also as 
endometrial protection as part of 
HRT (off-label) 

A request to add this product 
to the formulary has been 
received.  

Add as a Green 
drug first line 
option alongside 
existing products 
on the formulary 

CRG were unable to rationalise 
the formulary choices in this 
therapeutic area as this product 
has advantages over some 
existing choices but is also 
unlikely to be suitable as a first 
line for all patients 

The off-label use is supported by 
FSRH guidance 

The cost of Benilexa is £71 or £11.83 
per year compared with £17.60 for 
Mirena, £15.20 for Kyleena and £11 
for Levosert. 

After the application was received the 
license for Mirena has been extended 
to 8 years which reduced its cost to 
£11 per year and negates the 20% 
saving vs this product, it remains 
cheaper than Kyleena, however its 
larger insertion tube means it is not 
suitable for all patients. 

Overall cost impact expected to be 
neutral 

No service impact expected 

Approve addition to formulary 

DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT 

https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ta943
https://www.nice.org.uk/guidance/ng17
https://www.nice.org.uk/guidance/ng18
https://www.nice.org.uk/guidance/ng28
https://www.nice.org.uk/guidance/ng3
https://www.fsrh.org/documents/ceuguidanceintrauterinecontraception/fsrh-clinical-guideline-intrauterine-contraception-mar23-amended-11jul2023-.pdf
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Drug and indication  Rationale / criteria Status and 
formulary 
position 
assigned 

Notes on decision Cost impact and commissioning / 
service implications 

Recommendation 

Amiodarone and dronedarone 
shared care protocols 

Amiodarone SCP 

adopted for GM version 1.0.docx
 

Dronedarone SCP 

adopted for GM v1.0.docx
 

These shared care protocols 
have been developed to 
support the change in RAG 
status following the adoption 
of the recommendations 
made by NHSE in the 
guidance on items which 
should not be routinely 
prescribed in primary care 

Since the RAG status was 
amended specialist services 
have met resistance from 
primary care when attempting 
to transfer prescribing due in 
the absence of a SCP. The 
SCPs are intended to support 
this transition to primary care 
prescribing. 

Current RAG 
status: 
Amiodarone: 
Amber – shared 
care protocol in 
development 

Dronedarone: 
Green (specialist 
initiation) 

Both to be Amber 

The SCPs have been adapted 
from the national versions 
produced by RMOC and NHSE, 
and updated by RDTC in 2023-
24. 

Cardiology services have been 
consulted and have agreed with 
the RAG status and the content 
of the SCP. 

A further consultation was 
thought unnecessary due to the 
urgent requirement to introduce a 
SCP to support patients to 
receive the right medicine in the 
right place and because these 
have already undergone a 
national and local consultation 
but have now been updated to 
meet the GM ICS requirements 

In the 12 months to December 2023 
there were 15,900 items of 
amiodarone and 1579 of dronedarone 
prescribed by GM ICB. This equates 
to a cost of £25k and £116k 
respectively. 

It is therefore estimated that around 
1200 patients are receiving 
amiodarone and about 120 patients 
being prescribed dronedarone each 
year. Therefore there are 
considerations on how to manage 
these patients. New patients should 
have a SCP on transfer of prescribing 
to primary care. Existing patients 
should be monitored as per the SCP 
however GMMMG are asked to 
consider how the documents should 
be applied to existing patients both 
for long and short-term treatment. 

Approve shared care 
protocols for GM use 

Approve the amendment of 
the dronedarone RAG status 
to Amber 

 

GMMMG have requested a 
T&F group is formed to 
consider the most appropriate 
way to manage the 
introduction of shared care to 
patients historically receiving 
these medicines, but not 
under a shared care 
arrangement. 

 

 

Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on 
decision 

Cost impact 

TA935: Secukinumab for 
treating moderate to severe 
hidradenitis suppurativa 

6/12/2023 

Commissioning: NHSE, tariff-
excluded 

Secukinumab is recommended as an option 
for treating active moderate to severe 
hidradenitis suppurativa (acne inversa) in 
adults when it has not responded well 
enough to conventional systemic treatment, 
only if: 

• adalimumab is not suitable, did not work 
or has stopped working 

• the company provides secukinumab 
according to the commercial 
arrangements. 

