
 

  
 

Agenda 
 
Greater Manchester Finance Committee 
 
Date:  Tuesday 4 March 2025 
 
Time:  14:00 - 15:15 

Venue:   MS Teams 

PART A - Public 

Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. 14:00  Welcome, Introductions and 
Apologies: 
 
Attendance Matrix 
 
TOR on a Page & Priorities 
 

 
 
 
Item 1 
 
Item 2 

 
 
 
For Information 
 
For Information 

Chair 
 
 
 

2. 14:00  Declarations of Interest 
 
Register of Interests 
 

Verbal 
 
Item 3 

Noting 
 
Information 

All 

3. 
 

14:00  Minutes of Previous Meeting 
• 9 January 2025 (Public) 

Item 4 Approval Chair 

4. 14:00 5 mins Action Log / Matters Arising 
 

 

Item 5 Approval Chair 

Strategic Reports & Updates 
5. 14:15 10 mins GM Month 10 Financial Position  

 
Item 6 Discussion/ 

Noting 
JG 

6. 14:25 5 mins 2025/26 Planning Update  Item 7 Discussion/ 
Noting 

DW 

7. 14:30 5 mins Estates Update Report Item 8 Discussion/ 
Noting 

Lyn Brankin 

8. 14:35 10 mins NHS GM Financial Governance 
Process Updates & Amendments 

Item 9 Approval KR 

9. 14:45 10 mins Workplan 2025/26 (Items for 
next year’s workplan) 

Verbal Discussion DW/KR 

10. 14:55 5 mins NHS GM ICB Reforecast Item 10 Discussion KR 

11. 15:00 10 mins Financial Recovery Plan CIP 
 

Item 11 Discussion/ 
Noting 

NH 

For Information 
12. 15:10 0 mins Performance Report  Item 12 For Information ED 



 

  
 

13.  15:10 2 mins Any Other Business 
 

Verbal Discussion/ 
Noting 

All 

14. 15:12 3 mins Reflections of the Meeting and 
Items for Escalation to the Board  

Verbal Discussion Chair  

15. 15:15  
 

Date and Time of Next Meeting 
 
Thursday 3rd April 2025  
14:00 - 15:00 

  Chair 

 
Finance Committee Public Meeting Dates 2025/26 

 
Meeting Date Meeting Time Papers to be Distributed on 
Thursday 3rd April 2025 14:00 – 15:00pm Thursday 27th March 2025 

Tuesday 3rd June 2025 14:00 – 15:00pm Tuesday 27th May 2025 

Tuesday 5th August 2025 14:00 – 15:00pm Tuesday 30th July 2025 

Tuesday 7th October 2025 14:00 – 15:00pm Tuesday 30th September 2025 

Tuesday 2nd December 2025 14:00 – 15:00pm Tuesday 25th November 2025 

Tuesday 6th January 2026 14:00 – 15:00pm Tuesday 30th December 2025 

Tuesday 3rd February 2026 14:00 – 15:00pm Tuesday 27th January 2026 

Tuesday 3rd March 2026 14:00 – 15:00pm Tuesday 24th February 2026 

 
 



Item 1 - Finance Committee (PUBLIC) Attendance Matrix from April 2024

Key:
Present
Apologies
Attendance Not Required
No Explanation
Member as per Terms of Reference
Apologies provided but Substitute 
attended on behalf

Member: Title Apr-24
Extraordinary 
30 Apr 24 Jun-24 Aug-24 Oct-24 Dec-24 Jan-25 Feb-25 Mar-25

Kal Kay Non Executive Director- Chair Finance Committee
Rachel Egan Non Executive Director- Vice Chair 
Kathy Roe Interim Chief Finance Officer
Mark Fisher Chief Executive
Manisha Kumar Chief Medical Officer
Mandy Philbin Chief Nurse
Martyn Pritchard Chief Operating Officer (Interim) N/A N/A N/A N/A N/A

Rob Bellingham Chief Officer for Commissioning and Population Health N/A

Katherine Sheerin Chief Officer for Commissioning N/A N/A N/A N/A N/A N/A
Vish Mehra GP Partner/ Member

Attendees:
Jackie Gardiner Corporate Director of Operational Finance – Finance 

Management
David Warhurst Interim Deputy Chief Finance Officer

Izhar Chaudhary Associate Director of Finance- Financial Assurance
Stephen Kennedy Financial Strategic Lead
Sam Evans Corporate Director of Finance – Commissioning & 

Financial Assurance
Nicola Hepburn Finance and Performance Recovery Director



NHS GM Finance Committee
Terms of Reference on a Page & Priorities

Version 2 – October 2024



ToR: A ‘Terms of Reference on a page’
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Purpose 

The purpose of the Finance 
Committee (‘the Committee’) 
is to obtain assurance, on 
behalf of the Board, that the 
ICB will achieve its statutory 
financial duties, and that the 
system is financially 
sustainable, by having the 
right financial strategy that 
results in the system and its 
partners meeting their 
financial targets and are 
transforming services to 
deliver system outcomes. 

Key duties 
• Financial strategy and planning:

- Review and recommend for approval the ICS strategic 
financial framework.

- Review medium and long-term ICS financial plans and 
monitor their implementation.  

• Resource allocation:
- Review and approve proposals in line with Financial 

Scheme of Delegation and make recommendations on 
resources to be allocated.

- Consider business cases for major investments / 
disinvestments for material service change or 
efficiency schemes.

• Financial performance:
   -   Provide assurance in relation to the ICB achieving its
       statutory financial duties.

- Obtain assurance regarding the achievement of ICS 
financial targets.

• Enabling strategies:
- Provide assurance around enabling strategies for e.g. 

capital, estates, digital and green.
• Strategic risks:

- Review and monitor BAF risks assigned to the 
committee. 

