
 

Agenda  

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

Date: 21 March 2025 
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 January 
2025 

Paper 3 Approve Chair 

4. Action Log Paper 4 Approve Chair 

5. Chairs Action Verbal 5 Information Chair 

6. Risk Register Paper 6 Decision / Discussion Sarah 
Crossley 

7. Primary Care LCS (Core +) 
2025/26 

Paper 7 Decision / Discussion Claire 
McKeown 

8.  CAIP 2024/25 Paper 8 Decision / Discussion Claire 
McKeown 

9.  Quality Visit Report Paper 9 Decision / Discussion Jackie 
Woodall 

10. Quality, Safety and 
Safeguarding Update 

Paper 10 Discussion Shabnam 
Sardar 

11. Update from: 

• Local 
Pharmaceutical 
Committee (LPC) 

• Local Optometry 
Committee (LOC) 

• Local Medical 
Committee (LMC) 

• Local Dental Committee 
(LDC) 

Verbal 11 Discussion  

Wesley Jones 

Chloe Lloyd 

Dr Mo Jiva 

Dr Chandy 

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



 
13. IM&T Report Paper 13 Discussion Chris Upton 

14. Healthwatch Rochdale 
Update 

Verbal 14 Discussion Kate Jones 

15. Primary Care Operational 
Group 

Paper 15 Discussion Sarah 
Crossley 

16. Neighbourhood Model 
Update 

Verbal 16 Discussion Sandra 
Croasdale / 

Kuiama 
Thompson 

17. Public Questions Verbal 17 Discussion Chair 



 

Minutes 
 
Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and 
Rochdale)  
 
Date: 17 January 2025 
 
Time: 10:30 – 11:10 

Venue:  Virtual via Microsoft Teams 

 
Present 

 
Apologies 

Nichola Thompson, Director of Health & 
Care Integration (DASS & Deputy Place 
Lead), Rochdale Borough Council / NHS 
GM HMR (CHAIR) 
Sarah Crossley, Head of Primary Care, 
Community & Neighbourhoods, NHS GM 
HMR 
Damian Mercer, Head of Finance - 
Management Accounts, NHS GM HMR 
Claire McKeown, Transformation 
Manager, NHS GM HMR 
Dr Mo Jiva, Local Medical Council 
Representative  
Dr Zahir Mohammed, Clinical Director, 
Heywood Primary Care Network (PCN) 
Shabnam Sardar, Quality & 
Safeguarding Manager, NHS GM HMR 
Louise Thompson, Clinical Director 
Canalside Primary Care Network (PCN) 
Dr Venk Mallya, Clinical Director 
Pennines Primary Care Network (PCN) 
 
IN ATTENDANCE: 
Stacey Comer, Minutes, NHS GM HMR 
 

Kate Jones, Chief Executive HealthWatch 
Rochdale  
Alison Kelly, Associate Director of Nursing, 
Quality and Safety, NHS GM HMR 
Wesley Jones, LPC Representative  
Nadia Dove, Associate Director of 
Transformation and Delivery, NHS GM HMR  
Steve Rumbelow, Chief Executive, Rochdale 
Borough Council / Place Lead NHS GM HMR  
Chris Upton, Head of IT and Assurance, 
NHS GM HMR 
Dr Salman Shahid, Associate Medical 
Director, NHS GM HMR  
Susan McKernan, Associate Director of 
Medicines Optimisation, NHS GM HMR 
Mina Patel, Director of Finance, Rochdale 
Care Organisation, Northern Care Alliance 
(NCA) 
Simon O’Hare, Interim Associate Director of 
Finance, NHS GM HMR 
Dr Haroon Sadique, Clinical Director, Bridge 
Primary Care Network (PCN) 
Cllr Dalaat Ali, Portfolio Holder for Healthy 
Lives Rochdale Borough Council 
Chloe Lloyd Chapman, HMR Locality Lead 
LLC  
Dr Richard Darling, Clinical Director, 
Rochdale North Primary Care Network 
Dr Chandy, LDC Representative 
 

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 None were received. 

 

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

 

 
 
 

3. 
 

Minutes of the previous meeting on 15 November 2024 
 
3.1 The minutes were reviewed and agreed as a true and 

accurate record.  
 

 

4. Action Log / Matters Arising 
 
4.1 It was confirmed that there are no outstanding actions. 
 

 
 
 

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.  Workforce Update 
 
6.1 The content of the report was summarised. 

   
6.2 It was noted that the report includes an overview of the priority 

workforce workstreams undertaken by the Primary Care 
Academy (PCA) to support the recruitment, retention and 
training and skills development across the HMR primary care 
workforce. 

 
6.3 A full update report including a look back and plans for 

2025/26 will come to the March meeting. 
 
6.4 As part of the GM initiative the majority of funding related to 

 
 

 
 
 
 
 
 
 
 
 

S Crossley 
 
 



 

time limited funding to end of March 2025 for training pod 
nurses. The PCA has led on this work. Feedback has been 
really positive and the evaluation from GM has suggested that 
this work continues beyond March 2025. 

 
6.5 It was confirmed that there is likely to be a gap between the 

current training pod nurse and developing a new model, which 
is expected to be more centralised. 

 
6.6 The current training pod nurse is involved with discussions at 

GM regarding the new model and is a member of the Task 
and Finish Group. 

 
6.7 There is a risk that during this transition we may lose a very 

good competent member of staff. 
 
6.8 Funding is ceasing for the cytology nurse. 
 
6.9 PCA continues to play a pivotal role in delivering the MDP and 

LTI. GM are currently looking to move to a more consistent 
approach across GM. 

 
6.10 The Committee agreed to note the content of the report 

and the update provided. 
 

 
 

 

7. Risk Register 
 
7.1 The content of the report was summarised and it was noted 

that there have been 5 proposed changes to the risk register.  
 

7.2 1 new risk - regarding supporting requests for prescriptions 
from community services. 

 
7.3 2 updated risks – regarding GP Collective Action and The 

Hive Primary Care Estate. 
 
7.4 1 reduced risk – regarding NHS GM Primary Care Team 

Recruitment. 
 
7.5 1 closed risk – regarding Impact on the ability to deliver INT 

review. 
 
7.6 A detailed summary of the risks is included within the paper. 
 
7.7 Members were asked for any comments or questions. No 

further discussions took place. 
 
7.8 The Committee agreed to approve the proposed changes 

to the risk register. 

 
 

 
 
 
 



 

8. Winter Schemes 
 
8.1 The content of the report was summarised. 

 
8.2 NHS GM have requested bids for 2024/25 UEC Recovery 

Plan ahead of system planning which commenced in July. 
Each locality was asked to work with local providers and to 
submit their plans with the focus being on schemes which will 
have the greatest impact. Following initial work up of plans in 
March there has been an ongoing process between localities 
and GM to review and revise the requests for the UEC 
Recovery Fund.  

 
8.3 To support this a small working group with members from 

LCO has been in place to develop and revise the bids for the 
UEC Recovery. This process has also included engagement 
with the HMR GP Provider board and LMC to agree primary 
care schemes.  

 
8.4 The schemes put forward for 24/25 UEC Recovery Fund for 

primary care were based on learning from last years 
schemes and these have all been supported by the UEC 
recovery fund.  

 
8.5 There are 4 HMR funded schemes: 

• Additional Appointment Capacity in Primary Care 
• Acute Visiting Service 
• Surge Hubs (previously known as Acute Respiratory) 
• Bowness Road Hub 

 
8.6 There are 3 NHS GM Funded Schemes: 

• Community Pharmacy Minor Ailment Scheme (MAS)  
• Community Urgent Eye service via the Primary 

Eyecare Service telemedicine service 
• Reactive Falls Service  

 
8.7 Robust systems and processes are now in place to monitor 

and report on performance of the winter schemes. At locality 
level regular highlight reports are submitted by the provider to 
the UEC programme board and direct reporting is also 
provided to GM central team for the urgent Primary care 
access hubs weekend provision.   

 
8.8 Members were asked for any comments or questions. No 

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

 
 

 



 

9. Quality, Safety and Safeguarding Update 
 
9.1 The content of the report was noted, and key elements 

highlighted. 
 

9.2 Quality and Safety visits have commenced, these were 
previously deferred until GM finalised the structures and 
templates. 

 
9.3 To date they have been really positive and any areas requiring 

action have been picked up with providers. 
 
9.4 Annual visits will take place with all providers regardless of size 

of organisation and contract and feedback provided to 
commissioners as necessary. 

 
9.5 Work is taking place with Springhill Hospice regarding 

supporting the BAME community to ensure that these 
communities are aware of the services provided by the 
hospice. 

 
9.6 The Hospice have done a significant amount of work and won 

a Rochdale Diversity award for a film that was done to support 
dying matters. 

 
9.7 High intensity users was discussed at the last meeting and it 

was noted that there were issues regarding data sharing. 
Meetings have taken place with governance regarding data 
sharing agreements which enables this issue to be matter 
managed. 

 
9.8 A Task and Finish Group has been established to develop the 

data sharing agreements and agree a governance structure. 
 
9.9 Members were asked for any comments or questions. No 

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

and the update provided. 
 

 
 

 
 

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

 
LMC 
10.1  A verbal update was provided.  

 

 
 
 
 
 
 
 
 
 



 

10.2  Queries are being received from parents regarding Right to 
Choose for CAMHS. A communication is expected from GM to 
clarify the position. 

 
10.3  Push back has been provided to secondary care regarding 

GPs prescribing for gestational diabetes. Noted that this should 
be secondary care. 

 
10.4  Discussions are starting to take place regarding the GP 

contract. 
 
10.5  5 out of the 10 localities have been chosen for gynae, HMR 

being one of these. A meeting is due to take place to outline 
the ask for the borough to deliver community based gynae 
services. 

 
10.6  Members were asked for any comments of questions. 
 
10.7  Thanks was noted to the LMC for working with us on collective 

action particularly around palliative care. 
 
LPC 
10.8 No update was provided due to apologies. 
 
LOC 
10.9 No update was provided due to apologies. 
 
LDC 
10.10 No update was provided due to apologies. 
 

 
 
 
 
 

 
 
 

 

11. Finance Report 
 
11.1 The report was summarised, and it was noted that it provides 

the financial position at month 8. 
 

11.2 It was noted that there hasn’t been much movement since the 
last meeting. 

 
11.3 At the end of month 8, the Primary Care Budgets were forecast 

to underspend by £115k which is due to an underachievement 
of the 2023/24 Prescribing Work Programme. This underspend 
is contributing non recurrently to the Medicine’s Optimisation 
CIP.  

 
11.4 Prescribing is now held centrally and reported here for 

information. As at month 08, prescribing is forecast to overspend 
by £1.9m based on actual spend data received. Prescribing data 
is 2 months in arrears, so this forecast is based on spend to 
September (month 06). 

 
 

 



 

 
11.5 Members were asked for any comments or questions. 
 
11.6 It was noted that the Head of Medicines Optimisation is on long 

term sick and there are currently 2 vacancies within the 
Medicines Optimisation Team which has made the CIP targets 
very challenging. Members recognised the significant work that 
has taken place. 

 
11.7 The Committee agreed to note the update provided.  
 

12. IM&T Report 
 
12.1 The content of the report was noted, due to apologies it was 

agreed that any comments or questions be shared with Chris 
Upton following the meeting. 

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

 
 

 

13. Healthwatch Rochdale Update 
 
13.1 Item deferred due to apologies. 
 

 
 

14. Primary Care Operational Group (PCOG) Update 
 
14.1 The content of the report was summarised.  
 
14.2 It was highlighted that key discussions focussed on: 

• Medicines Optimisation 

• General Practice Improvement Programme (GPIP) / 
Capacity and Access Improvement Programme (CAIP) 

• Beyond Core Contract Review Group (BeCCoR) Update 

• Learning Time Initiative Draft Paper 

• Winter Updates 
 
14.3 Members were asked for any comments or questions. No 

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

 

 

15. GP Practice Procurement Outcomes 
 
15.1 A verbal update was provided. 

 
15.2 It was confirmed that due to commercial sensitivity discussions 

have previously taken place at Part 2 PCCC. 
 
15.3 The procurement process has now been completed and the 

contract has been successfully awarded to Rochdale Health 

 



 

Alliance.  
 
15.4 Work is actively taking place to implement the mobilisation 

plan. 
 
15.5 The Committee agreed to note the verbal update. 
 

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

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

 

17. AOB 
 
New Chief Executive – Rochdale Borough Council 
17.1 Noted that Steve Rumbelow, Chief Executive at Rochdale 

Council will be leaving his role in March 2025. 
 

17.2 Recruitment is taking place and updates will be shared when 
available. 

 
17.3 The Committee agreed to note the verbal update provided. 
 

 
 

 



Action Log 

Part 1 - Place Based Primary Care Commissioning Committee (Heywood, Middleton and Rochdale) 

Date: 17 January 2025 
Time: 10:30 – 12:00 
Venue:  Microsoft Teams 

Meeting 
Date 

Agenda 
Item 

Item Name Action Owner Due Date Comments/Updates 

17/01/25 6 Workforce A full update to be provided when 
available  

Sarah 
Crossley 

March 
2025 

CLOSED 
Included on the forward plan

15/11/24 9 Quality, Safety 
and 
Safeguarding 
Update 

To meet with the Head of IMT and the 
Locality IG Officer to progress this issue of 
PID regarding High Intensity users. 

Shabnam 
Sardar 

January 
2025 

CLOSED 
17/01/25 meeting took 

place in the New Year – 
update on the agenda 



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

ITEM NUMBER: 6 

DATE: 21/03/25 

REPORT TITLE: Primary Care Risk Report 

REPORT AUTHOR: Louise Entwistle 

EXECUTIVE SUMMARY: 

The purpose of this paper is to update the committee on any changes to the primary care risk 
register.  In the last reporting period, one new risk has been identified, four risk have reduced, 
one of which is escalating and three are non-escalating and one risk has been closed. Three 
risks continue to score as escalations. 

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

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

OUTCOME REQUIRED 
(Please Indicate) 

Approval 

☒ 

Assurance 

☐ 

Discussion 

☒ 

Information 

☐ 

CONSIDERATIONS 

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

☐Risk implications;

☐Financial implications;

☐Clinical implications;

☐Impact on Inequalities;

☐Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;



 

 

 

1.0 Overview  
 
1.1 Risk Register   
 
The current risk register is included (Appendix 1) for the committee to review and note contents. 

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

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

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

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

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

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

 

2.0 Risk update  

 

In summary in the last reporting period there are 6 proposed changes to the risk register; 1 New 

Risk, 4 reduced risks, 1 of which is escalating and 3 are non-escalating and 1 closed risk. The 

changes to escalating and non-escalating risks are highlighted below. The PCCC is asked to 

note and review the mitigating actions for these risks: 

 

2.1 Escalating Risks 

There are currently 4 escalating risks on the risk register and full details can be found in 

appendix 1 at the end of this document.  

 

2.1.1 Reduced Risks 

There is one reduced risk in the is reporting period. 

 

• 304 GP Collective Action – 12 

 

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

or delays to patient care.  IF we are unable to maintain regular communication with the locality 

LMC and IF we do not fully understand how GP collective action is being implemented across 

PCNs/ Individual practices then we will be unable to effectively understand the full impact across 

the system and identify appropriate mitigating actions. 

 

Mitigating actions include maintaining relationships with General practice and regular lines of 

communication with the Local Medical Committee (LMC). Local processes have been put in 



 

 

place to monitor impact across the system including weekly call with relevant systems partners. 

GM clinical cell has been established with locality links. Service Pathway work will continue 

through primary and secondary care interface group, mitigating meetings will continue. 

 

Through the review process it is recommended that this risk is reduced due to national changes 

and because of the work that is taking place locally as part of the mitigating actions for this risk.  

National changes include the agreement of new GP contract from 1st April 2025 – 31st March 

2026 and the announcement by the British Medical Association that GP collective action is now 

paused. The locality is still committed to continuing the workstream that have been developed 

because of collective action in the short term and these are progressing well. Longer term this 

work will be picked up by the primary and secondary care interface workstream.  

 

2.1.2 Unchanged Risk 

There are 3 risks that are unchanged in this reporting period.  