On formulary in 
chapters 10 and 13 as 
a RED drug.  

 

Add to formulary in 
chapter 13.5.3 as a 
RED drug in this 
indication, with link to 
TA935.  

N/A NICE expect the resource impact of implementing the 
recommendations in England will be less than approximately 
£8,800 per 100,000 population. 

DECISIONS FOR INFORMATION ONLY 

https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.nice.org.uk/guidance/ta935
https://www.nice.org.uk/guidance/ta935
https://www.nice.org.uk/guidance/ta935
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on 
decision 

Cost impact 

NG238: Cardiovascular 
disease: risk assessment and 
reduction, including lipid 
modification 

14/12/2023 

Commissioning: ICS 

 

This guideline updates and replaces NICE 
guideline CG181 (July 2014). NICE reviewed 
the evidence and made a new 
recommendation: 

• For secondary prevention of CVD, aim 
for low-density lipoprotein (LDL) 
cholesterol levels of 2.0 mmol per litre or 
less, or non-HDL cholesterol levels of 
2.6 mmol per litre or less. 

The guidance was also restructured to 
improve navigation. Some existing 
recommendations have been amended to be 
consistent with the new recommendations or 
for clarification because of the restructure. 

Links to CG181 on 
formulary in chapter 2. 

Remove links to CG181 
and replace with links 
to NG238. 

 A resource impact template is available. 

A significant proportion of adults in England do not achieve the 
current QOF treatment target for lipid levels for secondary 
prevention of CVD and are therefore eligible for treatment 
escalation in line with the NICE guideline.  

The recommendations for a specific lipid target for secondary 
prevention of CVD may increase the use of lipid-lowering 
treatments, resulting in higher treatment costs. Potential costs 
would depend on the size of the eligible population, the escalation 
regimen used and the associated primary care capacity 
implications (GP appointments for reviews, treatment escalation 
and reviews following treatment escalation, pharmacies, and blood 
culture tests). However, any additional costs would be partly offset 
by savings from reduced CVD events and post-event health and 
social care associated costs. 

HST29: Velmanase alfa for 
treating alpha-mannosidosis 

13/12/2023 

Commissioning: NHSE 

 

Velmanase alfa is recommended as an 
option for treating the non-neurological signs 
and symptoms of mild to moderate 
alpha‑mannosidosis, only if: 

• treatment is started in people under 18 
years (it can be continued in people who 
turn 18 while on treatment) 

the company provides it according to the 
commercial arrangement 

Add to RAG list as a 
RED drug with link to 
HST29. 

 

N/A The most likely cost-effectiveness estimate for velmanase alfa is 
around what is considered value for money in the context of a 
highly specialised service. Although there are some uncertainties 
in the economic model, when taking into account all the evidence 
and the factors affecting the decision, velmanase alfa is 
recommended. 

GMMMG minutes March 2024 

GMMMG Minutes 

Mar 24 fnl.pdf
 

- Publish to 
GMMMG 
website 

- 

GMMMG Clinical Reference 
Group Minutes February 2024 

CRG Minutes Feb 

2024_FINAL.pdf
 

- Publish to 
GMMMG 
website 

- 

Medicines safety subgroup 
report 

GMMMG medicines 

safety subgroup report.docx
 

- No action – 
information only 

- 

All links to MHRA drug safety updates added to formulary as published. Significant alerts where further action is required are highlighted. 

 

 

https://www.nice.org.uk/guidance/ng238
https://www.nice.org.uk/guidance/ng238
https://www.nice.org.uk/guidance/ng238
https://www.nice.org.uk/guidance/ng238
https://www.nice.org.uk/guidance/hst29
https://www.nice.org.uk/guidance/hst29
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Recommendations made by GMMMG sub-groups 
 

April 2024 
 

Approved by: GMMMG 9Th May 2024 
 

Approved by: CEGC 
 

23rd May 2024 (decisions without a financial or 
commissioning impact) 

Approved by: Executive 
 

12th June 2024 (those with a financial or 
commissioning impact) 

The NHS is legally obliged to fund and resource medicines and treatments recommended by NICE's technology appraisals. When NICE 
recommends a treatment 'as an option', the NHS must make sure it is available within 90 days (unless otherwise specified) of its date of 
publication. This means that, if a patient has a disease or condition and the doctor responsible for their care thinks that the technology is 
the right treatment, it should be available for use, in line with NICE's recommendations. 
 