Membership

Non-executive director (Chair)
Non-executive director (Deputy 
Chair)
NHS GM Chief Officer for 
Population Health and 
Commissioning 
NHS GM Chief Finance Officer
NHS GM Chief Executive 
NHS GM Chief Nursing Officer 
NHS GM Chief Medical Officer
NHS GM Chief Operating Officer
NHS GM Partner Member 

Finance Committee



Committee’s Priorities:

• It is proposed that Committee agrees to adopt the following three in year priorities for the next six months, in 
alignment with the priorities being developed by the Board.  Priorities one and two relate specifically to the BAF 
risks the two options for priority three are an enabler

3

Committee Priority Focus
1- Obtain assurance that the ICS will deliver the 2024/5 
financial plan – both revenue and capital.

Monthly assurance reports on financial delivery and any 
appropriate areas for escalation, both internally and 
externally.

2- Obtain assurance that the ICS Develops a 2-5 year 
financial model as part of the sustainability plan that sees 
financial balance by 2026/7 in line with NHSE 
undertakings.

Triangulated financial plan aligned to strategic objectives.

3- Provide assurance around enabling strategies (for 
example procurement, estates, digital or any other 
strategy aligned to the organisation strategic objectives) 
which are compliant with all relevant legislation and 
deliver value for money.

Clear strategies developed outlining how the strategic 
objectives of the organisation will be successfully delivered 
within the financial resources available.



NHS GM: Finance Committee - Register of Interests November 2024

First Name Last Name Job Title

Decisio
n Maker 

N/Y

Date 
Declaration 

Made / 
Refresh

Declared Interest (Name of 
organisation and nature of 
business) Declared Interest Type of Interest

Direct or 
Indirect

Date of 
Interest

End Date 
of Interest

Consent 
to 

Publish 
Y/N Action Taken to Mitigate Risk

Rob Bellingham Chief Officer for Commissioning and 
Population Health Y 21-Mar-24 N/A Nil N/A N/A N/A N/A Y N/A

Rachel Egan Non-Executive Director GM ICB N 04-Dec-23 N/A Nil N/A N/A N/A N/A Y N/A

Christopher Mark Fisher Chief Executive Y 27-Jul-23 University of Huddersfield Chair of Estates and Finance Committee Financial Interest Direct 2006 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Christopher Mark Fisher Chief Executive Y 27-Jul-23 Civil Service Sports Council Chair Non-Financial Personal Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Khalida Kay NED and Chair of Finance Committee Y 19-Jul-23 The Trafford College Group Primary employment as Chief Financial 
Officer Financial Interest Direct 01-Sep-22 30-Sep-23 Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Khalida Kay NED and Chair of Finance Committee Y 19-Jul-23 Your Housing Group Primary employment as Chief Financial 
Officer Financial Interest Direct 30-Sep-23 Present Y

Declare in line with Conflict of Interest Policy.
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Khalida Kay NED and Chair of Finance Committee Y 19-Jul-23 Great Academies Education Trust
Co-opted member of Finance and 
Resources Committee and Audit and Risk 
Committee

Non-Financial Professional Interest Direct 20-Apr-20 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Khalida Kay NED and Chair of Finance Committee Y 19-Jul-23 Association of Camerados CIC Non Executive Director, unremunerated Non-Financial Personal Interest Direct 22-Oct-18 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Manisha Kumar Chief Medical Officer Y 10-Sep-23 Robert Darbishire Practice Salaried GP at the Robert Darbishire 
Practice - 1 session per week Financial Interest Direct 2004 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Manisha Kumar Chief Medical Officer Y 10-Sep-23 University of Salford Honorary Professor University of Salford Non-Financial Professional Interest Direct May-23 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Manisha Kumar Chief Medical Officer Y 10-Sep-23 Primary Eye Care Services LTD
General Optical Council

Husband has the following roles:

• Operations Director - Primary Eye Care 
Services LTD
• Case Examiner – General Optical 
Council

Indirect Interest Indirect
2021
2019 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 West Point Medical Centre Salaried GP, West Point Medical Centre Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 Gorton Medical Centre GP Partner (interim) Gorton Medical 

Centre Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making



Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 Gorton & Levenshulme PCN CD, Gorton & Levenshulme PCN Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 Primary Care Manchester Ltd Chair, Primary Care Manchester Ltd Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 The Manchester Primary Care 

Partnership Ltd
Chair, The Manchester Primary Care 
Partnership Ltd Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Vish Mehra Primary Care Partner Member, NHS GM 
Board Y 16-Nov-23 Manchester LMC Chair, Manchester LMC Financial Interest Direct TBC Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Jackie Murray Corporate Director of Operational Finance Y 11-Aug-23 North Staffordshire Combined 
Healthcare NHS Trust

Partner is Chief Finance Officer/Interim 
Deputy Chief Executive Officer at North 
Staffordshire Combined Healthcare NHS 
Trust

Indirect Interest Indirect Apr-21 Present Y

Declare in line with Conflict of Interest Policy. 
Declarations of interest to be made at the start of 
relevant committees. Exclusion from involvement 
in related commissioning or decision making

Mandy Philbin CNO and Exec for Corporate Services Y 18-Jul-23 N/A Nil N/A N/A N/A N/A Y N/A

Kathy Roe Chief Finance Officer (Interim) Y 11-Aug-23 N/A Nil N/A N/A N/A N/A Y N/A
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Minutes 
 
NHS Greater Manchester Finance Committee – Public Meeting 
 
Date:  Thursday 9th January 2025 
Time:  15:00 – 16:00 
Venue:   Microsoft Teams 
 

MEMBERS: 
 Kal Kay  KK  Non-Executive Director, Finance Committee Chair 
 Rob Bellingham  RB  Chief Officer for Commissioning and Population Health 
 Vish Mehra  VM  GP/Partner Member 
 Manisha Kumar  MK  Chief Medical Officer 
 Mandy Philbin  MP  Chief Nursing Officer 
 Kathy Roe  KR  Interim Chief Finance Officer 
   
 IN ATTENDANCE: 
 David Warhurst  DW  Interim Deputy Chief Finance Officer 
Jackie Gardiner  JG  Corporate Director of Operational Finance 
Katherine Sheerin  KS  Chief Officer for Commissioning 
Mark Fisher  MF  Chief Executive Officer 
Ross Baxter  RB  Governance Advisor (Minutes) 
 

Item 
No 

Item 

PUBLIC 
1. Introductions and Apologies  

 
KK welcome everyone to the meeting and the apologies were noted. 
 