 

• 089 PCN Maturity – 12 

• 090 Primary Care Workforce – 12 

• 371 The Hive Primary Care Estate - 12 

 

2.2 Risks not being escalated. 

 

There are 13 risks on the register that are not escalating and full details can be found in 

appendix 1 at the end of this document.  

 

2.2.1 New Risks 

There is one new risk that has been identified in this reporting period. 

 

• 401 – Primary Care Academy 25/26 - 8 

IF the funding for Primary Care Academy continues to be reduced for 25/26 THEN there is an 

increased risk that recruitment, retention and training initiatives will be able to be delivered, and 

this may impact of the sustainability and quality of HMR primary care workforce 

 

Mitigating actions include continuing to work with the Primary Care Academy & wider system 

partners to prioritise schemes and identify other funding sources and matrix working 

opportunities to maximise limited resources. Engage with NHS GM, regional and national 

schemes and contract service review undertaken 



 

 

 

2.2.2 Risk Reduced  

There are 3 risks that have been reduced in this reporting period. 

 

• 098 - Covid – 19 Mass vaccinations Vaccine Supply – 4 

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 

 

Mitigating actions includes targeted work with underserved population and support via 

engagement in activities in conjunction with Action Together, escalation process in place with 

GM for redistribution of vaccines, PCN completion of weekly stocktake, options appraisal paper 

developed with interim support in place for the locality vaccines and immunications programme.  

 

Through the review process it is recommended that this risk be reduced as the autumn winter 

2024-25 covid-19 vaccination programme has ended. The risk will be reviewed inline with the 

commencement of the Spring 2025 covid-19 vaccination programme.   

 

• 389 Antimicrobial resistance and poor infection prevention control – 8 

IF antimicrobial resistance continues to rise, THEN this could lead to outbreaks of infection that 

are likely to result in significant harm to residents and have financial, reputational, and legal 

consequences for the ICB and healthcare providers. 

 

Mitigating actions include implementation of Antimicrobial Stewardship (AMS) in primary care for 

a system-wide approach, providing TARGET training sessions and support general practice, 

facilitated Peer Review sessions, emphasis of the importance of Infection Prevention Control 

(IPC) measures, HMR Quality Assurance Nurse is working with nursing and care homes025 

covid-19 vaccination programme.  

 

Through the review process it is recommended that this risk is reduced due to several mitigating 

factors having taken place through training and refresher sessions for staff in clinical settings.  

 

 

• 384 - Supporting requests for prescriptions from community services – 9 



 

 

IF general practice is no longer able to support requests for prescriptions from community 

service teams as a result of GP collective action THEN there is a risk that delays in patient 

treatment pathway may occur and the quality of patient care may be impacted. 

 

Mitigating actions include regular locality weekly meetings, GM Convened GP Collective action 

oversight group mapping variation in approach across the localities and GM communication 

plan.  

 

Through the review process it is recommended that this risk is reduced due to both the changes 

with GP collective action announcement by the British Medical Association to be paused and the 

work that has already taken place by the locality partners to address community prescribing 

issues.  

 

2.2.3 Unchanged Risks 

There are nine unchanged risks in this reporting period.  

 

• 091 - Primary Care Demand – 9. 

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

• 101 - Primary Care – Respiratory Diagnostics – 9 

• 102 NHS GM Primary Care Team Recruitment – 9 

• 103 - Primary Care Estates – 9 

• 225 - Digital Interoperability in Enhanced Access – 9 

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

provider – 9 

• 300 - GPs Ordering Sufficient Flu Vaccination – 4 

 

3.0 Closed Risks 

There is one risk that has been closed this reporting period.  

 

• 339 - Primary Care Academy – 8 

IF the funding for Primary Care Academy is reduced for 24/25 THEN this may limit the number & 

roll out of targeted recruitment and retention initiatives 

 

It is recommended that this risk is closed as the risk relates to the funding for Primary care 

academy in the 2024/25 financial year. 



 

 

 

4.0 Recommendation 

 

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



Risk Number Risk Title Source Risk Category Risk Type
Aligned 

Strategic 
Objective

Risk 
Owner

Risk Description Controls Gaps in Controls

Q
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ar

ch
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ng
e

Actions Progress Against Actions
Action
Owner

Completion 
Date for actions

Assurances Gaps in Assurances
Open/
Closed

Number to 
identify risk

Risk Title

The source of 
the risk

 (e.g.
Manager, Committee,

 Board meeting
etc..)

Alignment to one of 13 
risk categories 
(for GMPMO to 

complete)

Alignment to one 
of 3 risk types: 
1.Organisation
2.System wide

3. Both

Chose strategic 
Objective from 

the List 

Job title of  the person 
responsible for the 

management, 
monitoring, control and 

escalation 

A statement describing the risk event, cause and impact

Li
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lih
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G
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Please describe the controls in place to manage/reduce the risk
Please describe any gaps in controls to manage/reduce the 

risk
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M
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Q
4 

C
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The actions and activities planned to take place that will when 
implemented or completed reduce, eliminate or minimise the risk

Progress updates against 
actions

Job title of the 
person 

responsible for 
completing the 

action

 Each action should 
have a completion 

date set

Please describe the  
assurance(s)  in place to 
manage/reduce the risk

Please describe any gaps 
in the assurance(s) in 

place to manage/reduce 
the risk

Select 
Current 

Status of 
Risk

304
GP Collective 

Action 

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

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

that may result in delays to patient care or poor  patient experience. 

If we are unable to keep regular communication with the locality 

LMC and if we do not fully understand how GP collective action is 

being implemented across PCNs/ Individual practices, then we will 

be unable to effectively understand the full impact across the system 

and identify appropriate mitigating actions.

4 4 16

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

any locality impacts as they arise.

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

individual practice level with primary and community care provider to 

provider discussions taking place to reach agreement on processes to 

protect patient care

3. Discussion with the chair of Local Medical Council (LMC) and PCN 

CD’s

4. GM convened GP Collective Action Oversight Group currently mapping 

variation in approach across localities. Reporting into GM and regional 

groups

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

GM communication routes, with standardised messages. 

6. Agreed contract position for 25.26 has been published

7. Service Pathway work will contiue through primary and secondary care 

interface group, so momentum is not lost. 

8. Agreed to keep all mitigating meeting in but frequency will be reduced.

1. Unable to prevent any industrial action

2. Not a single employer
3 4 12 12 ↓

1. Work to take place to understand how collective action is 

being implemented at practice/PNC level and to fully 

understand the impact for the system in order to devise a 

mitigation plan.

2. Regualr weekly meeting with system partners to dicuss 

action and further mitigating actions as part of GP collective 

actions. 

3. Esculated issues rasised at Monthy primary and 

secondary care meeting. 

4. AMD and Clinical lead attend GM wider collective action 

meetings, regualr updates provided primary and secondary 

care and weekly meetings. 

Issue highlighted are being 
recorded, monitored and 
discussed at the primary and 
secondary care interface 
group

Head of 
Primary Care

1. Ongoing

Internal Assurance:

Strategic

1. LCO Exec 

2. LCO Board

Operational 

1. Primary Care 

Operational Group

2. Primary Care 

Commissioning 

Committee 

3. Primary and 

Secondary Care 

interface group

External Assurance

1. GM and LMC

None Open

090
Primary Care 

Workforce

Primary Care 

Operational Group 

(PCOG)

3. Both

5. Supporting 

our workforce 

and carers

Sarah Crossley

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

4 3 12

1. Primary Care Business Plan has a priority dedicated to primary care 

workforce resilience and retention via Primary Care Academy and GM 

ICS.

2. The HMR Primary Care Academy continues to support sustainability of 

the workforce through its programme of training and development. 

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

the national PCN Additional Roles Reimbursement Scheme (ARRS). 

System work getting underway with all primary and community partners to 

look at opportunities to work collaboratively in the recruitment and 

retention of additional roles.

4. the HMR Primary Care Academy is implementing a programme of GP 

resilience with a focus on leadership development in middle-years GPs.

5. The Academy has led on the development of a primary care workforce 

(Lantum) bank which can provide both clinical and admin staff to support 

practices in need

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

system. 

7. Regular meetings with GM Integrated Care 

8. Increase of retention and recruitment activities through GP retention 

monies. 

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

GP role.

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

retirement and development of action plans to support recruitment and 

retention and introduce new roles.

11. Wider system partners are part of the workforce group

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

the workforce subcommittee.

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

work around retention and recruitment for first half of 24/25.

1. National and GM shortage of health care 

professional roles. 

2. Limited capacity within the BI and Primary care 

team to validate the data. 

4 3 12 12 ↔

1. Validate data around GPs, Practice Manager and Practice 

Nurses being eligible for retirement.

2. Work to support the process to enable the validation of the 

data and understand the full picture of eligibility for 

retirement from key roles over the next 2-5 years. 

3. Increase practice engagement with the Good Workforce 

Charter (subject to successful recruitment)

Head of 
Primary Care

1. Q4

2. Q1 25/26

3. Q2 25/26

1. Primary Care 

Workforce Mandate 

Delivery Group, 

2. Quarterly ARRS 

submissions, 

3. LCO Exec, 

4. PCOG (Primary Care 

Operational Group), 

5.PCCC, 

6. Regular assurance 

meetings between LCO, 

ICB Workforce Groups. 

7. People Committee

None Open

102

NHS GM Primary 

Care Team 

recruitment

Primary Care 

Operational Group 

(PCOG)

3. Both

5. Supporting 

our workforce 

and carers

Sarah Crossley

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. 

3 4 12

1. Permission for recruitment to all two vacant roles (1 x Band 8A, 1 x Band 

7) has been provided by GM.

2. Interim arrangement for support from member of Bridging team 

member for new work. 

1. GM ICB approval to recruit

2. HR recruitment timescales and notice periods.

3. GM freeze on recruitment

3 4 12 9 ↔

1. Recruitment to all roles. 

2. Permission continues to be sought for external recruitment 

of longstanding vacant whole standing 1.4 x Band 7

3. Develop proposal for interim support for the locality 

vaccines and immunisation programme

1. 1x 8A role has been 
recruited to and 1 x 7 part time 
role has been recruited. 
2. Permission continues to be 
sort. 
3. Proposal has been 
developed and EOI process 
has been started.

Head of 
Primary Care

1. Q2-Q3

2. Q3

3. Q4

1. LCO Exec, 

2. PCCC,

3. Deputy Place Lead

4. GM Exec

None Open

089 PCN maturity

Primary Care 

Operational Group 

(PCOG)

3. Both
1. Strengthening 

our communities
Sarah Crossley

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.

3 3 9

1. Primary Care priority programmes include PCN Development and PCN 

Clinical Leadership. 

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

Development and leadership

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

meetings and business planning

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

(CDs)

5. Matrix self assessment

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

regularly shared with PCNs and PC team are encouraging as appropriate

7. Neighbourhood Boards are being developed which will support the 

development of links with the wider system and PCN CDs are starting to  

work more within the neighbourhood groups

8. PCNs are engaged with further development and training opportunities 

that will become available for more HMR practices in 24/25 (CAIP)

1. PCNs are independent delivery groups so the GM 

Integrated Care does not have direct control over 

their approach to business planning and development

2. Due to collective action attendance of 5 of the 6 

PCN CDs as system clinical leaders at a range of 

system partnership meetings is currently paused i.e. 

PCCC, LCO Board

3 4 12 12 ↔

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.

Head of 
Primary Care

1. Q3

2. Ongoing

3. Q4

1. Primary Care Mandate 

- monthly highlight 

reporting, 

2.PCOG (Primary Care 

Operational Group), 

3. PCCC, 

4. LCO Exec, 

5. Locality Construct

None Open

371
The Hive Primary 

Care estate

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

IF the development plan for new Hive GP practice is not agreed by 

NHS GM THEN this will mean that GP services will continue to be 

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

affect the practices ability to continue to operate safely and deliver a 

high quality service to patients and impact on staff morale, 

recruitment & retention . Further delays may also result in land 

purchased for the new build practice planning permission lapsing 

and MAY result in compulsory purchase order by RBC. 

5 4 20

1. GM PCN toolkit report and ranking criteria has been circulated for 

review by locality and a draft updated version has been shared with GM. 

Locality is awaiting next steps from GM. 

2. Identified within the local estates plan based on GM PCN toolkit 

baseline findings as immediate requirement. 

3. Issues escalated to PCCC & SEG 

4. Place lead and CE RBC escalated to GM to seek DV input ahead of 

outcomes of toolkit to allow new build to progress to next stage noting that 

new build not seeking capital funding

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

steps

6. Links in place between PC and RBC 

1. GM ICB decisions making process

2. Awaiting outcomes of prioritisation process across 

GM 

4 3 12 12 ↔

1. Meeting with RBC - Mark Robinson

2.  Next steps meeting to take place with GM, the practice 

and RBC. 

3. Finalise PID and formally submit to GM

1. Meeting taking place 
5/12/24

Head of 
Primary Care

1. TBC

2. Q3

1. HMR PCOG

2. HMR PCCC

3. HMR Estates OWG

4. HMR SEG 

None Open

091
Primary Care 

demand

Primary Care 

Operational Group 

(PCOG)

3. Both

5. Supporting 

our workforce 

and carers

Sarah Crossley

IF primary care demand continues to exceed capacity then THEN 

this will increase pressure on other parts of the health and care 

system.

3 3 9

1. All practices have business continuity plans 

2. All practices have formed buddying arrangements with other practices 

to boost resilience.

3. Sit rep reporting, with targeted locality support for practices who are 

struggling.

5. Urgent  Enhanced Primary Care Hub  providing further capacity and 

further system wide offer

6. UEC capcity and discharge funding invested into primary care 

additional schemes providing additional face 2 face appointments from 

November - March. 

7. Pan GM Optom and community pharmacy schemes funded for winter 

24/25

8. System pressure meetings take place 3 x per week

1. Not possible to accurately measure or control level 

of demand

2.GP appointment data is reported by GM but this 

does not include the appointments at Whitehall Street 

and the Enhanced Primary Care hub

3. Completion of the Sit Rep is not contractual, 

therefore collective action is likely to impact the 

regular and consistent completion of the sit rep

3 3 9 9 ↔

1. Continue to monitor pulse check

2.Request GM Primary Care team to include these 

appointments in the current dashboard 

Tranformation 
and Delivery 

Manger

1. Ongoing

2. Q3

3. Q3

1.  PCOG (Primary Care 

Operational Group), 

2.PCCC

3. GM PCCC

4. UEC Programme 

Group

None Open

Inherent
Risk Score

Current 
Risk Score



101

Primary care - 

respiratory 

diagnostics

Primary Care 

Operational Group 

(PCOG)

3. Both

2. Helping 

people stay well 

and detecting 

illness earlier

Sarah Crossley

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.

3 3 9

1. Planning underway for development of a borough wide spirometry offer 

in line with GM quality assured model

2. Development of a respiratory diagnostic pathway

3. Limited Spirometry is now taking place in Primary Care setting to aid the 

backlog, whilst the GM quality assurance model is developed.

4. Primary Care Academy undertook risk assessments, training needs 

analysis and updated training of appropriate staff to support interim 

arrangements. 

5. STAR procurement has been agreed for 1 year. 

1. 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.

3 3 9 9 ↔

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.

Head of 
Primary Care

1. Q1-Q2

2. Q2

1.PCOG (Primary Care 

Operational Group), 

2.PCCC, 

3. HMR Planned Care 

Board, 

None Open

103
Primary care 

estates

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

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. 

2 3 6

1. Operational Estates group monitor practices 

2. Support PCNs and GP practices with improvement bids

3. Operational estates group 

4. GM PCN baseline work planned to commence to support further 

assessment and short, medium and long term planning for PC estates

5. GM PCN toolkit report and ranking criteria has been circulated for 

review by locality and a draft updated version has been shared with GM. 

Locality is awaiting next steps from GM. 

6.Local estates plan based on GM PCN toolkit baseline findings has been 

developed for projects identified as immediate and medium term.

1. NHS England have limited funding for primary care 

estates improvement programme

2. GM engagement in estates conversations outside 

of PCN toolkit work. 