 

 

Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Riluzole 50mg 
orodispersible tablets 

for treatment of 
amyotrophic lateral 
sclerosis (ALS) in line 
with the GMMMG 
shared care protocol 
for this indication 

Due to supply problems caused at least 
in part by manufacturer withdrawal of the 
50mg standard tablets from the UK 
market, the price of these has risen from 
£8.63 to £300.23 for 56 and are 
frequently unavailable 

Add 50mg 
orodispersible tablets 
as AMBER shared care 
to GM formulary as an 
alternative to standard 
tablets 

CRG heard that the supply 
problems necessitate an 
alternative product be added 
to the shared care protocol, a 
review of which is currently 
also undergoing the GM ICB 
governance process. This 
addition would be required 
even if there were no cost 
pressures to mitigate. 

50mg standard tablets currently cost 
£300.23 for 56 and 50mg 
orodispersible £168 for 56 tablets 

If prescribing of riluzole continues at 
current rates and product choice there 
will be a cost pressure to the GM ICB 
of around £270k per year. This can be 
mitigated to around £165k pressure 
with use of orodispersible tablets. 

Approved 

DECISIONS WITH A FINANCIAL OR COMMISSIONING IMPACT 

                                                     

SUMMARY OF DECISIONS FOR APPROVAL 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

TA919: Rimegepant 
for treating migraine 

Commissioning: ICS, 
tariff-excluded 

18th October 2023 

 

Rimegepant is recommended as an 
option for the acute treatment of 
migraine with or without aura in adults, 
only if for previous migraines: 

 at least 2 triptans were tried and 
they did not work well enough or 

 triptans were contraindicated or not 
tolerated, and nonsteroidal anti-
inflammatory drugs (NSAIDs) and 
paracetamol were tried but did not 
work well enough. 

Add to formulary as a 
Green medicine drug in 
this indication, with link 
to TA919. 

 

Rimegepant is already 
on formulary as Green 
(specialist initiation) for 
the prevention of 
episodic migraine 
(TA906). A further 
consultation has 
opened to amend this 
to Green (specialist 
advice) 

CRG did not agree with the 
NICE assessment of resource 
impact and felt that this is 
likely to be significantly higher 
due to it offering an alternative 
treatment option prior to 
specialist referral. 

CRG heard that this is a 
condition principally managed 
in primary care and as such 
patients would not routinely be 
referred to a specialist at the 
point in the pathway that NICE 
have placed this agent. 

Following the consultation 
where it was proposed this 
should be Green (specialist 
advice, CRG heard from the 
headache service lead 
clinician who successfully 
reasoned that this medicine 
and indication is amendable to 
management in primary care 
and should have a Green RAG 
status. 

An update to the headache 
pathway is underway to 
support primary care 
prescribing of this agent for 
this indication.  

In February GMMMG 
requested that a decision on 
this agent is paused so that 
both licensed indications 
(treatment (TA919) and 
prophylaxis TA906) can be 
managed simultaneously, with 
the required supporting 
information to ensure safe and 
effective use in line with the 
license and TA 
recommendations.  

NICE estimated the cost impact to be 
less than 8,800 per 100,000 
population. Further modelling estimates 
that around 200 patients per year in 
GM may receive rimegepant for this 
indication and RDTC cost impact 
estimates range from £10,000 to 
£38,000 per 100,000 population by 
year 5, which equates to between 
£300k to £1.3m per year for GM 
depending on % uptake within the 
eligible population. 