Attendance Matrix 
 
The Attendance Matrix was shared for information. 
 

2. Declarations of Interest/Conflicts of Interest  
 
There were no declarations or conflicts of interest declared at the meeting. The Finance 
Committee Conflict of Interest Register was shared for information. 

3. 
 

Minutes of the Last Meeting 
 
The minutes of the last meeting were presented for sign off. 
 
NHS GM Finance Committee APPROVED the minutes from the last meeting. 
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4. Action Log 
 
There were no specific updates noted. 
 
NHS GM Finance Committee NOTED the action log. 
 

5. Risk Register 
 
This report provided an update on the risks included on the Strategic Finance risk 
register, and the mitigations put in place to minimise the likelihood and impact 
associated with those risks. The in-year risk has been moved from a score of 15 to a 
score of 20 by changing the likelihood. There was an ask around whether all four of the 
strategic risks are needed for primary care. 
 
VM asked whether Strategic Risk 5 related to estate including hospitals, or if it was more 
specific to out of hospital estate. It was felt that this should be clarified and potentially 
redesigned to encapsulate everything rather than there being individual risks. Members 
agreed that one strategic risk would be helpful and this should be reviewed. 
 
KK asked whether local government reforms need to be considered as part of this. It 
was confirmed that these are dealt with on a daily basis and the system is equipped with 
the necessary data to allow any relevant situations. 
 
There was a concern that the risks should be displayed in a standardised format to allow 
proper governance and ensure good conversations around the changing of risks. DW 
said he would pick this up to ensure they were correct going forward. 
 
MP noted SR1 has an area that has changed from Green to Yellow, and asked whether 
a risk assessment has happened. DW confirmed that there is some risk in terms of 
locality delivery, which is why this has changed. 
 
There was a request to double check some of the delays as it was not clear when they 
had been delayed until. DW confirmed he would look at this as part of building this 
further to ensure full assurance can be given. 
 
Recommendations:- The Finance Committee was asked to:  
• Consider all existing risks and their associated mitigating actions.  
• Consider whether any additional risks need to be added to the Strategic 

Finance risk register.  
 
NHS GM Finance Committee Considered the existing risks and mitigating actions 
and any additional risks to add to the register.  
 

6. GM Month 08 Financial Position 
 
This report updated the committee on the overall Month 8 ICS financial outturn position 
for NHS GM. The Month 8 position is a £72.6m deficit against a planned deficit of £7m 
which is a variance of £65.7m. With the split NHS GM is reporting a deficit of £23.6m 
against plan and providers are showing a deficit of £42m. This results in a further 
deterioration in the month of £5.8m. There is an improvement on the provider position 
of £2.7m, with NHS GM deteriorating by £8.5m. 
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The Provider position still included a pressure associated within the shortfall of the pay 
award funding c.£15m, however, this was being checked and validated along with NHSE 
colleagues and was expected to reduce.   
 
The key drivers for the NHS GM had remined consistent, and related to overspends 
against budgets within continuing care and mental health placements, as well as 
increases in prescribing costs. The forecast is still reporting in line with the revised plan, 
though it should be noted that due to the delayed implementation of the recovery plans 
results in a material risk of being able to deliver the revenue plan for 2024/25. 
 
The level of risk had increased with gross risk for the system at £134m. Although 
Provider net risk was expected to be zero, the net risk for NHS GM remained high at 
c.£80m. 
 
In terms of CIP delivery overall it was reported £3.5m ahead of plan which was mainly 
in the Provider sector and there was now over delivery on the forecast.  
 
All of the close monitoring would continue through the ICB Oversight Meetings, Provider 
Oversight Meetings and Locality Assurance Meetings to identify mitigations and actions 
to recover some of the risk. Enhanced grip and control continued with vacancy control 
and non-pay spend. 
 
In terms of Capital, the plan remained non-compliant however there had been some 
progress made in the discussions with NHSE and further allocations are expected. 
 
The level of significant risk needed to be noted, and a view needs to be formed on if 
there is enough time left in the year to get the benefits from the significant amount of 
recovery programs. There is significant risks across the whole system, with the pay 
award pressure looks unlikely to be funded and winter having a large effect. Significant 
in-roads have been made and the potential overspend would have been greater without 
these. Everything is being looked at to assess the actions that can still be taken to 
progress this further, and both the committee and board will be sighted on these. 
 
VM asked if there was a reason why MFT is an outlier compared to every other trust. 
DW clarified that there is a scale issue here as they are much bigger. There are also 
differences of how trusts accounted for pay award income, with some trusts reporting 
income overperformance and others amending their actually pay budgets.  
 
VM asked whether the place the system needs to be this time next year will be the 
amount of plan on top of the amount that already was away from the allocation. It was 
clarified there are some initial numbers on this they are not ready yet but would be 
shared when available, and there would be further conversations at the committee 
development session in February. 
 
There was concern that the NHS GM Financial Position is still trending downwards, and 
there does not seem to be assurance that breakeven would be achieved. DW added 
clarification that whilst the numbers are still trending downwards, they are at a much 
lower level than last year, so there is year on year improvement. The system has not 
given up on achieving breakeven and a lot of work is happening to identify further 
mitigations.  
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Should the system not identify sufficient mitigations to achieve plan, there would be a 
requirement to submit a letter and evidence through finance committee and board for 
consideration of the national team to vary our position.   
 
Recommendations: For the System Financial position, the Finance Committee is 
asked to:  
• Note the Month 7 year to date reported financial position for GM ICS (against 

the revised plan), is £72.7m deficit, against a planned deficit of £7m, resulting 
in a variance against plan of £65.7m.  