3 3 9 9 ↔

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

steps 

2. Development of  PCN and LCO estates strategy once GM 

have published their Estates Strategy

3. Develop local estates plan for long term requirements. 

Head of 
Primary Care

1. Ongoing

2. Awaiting GM 

Strategy date

3. Q3 - Q4  

1. PCCC

2. HMR Strategic 

Estates Group

3. GM Strategic Estates 

Group

4. HMR Operational 

Estates Group

None Open

225

Digital 

Interoperability in 

Enhanced Access

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

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. 

3 3 9

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

support. 

2. Functionality issues in EMIS community have been escalated, regular 

meetings are in place with EMIS and risks noted on locality risk log.

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

bookings with one PCN. 

1. EMIS function and resource to fix issue

2.NHS E 3 3 9 9 ↔

1. HMR PCCC

2. LCO  Exec

3. Locality Board

4. GM PCCC

None Open

297

Delay to resolution 

of Information 

Governance 

issues with non-

healthcare 

provider

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

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.

3 3 9

1. Work is rapidly taking place with GM ICB SIRO and locality IG leads 

working with provider to resolve issues and provide assurances required.

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

contact mechanisms are in place with the provider

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

how to access alternative arrangements to limit any potential delays on 

patient care

4. Clear reporting mechanisms for primary care to flag any urgent 

requirements that cannot be met by other providers to localities are in 

place and work to support spot purchase as appropriate and required is 

underway

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

been circulated. 

Provider resolving issues and providing assurances 

in a timely manner 
3 3 9 9 ↔

Future direction of travel and commissioning intentions for 

interpreatation and tranlsation services has been agreed and 

apporved at November PCCC. Next steps linking in with GM 

contracts and procurement team and SBS framework 

support managers are being progressed it is antiicpated that 

these will resolve outstanding IG issue from 1 April 2025.

1. PCCC 

2. PCOG

3. LCO Delivery Group

None Open

384

Supporting 

requests for 

prescriptions from 

community 

services

Primay Care 
Commissioning 
Committee

3. Both
4. Recovering core 

NHS and care 
services

Sarah Crossley

IF general practice is no longer able to support requests for 

prescriptions from community service teams as a result of GP 

collective action THEN there is a risk that delays in patient treatment 

pathway may occur and the quality of patient care may be impacted.

4 4 16

1. Locality weekly system wide calls established to monitor and respond to any 
locality impacts as they arise.
2. GM convened GP Collective Action Oversight Group currently mapping variation 
in approach across localities. Reporting into GM and regional groups
3. GM Communication Plan, communications with the public are through GM 
communication routes, with standardised messages. 
4. Specific issues have been delt with as and when they arise. 
5. Communications have been sent out to update services. 

1. GP practice are indivudal practices
2. LMC Advice to practices

3 3 9 9 ↓

1. Regualr weekly meeting with system partners to dicuss 
action and further mitigating actions as part of GP collective 
actions. 
2. Esculated issues rasised at Monthy primary and secondary 
care meeting. 

Head of 
Primary Care

Ongoing
Internal Assurance:

Strategic

1. LCO Exec 

2. LCO Board

Operational 

1. Primary Care 

Operational Group

2. Primary Care 

Commissioning 

Committee 

3. Primary and 

Secondary Care 

interface group

External Assurance

1. GM and LMC

None Open

389

Antimicrobial 

resistance and 

poor infection 

prevention control

Quality & Safety - 

Strategy & Assurance 

Group

3. Both

4. Recovering 

core NHS and 

care services

Susan Calvert

If antimicrobial resistance continues to rise, then this could lead to 

outbreaks of infection that are likely to result in significant harm to 

residents and have financial, reputational, and legal consequences 

for the ICB and healthcare providers. 

4 5 20

1. Implementation of Antimicrobial Stewardship (AMS) in primary care for 

a system-wide approach to promoting and monitoring the use of 

antimicrobials to preserve their future effectiveness. AMS forms part of 

BeCorr GP Quality Scheme which will be integrated as part of HMR 

Incentive scheme for 2024/25 and will continue to be a priority focused 

area for HMR.

2. Providing TARGET training sessions and supporting general practice to 

deliver the core and enhanced components of the scheme which should 

help reduce the overall antibiotic prescribing. This includes encouraging 

completion of Self-Assessment forms to reflect on prescribing of 

antibiotics. 

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

to support the development of Quality Improvement Plans (QIP) tailored to 

practice needs. Examples of QIP recommendations, include reviewing 

practice process, such as public comms and engagement, patient 

education, reviewing face-face appointments as well as auditing 

prescribing against guidance.

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

to emphasise the importance Infection Prevention Control (IPC) measures 

Staffing Shortages – Limited staff and high turnover 

of staff lead to inadequate infection control practices 

due to high workloads and time constraints.

•	Insufficient Training – Staff may lack proper training 

in infection prevention protocols, hand hygiene, and 

the use of personal protective equipment (PPE). Not 

reporting issues to IPC

•	Inconsistent Compliance – Adherence to infection 

control measures, such as proper handwashing, 

environmental cleaning, and isolation precautions, 

can be inconsistent across HMR Nursing Homes.

•	Poor Communication – Gaps in communication 

between nursing homes to professionals can lead to 

delays in identifying and addressing infection risks.

•	Lack of primary care IPC advice to patients in their 

own home and to managers of social care between 

the lab and the result.

•	Water safety. IPC recently raised a concern about 

nursing homes to the HSE, however no response, 

2 4 8 8 ↓

1. Quality Improvement nurse to provide training alongside 

NCA IPC Team to care homes 

2. Addressing the gaps through targeted quality 

improvement efforts, staff education, and stronger infection 

prevention protocols across HMR nursing homes.

3. Providing targeted training sessions.

Regular Reviews, discussions 
and monthly updates provided 
to maintain consistency in 
engagement 

Quality 
Improvement 

Nurse

1. Ongoing

1. PCCC

2. PCOG

3. LCO Performance 

Group

None Open

339
Primary Care 

Academy

Primary Care 

Operational Group 

(PCOG)

3. Both

5. Supporting 

our workforce 

and carers

Sarah Crossley 

IF  the funding for Primary Care Academy is reduced for 24/25 

THEN this may limit the number & roll out of targeted recruitment 

and retention initiatives
4 3 12

1.Continue to work with the Academy & wider system partners to priotise 

schemes and identify other funding sources & matrix working opportunities 

to maximise limited resources

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

3. Contract service review undertaken

1. May impact some practices more than others 

dependent on staffing structures/retirement age/staff 

movement

4 2 8 8 ↔

1. HMR PCCC

2.  HMR PCOG

3. HMR People Group

4. LCO Performance & 

Delivery Group

None Closed

401
Primary Care 

Academy 25/26

Primary Care 
Operational Group 
(PCOG)

3. Both
5. Supporting our 

workforce and 
carers

Sarah Crossley

IF the funding for Priamary Care Academy continues to be reduced 

for 25/26 THEN there is an increased risk that recruitment, retention 

and training initatives will be able to be delivered and this may 

imapct of the sustainabilty and quaility of HMR primary care 

workforce 

4 3 12

1.Continue to work with the Academy & wider system partners to priotise 
schemes and identify other funding sources & matrix working opportunities to 
maximise limited resources
2. Continue to engage with NHS GM, regional and national schemes
3. Contract service review undertaken

1. May impact some practices more than others dependent 
on staffing structures/retirement age/staff movement

4 2 8

1. HMR PCCC
2.  HMR PCOG
3. HMR People Group
4. LCO Performance & 
Delivery Group

None Open

099

COVID-19 mass 

vaccinations - 

vaccine inequality

Primary Care 

Operational Group 

(PCOG)

3. Both

2. Helping 

people stay well 

and detecting 

illness earlier

Sarah Crossley

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. 

3 2 6

1. Plans in place for health inequalities workplan working with Action 

together to raise uptake, awareness and engagement across various 

community groups.

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

3. Vaccine group meetings are in place to oversee equiality work.

4. Develop proposal for interim support for the locality vaccines and imms 

programme

1.Patient choice and vaccine hesitancy.  

2. Vaccine programme manager vacancy
3 2 6 6 ↔ 1. Agree and appoint interim support from expressions of 

interest. 

1. Proposal has been 
developed and Expressions of 
interest are being sought. 

Head of 
Primary Care

1. Q3

1. HMR Vaccination 

Working Group, 

2. Gold, 

3. Silver

None Open

098

COVID-19 mass 

vaccinations - 

vaccine supply

Primary Care 

Operational Group 

(PCOG)

3. Both

2. Helping 

people stay well 

and detecting 

illness earlier

Sarah Crossley

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

3 3 9

1. Work continues to target underserved population and support via 

engagement in activities this includes implementation plan with Action 

Together 23/24.  

2. Escalation process in place with GM to seek redistribution of vaccine for 

spring 24, due to push vaccine supply model being in place. Spring 

vaccination programme continues until end of May 24.

3. Vaccination Programme Manager meets regularly with GM team system 

1. NHS E - National guidance fluid and emerging

2. NHS E suppling sufficient vaccine 
2 2 4 4 ↓

1. Vaccine supply is a push model and supply doesn't 

always match the requested amounts. Interim Vaccine 

Programme Manager continues to highlight with GM 

vaccination teams issues and to seek support for 

redistribution of vaccine as required. 

2. Agree and appoint interim support from expressions of 

interest. 

2. Proposal has been 
developed and expressions of 
interest have been sought. Head of 

Primary Care

1. Q1-Q4

2. Q3

1. GM SRO Covid 19 

meeting 

2. Health Protection 

Board

3. LCO Exec 

4. PCN colleagues.

5. PCCC

None Open

300

GPs ordering 

sufficient  flu 

vaccination 

Primary Care 

Operational Group 

(PCOG)

3. Both

4. Recovering 

core NHS and 

care services

Sarah Crossley

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.

2 2 4

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

delivery. 

2. GPs to continue to call and recall residents. 

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

ordered. 

1. NHS E confirmation of eligible cohorts 2 2 4 4 ↔
1. Ensure communications to pharmacies re supporting 

delivery.

1. Communication has gone 
out to pharmacies and 
reminders though out the 
programme delivery contiune Head of 

Primary Care
1. Ongoing

1. PCCC

2. PCOG

3. LCO Performance and 

Delivery Group

4. HMR Flu Group

None Open
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☐Legal Implications;  

☐Workforce Implications;  

 

 

  



 

 

1. Introduction 

 

1.1 The purpose of this paper is to update the committee on progress of the development of the 

primary care locally commissioned service (LCS) 2025/26 and is seeking the committee’s 

approval of outline intentions included in this paper for the 2025/26 scheme.  

 

2. Background 

 

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

Rochdale. The original Core + contract was awarded for 3 years to the Local Care 

Organisation (LCO) with Northern Care Alliance (NCA) as lead provider with the contact 

term ending in March 2020. As a result of the pandemic the contract was rolled over and is 

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

 

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

Local Care Organisation (LCO) for Core + 2024/25. Initially one PCN confirmed their wish 

to take this forward via the expression of interest  process with the remaining 5 PCNs 

confirming that it was also their wish to hold the contract directly at the end of August 2024.  

 

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

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

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

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

remaining 5 PCNs contracts and borough wide and practice level clinical service elements 

being held by the GP Federation Rochdale Health Alliance (RHA). A commitment was 

given by the ICB to progress separate PCN level contracts for all remaining PCNs from the 

1st April 2025 subject to contracting and procurement advice and ICB governance 

requirements. 

 

2.1  In September 2024 this committee approved several changes for the 2025/26 primary care 

LCS, this included the intention for the ICB to commission directly with primary care for the 

delivery of the LCS with the removal of the NCA as part of the formal contracting 

arrangements, and for the clinical services element to be manged separately to the quality 

improvement elements of the LCS.   

 



 

 

2.2 The clinical services element of the primary care LCS relates to a bundle of clinical services 

which provide direct patient care either on a practice or borough wide footprint. These 

services are tariff based and each provider claims the tariff based on activity delivered.  

 

2.3 The LCO continues to be a key engagement partner for the development of the LCS. 

 

2.4 In December 2024 the opportunity was offered to all PCNs to hold a contract directly with 

NHS GM for delivery of the primary care LCS. To support decision making an early draft 

scheme identifying key areas for 25/26 LCS (as a result of the co-design work that had been 

completed to date )was shared with the PCNS alongside financial modelling for LCS funding 

on a PCN footprint.  PCNS were asked to confirm their preference by the end of January 

2025. 

 

3. Local Commissioned Service 2025/26 Engagement  

 

3.1 Development of a scheme for 2025/26 commenced in early October 2024. This process 

began with the establishment of 4 task and finish groups: 

 

1. commissioning programme areas 

2. digital 

3. public health 

4. finance 

  

3.2 These groups were established with representatives from the following areas: 

 

- NHS GM HMR locality GP clinical leads 

- NHS GM HMR Locality Assistant Medical Director 

- NHS GM HMR locality commissioning leads 

- RBC Public Health service leads 

- NHS GM HMR locality primary care team 

 

3.3  An outline proposal for priority areas for inclusion in 2025/26 scheme along with a set of 

principles (below) was shared at the Practice Managers Development session on 18th 

October 2024. This information was also shared with each of the primary care networks in 

their board meetings during October and November 2025 and feedback requested. 

 



 

 

Principles of the scheme 

• Outcomes Focused 

• Existing Data Sets 

• Simplified Scheme and Themes 

• No Duplication 

• Incentive Element 

• Qualifying Criteria 

 

3.4 Further review and refinement continued during December 2024 and January 2025 via the 

task and finish groups. This culminated in engagement draft for the 2025/26 scheme being 

sent out to all stakeholders on 31st January 2025.  

 

3.5 Alongside the engagement draft further information about planned engagement and 

consultation period was shared with all stakeholders. Further detail of the engagement and 

development timetable is provided below: 

 

Core + 25/26: Engagement & development Timeline 

 

• October /November 2024  – co -design task and finish groups set up  

Representation included GP ICB clinical leads, commissioning leads and Public Health. 

• December 2024 – early draft engagement scheme with PCN level financial modelling 

sent out to all stakeholders  

• January 31st, 2025 – LCS 25/26 engagement draft & opportunities for engagement and 

discussion shared with all stakeholders. Feedback invited from all to primary care inbox 

• January/February 2025 – PCNs to confirm preference for contracting arrangements 

• February 2025 – invited discussion & feedback at range of forums inc. PCN meetings, 

PM Development forum, Urgent and Emergency Care group, Children’s delivery group  

• March 2025 – PCN/Core + lead reps and RHA invited to attend series of meeting to 

discuss and feedback on each theme, indicator targets & measures & contract structure.  

• 17th March 2025 – Outputs from March consultation meetings out to all PCNs/Core + 

leads 

• 18th March 2025 – contract structure engagement meeting with PCN/Core + leads/RHA 

NHS Deputy place lead and HMR Associate Director of Finance  

• 21st March 2025 – recommendations for 2025/26 scheme to PCCC for approval 

• 28th March 2025 – Final Scheme out to all practices 

 



 

 

3.6 In March 2025 the final revision of the scheme commenced. The series of meetings 

convened were arranged across the 4 key themes for the 25/26 local scheme. The following 

representatives were invited to each meeting: ICB GP Clinical Leads, Public health, PCN 

CDs and PCN LCS leads, Rochdale Health Alliance and the NHS GM locality teams. Each 

meeting focused on one of the four theme areas of the proposed scheme. Feedback and 

discussion was invited on all indicators within the theme and any proposed targets and 

outcome measures.  

 

3.7 Please see table below for a high-level summary of the proposed indicator areas for Core + 

2025/26. A mixture of practice level and PCN level indicators are proposed recognising the 

increasing maturity of PCNs and strategic direction of travel with PCNs being an integral part 

of the locality neighbourhood model.  

 

3.8 Theme 5 includes the required GM indicators of consistency. These have been developed 

by the Beyond Core Contract Review (BeCCoR) group and associated sub-group that have 

been established by NHS GM central team with the aim to have a consistent primary care 

LCS scheme in place across all 10 GM localities by April 2026.  

 

3.9 The funding for the GM elements of the scheme and the assessment and payment 

mechanism are determined by NHS GM BeCCoR group. Localities are required to 

implement these as finalised within their existing local schemes and within their locality 

funding envelope. The elective referral and shared care specifications have only recently 

been shared by GM central team and feedback has invited by 14th March 2025. The 

specifications have been shared by HMR primary care team to all stakeholders. 