In the preventing migraine setting, 
rimegepant and other treatments (such 
as galcanezumab [TA659], erenumab 
[TA682] and fremanezumab [TA764]) 
are also recommended.  In clinical 
practice, when a person is having 
migraines sufficiently often to benefit 
from a preventative effect, there is a 
reasonable likelihood that they will be 
having 1 of the approved preventative 
treatments which have the same 
mechanism of action to rimegepant for 
preventing migraine. 

Approved 

https://www.nice.org.uk/guidance/ta919
https://www.nice.org.uk/guidance/ta919
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Rimegepant 75mg 
oral lyophilisate for 

the prevention of 
episodic migraine  in 
line with NICE TA906: 

 Rimegepant is recommended as an 
option for preventing episodic 
migraine in adults who have at least 
4 and fewer than 15 migraine 
attacks per month, only if at least 3 
preventative treatments have not 
worked. 

 Stop rimegepant after 12 weeks of 
treatment if the frequency of 
migraine attacks does not reduce by 
at least 50%. 

A previous consultation sought to apply 
a Green (specialist initiation) status to 
this product and indication and this is 
how it is currently listed on the formulary 
and RAG. (Please note the alternative 
indication of treatment of acute migraine 
will have a different RAG status when 
added to the formulary) 

A request has been received to amend 
this status to Green (specialist advice) 

 

Amend the current 
status of Green 
(specialist initiation) to 
Green (specialist 
advice) 

Feedback from the specialist 
service shows that a specialist 
initiation status is impractical 
because this cohort of patients 
is managed predominantly in 
primary care. It is reasoned 
that the medicine is safe and 
effective and the 12 week 
review can be reasonably 
undertaken by primary care. A 
supporting guidance document 
for primary care has been 
produced and is also 
undergoing consultation 

Advice and guidance requests 
will be accepted by the GM 
headache service prior to 
initiating rimegepant for this 
indication. 

An update to the headache 
pathway is underway to 
support primary care 
prescribing of this agent for 
this indication. 

 

GMMMG approved this 
recommendation at their April 
meeting. It is submitted again 
for information on the decision 
regarding TA919 above. 

The cost impact of this 
recommendation has previously been 
considered and approved by GM ICB. 

At the time this was estimated by NICE 
to be less than 8,800 per 100,000 
population. Further modelling estimates 
that around 200 patients per year in 
GM may receive rimegepant for this 
indication. 

Rimegepant is priced at £25.80 for 2 
tablets. 

This recommendation is expected to 
streamline patient access to the 
medicine for those who are eligible, 
whilst maintaining a degree of 
specialist involvement. 

It is recognised that the review of 
efficacy at 12 weeks will now be 
undertaken by primary care. The 
accompanying guidance recommends 
this review may be undertaken by a 
nurse practitioner or pharmacist and 
not necessarily by a GP. 

Approved 

Updated PCRS 
Ethical Framework 

NHS GM has received some rebate 
applications which have had to be 
rejected as they failed to meet the 
requirements of the current Ethical 
Framework. It is pertinent to review 
guidance from time to time and this 
review, carried out in conjunction with a 
legal director at Hill Dickinson LLP, 
enables a more risk-based approach to 
rebate applications. 

n/a. The proposed updated EF has 
been out for consultation in the 
usual way. 

One response was received 
which was positive. 

Medicines Value group 
supported GM adoption of the 
updated EF. 

Adoption of this new Ethical 
Framework will enable NHS GM to take 
a more risk-based approach to rebate 
submissions and perhaps enter into 
rebates which would have been 
rejected under the previous EF, 
thereby enabling NHS GM to receive 
greater sums of money. 

 

Approved 

https://www.nice.org.uk/guidance/ta906/chapter/1-Recommendations
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and commissioning / 
service implications 

GMMMG 
recommendation 

Revised Adcal D3 
rebate agreement 

The manufacturer of Adcal D3 was not 
prepared to extend a rebate for some 
localities to all of NHS GM. Notice of 
termination was therefore given. The 
manufacturer came back with a revised 
offer for all of NHS GM which Medicines 
Value subgroup accepted. 