• Note the forecast outturn breakeven position. 
• Note the delivery of CIP as at Month 7 of £285.0m against a plan of £281.5m.  
• Note the current non-compliant status of the capital plan, and ongoing efforts 

to resolve.  
• Note the continuing financial pressures across the GM ICS and the increased 

risk of c£80m associated with delivery of the revised 2024/25 plan.  
• Note the on-going scrutiny of the financial position and delivery of CIP 

through the System Improvement process, the specific actions being taken by 
all partners in the system, and continued engagement of external support.  

 
NHS GM Finance Committee Noted the Month 8 position outlined in the 
recommendations.  
 

7. Financial Recovery Plan CIP 
 
This report provided an update to the committee on the Financial Recovery Programme 
on Month 8 Performance for the NHS GM System. There is a line of sight to achieving 
the in year target, but work is also happening to look at next year and some schemes 
have already started to work things up, so this is good progress. 
 
The Elective Recovery Fund should overperform against baseline by around £80m - 
£90m, this results in funded costs whilst driving up the number of patients the system 
treats.  
 
An escalation process has been included that will be followed if anything goes off track, 
and members were asked to say if there is anything they feel should be added to this. 
 
RB noted that the system is a year wiser now, and so learning has been picked up 
during that time which will make this even more effective in future. 
 
KK asked whether the stretch targets should say breakeven, and it was confirmed it 
should. The committee also asked for timelines and milestones on when these would 
be ready. 
 
The comments and requests will be incorporated into the next version. 
 
NHS GM Finance Committee Noted the information provided. 
 

8. 2025/26 Planning Update 
 
NHS GM has gone out to get the numbers which will allow more time to debate this. 
There is an expectation of a national submission on the 13th February and a final national 
submission on the 12th April. There is also an expectation that there could be control 
totals. 
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NHS GM Finance Committee Noted the information provided. 
 

9. Estates Update Report 
 
This report provided an update on the NHS GM estates programme of work with the aim 
of making more effective use of estates resources, progress on the delivered efficiencies 
and on work being undertaken pan-GM in collaboration with local system partners. 
 
MP asked whether we have stopped using any estates and saved money through that. 
It was confirmed that there is estate that has been disposed of over the last 18 months 
and current savings are around £1.5m in localities, though estates does not hold this 
budget. Additionally, the Tootal project did make a value for money saving, even though 
it did not have a budget. 
 
MP asked what the potential opportunity would be if the team was bolstered. JL 
confirmed that MIAA had suggested more resources would help, and there is work 
ongoing to identify further savings that could be made with estates that are practically 
empty. 
 
VM queried whether there is a financial risk with a number of leases coming to an end 
that were negotiated 20-25 years ago. JL confirmed this is being reviewed and there is 
help from NHS Property Services on making sure that we get value for money. Proactive 
work is happening on this. 
 
There is a lot of variation in utilisation but data is not fully available for all buildings, and 
some of it is anecdotal. There is a utilisation piece of work to get the right services in 
the right buildings over a long period, which will help further savings. 
 
NHS GM Finance Committee Noted the information provided. 
 

10. Performance Report 
 
This report provided an update on key performance indicators for GM. The indicators 
included were those considered high risk and/or form part of the undertakings process. 
 
NHS GM Finance Committee Noted the information provided. 
 

11. Workplan 2024/25 
 
The Workplan was shared for information. 
 

12. Any Other Business 
 
Members thanked Helen Ferguson for her support of this meeting and wished her the 
best in her new role in the Finance Directorate. 
 

13. Reflections of the Meeting and Items for Escalation to the Board 
 
Members felt the meeting had been effective and useful, allowing respectful 
conversation about difficult issues. These discussions were constructive, positive and 
engaged. 
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14. Date and Time of Next Meeting 
 
Tuesday 4th February 2025 
15:00 – 16:30 

 



Item 4

ACTION 
NUMBER

Date Set
Date to be 
completed By

Action
Person 

Responsible 

Comment/ Update Status
GM ICB Finance Committee PUBLIC Action Log



 

Month 10 Finance Report 
 
2024/25 
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NHS GM Finance Committee  
4 March 2025 

Required information Details   
Title of report  Month 10 Finance Report  

Author  
Jackie Gardiner – Corporate Director of 
Operational Finance – Financial Management 
 

Presented by 
Jackie Gardiner – Corporate Director of 
Operational Finance – Financial Management 
 

Contact for further information Kathy Roe – Interim Chief Finance Officer 
 

Executive summary 

The purpose of the report is to update 
Finance Committee on the overall Month 10 
ICS financial outturn position for Greater 
Manchester as at 31st January 2025.   
 

The benefits that the population of Greater 
Manchester will experience. 

Effective financial management will contribute 
to the delivery of the ICP strategy and 
delivery of health and social care services to 
the population of Greater Manchester. 
 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Effective financial management will support 
the delivery of the ICP strategy and the focus 
on commissioning decisions to reduce health 
inequalities.  
 

The decision to be made and/or input 
sought 

Chief Officers are asked to discuss and note 
the recommendations for the System 
Financial Position and the NHS GM Financial 
Position as at Month 10. 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The report provides an update aligned to the 
strategic risk to ensure financial balance for 
GM ICS for 2024/25. 
 
 

Key milestones Monthly reporting within 2024/25 Financial 
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Table 1 – core information relating to the content or creation of paper 

Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N Y N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
  

Year. 
 

Leadership and governance arrangements 

Circulated to Chief Officers 24th February 
2025, presented to Chief Officers 3rd March 
2025. 
 
Presented to public and private Finance 
Committee on 4th March 2025. 
 
Will be presented to the NHS GM Integrated 
Care Board on 19th March 2025. 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

 
N/A, part of on-going monthly reporting 
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1. Introduction 

1.1 The purpose of the report is to update the Finance Committee on the overall Month 10 ICS financial 
outturn position for Greater Manchester as at 31st January 2025.   