 

3.10 At the time of writing further work is ongoing following feedback from the theme meetings to 

finalise agreed target thresholds and outcomes measure and indicator description wording 

and therefore these elements are not included below.  

 

3.11 Please also note that at the time of writing the final engagement meeting regarding contract 

structure has not yet taken place. The aim of this final engagement meeting is to discuss the 

proportion and how the balancing payment element of the scheme will be applied as well as 

to finalise the planned contracting arrangements. 

 

  



 

 

3.12 Table 1: Summary of indicator areas for 2025/26 scheme 

 

No. Theme 

Name 

Indicator area 

1 Access, 

Demand & 

Capacity: 

Part A 

Practices to complete Support Level Framework self-assessment & 

deliver agreed action plan 

Workforce development – attendance at MDP/LTI and forums for GPs, 

Practice Nurses, Health Care Assistants and Practice managers 

2 Access, 

Demand & 

Capacity: 

Part B 

General Practice Appointments Dashboard (GPAD) validation exercise 

75/1000 appointments delivered per week by prescribing clinician 

Structured Medication Reviews  

Increase usage of the NHS app 

Develop usage of digital consultations (13/1000 p/mth) 

Embedding care navigation and sign posting 

3 Integrated 

working  

Develop Multi-Disciplinary Teams (MDT) s/Multi agency working – identify 

high intensity users and take to multi agency HIT group (4x per year) 

Further develop enhanced care in care homes – increase the number of 

residents receiving MDTs, personalised care plans, falls & other 

assessments as per the national Enhanced Care in Care Homes f/work 

Dementia care and management – increase the number of patients with 

dementia as clinically appropriate on the GSF register, increase number 

with care planning and advanced care planning in place 

Annual health reviews for care experienced patients aged 18 – 25 years 

Increase percentage of children and patients as clinically appropriate who 

have comprehensive annual asthma review  

Develop & deliver PCN collaborative cancer improvement plan including 

reducing personal support adjustment levels for cervical screening 

4 Prevention PCNs to deliver with neighbourhood partners as appropriate one 

engagement event with focus on early detection & management of risk 

factors for illness 

Optimise treatment & medical management of cardiovascular disease 

(CVD) 

Optimise treatment & medical management of Type 1 and Type 2 

diabetes 

Diagnostics - deliver Quality Assured FeNo & spirometry and 12 lead ECG tests 



 

 

5 NHS GM 

areas of 

consistency 

High risk CVD and diabetes 

Elective referral management 

Shared Care Quality Improvement 

 

 

4. Changes to the management of clinical services element of Primary Care LCS  

 

4.3 In early 2025, planning commenced with RHA to transfer the management and oversight of 

these, back to NHS GM. It has been recognised that the associated tariffs have not been 

reviewed for several years. A review has been completed to benchmark tariffs to other 

localities within NHS GM for parity. Work is currently taking place to uplift and standardise 

the tariffs for relevant clinical services elements.  

 

4.4 To support practice claiming and payment, NHS GM have commissioned Local Calculating 

Quality Reporting Service (CQRS). This is a portal which will allow practices to submit 

activity claims for the clinical services.  Work is underway to develop and roll out a training 

progress to ensure that all 36 practices are familiar with the portal and support sessions are 

planned in quarter 1 2025/26, with new process for claiming to commence from Quarter 2 

2025/26. 

 

5. Recommendations 

 

5.1 The committee is asked to note and approve contents of this paper including high level 

summary of 25/26 proposed indicators for the LCS primary care quality scheme for 25/26. 
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REPORT TITLE: CAIP 2024/25 

REPORT AUTHOR: 
Claire McKeown Transformation and Delivery Manager 
Primary Care 

EXECUTIVE SUMMARY: 

The purpose of this paper is to outline the requirements of the Capacity and Access Improvement 
Payment (CAIP) included in the Network Contract Directed Enhanced Service (DES) 24/25, and to 
update the committee on submissions received so far from HMR Primary Care Networks (PCNs). 

RECOMMENDATIONS: 

The Heywood Middleton and Heywood Primary Care 
Commissioning Committee (PCCC) is asked to consider the 
locality view on the NHS GM approach, and consideration of 
any potential challenges. 

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 This paper describes the requirements asked of PCNs within the Network Contract 

Directed Enhanced Service (DES) 24/25, to ascertain achievement for the 30% 

Capacity and Access Improvement Payment (CAIP).  It also provides the current 

status of HMR PCNs against these requirements and highlights some of the concerns 

raised in respect of the requirements. 

  

1.2 The committee is asked to note the contents of the report and provide feedback as 

necessary. Following on from the work completed in 23/24, PCNs continue to receive 

a Capacity and Access Support Payment (CASP), paid in 12 equal payments across 

24/25. This forms 70% of the total available funding for the Network DES capacity 

and access work and does not have any requirements attached.   

 

1.3 The Local Capacity and Access Improvement Payment (CAIP) is in addition to the 

Capacity and Access Support Payment and relates to the improvements listed below 

that relate to the key components of Modern General Practice Access (MGPA) as 

described in the Delivery Plan for Recovering Access to Primary Care: 

• Better digital telephony (10%) 

• Simpler online requests (10%) 

• Faster care navigation, assessment and response (10%) 

 

1.4 Each of the above three improvement areas has a specified set of assessment 

criteria within it, as detailed below: 

 

 

1.5 PCN Clinical Directors (CDs) are required to apply the assessment criteria and 

determine whether each improvement has been achieved i.e. assure themselves that 

each of their PCN practices fully meets the assessment criteria for each of the three 

improvement areas, before making the declaration and thereby claiming the 

associated funding.  



 

 

1.6 National guidance stated that the monitoring of the declarations would be light touch.  

Unless commissioners are aware that the declaration is not accurate, no challenge 

would be made to individual declarations.  

 

1.7 The new requirements for 24/25 were communicated, by the ICB, by email to CDs 

and PCN managers in quarter 1.  

 

1.8 A payment form was issued by GM, and PCN CDs and PCN managers were 

informed that PCNs could declare for each of the three areas at separate times, as 

and when the whole PCN had achieved compliance. This would then generate the 

payments, and this funding would be split across the remaining months of the 

financial year. The claim for the three areas did not need to be simultaneous.  

 

2. Progress towards achievement of CAIP 

 

2.1 In HMR, one PCN declared achievement against all 3 improvement areas of the plan 

in June 2024. 

 

2.2 A further four PCNs declared achievement against all 3 improvement areas in 

February 2025. We are still outstanding the declaration from one HMR PCN. 

 

2.3 British Medical Association (BMA) advice in relation to ‘GP collective action’ led to 

some HMR PCNs declining to discuss the CAIP requirements as a PCN until January 

2025 (although it was later clarified by the BMA that as the Network Contract DES 

requirements are contractual, they would be excluded from areas for potential 

collective action).  

 

2.4 Cloud-Based Telephony 

 

2.4.1 The Digital Facilitation Team have been supporting practices to implement cloud-

based telephony solutions. The majority of practices are on, or have committed 

plans to change to, an approved cloud-based telephony supplier. It should be 

noted that having an approved CBT supplier is not sufficient for declaration, as the 

callback functionality must be switched on.  

 



 

 

2.4.2 Whilst BMA collective action advice meant that some PCN practices were initially 

unwilling to sign the required Data Provision Notice (DPN) to comply with part of 

the ‘Better Digital Telephony’ improvement area, colleagues in the GM Primary 

Care central team have advised that all practices have now signed up to the DPN.  

 

2.5 Simpler Online Requests  

 

2.5.1 Under the GP core contract, every patient has the right to contact their GP practice 

in person, by telephone or by an online method, as they choose. The Digital 

Facilitation team are working with practices to ensure that each has an approved 

online consultation supplier that fits the requirements.  

 

2.5.2 The requirement that ‘Online consultation is available for patients to make 

administrative and clinical requests at least during core hours (8.00am to 6.30pm)’ 

has been flagged by HMR general practice LMC, as a concern. The concerns 

appear to be:  

• that the volume of requests that could be generated throughout core hours 

would not be achievable for practices to deal with on the same day; 

• that online consultation requests that are submitted towards the end of core 
hours, could require urgent attention and the patient may not be aware that the 
problem was urgent.  

 

Practices have argued that the unlimited flow of patient requests throughout core opening hours 

should be capped. Recent guidance from NHS E states that capping the availability in this way 

does not meet the requirements. The current position as per NHS E guidance is that unless all 

practices in a PCN have the online consultation systems open to new requests (admin and 

clinical) throughout core hours, the 10% funding available for  ‘Simpler online requests’ would 

not be able to be claimed. 

 

2.5.3 The approved online system suppliers have safety netting functionality built in that 

requires the patient to tick a box before they can complete an online form, to say 

that their query is not urgent and can wait for triage. Practices are however 

concerned that this is not sufficient. GM colleagues have asked for evidence that, 

where this safety issue has occurred, it is reported, for these to be gathered and 

presented to the national team for consideration.  

 



 

 

2.5.4 Whilst BMA collective action advice meant that some practices/PCNs were initially 

unwilling to sign the required DPN to comply with part of the ‘Simpler Online 

Requests’ improvement area, colleagues in the GM Primary Care central team have 

advised that all practices have now signed up to the DPN.  

 

2.6 Faster Care Navigation, Assessment and Response  

 

2.6.1 There is limited evidence available regarding the extent to which practices 

have/haven’t implemented these requirements. A number but not all of HMR practices 

have participated in the ‘General Practice Improvement Programme’ and have been 

supported with changing their models of access. These practices have accessed 

national transition funding to support moving to a MGPA model.  

 

2.6.2 The Network DES states that the process for CAIP needs to be concluded by the end 

of June 2025. With that in mind, PCN CDs and PCN managers have been contacted 

and it is understood that some factors outside of a PCN’s control (e.g. late payment of 

national transitional funding for transition to MGPA models) may mean that they will 

not be in a position to declare by the 31 March deadline, but they may be able to 

declare if given a slightly extended deadline. Following a GM discussion, all GM 

localities have been asked to gain an understanding of which PCNs are not able to 

declare, but are very close to being able to declare so that discretion can be applied 

in order to support the implementation of these areas of improvement. We are 

supporting The Bridge to develop a further understanding on their position. 

 

2.6.3 Based upon the responses from the PCN CDs, the HMR locality position for the CAIP 

payment (30% balance), is currently anticipated to be as follows: 

 

PCN Digital telephony 
Simpler online 

requests 

Faster care navigation, 

assessment and 

response 

Canalside PCN Yes Yes Yes 

Heywood PCN Yes Yes Yes 

Middleton PCN Yes Yes Yes 

Rochdale North PCN Yes Yes Yes 

Pennines PCN Yes Yes Yes 

The Bridge PCN No response received 

 



 

 

3. Financial Value  

 

3.1 The financial value for the CASP and CAIP element of the Network DES for 24/25 

is as follows: 

PCN 
CASP 70% 

(£000s) 
CAIP 30% 

(£000s) 

Total available 
funding 
(£000s) 

Canalside PCN £162 £69 £231 

Heywood PCN £116 £50 £166 

Middleton PCN £151 £65 £216 

Rochdale North PCN £213 £91 £304 

Pennines PCN £126 £54 £181 

The Bridge PCN £80 £34 £115 

HMR Total Funding £850 £364 £1,214 

 

 

 

4. Post Payment Verification (PPV)  
 
4.1 NHS Greater Manchester has agreed that a Post Payment Verification (PPV) 

exercise will be undertaken (in accordance with the PCN Network Contract DES 

2024/25 and NHS England guidance), and that one PCN per locality will be 

selected for further assurance. Appendix 1 outlines the agreed approach. 

 
4.2 As part of the PPV process a variety of actions will need to be undertaken to gain 

assurance on the compliance of those PCNs that have made declarations and 

received funding on that basis, for example: 

• Desktop review of practice websites/online practice presence 

• Available data/national data considered 

• PCN/practices may be asked for more information, where the data doesn’t 

marry up with the declaration 

• Liaison with the Digital Facilitation team 

• Other local intelligence 

 

4.3 Commissioners will also be able to consider movement, over a period, towards 

improving access as required by the Network DES, both for 24/25 and from previous 

year’s positions. 

 

https://www.england.nhs.uk/wp-content/uploads/2024/03/PRN01583-network-contract-des-spec-24-25-pcn-requirements-entitlements.pdf
https://www.england.nhs.uk/wp-content/uploads/2024/03/PRN01583-network-contract-des-spec-24-25-pcn-requirements-entitlements.pdf


 

 

4.4 All available sources will be used to consider whether the national data supports the 

declared position 

 

4.5     NHS GM central primary care team have developed a suggested approach for the 

PPV process, and this is included at Appendix 1 of this document. Further work is 

taking place with the primary care team to review this, and appropriate processes 

will be put in place to carry out he required PPV process for any selected HMR 

PCN. 

 

4.6       Outcomes of the PPV will be brought back to this committee. It is noted that the 

deadline for completed of PPV exercise is June 2025. 

       

 

5 Recommendations 

 

5.1 The Heywood Middleton and Heywood Primary Care Commissioning Committee (PCCC) 

is asked to consider the locality view on the NHS GM approach, and consideration of any 

potential challenges.  
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Title of document  
To go in here 
 
2022-2023 
 

PCN Capacity, Access and 
Improvement Payments (CAIP) 
Process 2024/25 

Timeline/process for review  
March to August 2025 

 



 

  1

Introduction 
 
In the 2024/25 Network Contract DES, 70% of the Capacity and Access Payment (CAP) 
was to be paid to PCNs without any conditions. The criteria for the 30% Capacity and 
Access Improvement Payment (CAIP) were revised and tied improvement directly to the 
three domains of the Modern General Practice Access (MGPA) model. These are set out 
alongside further detail under 11.3.2 in Part B Guidance (Non-Clinical) of the PCN Network 
Contract DES for 2024/25. The domains are: 
 
MGPA priority domain All PCN practices to have the following components in 

place and these continue to remain in place 
1) Better digital  
telephony 

Digital telephony solution implemented, including call back  
functionality; and each practice has agreed to comply with  
the Data Provision Notice so that data can be provided by  
the supplier to NHS England.* 
 
Digital telephony data is routinely used to support  
capacity/demand service planning and quality improvement  
discussions.* 

2) Simpler online  
requests 

Online consultation (OC) is available for patients to make  
administrative and clinical requests at least during core  
hours. This requirement was introduced as part of the 
2021 GP contract. Please see Appendix 3 for FAQs 
document on this from November 2021. 
 
Practices have agreed to the relevant data provision notice 
(DPN) so that data can be provided by the supplier to NHS  
England as part of the ‘submissions via online consultation  
systems in general practice’ publication. 

3) Faster care  
navigation,  
assessment, and  
response 

Consistent approach to care navigation and triage so there  
is parity between online, face to face and telephone access,  
including collection of structured information for walk-in and  
telephone requests. 
 
Approach includes asking patients their preference to wait  
for a preferred clinician if appropriate, for continuity. 

 
* Where a practice is currently unable to adopt better digital telephony that is capable of enabling any of the 
components linked to this MGPA priority domain, for example because exit costs from a current contract are 
prohibitively high, and this has been agreed in writing by the commissioner, the “better digital telephony” MGPA  
priority domain (or “improvement” as referred to in the Network Contract DES Specification) will be deemed to have 
been achieved if the PCN has agreed with the commissioner a clear and deliverable plan to implement an 
appropriate digital telephony solution. 
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The aim of the CAP funding is to support PCNs with making improvements to patient access 
and to move to a ‘Modern General Practice’ model of access.  
 
The available CAIP funding should be apportioned equally across all three modern general 
practice priority domains such that 100% of funding can only be received if achievement is 
demonstrated across all three areas, and by all practices within a PCN.  
 
The process for claiming CAIP was also revised. Please see Appendix 1 for more details of this 
process and paper which was taken through GM Primary Care Commissioning Committee in 
August 2024.  
 
Appendix 2 includes information on online consultation systems and contractual commitments 
from 2021. 
 