No brand stated in 
Formulary 

Discussed at Medicines value 
meetings and it was agreed to 
accept the revised rebate 
agreement which was worth 
the same but across all of 
NHS GM.  

Localities are recommended to 
switch away from Adcal D3 as 
other preparations are better 
value even after accounting for 
the rebate. 

Savings of £12.4k per quarter but value 
of the rebate likely to decline as we 
move away from this preparation. 

Approved 

GM Prescribing 
Budget proposals 
2024/25 

 

GM prescribing 

budget proposals 2425.docx
 

GMMMG considered the attached paper 
detailing potential impacts to the primary 
and secondary care budgets for 24/25. 
They were asked to note the risks 
associated with primary care and 
secondary care budget setting in 
2024/25. 

 

The group was also asked to escalate 
the requirement to consider the 
practicalities surrounding the possible 
introduction of drugs for the treatment of 
Alzheimer’s Disease with Mental Health 
Trusts and their commissioners 

 

 

 

N/A GMMMG heard from ICB 
finance representative that the 
budgets had required early 
communication through the 
system given the current 
financial position of NHSGM. 
Whilst budgetary targets had 
been set these would be 
constantly reviewed 
throughout the year to react to 
the pressures as they arise. 

GMMMG members expressed 
concern around some of the 
assumptions in the paper, 
particularly around the 
proposed biosimilar savings, 
and stressed the need for 
regular review of the 
prescribing budgets. This will 
be tabled quarterly at 
GMMMG. 

GMMMG were asked to approve the 
proposed uplift of 6.35% for primary 
care prescribing budgets and 7.5% for 
high cost drugs in GM in 2024/25. 

Supported but as an 
iterative process with 
quarterly review by 
GMMMG  
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / 
service implications 

GMMMG 
Recommendation 

Diclofenac 50mg 
tablets for the treatment 

of musculoskeletal 
conditions  

Currently on formulary in chapter 10 as alternative 
NSAID after Ibuprofen (musculoskeletal and joint 
diseases) with no RAG status 

Position diclofenac as 
3rd line NSAID after 
ibuprofen and naproxen  

The request to clarify status was 
received after a clinical incident at 
a GM trust and there followed a 
request to clarify the formulary and 
status of diclofenac 

None, this is not 
expected to change the 
usage of this medicine 

Approved  

Updated levonorgestrel-
containing intrauterine 
devices comparison 
table 

IUS-comparison-tabl

e-Apr 2024 _FINAL.docx
 

Due to the recent approval of Benilexa IUD which 
has been added to formulary and significant 
changes in the licensing of Mirena and other 
products an update was required for this table 

All products are Green N/A None Approved  

Hydroxycarbamide 
shared care protocol 

 

Hydroxycarbamide 

RDTC SCP adapted for GM v1.0 - for GMMMG.docx
 

This is an updated SCP, based on the NHSE 
document, updated by RDTC and prepared for GM 
use. 

Hydroxycarbamide is 
Amber 

 None expected. This 
supersedes existing out 
of date SCPs on the 
GMMMG website 

Approved  

DECISIONS WITHOUT A FINANCIAL OR COMMISSIONING IMPACT 
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Drug and indication  Rationale / criteria Status and formulary 
position assigned 

Notes on decision Cost impact and 
commissioning / 
service implications 

GMMMG 
Recommendation 

“Seven minute safety 
briefings” 

 

 

 

 

The medicines safety group of GMMMG has 
started to share learning from incidents involving 
medicines that have cross sector implications. The 
shared learning can arise following a trust, locality 
or community pharmacy incident or from a coroner 
issued regulation 28 as well as feedback from 
professional networks e.g. MSOs network. 

 

The briefings will be published to a dedicated area 
on the GMMMG, they will be cascaded through the 
usual GMMMG channels which includes all AMDs, 
but also to NW MSOs group, NHS GM Primary 
Care communication channels and LPCs for 
dissemination throughout their respective 
organisations. 

 

The medicines safety group would consider on a 
case-by-case basis whether assurance is required 
from the system that learning and implementation 
of actions has been undertaken.  