2. Key Messages 

2.1 Plan 
 
The revised annual plan for the system overall remains in balance following the receipt of the 
allocation of £175.0m earlier on in the financial year. 
 

2.2 Month 10 reported position 
 
As at Month 10 the total ICS year to date deficit is £74.7m, a £71.0m variance against the revised 
plan (Month 9: variance of £71.7m), a slight improvement from the prior month.  The YTD provider 
position has improved again this month, with a reduction in the YTD actual position more in line with 
the YTD plan.  The NHS GM position has deteriorated in month by £10.0m (Month 9: variance of 
£31.9m). 

 

 
 

The drivers of the YTD deficit position are: 
 

• Additional costs in respect of the industrial action of £6.9m which are being mitigated by 
providers in the forecast position.  

• In addition to the previously reported pressures in respect of workforce costs, Providers 
continue to report a pressure due to the shortfall in pay award funding, which has been 
reported at £10.3m, albeit with some remaining risk relating to other funding sources. 

• NHS GM YTD pressures continue to be seen in the cost of placements – both mental health, 
including OAPs (£19.6m) and continuing care (£18.9m), prescribing (£23.0m), and acute 
(£8.0m) mainly relating to increased passthrough costs for drugs and devices offset by 
underspends in a number of areas. 

 
In line with NHS England requirements, the FOT is reported in line with the revised breakeven plan, 
although due to a continuation of delays in the implementation of recovery plans and identification 
of further mitigations, there is now significant risk to the delivery of the balanced position.  
 

2.3 Efficiencies / CIP 
 
As at M10 £395.0m of ICS CIP has been delivered against a plan of £380.2m, an over delivery of 
£14.8m. The forecast CIP position is £497.3m against a target of £490.3m, an overachievement of 
£7.0m, which is an increase on the M9 forecast by £2.1m.  
 
It should be noted that the M10 YTD plan is approximately 78% of the total CIP target (compared to 
straight line 83%), indicating a number of schemes remain profiled in the latter half of the year.  
Although this is in line with expectations, it does place additional delivery risk in the latter half of the 
financial year. 

Month 10 2024/25 (£m) YTD 
Plan

YTD 
Actual

YTD 
Variance

Full Year 
Plan

Full Year 
Forecast

Full Year 
Variance

GM NHS Providers -£3.7 -£32.8 -£29.1 £0.0 £0.0 £0.0
NHS GM £0.0 -£41.9 -£41.9 £0.0 £0.0 £0.0
ICS total -£3.7 -£74.7 -£71.0 £0.0 £0.0 £0.0
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2.4 Risk and Mitigations 
 

At Month 10 the ICS gross risk is £117.4m. The provider position is unchanged since last month, 
whilst the ICB gross position has improved by £12.6m.  This is driven mainly by reduced risk against 
the planning assumptions, offset by increased risk elsewhere (including prescribing, CIP and locality 
risks. 
 
Mitigations have been identified which help reduce the total gross risk to £86.5m net risk, an increase 
compared to last month (M9: £79.8m).  All partners in the system are being held to account to either 
mitigate pressures and risks or identify a recovery plan.  This includes the engagement of external 
support to focus on specific areas of concern, including MH and CHC Individualised Packages of 
Care. 
 
Delivery of mitigations and recovery plans are supported by the System Improvement process, 
where GM NHS providers and ICB localities and functions are being held to account through Provider 
Oversight Meetings, Locality Assurance Meetings, and ICB Oversight Meetings, supported by 
enhanced reporting.  There is also a continuation of enhanced Grip and Control within Greater 
Manchester ICS through the on-going financial and workforce controls. 

 
2.5 Capital 
 

YTD spend for provider capital is £194.6m, compared to a plan of £298.4m.  However, this plan is 
based on the proposed plan from the system, and not in line with agreed allocations. The forecast 
overcommitment (compared to allocation) is currently £10.2m for internally generated and £1.2m for 
IFRS 16, and as a result remains non-compliant. This has reduced compared to last month, but 
further work is continues supported by the Capital Prioritisation Group to ensure commitments are 
reduced and a compliant plan can be delivered. 
 
NHS GM annual capital plan is £5.4m, with the expectation that all of this will be spent.  The separate 
capital allocation for IFRS 16 is expected in February 2025. 
 
The system has now implemented a proposal codeveloped by the ICB and Providers that will result 
in Operational Capital and IFRS16 being balanced to the system’s allocation. It should be noted, that 
much of this relates to ongoing work with the National team by the ICB, which resulted in additional 
allocations in Operational Capital linked to revenue improvements and an additional allocation for 
IFRS16 recognising the in-year plan was not deliverable. As part of this, the system has had to pre-
commit an element of its capital plan in 2025/26 to deliver 2024/25, but these figures are comparable 
to the approach taken in 2023/24.  
 

2.6 Cash 
 
The cash position remains challenging for the rest of the financial year.  Plans are developing to 
manage the over drawn position against the cash limit, which is partially mitigated by anticipated 
incoming allocations 

3. Recommendations 

3.1 For the System Financial position, the Finance Committee is asked to: 
 
• Note the Month 10 year to date reported financial position for GM ICS (against the revised plan), 

is £74.7m deficit, against a planned deficit of £3.7m, resulting in a variance against plan of 
£71.0m. 
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• Note the forecast outturn breakeven position, which is in line with the revised breakeven plan. 
• Note the delivery of CIP as at Month 10 of £395.0m against a plan of £380.2m.  
• Note the current non-compliant status of the capital plan but note the proposal now in place which 

will ensure delivery within the capital allocation. 
• Note the continuing financial pressures across the GM ICS and the significantly increased risks 

associated with delivery of the revised 2024/25 plan.  
• Note the on-going scrutiny of the financial position and delivery of CIP through the System 

Improvement process, the specific actions being taken by all partners in the system, and 
engagement of external support. 
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System Financial Position Introduction

As at Month 10 the total ICS year to date deficit is £74.7m, a £71.0m variance against the revised plan (Month 9: variance of 

£71.7m), a slight improvement from the prior month.