 

Managing the CAIP end of year processes for PCNs and 
locality commissioning teams 

 Constituent practices should confirm their position against the domains to their PCN 
Clinical Director. Once the PCN Clinical Director is satisfied that the practices are 
implementing all listed components for a domain, they will notify the ICB through 
submission of the CAIP payment form. Please note the deadline for payment cut-offs 
within the 2024/25 financial year for NHS GM is 6th March 2025.  

 We are aware a large portion of the GP practices are already in a position of having a 
supplier that meets the criteria for Cloud based telephony (CBT). The remaining GP 
practices are part of one of three phases to level up as part of the National framework 
requirements but there have been delays in transitioning all practices in year. As such we 
anticipate the majority of PCNs to claim for this domain, in line with the exception criteria, 
irrespective of whether they are compliant by the financial year end. This is covered 
under Part B guidance of the PCN Network Contract DES for 2024/25 (relevant extract 
also given above).  

 Where there is ongoing discussion between the commissioner and the PCN regarding 
any extenuating circumstances preventing the PCN’s ability to fully meet the MGPA 
criteria for online patient journeys and faster care navigation, a timeline should be agreed 
between the PCN and commissioner to understand how improvements will be made. 
This must be achieved no later than the end of May 2025 to enable payment in June 
2025, in line with national guidance for concluding the 2024/25 CAIP process. Examples 
of where there may be ongoing discussion could include (but are not limited to): 

 
o where PCNs have had challenges implementing clinical online requests because 

of issues with their current online consultation supplier.  



 

  3

o where receipt of MGP transition funding took place in January or February 2025 
and for this reason, practices in the PCN may not have been able to start their 
MGPA transition earlier. 

 
 

 

Guidance on commissioner post payment verification 
(PPV) exercise (June - August 2025) 
 

 NHS England has confirmed its intention to audit a sample of CAIP payments made in 
2024/25 to ensure that payments have been made in line with this guidance. This will 
include a reconciliation of Clinical Director submissions, ICB payments and national data 
sets which can be used to verify the implementation of the listed components. Further 
details on the national process are due to follow. 

 Each locality Primary Care Commissioning Committee should consider the current 
locality position of implementation of the MGPA approach in quarter 4 of 2024/25 in order 
to generate common understanding and highlight any challenges that may require further 
review with a PCN and potential escalation. 

 In June – July 2025, NHS GM Primary Care Commissioning colleagues will undertake 
Post-Payment Verification (PPV) of 15% (10 PCNs) to seek assurance that the CAIP 
domains are met. One PCN per locality will be selected via random sampling. A panel will 
be convened via Direct Commissioning and Contracts Panel (DCCP) to undertake this 
exercise. Commissioners/ the panel will look at the following before seeking any 
clarification from the PCN to determine the outcome: 

1. Whether the PCN has enhanced cloud based telephony in place and phone lines 
are open 8am – 6:30pm across all practices within the PCN as per national 
contract. Data when available from NHS Digital will support understanding of this 
alongside ICB-held information regarding practices who have transitioned to 
enhanced CBT as part of the national programme  

2. Whether the PCN and its member practices have an online consultation tool in 
place that is open for online and administrative requests from at least 8am-6:30pm 
as per the national contract. Data on online consultation for administrative and 
clinical requests in conjunction with the time profile of submissions (viewable 
through NHS Digital online consultations data) will support understanding of the 
achievement of this domain. See NHS Digital Submissions via Online Consultation 
Systems in General Practice for more information on which online consultation 
and triage suppliers are currently able to flow data 

3. Any other local intelligence, for example around how PCN telephone activity is 
handled, availability of online consultation throughout core hours and how walk-in 
activity is managed 

4. Review of PCN/ practice websites/ online presence 
5. Understanding of PCN access data and how this may have changed over 2023/24 
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and 2024/25 to see if any changes are reflected since implementation of the 
MGPA model. This is not a determining factor of whether the MGPA model 
has been implemented and CAIP achievement, but helpful to support 
understanding of PCN/ practice variation. This review will be needed to help 
support and target transformation activities in 2025/26.  This is in line with the 
national focus on embedding the MGPA model as part of the Operational Planning 
guidance for 2025/26. 

 
See Appendix 3 for PPV proforma. 
 
 
 
 
 
 
 
 
Post Payment Verification Process (June to August 2025): 
 
10 PCNs selected for PPV (one per locality identified 
through random sampling) and informed 

4 June 2025  

Desktop review and reconciliation of data sources takes 
place 

4 June – 17 June 2025 

DCCP initial panel meeting 18 June 2025 
Further evidence (if required) from the PCN to support PPV 
assessment sent to locality commissioner  

23 June – 7 July 2025 

Final evidence and assessment reviewed at DCCP 16 July 2023 
Present PPV outcomes to NHS GM PCCC 11 August 2025 
Outcome communicated to PCNs 13 August 2025 
Inform NHS GM Finance of any alterations to payments 13 August 2025 
Alterations to payments transacted if required September 2025  
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Appendix 1 – CAIP Claims process 2024-25 

For 2024/25, it was specifically advised that the available CAIP funding should be apportioned equally 

across all three modern general practice priority domains such that 100% of funding can only be 
received if achievement is demonstrated across all three areas, and by all practices within a PCN.  

Once the PCN Clinical Director has confirmed that the practices are implementing all listed components 
for a domain the PCN Clinical Director will notify the ICB through submission of the CAIP payment form.  

Each PCN can only claim funding for each component of CAIP once and these claims do not need to be 
simultaneous. This means there could be up to 3 opportunities for the PCN to claim for CAIP in-year.  

The commissioner must make payments no later than the last day of the second month following the 
month to which the payment relates and taking into account local payment arrangements (for example, a 
payment relating to April 2024 is to be made on or by the end June 2024). Funding will be released no 
later than 30 June 2025. 

Once a network has claimed funding for a domain of CAIP, NHS Greater Manchester will update a 
national tracker to indicate this. This will be submitted to NHS England within a week of the last day of 
every quarter. 

NHS England will audit a sample of CAIP payments made in 2024/25 to ensure that payments have 
been made in line with the National guidance. This will include a reconciliation of Clinical Director 
submissions, ICB payments and national data sets which can be used to verify the implementation of the 
listed components. 

 
Please see briefing which went to GM Primary Care Commissioning Committee in August 2024. 
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Appendix 2 – Online Consultation systems and contractual 
commitments FAQs updated November 2021 
 

Online Consultation 
Systems and Contractual Commitments - FAQs November revision.pdf 
 
 



Appendix 3 – CAIP PPV Proforma 2025/26 
 

MGPA priority 
domain 

All PCN practices to have the following 
components in place and these continue to 
remain in place 

Questions Notes/ Exceptions Date completed 

1) Better digital  
telephony 

Digital telephony solution implemented, including 
call back functionality; and each practice has agreed 
to comply with the Data Provision Notice so that 
data can be provided by the supplier to NHS 
England.* 
 
Digital telephony data is routinely used to support  
capacity/demand service planning and quality 
improvement discussions.* 

Is a digital telephony solution 
implemented and functioning 
across core hours in each PCN 
practice?   
 
Yes/ No 
 
Data when available from NHS 
Digital will support 
understanding of this alongside 
information on practices who 
have transitioned to enhanced 
CBT as part of the national 
programme 

  

2) Simpler online  
requests 

Online consultation (OC) is available for patients to 
make administrative and clinical requests at least 
during core hours. This requirement was 
introduced as part of the 2021 GP contract. Please 
see Appendix 3 for FAQs document on this from 
November 2021. 
 
Practices have agreed to the relevant data provision 
notice (DPN) so that data can be provided by the 
supplier to NHS England as part of the ‘submissions 
via online consultation systems in general practice’ 
publication. 

Is an online consultation tool 
open for administrative and 
clinical requests at least during 
core hours for each PCN 
practice? 
 
Yes/ No 
 
Data on online consultation for 
administrative and clinical 
requests in conjunction with the 
time profile of submissions 
(viewable through NHS Digital 
online consultations data) will 
support understanding of the 
achievement of this domain. See 
NHS Digital Submissions via 
Online Consultation Systems in 
General Practice for more 
information on which online 
consultation and triage suppliers 
are currently able to flow data 

  

3) Faster care  
navigation,  
assessment, and  
response 

Consistent approach to care navigation and triage 
so there is parity between online, face to face and 
telephone access, including collection of structured 
information for walk-in and telephone requests. 
 
Approach includes asking patients their preference 
to wait for a preferred clinician if appropriate, for 
continuity. 

Is there local intelligence or 
information on PCN/ practice 
websites which indicates this is 
in place?  
 
Yes/ No 
 
Has the PCN achieved MGPA 
Domains 1 and 2? 
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Yes/ No 
What is your view on PCN access data and how this may have changed 
over 2023/24 and 2024/25?  
 
This is not a determining factor of whether the MGP model has been 
implemented and CAIP achievement but a helpful to support 
understanding of PCN/ practice variation. This review will be needed to 
help support and target transformation activities in 2025/26.  This is in 
line with the national focus on embedding the MGP model as part of the 
Operational Planning guidance for 2025/26. 

Add note  

 
* Where a practice is currently unable to adopt better digital telephony that is capable of enabling any of the components linked to this MGPA priority domain, for example because 
exit costs from a current contract are prohibitively high, and this has been agreed in writing by the commissioner, the “better digital telephony” MGPA priority domain (or 
“improvement” as referred to in the Network Contract DES Specification) will be deemed to have been achieved if the PCN has agreed with the commissioner a clear and 
deliverable plan to implement an appropriate digital telephony solution. 



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

ITEM NUMBER: 9 

DATE: 21 March 2025 

REPORT TITLE: Quality Improvement Programme 

REPORT AUTHOR: 
Jackie Woodall, Transformation & Deliver Lead, Primary 
Care, Neighbourhoods & Community (HMR) 

EXECUTIVE SUMMARY: 

The purpose of this paper is to update the committee on the progress and visits undertaken as part 
of HMR Quality Improvement programme for General Practice. An Integrated Care System (ICS) 
has delegated authority for contracting with GP services and monitoring the quality of these 
services.  Whilst GP Practices as providers are accountable for the quality of services, Practices 
are required to have their own quality monitoring processes in place.  NHS England and the ICS 
as commissioners have a shared responsibility for quality assurance. The former Clinical 
Commission Group (CCG) developed a programme to improve the quality of general practice, 
reduce variation and provide support to their member practices, this has continued with the move 
to the ICS, but was paused due to the impact of changes to the locality Business Intelligence team 
in the transition from CCGs to ICSs along with the significantly reduced staffing resources in the 
HMR locality Primary Care Team.  Two of three vacant posts within the Primary Care Team were 
successfully recruited to, resulting in two members of staff commencing their roles in December 
2024. 

After further discussions with the NHS GM central team quality leads and the Data intelligence 
and Insight team the team have developed a locality plan and phased approach to restart the 
HMR Quality Improvement Programme agreeing to completing ten visits before the end of March 
2025. 

RECOMMENDATIONS: 
The committee is asked to review, 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;  

 

 

1.0 Background 
 

1.1 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 
2023/24 financial year, a programme of work commenced to review and align the locality 
schemes, and an overarching NHS GM dashboard was developed, with the detail 
included at Appendix 1. 

 
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.  

 
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, implement and embed.  For consistency within all 
NHS GM areas, a practice resource pack, has been developed see Appendix 2 of this 
paper. 

 
2.4  The Quality Monitoring/Resource Pack includes an example of the GM Dashboard 

Indicators. Each practice has a version of the Quality Monitoring/Resource Pack which 
captures their own customised view of performance. 

 

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


 

 

2.5 For each of the measures 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 

 
3.0 Heywood Middleton and Heywood Approach  

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

 
3.3. Further locality discussions have taken place and with the support of the Quality team 

and BI leads we have developed a locality plan and agreed a phased approach to restart 
the Quality Improvement Programme in Quarter 4 of 2024/2025. This commenced with 
planned visits to 10 locality practices, which has included at least 8 practices identified as 
high priority.  

 
3.4 Visits are being supported by the NHS GM practice resource pack, which as per the 

previous programme is shared with practices ahead of the planned visit. 
 
3.5 Readily available data from existing GM dashboards has been used to provide a 

consistent set of measures to support the refresh of HMR’s Quality Improvement 
Programme in order to minimise impact on local BI resources. 

 

4.0 Findings 

 

4.1 The Quality Improvement visits commenced mid-January. As well as fulfilling contract 
assurance purposes the  visits are designed to supportive and are invaluable in providing 
opportunities for commissioning and general practice teams to share information and 
work together to identify opportunities for improvement and to understand some of key 
challenges facing general practice.   

 
4.2 The visits have covered the following: 
 

General Areas: 

• Understanding of Patient Registrations 

• Screening and Immunisations 

• Maternity 



 

 

• Partnership issues 

• CQC Registered Manager 

• Patient Engagement, with on a couple of visits has been supported by Healthwatch 
colleagues 

• Reasonable Adjustments 

• Digital Offer 
 

Contract Areas: 
An overview of each Practices Improvement programme covering: 

• Summary of indicators that the practice has trigged 

• Medicines optimisation 

• Vaccination and immunisation 

• Clinical 

• Digital 

• GP Survey 

• Summary of indicators with potential for shared learning. 
 

Within the resource pack that is supplied in advance of the practice visit there is a Quality 
Improvement plan which the Practice can use to update/track progress along with an 
opportunity for the Practices to feedback on the Quality Monitoring programme.   

 
4.3 As of 11th March 2025, 8 of the 10 planned visits have taken place.  The further 2 

outstanding are schedule to take place on 10th and 14th April. 
 
4.4 As part of the arrangements for these Quality Visits, the ICB did not stipulate who needed 

to be in attendance and left the decision making with the Practices.  What we have found 
is that different members of staff from the GP Practices have attended these Quality 
visits.  There is currently one GP Practice who has no Practice Manager in post and is 
actively looking to recruit to this key role and in this instance the visit was with the 
Practice GPs with one taking the lead for co-ordinating and being the key contact.  The 
rest of the visits have been with the Practice Manager and have included key other staff 
eg GPs, Admin staff, Pharmacists, Volunteer roles whom the Practice has felt could 
contribute. 

 
5.0 Summary of Key Themes 

The information below provides a summary of the key themes discussed and learning 
from the practice visits. 

 
5.1 Understanding of Patient Registrations 

All practices are compliant with patient registration criteria.  They ask patients for some 
form of identification (ID) when they try to register with their Practice just for 
administration purposes ie to confirm identity, check eligibility, prevent duplicate records 
and ensure patient safety, but all acknowledged they would not refuse to register a patient 
if they did not have a form of ID with them. 

 



 

 

5.2 In relation to overseas visitors, some practices just register them as ordinary patients and 
some will register them temporarily until they can confirm they will settle in the area.  
Practices were aware of their choice to refuse to register those who live outside of the 
practice area, but the major tended to register. All GPs treat overseas patients in the 
same way as they would any other when making a referral to secondary care or 
elsewhere and they refer whenever it is clinically appropriate based on individual needs.  

 
5.3 In relation to registering a 16 year old/teenager on their own, it was reassuring that it 

flagged as a safeguarding concern for Practices and ideally, they would prefer the young 
person to register at a practice with a parent or with parental consent. 

 
5.4 Screening and Immunisations 

All Practices have a lead for screening and immunisations. 
 
5.5 Maternity 

All Practices offer post-natal checks for new mothers, and none identified any issues with 
birth notifications from any maternity units. 

 
5.6 Partnership issues 

No Partnership issues were highlighted at any of the visits. 
 
5.7 CQC Registered Manager 

Eight out of the ten practices have a named person from the Practice who is registered on 
the CQC site.  Of the two without a names person, one has the Practice is registered 
under its name and one does not provide the detail in the same way as others. 

 
5.8 Patient Engagement 

The majority of Practices hold a quarterly meeting with their Patient Participation Groups 
(PPG) which is face to face.  One practice acknowledged there has been a delay but has 
this as a priority to address.  Membership of these groups does vary with some having 
small numbers and others which are much bigger.  Practices have been able to provide 
examples of how they have provided support and, in some examples, changed processes 
as a result of feedback via the PPG. Healthwatch colleagues have supported a couple of 
visits and practices are very much aware of the support they will provide, with a couple 
already having reach out. 