 

N/A GMMMG requested minor 
amendments to the briefings, and 
as these have not undergone the 
usual six week consultation period 
to ensure that all sectors 
representation had the opportunity 
to comment.  

 

The need for timely publication 
was accepted and it was agreed 
that Chairs approval would then 
be sufficient for publication, with 
pre-approval be sought from 
CEGC. 

Nil To return for chairs 
approval, submit for 
CEGC pre-approval 
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Drug and indication  Rationale 
/ criteria 

Status and 
formulary 
position 
assigned 

Notes on decision Cost impact GMMMG 
recommendation 

HST30: Sebelipase alfa for treating 
Wolman disease 

10/1/2024 

Commissioning: NHSE 

Sebelipase alfa is recommended as an 
option for long-term enzyme replacement 
therapy in Wolman disease (rapidly 
progressive lysosomal acid lipase deficiency 
[LAL-D]), only if people are 2 years or under 
when treatment starts. It is recommended 
only if the company provides sebelipase alfa 
according to the commercial arrangement. 

Not on 
formulary 

Add to 
formulary as a 
RED drug in 
this indication, 
with link to 
HST30 

Wolman disease is a rare genetic condition 
that presents in babies and children under 2 
years old. It causes a build-up of fat in cells in 
the liver, heart, blood vessels, and digestive 
system. Without treatment, the baby or child 
will not survive. There are no treatments for 
Wolman disease available in the NHS. 
Standard care without sebelipase alfa is 
palliative. Sebelipase alfa is used as an 
enzyme replacement therapy alongside a 
restricted diet, and can allow a haematopoietic 
stem cell transplant to be done, if appropriate. 

Because of the clinical uncertainties, including 
those related to how sebelipase alfa is used in 
the treatment pathway for people with 
Wolman disease, the cost-effectiveness 
estimates are also uncertain. When 
considering the condition's severity, and the 
effect of sebelipase alfa on quality and length 
of life, the most likely cost-effectiveness 
estimates are within the range NICE 
considers an acceptable use of NHS 
resources. So, sebelipase alfa is 
recommended. 

Approved 

CRG minutes March 2024 

CRG Minutes Mar 

2024_FINAL.pdf
 

 

- - Approved for website publication - Approved 

GMMMG minutes April 2024 

GMMMG minutes 

Apr 24 FNL.pdf
 

 

- - Approved for website publication - Approved 

Medicines value subgroup summary report 

 

Medicines value 

minutes_summary Report 2024 V2.pdf
 

- - For information 

 

It was noted that the promethazine 
workstream is being supported by CRG rather 
than medicines value due to the clinical focus 
required. 

- Noted 

All links to MHRA drug safety updates added to formulary as published. Significant alerts where further action is required are highlighted.  

 

DECISIONS FOR INFORMATION ONLY 

https://www.nice.org.uk/guidance/hst30
https://www.nice.org.uk/guidance/hst30


             Produced by the Regional Drug and Therapeutics Centre         May 2024 

 

Regional Drug and Therapeutics Centre 

16/17 Framlington Place, Newcastle upon Tyne, NE2 4AB 

Tel: 0191 213 7855  email:  nuth.nyrdtc.rxsupp@nhs.net   visit: https://rdtc.nhs.uk 

 

   @RDTC_Rx 

THIS DOCUMENT IS INTENDED FOR USE BY NHS HEALTHCARE PROFESSIONALS AND CANNOT BE USED FOR COMMERCIAL OR MARKETING PURPOSES. PATIENT INFORMATION ON MANY TOPICS CAN BE ACCESSED VIA NHS 

CHOICES 

 

mailto:nuth.nyrdtc.rxsupp@nhs.net
https://rdtc.nhs.uk/
https://twitter.com/RDTC_Rx

	AGENDA
	3 MINUTES
	4 ACTIONS
	6 CORE+
	7 QUALITY IMPROVEMENT PROGRAMME
	8 CAIP
	9 QUALITY AND SAFEGUARDING
	11 RISK
	12 FINANCE
	13 IMT
	14 PPG
	16 PCOG
	17 MEDS OP INCENTIVE SCHEME
	19 GMMMG