Key points of note for Month 10 are:

• The YTD provider position has improved again in M10 but still remains below the green line identified as part of the 

recovery plan for the provider sector. The pressure remains due to the shortfall in pay award funding estimated by 

providers, which following further review has been reported at £10.3m compared to costs.

• The NHS GM position has deteriorated in month by £10.0m (Month 9: variance of £31.9m), mainly due to a continuation 

of the pressures relating to individualised packages of care in CHC and Mental Health, and increased costs of 

passthrough drugs and devices with GM providers.

• In line with NHS England reporting requirements, the FOT is being reported as breakeven following the £175.0m 

allocation received to fund the planned deficit. 

• Whilst recovery plan and mitigations are being constantly reviewed, there is now significant and increased risk associated 

with the speed at which these will be implemented which will impact on the ability to deliver a balanced position for NHS 

GM and the overall system.

Month 10 2024/25 (£m)
YTD 

Plan

YTD 

Actual

YTD 

Variance

Full Year 

Plan

Full Year 

Forecast

Full Year 

Variance

GM NHS Providers -£3.7 -£32.8 -£29.1 £0.0 £0.0 £0.0

NHS GM £0.0 -£41.9 -£41.9 £0.0 £0.0 £0.0

ICS total -£3.7 -£74.7 -£71.0 £0.0 £0.0 £0.0



Key Metrics Dashboard

Key metrics - ICS - £m
YTD Budget 

M10

YTD Actual 

M10

YTD Variance 

M10

Full Year 

Budget

Full Year 

Forecast

Full Year 

Variance
RAG

Financial position - NHS GM £0.0 -£41.9 -£41.9 £0.0 £0.0 £0.0 A

Financial position - Provider -£3.7 -£32.8 -£29.1 £0.0 £0.0 £0.0 A

Financial position - ICS -£3.7 -£74.7 -£71.0 £0.0 £0.0 £0.0 A

CIP £380.2 £395.0 £14.8 £490.3 £497.3 £7.0 G

Risk (net) £86.5 A

Agency (provider) £111.7 £76.1 £35.6 £133.5 £133.5 £0.0 G

Capital - NHS GM £0.0 £0.0 £0.1 £5.4 £5.4 £0.0 G

Capital - Provider* £298.4 £194.6 £103.8 £370.3 £322.9 £47.4 R

Capital - ICS £298.4 £194.6 £103.9 £375.7 £328.3 £47.4 R

Cash (provider) £354.3 £457.1 £102.8 £366.0 £454.7 £88.7 G

ERF** £277.7 £300.6 £22.9 £822.4 £906.8 £84.4 G

Key metrics - ICB only NHS Non NHS

MHIS £602.4 £618.2 -£15.8 £722.9 £742.7 -£19.8 G

Running costs £47.7 £47.7 £0.0 £56.0 £56.0 £0.0 G

**Based on M7 national data

*Full year plan represents system plan for capital spend, and not the allocation.  Currently capital plan is not compliant.  

BPPC Target Achieved

(out of 10 ICS 

organisations)

8 10



Key Metrics Analysis

System financial position

- The M10 YTD position for the Greater Manchester NHS system is £74.7m 

deficit, against a planned YTD deficit of £3.7m, this is a variance of 

£71.0m, and is split as follows:

- £41.9m NHS GM (Month 9: £31.9m)

- £32.8m GM providers (Month 9: £39.8m)

- In line with NHSE requirements, the FOT continues to be reported in line 

with the revised balanced plan. 

Total ICS risk

- Gross risk is currently estimated at £117.4m, £113.9m being NHS GM and 

£3.5m GM providers. 

- This is an improvement of £12.6m since last month within the NHS GM 

position.  The provider position is unchanged since last month. 

- Net system risk has worsened by £6.7m to £86.5m since M9 all relating to 

NHS GM and reflects the significant risk to the delivery of a balanced 

position by the end of the financial year.

Agency

- GM provider M10 YTD agency spend is £35.6m below plan at £76.1m 

compared to a budget of £111.7m.  At present FOT is assumed to be in 

line with plan at £133.5m, which is under the 2024/25 agency ceiling which 

is set at £151.3m.

Efficiency

- This chart details the savings delivered against an overall system savings 

target of £490.3m

- YTD savings of £395.0m have been delivered against a target of £380.2m.

- Full year savings of £497.3m are forecast, which continues to be above 

target, albeit with some risk of delivery.



Key Metrics Analysis

Capital

- The chart opposite shows the entirety of the provider capital plan, including internally 

generated (BAU), IFRS 16 (leases) and PDC. YTD spend for provider capital is £194.6m, 

compared to a plan of £298.4m.

- However, this plan is based on the proposed plan from the system, and not in line with 

agreed allocations. The forecast overcommitment (compared to allocation) is currently 

£10.2m for internally generated and £1.2m for IFRS 16, and as a result remains non-

compliant. The system has now implemented a proposal co-developed by the ICB and 

Providers that will result in Operational Capital and IFRS16 being balanced to the system’s 

allocation. 

- NHS GM annual capital plan is £5.4m, with the expectation that all of this will be spent.  In 

addition, a separate capital allocation has now been confirmed for IFRS 16 which is now 

expected in February 2025.

Cash

- GM providers (as shown in the chart) are £102.9m above the planned cash balance (plan: 

£354.3m).

- At M10 NHS GM drew down 1.6% more cash than planned 84.9% vs 83.3%. The allowable 

cash balance at the end of M10 equated to £8.2m, with an actual closing balance of £1.4m. 

The cash position remains challenging for the rest of the year.  Plans are developing to 

manage the over drawn position against the cash limit, which is partially mitigated by 

anticipated incoming allocations. 