 
5.9 Reasonable Adjustments 

All Practices have been able to provide some really good examples of where they have 
adjusted arrangements to support the individual needs of their patients, which have 
resulted in positive outcomes. 
 

5.10  Digital Offer 
There has been some rich discussions around the use of the NHS App and Patchs which 
has included access when there is a significant issues in the community with digital 
poverty and the older generation who prefer to telephone practices, to good take up and 
the benefits the tools can offer.  There has been feedback for the ICS on ways this can be 



 

 

improved which we are sharing with IT colleagues, along with one practice who has 
implemented an approved IG system which provides the GP/Clinician with a patient 
dashboard highlighting monitoring and recall of patients. 
 

5.11  Contract Areas 

This has been the main focus area of the visits with in-depth discussions around the 
indicators which each practice has triggered. Though it is important to note that although 
you may be an identified as an outlier on the dashboard this does not necessarily mean 
that this is a negative impact. The purpose of the visits is to understand the systems and 
process behind the snapshot data.  The data in the dashboards was showing data up to 
the end of Q3 (December 2024) and it must be highlighted that this will change and look 
quite different if dashboards were to be re-run as at the end of Q4 reporting period (March 
2025).  The numbers of indicators triggered by the Practices varied in range from 3 to 15.   
 
Each triggered indicator was discussed in detail to understand why the reasons why, what 
steps the practice could take to address over Q4 reporting period to provide assurance to 
the ICB of awareness and action being taken to address.   For example a small number of 
practices triggered the Nurse FTE per 1,000 head of population indicator which when 
reviewed has a consistent average for all practices and would not be achievable for all.  
Assurances have been provided by these practices that their workforce submissions for 
their current Nursing staff are up to date and is accurately recorded for this measure.  In 
instances where there is low uptake for the children’s vaccinations and immunisations, 
Practices gave examples of multi-agency working to improve performance and 
demonstrated they are doing everything within their gift.  There have been some 
examples of Practices undertaking focussed approaches to make improvements with one 
Practice who gave an example of a positive downward trend on its antibiotic prescribing 
which has been a quality improvement area across all roles in the practice.   

 
6.0 Next Steps 
 
6.1 A further 26 Practice visits will be planned in across 2025/26 avoiding August due to the 

key summer holiday period and November/December /early January due to winter 
pressures. 

 
6.2 The ICS will follow up the CQC registration details for the one practice with no named 

details provided to gain assurance this is accurate. 
 
6.3 Each Practice to be followed up by the Primary Care Team in 3 months time to check on 

progress or discuss any issues. 

6.4 Due to the pause in this process these initial Quality Visits have taken a lighter touch 
approach based on re-establish relationships between the ICB and GP practices.  The 
ICB will be re-introducing the requirement following a visit, that each Practice completes 
and submits an action plan and has one GP in attendance, which will we be 
recommencing with the start of the programme properly in April. 

 



 

 

7.0 Recommendations 

7.1 The committee are asked to note the contents of this paper, and further updates will be 
provided to this committee as the Quality Improvement Programme progresses and the 
next round of planned visits commence. 

 
 



Appendix 1 – Example of GM Dashboard 
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Primary Care Quality Monitoring Programme 

 
 

Practice Pack 
 
 
 
 
 
 
 
 
 

Date of Quality Visit 
TBC 

 
 
 

P-Code & Name of Practice 
PXXXXX XXX Practice 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Dashboard Score 
(Higher Total is indicative of higher 

support requirement) 
RAG Status Assigned 

(Red, Amber or Green) 
Monitoring/Support Level 

11 out of possible 47 Green  
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GP Quality Improvement Programme: Contract Areas  
 
 

Name of GP Practice  TBC 
Date of Visit TBC 

 
Area for Consideration Practice Response/ Description of Process/ Evidence 
Patient Registration  
Patient ID: 

• Please describe your policy re asking for patient ID 
• Please describe the steps taken if a patient is 

unable to produce ID 
 

 

Overseas visitors: 
• Please describe the process you follow when an 

overseas visitor attempts to register at your practice 
• Please describe what steps you would take in an 

overseas visitor required a referral to secondary 
care or another community service  
 

 

Children Registering Without Parental Guardian: 
• Please describe the steps you would take if a child 

under 16yrs attempted to register alone or with an 
adult that does not have parental responsibility 
 

 
 
 
 

Screening and Immunisations  
Who is your lead for screening and 
immunisations? 
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Maternity  
Do you offer postnatal checks for new mothers: 
 

 

Partnership Issues (Not a Contractual 
Requirement) 

 

Partnership Agreement: 
• Does the practice have a partnership agreement in 

place? 
 

 

CQC Registration   
Registered Manager: 

• Is your CQC Registered Manage up to date on the 
CQC Website? 
 

 

Patient Engagement  
Patient Participation Groups: 

• How often to you hold your PPG 
• What is the format (face to face/on-line) 
• Provide an example of something the PPG have 

supported you/your patients with in the last 12 
months (before the pandemic) 
 

 

Friends and Family Test (FFT) 
• Have you included the new 2022/23 question?  

 

 

Reasonable Adjustments  
• Describe where you have made reasonable 

adjustments to support a patient to meet their 
individual needs in the last 12 months 
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Digital Offer  

Can you confirm you have the following in place;  

• online consultations  
• the ability to hold a video consultation between 

patients, carers and clinicians 
• two-way secure written communication between 

patients, carers and practices 
• an up to date accessible online presence 
• signposting to a validated symptom checker 

and self-care health information (e.g. nhs.uk) 
via the practice’s online presence and other 
communications 

• shared record access, including patients being 
able to add to their record 

• request and management of prescriptions 
online 

• online appointment booking. 
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GP Quality Improvement Programme: Overview 
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Summary of indicators the practice has triggered 
 
The following table counts the number of indicators you have triggered (i.e. the number of indicators reported as not met the required target)  
 

# Indicator Domain  
1 Amiodarone and no thyroid function test Medications Safety  
2 1 dose of MMR between 12 and 18 months of age Vaccination and Immunisation  
3 Booster of DTaP/PIV and 2 doses of MMR before 5 years of age Vaccination and Immunisation  
4 Diabetes 8 Care Processes Clinical  
5 3 doses of DTP before 8 months of age Vaccination and Immunisation  
6 Lithium and no lithium concentration check Medications Safety  
7 Peptic Ulceration and NSAID, no gastro-protective Medications Safety  
8 View detailed coded record online Digital  
9 Antibiotic items per STAR-PU Medications Safety  
10 Were you satisfied with the appointment (or apt) GP Patient Survey  

 
Comments / Narrative 
 
Medicines Optimisation 
 
Vaccination and Immunisation 
 
Clinical 
 
Digital 
 
GP Survey  
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Summary of Indicators with potential for Shared Learning 
 
The following indicators are those where you are in the top three in terms of achievement. 
 

# Indicator  Domain Indicators for shared learning (in the top 3 performers across HMR) 
Indicators with * are those where target not met 

1 Cervical Screening 25 – 49 years Clinical TBC 
2 Ace / Loop Diuretic and no renal function / U&E Medications Safety TBC 
3 Ethnicity Recording Demographics TBC 

 
 
As part of our on-going commitment to share learning across the borough, at the end of each year the Primary Care Team will produce a report 
which will be shared with all practices to support borough-wide learning. This will highlight areas of good practice as well as general themes for 
areas of improvement, with learning from action plans e.g. what worked well to improve an area of concern and what had little or no effect. 
Practices can then use this information to help them review and improve their own internal process to ensure continuous quality improvement. 
 
To support this shared learning, we would ask that you complete the embedded Shared Learning Template to advise what processes 
and procedures you have implemented within your practice that you feel has enabled you to deliver on these indicators. 
 
 
  



   
 
 
 

  

Page 9 of 13 
 

Primary Care Quality Monitoring: Shared Learning Template 
 

 
Practice: TBC          Date:  DATE HERE

Shared Learning Template:  to be submitted within 1 week 1st practice visit 
Area What processes have you got in 

place that have helped you 
achieve this target 

Benefits Observed Shared Learning 
(Please describe what worked well and what 
didn’t for shared learning across the 
borough) 

TBC 
 
 

   

TBC 
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Primary Care Quality Improvement Plan 
 
Practice: TBC              Date of 1st Visit:  Add date     Page 1 of x 

Area What issues/barriers do you feel may 
be preventing you from achieving the 
target(s) 

What internal practice actions do you 
propose are put in place to support 
achievement 

What external support do you 
feel may be of benefit to 
support in this area?  

TBC    

TBC    

TBC    
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Primary Care Quality Improvement Plan: Update 
 
UPDATE TO BE COMPLETED 3 MONTHS AFTER VISIT 

Practice: TBC    Date of 1st Visit: Add Date    Page 1 of x 

Primary Care Quality Improvement Plan PART 2: to be completed within 2 months of submission of Part 1 
Area Update on Practice Actions Update on External Support (where 

appropriate) 
Shared Learning  

TBC 
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Quality Monitoring Programme Feedback Form 
 
Following today’s visit please feel free to complete the below feedback form which should be 
returned to gmicb-hmr.primarycareteam@nhs.net  

 
With regard to the dashboard, are 
there any indicators you feel 
should be removed or changed? 
Please provide details and 
rationale 
 

 

With regard to the dashboard, are 
there any indicators you feel are 
missing? Please provide details 
and rationale 
 

 

Is there anything we can do to 
improve the overall Quality 
Monitoring Programme process? 
Please provide details 
 
 

 

Additional Comments 
 
 
 
 

 

Practice: (optional) 
 
Name: (optional) 
Statement Yes No 
The Practice Visits felt supportive 
 

  

The Follow-up monitoring and feedback was helpful/supportive   

The process stimulated internal discussion within the practice   

The process has supported process improvements within the practice   

The process has supported improvements in patient care   

The practice has benefited from the shared learning from other practices   

mailto:gmicb-hmr.primarycareteam@nhs.net


   
 
 
 

  

Page 13 of 13 
 

GP Quality 
 
Financial Stability 
How do we know that a practice is financially stable? 
 
Workforce 
Staff up to date with mandatory training 
Staff have access to supervision/support 
What is your vacancy and turnover rates 
Do all staff have a current DBS check 
 
Patient Experience 
Example case studies 
What are the themes around Complaints/concerns & Incidents/concerns 
 
Activity/Performance 
Key data -pulled from Curator 
Can you identify patients who are at high risk of avoidable unplanned admissions, establish a minimum two per cent case management 
register, and proactively manage these patients  
Do you know the numbers of patients who have been through the hospital discharge process for patients and been involved in co-ordinating 
delivery of care  
Do you undertake internal practice reviews of emergency admissions and A&E attendances from your practice? 
Does your annual health check ensure patients have seen/are registered with a dentist and optician in the last 12 months?  Who gets an 
annual health check – what criteria is applied? 
Do you check the frequency of patients going to pharmacies for support? 
Do you know how many MDTs your practice is involved with in the last 12 months?   - This is the LTC cohort being managed by INTs. 
 
Quality Improvement 
What does the practice do to support patients to be as healthy as possible and are active and involved? 
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Quality and Safeguarding update 

 
REPORT AUTHOR: 
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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 
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Please include a brief synopsis of any considerations or implications the Board should be made 
aware of: 
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☐Clinical implications;  

☐Impact on Inequalities;  

☐Communication/Public Engagement;  

☐Legal Implications;  

☐Workforce Implications;  

 

 
 
 
 



 

 

 
 

This report provides an overview and update from the Quality, Safety and Safeguarding 

workstreams across the ICB. 

 

 

QUALITY AND SAFETY 

High Intensity Users (HIU) 

HMR quality manager is leading the High Intensity User programme of work. A small group has 

been established to support this work. Colleagues from commissioning, NCA, BI, safeguarding, 

BARDOC, and primary care are coming together to form a ‘MDT’ approach in addressing a 

patient’s journey, issues, and pressure points.  

 

The manager has met with the ICB’s Information governance team to discuss the data sharing 

agreement. The meeting was productive with a way forward- the small T&F group will support in 

developing the governance, referral pathways, MDT structure and a consent form for the patient- 

this will allow the team to share PID. The programme will initially focus on adults with a view to 

expanding this to an all-age programme of work.  

 

The manager has met with the NHS England lead for HIU to understand the process, learning 

from other areas and the support that can be offered. The manager has also contacted HIU 

service leads from other areas to discuss best practice and learning. 

 

A task and finish group has been established with meetings set fortnightly 

 

Next steps: 

• Group to develop and finalise patient consent form, governance routes, data sharing 
agreement, and mapping patient journey. 

• Liaise with colleagues that will refer into the MDT- share protocols, forms and 
exemptions 

• The programme will need a ‘launch’ to share the vision of supporting patients in an 
integrated system. 

 

This is an innovative piece of work that HMR is leading on- discussions with the national HIU 

team confirm that we are the first area to trial this approach. 



 

 

Quality Site visits 

The quality manager and head of quality improvement and safety have commenced the Quality 

site visit schedule. Several site visits have been completed and signed off by the team, 

commissioners and the provider. Initial feedback from the visits have been very positive, 

providers have reported that the visits have allowed them to have useful conversations on 

issues, pressures and simplifying processes.  

 

Recent Site visits have included Dunford dermatology, Rochdale Urgent Care, Rochdale Mind, 

and Bardoc. The visits have been positive and highlighted areas of good practice and areas of 

support going forward. Most visits allowed contact with staff, patients and family members which 

highlighted the value of the service. 

The findings from the site visits/ action plans have been discussed with the respective 

commissioner-providers. 

Springhill hospice 

The quality manager has been supporting SpringHill Hospice with quality and patient experience. 

The staff at the Hospice have alerted the quality team with issues around the lack of Syringe 

drivers in some Nursing and care homes. The Hospice staff have also experienced the lack of 

confidence of some care home staff in using the syringe drivers. A multi-agency meeting was 

arranged to discuss patient safety, education and capacity. The meeting was attended by the 

Hospice team, quality and safeguarding and adult care. The hospice staff discussed the number 

requests for syringe drivers and education- this can have a huge impact on the staff at the hospice 

and their education team.  

 

The meeting concluded that hospice staff will liaise with our quality team to explore the feasibility 

of supporting them with developing a business case for submission to Dragons Den. 

 

Dragons Den 

 

The quality manager and head of quality improvement have dedicated a substantial amount of 

time supporting the dragons den panel with submissions and interviews. The panel consists of 

Finance, commissioning, and Adult Care. The quality team have been ensuring that the 



 

 

submission and pitches are committed to improving quality, safety and safeguarding. The 

following submissions have come to the dragon’s den: 

 

• Personalised budgets 

• Supported living 

• Short term budgets 

• Cash budgets/ direct budgets 

• STARS 

• Hardship fund 

• D2A (funding) 

• Temporary home care packages 

• Hospital enabled discharge fund 

• ITS 

• Care Home Liaison Service & MH Nurse Support. 

• VCFSE – Home first approach 

• Carers Universal Services – 

• Night Sitting 

• Memory Clinic 

• Stroke Association 

• Stepping Stones/WHAG 

• Bond Board/Stepping Stones 

• Blended Roles – Provider 

• Co-Production – VCFSE 

• Elderly oral health 
 

GM Cancer Alliance- locality visit- 15th January 

 

The GM Cancer Alliance visited HMR in January as part of their annual assurance visit. The quality 

manager was invited to the visit to support the quality assurance element. The visit was well 

received by the panel who commended HMR on their integration and system collaboration. The 

quality manager supports the system with quality and safety issues, patient experience, and 

access to services. The projects and work programmes highlighted on the day have been 

supported by the quality manager.  

 

PCFT HSE Inspection Update 

 

As previously reported, PCFT received a visit from Health and Safety Executive (HSE) on 27th 

and 28th March 2024 whereby two teams visited a selection of sites selected by PCFT, to see a 



 

 

range of services from across the Trusts footprint. Following the visits, HSE have issued PCFT 

with an improvement notice. This noted a material breach of the Health and Safety at Work 

Regulations (5) relating to management of violence and aggression, specifically risk assessment 

to protect the health and safety of our staff. 

 

Their action plan is still on track with oversight and assurance via both GMICB & PCFT Quality 

Overview and PCFT Contract Review meetings. 
 

 

 

 

 

Ophthalmology 

 

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

Ophthalmology Improvement Board.  

 

Estates – The service has taken handover for suite 1 which provides an additional 8 clinical rooms. 

One stop clinics have commenced they are starting small until the move to suite 6 (previously 

Maternity clinic). Work on suite 6 has started but the schedule is slightly delayed. 

 

An ophthalmology bespoke course has completed with the ACP in Ophthalmology. Great feedback 

was given from those on the course. 

 

It has been identified that approximately 157 patients waiting for injection had been put on the 

incorrect waiting list (EYENEW) and may therefore have had their treatment delayed. Both a 

clerical and clinical review of these patients has been undertaken to prioritise appointments to be 

seen. Of the original cohort, 8 are still awaiting appointments. All these patients have previously 

cancelled or DNA’d from their appointments. These 8 are now being followed up and offered 

different appointments. If there are any patients that have had a deterioration in their condition 

which the Consultant feels is related to delayed treatment, these will be identified individually on 

datix and progressed accordingly. Currently no patients seen have been identified as having harm. 

 

The service has still been unable to recruit a glaucoma consultant, the post has again been 

readvertised. A review is being undertaken to look at how they can work differently. 

 



 

 

Work associated with administration of eye drops by technicians using the new SOP, whilst a NCA 

wide guidance is introduced. A SOP has been agreed and signed off in Division. Discussion is 

ongoing with pharmacy regarding administration in to drop in children. 

 

Care Home Update 

 

Quality Improvement Nurse 

 

HMR currently have 12 NHS commissioned Nursing Homes and 6 Domiciliary care providers all 

providing nursing and complex care. HMR also have 32 residential homes, in addition support to 

(LA) Quality Assurance Team with clinical care issues. The Quality Improvement nurse has to 

date: 

 

➢ Undertaken 11 Annual Nursing Home site visits.   

➢ Undertaken 1 Domiciliary provider site visits    

➢ Scheduled 1 further Domiciliary provider site visits. 

➢ Undertook 30 supportive visits across both nursing and residential homes to support in 

improving standards. 

 

Group A Streptococcal Infection (GAS) 

 

HMR had a significant outbreak involved a GAS outbreak. This was under review of UKHSA with 

intensive input into the home from IPC relating to transmission prevention and environmental 

cleanliness. The home underwent a full deep clean which was completed by an outside agency. 

Mass Screening of the home took place in December 2024 which identified further cases. 

Treatment was provided and they have now started a 12-week clearance swabbing program.  

 

SEPSIS 

 

The Quality Improvement Nurse and the Head of Quality Improvement and Safety are 

monitoring Care home data which is received weekly showing A&E attendances into A&Es 

across the footprint relating to Sepsis. This identified several attendances of residents with 

sepsis. 

 

A deep dive was undertaken by the Quality Improvement Nurse which identified eleven cases 

since 20.09.2024. From the review one out of the eleven cases was confirmed as Sepsis and 1 

case has a history of multiple sepsis and the home are closely monitoring this patient.  

 



 

 

The Quality Improvement Nurse has undertaken 11 site visits across the 12 HMR Nursing 

Homes from August 2024 through to February 2025, as part of these visit’s assurance was 

sought that signs of sepsis information are included within care plans. 

 

As part the site visits the Quality Improvement Nurse is ensuring that the homes are 

implementing the RESTORE2 and NEWS to support them to recognise early signs of 

deterioration to improve outcomes by reducing delays in intervention. 

 

The Quality Improvement Nurse has been in contact with SEPSIS UK as it has been noted 

during site visits, providers have little information relating to SEPSIS. SEPSIS UK have sent 

posters to the Quality Improvement Nurse who will distribute these to all care homes.   

 

A HMR Sepsis Collaborative group chaired by the Head of Quality Improvement & Safety meet 

quarterly with the specific aims of coordinating and driving the work of the LCO in relation to 

having a quality organisational approach to the early recognition and management of sepsis with 

the aim of improving patient outcomes and reducing mortality and morbidity currently associated 

with sepsis. 

 

This has been established as part of the formal locality governance structure and the wider 

Greater Manchester Integrated Care governance structure to provide a platform for Quality, 

Safety and Safeguarding oversight, challenge, celebration, and outcome focussed planning. 

 

The Quality Improvement Nurse continues to work with Infection Control specialist and other 

healthcare professionals to create an integrated approach to sepsis management and reports 

into the group. 

 

Quality Assurance  

 

Local Authority 

 

Below is relevant to December 2024:  

• 67 visits completed,  

• 47 individual providers visited, 35 residential social care and 10 community-based ASC 

with 3 x out of borough care homes visited.  

• 14 visits at the highest escalation, across multiple care homes with concerns.  

• Ongoing joint monitoring between QIN, medicines optimisation and IPC.  

• Key themes include leadership and governance. 

 



 

 

Actions for next period 

• Streamlining and targeted work to work on trend identified and relevant to shaping the 

market.  

• Continue to enhance joint working arrangements 

• Joint working with high risk out of borough care home  

• New – Provider Workforce Development Strategy describes sector wide challenges and 

barriers, with measures to overcome described. Co-produced action plan as part of next 

steps. 

 

 

 

HMR Patient Safety Incidents and SI update 

 

PSIRF and SI Update 

 

We are currently monitoring 18 open StEIS reportable incidents involving HMR patients.  

 

Mental Health Incidents  

 

There are currently 5 open HMR patient incidents for Mental Health Services.  2 deaths in the 

community, 1 of which was a CAMHS patient. Work is underway to improve communication links 

with community CAMHS to ensure oversight of incidents.  
 

Acute Services (NCA) Incidents 

 

There are currently 13 open acute incidents involving HMR patients.  These incidents have been 

reported on StEIS, as they meet either a National Priority or a Local Priority in accordance with 

PSIRF.  Reported on StEIS continues in tandem with LFPSE until March 2025, due to updated 

versions of LFPSE being released to providers.  
 

 

These incidents are split across the following sites:  

 

3 – FGH 

1 – SRI  

9 – ROH  
 

Quality and Safety Highlight Report  

Paper 2.2 
 

 

 



 

 

 

 

 

 

The incidents occurred in the directorates as follows: 

 

2 – Maternity  

8 – Planned Care  

3 – Urgent Care 

 

 

  

All NHS providers are now reporting patient safety incidents on the Learning From Patient Safety 

Events (LFPSE) system. Challenges continue with obtaining incident updates, as the system does 

not allow providers to input this information. This is being looked at by the National Team and 

hopes are that the next update version will correct this. 

 

 

Domestic Abuse 

 

Based on an EMIS search from January to December 2024, almost all practices are flagging and 

referring victims of domestic abuse and recording direct enquiry about DA. 
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The DHR15 report is due for publication on the RBSAB website within the next week or so. This 

was a review for a male victim and the learning was about recognition of male victims and onward 

referral for support. Based on the learning, a multi agency action plan was developed and as part 

of the plan, a webinar on male victims was delivered to primary care staff, 7 minute briefings were 

circulated and a section on male victims was  included within the Primary Care DA toolkit.  

The EMIS search from January to December 2024 evidenced recognition/flagging of male victims 

across almost all practices. 

 

We’ve had feedback from GMP about quality issues with MARAC referrals from primary care –

some referrals do not provide sufficient information to progress to MARAC. Forms should be 

submitted for MARAC if they score 14+ or, based on professional judgement, the risk is high. If 

submitting on the basis of professional judgement, it’s essential to back this up with some 

narrative, explaining the rationale. 
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☐Communication/Public Engagement;  
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Introduction 

This report updates the Primary Care Commissioning Committee on the financial position at 
month 10 (January) of the 2024/25 financial year.   
 
At the end of month 10, the Primary Care Budgets were forecast to underspend by £115k which 
is due to an underachievement of the 2023/24 Prescribing Work Programme. This underspend 
is contributing non recurrently to the Medicine’s Optimisation CIP.  
 
Prescribing is now held centrally and reported here for information. As at month 10, prescribing 
is forecast to overspend by £2.8m based on actual spend data received. Prescribing data is 2 
months in arrears, so this forecast is based on spend to November (month 08). 
 

Month 10 Financial Position 

 

Table 1: Month 10 Finance Position 

  

YTD 
Budget 
(£000) 

YTD 
Actual 
(£000) 

YTD 
Variance 

(£000) 

Annual 
Budget 
(£000) 

Forecast 
(£000) 

Variance 
(£000) 

Primary Care             

Core Plus 3,617  3,617  0  5,426  5,426  0  

Public Health Contribution to Core 
Plus -223  -223  0  -268  -268  0  

Locally Commissioned Schemes 2,393  2,293  -100  1,788  1,673  -115  

Integrated Out of Hours 2,265  2,265  0  2,719  2,719  0  

Total 8,052  7,952  -100  9,665  9,550  -115  

Prescribing 39,319  41,346  2,027  46,660  49,445  2,785  

Total plus Prescribing 47,371  49,298  1,927  56,325  58,995  2,670  



 

 

 

Core Plus & Public Health Contribution 

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

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

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

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

financial year. 

 

Locally Commissioned Schemes 

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

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

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

risk to the forecast position.   

 

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

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

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

CIP which sits within the prescribing line.   

 

Integrated Out of Hours 

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

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

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

position.  

 

Prescribing 

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

information.  

 

Based on actuals up to November, the Greater Manchester (GM) team are forecasting a £2.8m 

pressure within the prescribing budget relating to HMR practices.  2024/25 actual costs to month 

10 show a 1.10% or £0.5m increase versus the same period in 2023/24, with the number of 

items prescribed increasing by 2% again compared to the same period in 2023/24. Please see 

tables 2 and 3 below. 

Table 2: Cost comparison 2023/24 to 2024/25 



 

 

 

 

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

 

 

No Cheaper Stock Obtainable (NCSO) extra drugs costs for months 1 to 8 is £743k which is 

slightly lower than that of the same time period last year of £755k. As seen in previous years, 

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

 

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

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

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

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

Community Of Interest Network (COIN): 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.  

 

N365 

A review of the N365 licencing position was conducted by GMSS in advance of ICS changes 
with outcomes still to be announced.   Further information to follow on GM licencing strategy in 
relation to third sector licencing for new roles within General Practice. 
 
Investigations have begun on exiting the NHS national tenancy in favour of a GM private 
tenancy.  A business case has been presented on deployment of the security package 
“InTune” for advanced threat protection (ATP). Further work is currently underway to support 
procurement of new threat detection and network endpoint protection software.  

 

EMIS issues 

ARRS Roles draft specification  
GM IT continues to investigate reported issues/problematic PCs to resolve root cause, in 
addition to a rolling hardware upgrade programme to meet the revised EMIS environment 
specification. 
 
Issues have been escalated to NHSE regarding the lack of configuration for ARRS roles within 
EMIS Web.  EMIS are awaiting a draft specification from NHSE with templates to support these 
roles. 
 
NHS Digital continues to engage with EMIS on performance with quarterly update meetings 
held by GM  
Early reporting has indicated potential improvements to EMIS search functionality. 
 
Work is nearing completion on a refresh programme to upgrade memory in practice PCs to 
meet EMIS Working Environment Specifications. 

 

5g Dongles / Mobile Data 

A review of all mobile connectivity has been undertaken and all 5g contracts across GM have 
been consolidated into a single contract.  
 
Mobile data and communications are currently under review as part of the GM Workspace and 
Communications Strategy and this may have implications for the data element used by mobile 
devices including 5g Dongles. 



 

 

 
Users now have a 2Gb share of a GM Wide data pool allocated to them. For most users this is 
enough for simple email and teams messaging, however we are seeing a number of users who 
attend video meetings regularly receiving notifications that they are running out of data.  
 
Should users have larger and more frequent data need on their mobile device they are 
encouraged to contact the locality IT team to discuss. 

 

North East Sector Alliance 

Collaborative arrangements across the North East Sector relating to IG are in place to cover for 
the imminent vacancy of an IG lead in Wigan pending recruitment. 
 
The consolidation of IT and IG meetings following changes to locality admin support has 
presented an opportunity to bring in NES IT leads and GM DFPC leads as attendees which will 
enable cross-sector collaboration and working. 
 
This work is ongoing it remains a priority to develop alignment around the NES strategy and 
sharing of supporting resource/knowledge.  A meeting is planned to determine the structure of 
the digital function in localities and how that will be administered on a sector-based footprint.  
This will potentially have implications for the North East Sector comprising HMR, Bury, Oldham 
and Salford. 
 
 
Salford onboarding 
The HMR IT team is currently assisting Salford in coordinating several digital workstreams to 
cover for Caroline Rand’s imminent retirement. For the interim, to fit the above NCA footprint 
NES working structure the HMR IM&T function will be providing digital leadership and 
operational support to Salford.  
 
 
Salford CHC Broadcare onboarding 
The Salford CHC team is migrating from an in-house solution to Broadcare.  The legacy 
solution is being migrated to GM IT as a read only archive as its current hosting on Salford 
council’s servers expires in April.  The Broadcare system will be deployed in March after which 
CHC staff will manually key in data for 200+ live patients.  Training is scheduled for the 26th 
and 27th March. 
 
Corporate Staff onboarding/SLA with GM IT 
HMR’s IT management structure will take over line management of Salford’s IT staff following 
the retirement of the current Salford head of IT in March. 
 



 

 

Cloud Based Telephony 

Significant work has been undertaken in locality to enable eligible practices in HMR to benefit 
from funding from NHS England to benefit from funding for upgrading telephony in practices to 
Cloud Based Telephony (CBT) provided by suppliers on the Better Purchasing Framework 
(BPF) 

 
Technical migration is now completed.  All practices have been asked by NHSE to permit their 
telephony supplier to provide reports to NHSE as a matter of routine operations.  All practices 
in HMR have confirmed agreement with this process and work is now under way to ensure that 
each practice can technically support this.  Whilst all practices are now using Cloud Based 
Telephony products but 5 of these remain on legacy contracts with suppliers that are not on the 
Better Purchasing Framework.  Those practices will be required to migrate to BPF suppliers 
when their contract renewals are due. 
 
A project has begun to optimise the IVR (Interactive Voice Response) systems used by CBT to 
route patients through the menu.  6 volunteer practices are involved.  Dr Jonti Hudson from 
Durnford Medical Centre is developing a prototype IVR model for potential use in HMR which 
includes appropriate routing to locality services and solutions; this is being checked by X-on to 
ensure viability before being deployed.  A successful deployment in Durnford will enable an 
evaluation of the prototype model which if successful will then be deployed to the other 
volunteer practices for further evaluation before a wider rollout. 
 
Telephony Optimisation – initial data Collection 
To baseline the current position in preparation for a telephony optimisation project, all practices 
have been contacted to confirm essential details, including existing telephony providers, 
access to telephony reports, information regards to enabling the supplier to provide data to 
NHSE as required and the frequency with which these reports are reviewed.  Currently, data 
has been collected from all practices except for two: The Dale Medical Practice and Dawes 
Family Practice. We are continuing to follow up with these practices to complete the data 
collection process, and further updates will be provided once this information has been 
gathered. 
 

Practices not on the framework 

Practices that did not take advantage of the NHSE funding for the CBT migration will need to 
migrate to a framework provider on contract renewal in order to be compliant with the standard 
GP contract.  As the funding opportunity has expired, practices will need to internally fund any 
associated costs. 
 

 

Optimise 

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



 

 

- The Signwell DPIA has now been accepted; Optimise has confirmed that in order to 
proceed they need email addresses for practices to receive signed shared care 
agreements; this is being picked up with Durnford/Dr Jonti Hudson to advise the process 
on the practice side. 

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

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

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

 
 

Windows 11 Update 

The Windows 11 Update process is now considered complete with only 8 remaining desktop 
devices in HMR practices reported as outstanding in February.  A greater number of laptops 
still remain to be updated.  GM IT has now made the update available via Software Centre, 
making it available to all affected devices. It was expected that the update would already be 
available, but many devices had not been on the network long enough to receive the necessary 
Windows 10 updates first, which caused delays in the Windows 11 update being downloaded.  
Additionally, the deadline for this update has been extended from February 17th to March 19th 
to accommodate the remaining devices. 
 