Elective recovery fund

- National Targets published for 2024/25 used the same starting point as 2023/24 – the 

overall target for NHS GM being 102.9% and 108.9% for IS Providers.  At M4 the 102.9% 

target was reduced by 0.5% to reflect the final 2023/24 final position.  This was transacted at 

commissioner level with local adjustments made with providers where required.

- When using the national file M1-7, NHS GM has an over achievement YTD of £22.9m and 

£84.4m FOT.  However following discussions with region/national team regarding a ceiling 

on ERF monies, adjustments have had to be made to account for data quality issues and 

planned IS-Insourcing by NHS Trusts later in the year.  This means NHS GM is now 

reporting £85.3m YTD and £102.4m FOT in M10 in the reported position.

Better payment practice code 

- BPPC is monitored on the YTD performance, and currently 8 organisations are meeting the 

target for NHS organisations (deterioration rom M9). YTD achievement for Non-NHS 

organisations remains the same as last month with all 10 organisations meeting the target.

ERF Performance based on 

M7 National data and 

Adjusted position

Monthly BPPC Performance
NHS Non-NHS

Current YTD Current YTD

GM ICB

MFT

Christie

NCA

Bolton

Tameside

WWL

Pennine Care

Stockport

GMMH



Key Metrics Analysis

Mental health investment standard

- The NHS Mental Health Investment Standard (MHIS) 

requires NHS GM to spend £722.9m on mental health 

provision in 2024/25. 

- Work has been completed on reviewing categorisation of 

spend to ensure they are in line with MHIS definitions.

- As a result of the review and resulting overspends relating 

to Out of Area Placements (OAPs), the organisation 

is reporting an MHIS forecast outturn of £742.7m, which 

is a forecast over achievement/overspend of £19.8m 

which is consistent with Month 9.

Running costs 

The NHS GM running cost allowance at M10 is £47.8m, and 

YTD spend is in line with plan.

- The annual allowance is £56m which a £6.9m increase 

from last month, due to receipt of an allocation relating to 

employer pension costs. 

- A review of all ICB operating costs to ensure accurate 

classification and reporting of running and programme 

costs has been completed and transacted financially.  As 

a result, NHS GM is now expected to achieve the running 

cost target. 

- And whilst reporting is refined running costs are reported 

as breakeven.



Key Messages Month 10

Key area M10 Overview

Financial 

plan

The 2024/25 Greater Manchester ICS revised financial plan is now breakeven following the allocation which has been received from NHSE to support the system 

deficit.

Year to date 

variances

The drivers of the YTD deficit position are:

• Additional costs in respect of the industrial action of £6.9m which are being mitigated by providers in the forecast position.

• The YTD provider position has improved again in M10 but still remains below the green line identified as part of the recovery plan for the provider sector. This is 

mainly driven by the pressure due to the shortfall in pay award funding, which following further review has been reported at £10.3m full year compared to costs, but 

there remains some risk in the provider assumptions relating to other funding sources. 

• NHS GM year to date pressures continue to be seen in the cost of placements – both mental health, including OAPs, (£19.6m), and continuing care (£18.9m), 

prescribing (£23.0m), and acute (£8.0m) mainly relating to increased passthrough costs for drugs and devices, offset by underspends in a number of areas.

Efficiencies/

CIP

As at M10 £395.0m of CIP has been delivered against a plan of £380.2m, an over delivery of £14.8m. The forecast CIP position is £497.3m against a target of 

£490.3m, an overachievement of £7.1m. The M10 YTD plan is approximately 78% of the total CIP target (compared to straight line 83%), indicating a number of 

schemes are profiled in the latter half of the year.  Although this is in line with expectations, it places additional delivery risk in the final months of the financial year.

Capital A system allocation is issued to GM on both internally generated and IFRS 16 capital expenditure. This allocation is £188.6m for internally generated and £43.6m for 

IFRS 16 (the IFRS 16 allocation is still indicative).  There are indications that the system will receive a further allocation to offset some of the gap, however, the 

allocation remains significantly different to the plan. Therefore, although actual YTD expenditure is lower than plan, it still significantly exceeds allocation. The forecast 

overcommitment is currently £10.2m for internally generated and £1.2m for IFRS 16. The system has now implemented a proposal co-developed by the ICB and 

Providers that will result in Operational Capital and IFRS16 being balanced to the system’s allocation. It should be noted, that much of this relates to ongoing work with 

the National team by the ICB, which resulted in additional allocations in Operational Capital linked to revenue improvements and an additional allocation for IFRS16 

recognising the in-year plan was not deliverable. As part of this, the system has had to pre-commit an element of its capital plan in 2025/26 to deliver 2024/25, but 
these figures are comparable to the approach taken in 2023/24. 

Cash At present provider cash balances are above plan by £102.9m.  As a result of YTD variance from the overall expenditure plan, the cash position will continue to be 

monitored closely to ensure appropriate levels of working capital in the system. 

Risk & 

Mitigations

At Month 10 ICS gross risk is £117.4m. The provider position is unchanged last month, whilst the ICB gross position has improved by £12.6m, driven mainly by reduced 

risk against planning assumptions, offset by increased risk elsewhere (including prescribing, CIP, and locality risks). Mitigations have been identified which help reduce 

the total gross risk to £86.5m net risk, and all partners in the system are being held to account to either mitigate pressures and risks or identify a recovery plan through 

the System Improvement process, including Provider Oversight Meeting (POMs), Locality Assurance Meetings (LAMs) and ICB Oversight Meetings.  External support 

is in place to review MH, CHC and Individualised Packages of Care costs, following the external reviews undertaken by PwC and the Turnaround Director appointed by 

NHSE NW.  Although it is now expected that these interventions will only impact in the new financial year.

The below table outlines key areas to note for Month 10: 



Recommendations Month 10

For the System Financial position, the Finance Committee is asked to:

• Note the Month 10 year to date reported financial position for GM ICS (against the revised plan), is 
£74.7m deficit, against a planned deficit of £3.7m, resulting in a variance against plan of £71.0m.