 
The update was remotely automated with practices grouped into 4 deployment waves.  The 
first 3 waves went smoothly but wave 4 practices experienced problems with desktop PCs 
becoming stuck in a bootup loop.  This rendered them unusable and significantly hampered 
practice operations.  In some cases GPs were unable to run their clinics.  This was raised 
urgently with GM IT and a meeting was held with the senior engineer responsible for the 
rollout.   
 
A plan was put in place to: 

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

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

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

 

Unused Device Collection 
This was reviewed by George Augustine IT Operations Officer and is now into ongoing 



 

 

arrangements.  Unused devices have been reviewed and George has worked with each 
practice to return these devices and in some cases to organise replacements. 
 
George sought clarity from GM IT around whether there was a written policy detailing 
requirements around unused devices.  Ann Halpin has confirmed that this is not a formal policy 
as such but that comms were sent across primary care in 2023 by Mark Fisher, outlining the 
GM IT approach to managing unused devices.  Any practice which is asked to return unused 
devices but has legitimate reasons for still needing them (for example long term sickness 
absence or maternity leave) can raise a complaint with GM IT to establish this.  These will be 
assessed on a case by case basis with a decision made on whether to provide a replacement 
device. 

ORCHA 

ORCHA have confirmed that the HMR app portal will be discontinued in April. An offer will be 
made to PCN’s with a new offering in the new financial year. 

Enhanced Access and direct booking 

The locality IT Team continues to provide support to the use of EMIS Community as a tool to 
support enhanced access; regular supplier meetings are being held to work toward enabling 
the EMIS system to support the requirement for direct booking and other linked functions. 
 
The IT team is working with RHA and Medicines Management to support federated working 
around prescribing codes at the PCN level to support out of hours GPs in a reportable way; 
RHA is deploying GP Connect to each PCN Community EMIS instance over the coming 
months to support EA services. 
 
Work is under way to review take up of direct booking functionality across practices as part of 
reviewing digital maturity. 

Lloyd George Digitisation 

The Hive and Durnford St have now been digitised using the 2nd tranche of funding. This is in 
addition to the 12 practices which were digitised as part of the initial project: 

 

P Code Practice 

P86007 Castleton HC 

Y02721 Kirkholt Medical Practice 

P86002 Dr Bhima’s 

P86014 Dr Babar’s 

P86016 Heywood Health 

P86023 Hopwood Medical Centre 

P86004 Peterloo Medical Centre 

P86620 Windemere Road 



 

 

P86021 Pennine Surgery 

P86022 Stonefield St Surgery 

P86006 Ashworth Street Surgery 

P86017 Inspire MC 

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

Practice Agreements 

Awaiting guidance from Digital Board; in the absence of guidance we discussed the potential 
for a locality Practice Agreement to enable practices to complete eDEC in November; however 
a letter was sent across GM by Rob Bellingham (Head of Commissioning, GM ICB) advising 
practices to recycle legacy arrangements. 

Practice Business Continuity Planning 

HMR IM&T Team will continue to work with practices as required on reviewing, updating and 
retaining copies of Business Continuity Plans.  Requests will be made of practices during Q3 
24/25 to provide updated BC plans to ensure these remain current.  The IT and IG team will be 
led by Primary Care Commissioning on this who have already requested practices to submit 
current plans. 
 
The locality IM&T team will explore the option of BC desktop exercises (practices and dates 
TBC) in Q4. 
 

Primary Care Digital Transformation/Maturity Model 

The IM&T Team is working with primary care commissioning to develop a matrix of digital 
enablement using available metrics around digital take up within practices.  Many of the 
workstreams to be tracked are driven by national and regional mandates such as NHS App 
onboarding; provision of online bookings, prescriptions and consultations, website audits, cloud 
based telephony reporting etc.   
 
The approach also enables tracking the main themes of the locality’s work to support the GM 
Digital First Primary Care programme with the IM&T team working with commissioning to 
incorporate digital targets into the locality Core Plus model. 
 



 

 

A series of meetings between primary care commissioners and IM&T is in place arranged to 
regularly monitor and assess performance and focus support where it is needed, including 
incorporating digital themes and aims into Core +.  

 
 

 
 
 

Digital First Primary Care Facilitator workstreams 

• Reehana Khan has left her Digital Facilitator post at the beginning of December 2024.  

A replacement resource will not be recruited given the funding expiry in March.  This 

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

this by picking up locality level work.  Longer term plans for continuity of position are 

being established as part of GM business case by Kal Panchal.  A Digital Facilitator 

stakeholder support survey sent to practices and other partners to assess impact of 

support received to inform the business case. 

• Redmoor Health has been commissioned by Health Innovation Manchester to support 

the Digital First programme, engaging with PCNs and practices across GM on core 

themes for which progress is measured using a digital maturity model.  The Redmoor 

training sessions have replaced the digital champions forums. 

• NHS app promotion – multiple promotion events have been held over recent months in 

HMR practices and 1 Health Watch Rochdale Event.  Support was provided to other 

localities including Oldham on their events.  Work completed with Rochdale Council to 

provide support for the public in downloading and using the NHS app in all HMR 

libraries.  This promotion is a key part of the GM patient led ordering project, good 



 

 

relationships have been established with pharmacy technicians who are a further paving 

the way for increase in engagement and planning of these events. 

• Websites – practices now live with new digital template.  NHSE website audits completed 

by practices and a second round of assessing HMR against GM audits is under way for 

consistency across GM.  Support continues to further refine the quality of sites.  Supplier 

training booked for all practices on how to manage the new website editorial 

suite.  Engagement with Health Watch Rochdale around patient audit of new 

sites.  Website feedback surveys deployed on a number of practices to proactively tackle 

any issues with usability and accessibility guidelines. 

• Messaging – Messaging Toolkit was completed by Reehana and shared with GM DFs as 

guidance. 

• Access to records – investigation of NHSE data anomaly which is a national issue.  No 

further updates, awaiting GM guidance on how to tackle those with high number of 

exceptions (eg use of 104 code). 

• Contact made with new clinical DFPC lead for HMR and initial meeting has been held (Dr 

Jonti Hudson).  He has agreed to participate in key IT meetings and projects to provide 

the clinician view and to be involved in clinical safety officer processes. 

• Register with a GP surgery service – All HMR practices now enrolled for this service.  

 

Patient Messaging 

Messaging remains a core theme with opportunities being explored to realise efficiencies and 
savings through the use of digital smart messages over costed SMS messages.  This will 
feature as a key theme in work with primary care throughout 24/25.  Work has now begun on a 
dashboard to view insights as to messaging categories and health conditions. 
 
BT and NHS Shared Business Services are working to revise current contract and framework 
arrangements so that a new pricing structure can be incorporated into the model. 
 
Themes around smart messaging are being promoted within the locality by the digital facilitator 
and IT team and across GM by Redmoor health, including: 
➢ principles and best practice 
➢ workflows and messaging governance 
➢ reducing message sizes using available solutions and products 
➢ encouraging take up of NHS app 
➢ Supplier demonstrations have been held for Mjog, iPlato and Accurx 

 
Guidance on the use of “NHSNoReply” is being drafted at the GM level with advice to follow for 
deployment across primary care. 
 



 

 

Messaging fallback – suppliers have now made NHS App messaging fallback operate on a 24 
hour basis i.e. messages not delivered digitally within 24 hours will fall back to SMS.  This was 
previously inconsistent across suppliers. 
 
The HMR Digital Facilitator has produced a Messaging Best Practice Toolkit which will be used 
across GM by all localities to ensure primary care works to embed efficiencies and reduce 
costs. 
 
The Head of IT and Assurance has initiated work on the review of the 2025/6 contract for 
messaging.    
 
An associated paper on managing and controlling the cost of SMS via GM ICB is in production. 

Mjog Access – (NHS login) 

The Mjog service for HMR has been successfully migrated to the cloud.  This removes the 
need for local installations of Mjog.  The system is now accessible online at 
https://login.mjog.net/login 
 
Staff now log in using their email address rather than a username.  Mjog has contacted users 
as required to update accounts and passwords. 
 
 
 

PATCHS  

• Activity over last 12 months: 

M A M J J A S O N D J F 

3948 4011 3979 3565 4097 3747 3706 4358 4118 3780 4639 4391 

• Total consultations over past rolling 12 months: 48,339 

• 1.6% of HMR registered patients used PATCHS in February 

• Patient feedback gathered as part of the PATCHS triaging process remains 

overwhelmingly positive (12 months average is 4.5 out of 5 stars) 

• PATCHS Pharmacy First integration being piloted 

https://login.mjog.net/login


 

 

Monthly activity by PCN 
  

 
 

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

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

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

PATCHS Pharmacy First project 

PATCHS now supports Pharmacy First and this will be trialled in a small scale pilot with 
volunteer practices in conjunction with Medicines Management.  An initial supplier meeting has 
been scheduled to scope this project.  This has been put temporarily on hold pending the 
release of a GM policy around the deployment of any product that uses AI technology. 

Graphnet CareCentric (GM Care Record)  

EPACCS, ICSP, Frailty and MDT plans 
ALL GMCR users are able to view the suite of available care plans, with Primary Care, NCA 
and hospice users also able to create, update and edit: 

• Individual Care & Support Plans 

• MDT plans 

• EPACCS (End of Life) 

• Frailty plans 
 
Work is under way to enable similar access for users in urgent care. 
 
Training on the GMCR is available from the GM training team. 
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GMCR EPACCS plans remain a key element of the locality’s End of Life strategy. 
 
Anyone needing to arrange training can contact the locality IT Team or email the GM team on 
nhsgm.gmcrproductteam@nhs.net 
 
Urgent care dashboards 
Following the request to Health Innovation Manchester for the development of a real time 
urgent care dashboard to support the “Nerve Centre” Graphnet has provided a quotation at 
£14.5k for development and a further £12k per annum ongoing support.  This would be for 
HMR patients only but could potentially be expanded to include other NCA patients at no 
additional cost.   
 
This has gone to the NCA Assistant Director of Urgent Care (Lynn Duxbury) for a decision; she 
has asked for screenshots of the BI tool to support a decision and Graphnet are currently 
compiling these.  If funding is found this can move forward via GMCR delivery partners. 
 
Childrens social care integration with GMCR 

• SSO access to the GMCR went live on Friday 6th December.  Rochdale Council is now 
enabling access within the Liquid Logic system to enable childrens teams to use the link. 

 

• Data feed: Following successful testing, implementation of a feed of childrens social care 
data from RBC Liquid Logic system is waiting for the outcome of discussions at the GM 
level with Health Innovation Manchester (Jenny Spiers and John Curtis) organising 
consultation with legal counsel.  This decision is likely in Autumn, with implications for 
those already implementing feeds if a standard schema is proposed or if it is determined 
no legal basis exists.  If legal counsel is supportive then HMR will proceed with the 
recommended feed schema.  Still no update as at February 2025 – IT Ops Mgr has 
pushed this via GMCR POG (Product Oversight Group). 

 
NCA MSK service “NW CATS” 

• Access to the GMCR for this team is being explored.  The team is employed by a third 
party organisation “Connect Health”.   

o A quotation for £10k setup plus £10k per annum was provided by Graphnet for 
SSO access.  This was initially ruled out due to the costs.   

o The possibility of enabling URL access for the Connect Health team was 
considered but it was confirmed this would also incur the £10k per annum charge 
for supporting an additional organisation.   

o GP Connect has been floated as a possibility to enable Connect health to access 
patient information.   

• Connect Health is currently constructing a business case and may go with the Graphnet 
option if this is successful. 

mailto:nhsgm.gmcrproductteam@nhs.net


 

 

Cyber Security & Information Governance 

Breaches 
There have been 4 locality data breaches in the current financial year from 1st April 2024 - 
actions were/are being undertaken with remedial actions recommended.  None of these 
breaches have warranted a report to the ICO. 
 
Working Well 
The NHS Vanguard WorkWell Pilot is aimed at supporting individuals who are employed with a 
health condition to stay in work or change jobs. Working Well is being led by NHS GM 
Population Health, but involves all GM Localities and GMCA with a go live date of 1st October. 
The HMR IG lead was involved in navigating through the IG aspects of the Pilot then this was 
handed back to the centre to continue. 
 
CHC 
Imosphere > Broadcare The new Broadcare system has been deployed and the CHC team 
has taken an export from the old Imosphere system which is stored on Q: drive as a staging 
area.  Records held are being keyed into the new Broadcare system and once this is complete 
the data will be removed from Q: 
 
Cosmo Graphis – The GM IT VM server has now been deployed and made available to CHC 
users to hold CG Gold software/database in a way that is acceptable to GM IT’s policies 
around unsupported software and cybersecurity risks. 
 
Lung Health – all HMR practices have signed off on the DPIA; Jan Teece is now working with 
InHealth to support take up across practices 
 
Skin Analytics – the NCA clinical safety officer has signed off on the DCB0160; the contract 
signature process is still due for completion with commissioners leading on this.  This is a 
prerequisite to completion of the DPIA.  A pilot is underway in Pennine PCN 
 
Lanc UK data – the 3 NES localities still have archive LANC UK records with a process in 
place to handle requests for legacy information from GPs.  This is pending advice on a new 
provider to work alongside Optimise so that all ADHD and autism patients records can be 
picked up by the new service providers.  (Optimise have already taken copies of the applicable 
records from their cohorts). 
 



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

ITEM NUMBER: 15 

DATE: 21 March 2025 

REPORT TITLE: Primary Care Operational Group (PCOG) update 

REPORT AUTHOR: Louise Entwistle 

EXECUTIVE SUMMARY: 

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

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

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

OUTCOME REQUIRED 

(Please Indicate) 

Approval 

☐ 

Assurance 

☒ 

Discussion 

☒ 

Information 

☒ 

CONSIDERATIONS 

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

☒Risk implications;

☒Financial implications;

☒Clinical implications;

☒Impact on Inequalities;

☒Communication/Public Engagement;

☐Legal Implications;

☐Workforce Implications;



 

 

1. Background 

1.1 The PCOG meets bi-monthly on alternative months to the HMR Primary Care 
Commissioning Committee (PCCC). The group ‘s membership is made up Medicines 
Optimisation team representatives, the locality clinical leads, HMR 6 Primary Care 
Network (PCN) Clinical Directors (CDs) and commissioning leads from primary care, 
finance, estates and members of the Local Care Organisation. Although not decision 
making the group makes recommendations and has direct reporting lines into HMR 
PCCC and the LCO governance structure. An action log is maintained. In the last 
reporting period, the PCOG has met once in February 2025. The key items discussed 
are summarised in the sections below.   

 
2.0  Medicines Optimisation  

Greater Manchester Medicines Management Guidelines (GMMMG) update was 
provided prior to the meeting including links to documents. Feedback was requested 
at the meeting to be provided to the Medicine Management team. Links to the regular 
update newsletter were included on the agenda and circulated to all GPs.  
 

3.0 Primary Care Network DES Capacity and Access Improvement Programme 
(CAIP) 

 
 An update was provided on NHS E requirements for PPV process and that NHS GM 

are asking localities to carry this out. It was highlighted that PCNs need to be mindful 
of this and the published NHS E criteria when carrying out the self- declaration. It was 
was noted that under CAIP NHS E requirements PCNs can self-declare at any point 
in the year. The LMC have raised some concerns regarding lack of clarity and safety 
issues regarding making online consultations available for clinical and administrative 
purposes throughout core hours. Further clarification regarding NHS GM approach to 
PPV process is expected.   

 . 
4.0 BeCCoR Theme Meeting Update 
 The Beyond Core Contract Review Group (BeCCoR) at GM has been reviewing two 

new specifications for inclusion in the locally commission schemes as areas of 
consistency, these are Shared Care and Elective Care. Both specifications are now 
out for consultation and feedback is requested by 14th March 2025.  

  
 The BeCCoR subgroups were discussed, and a request was made for local 

representatives to come forward. 
 
5.0 Core + 2025/26 
 
 The Core+ 2025/26 scheme had been shared at the end of January and the meeting 

provided an opportunity for feedback.  
 
8.0 Recommendations 

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