• Note the forecast outturn breakeven position, which is in line with the revised breakeven plan.
• Note the delivery of CIP as at Month 10 of £395.0m against a plan of £380.2m. 
• Note the current non-compliant status of the capital plan but note the proposal now in place which will 

ensure delivery within the capital allocation.
• Note the continuing financial pressures across the GM ICS and the significantly increased risks 

associated with delivery of the revised 2024/25 plan. 
• Note the on-going scrutiny of the financial position and delivery of CIP through the System 

Improvement process, the specific actions being taken by all partners in the system, and engagement 
of external support.



Appendix - Individual Organisation 
Reported Positions



NHS GM Financial Position Month 10

The financial summary for NHS GM by expenditure type as at Month 10 is shown in the table below.  

Key drivers: mental health, prescribing, individualised packages of care and acute services.

Allocations £733.8 £733.8 £0.0 0.0% £7,202.2 £7,202.2 £0.0 0.0% £8,564.4 £8,564.4 £0.0 0.0% £0.0 £0.0

Admin

Running Costs £11.0 £11.0 £0.0 0.0% £47.7 £47.7 £0.0 0.0% £56.0 £56.0 £0.0 0.0% £0.0 £0.0

Total Admin £11.0 £11.0 £0.0 0.0% £47.7 £47.7 £0.0 0.0% £56.0 £56.0 £0.0 0.0% £0.0 £0.0

Programme

Mental Health £73.6 £76.4 -£2.8 -3.8% £748.6 £768.2 -£19.6 -2.6% £895.2 £922.7 -£27.5 -3.1% -£25.7 -£1.9

Acute £362.1 £366.1 -£3.9 -1.1% £3,527.5 £3,535.5 -£8.0 -0.2% £4,220.9 £4,230.2 -£9.3 -0.2% -£6.7 -£2.6

Specialised Commissioning £66.1 £64.2 £1.9 2.8% £640.4 £629.2 £11.2 1.7% £772.8 £759.3 £13.4 1.7% £12.4 £1.0

Primary Care £9.0 £9.0 £0.0 0.4% £78.2 £74.9 £3.3 4.2% £94.9 £91.5 £3.4 3.6% £3.1 £0.3

GP Medical, Pharmacy, Dental and Optometry £84.7 £84.9 -£0.2 -0.2% £827.5 £824.1 £3.3 0.4% £989.0 £984.8 £4.2 0.4% £3.5 £0.6

Prescribing £48.4 £45.9 £2.6 5.3% £467.6 £490.6 -£23.0 -4.9% £553.7 £580.7 -£27.0 -4.9% -£26.8 -£0.2

Continuing Health Care £21.0 £23.6 -£2.5 -12.1% £216.2 £235.1 -£18.9 -8.8% £257.8 £276.1 -£18.3 -7.1% -£17.5 -£0.8

Community £57.9 £58.3 -£0.4 -0.7% £582.5 £581.1 £1.4 0.2% £697.8 £697.5 £0.3 0.0% -£0.3 £0.6

Programme Operating Costs £4.9 £4.2 £0.7 15.0% £65.0 £62.7 £2.3 3.5% £81.9 £80.5 £1.4 1.7% £0.8 £0.6

Other expenditure £0.4 £0.4 £0.0 -5.0% -£3.7 -£5.1 £1.4 -36.9% -£0.7 -£1.6 £1.0 -137.4% £0.8 £0.1

Earmarked allocations -£5.3 £0.0 -£5.3 100.0% £4.8 £0.0 £4.8 100.0% -£54.9 -£113.3 £58.5 -106.6% £56.3 £2.2

Total Programme £722.8 £732.8 -£10.0 -1.4% £7,154.5 £7,196.4 -£41.9 -0.6% £8,508.3 £8,508.3 £0.0 0.0% £0.0 £0.0

Total Expenditure £733.8 £743.8 -£10.0 -1.4% £7,202.2 £7,244.1 -£41.9 -0.6% £8,564.4 £8,564.4 £0.0 0.0% £0.0 £0.0

Surplus / (Deficit) £0.0 -£10.0 -£10.0 £0.0 -£41.9 -£41.9 £0.0 £0.0 £0.0 £0.0 £0.0

Full Year

Forecast

£m

Variance

FOT

£m

Variance

FOT

%

M9 FOT 

Variance

Change

in FOT

£m

Budget

YTD

£m

Actual

YTD

£m

Variance

YTD

£m

Variance

YTD

£m

Full Year

Plan

£m

Budget

In Month

£m

Actual

In Month

£m

Variance

In Month

£m

Variance

In Month

%



NHS GM Key Messages Month 10

The chart below shows the changes in 

YTD position for NHS GM:

Key Area Month 10 Overview

Financial position NHS GM is reporting a £41.9m YTD deficit (a deterioration from Month 9: £31.9m deficit), with forecast in line with 

plan (breakeven), which is consistent with Month 9 reporting. The key movements in the YTD position are 

explained in the following slide.

Risk Gross risk for NHS GM has decreased this month to £113.9m (M9: £126.5m) mitigated down to net risk of £86.5m 

(M9: £79.8m).  Key risks include CIP delivery, programme slippage, placements (CHC/Individualised Packages of 

Care, MH, neuro-rehab), Prescribing and GM system pressures.

CIP CIP delivery is ahead of plan at Month 10, with £395.0m delivered against a plan of £380.2m.  This represents 

78% delivery of the annual CIP target (straight line would be 83%), and therefore efforts must continue to ensure 

schemes with ‘back-ended’ delivery plans are achieved.  YTD CIP delivery is 49% recurrent.  

Key variance: 

Mental Health

The YTD M10 overspend is £19.6m (M9: £16.8m) and which in the main includes GM contracts and GMMH 

footprint locality OAPs pressures £8.3m (M9 £7.4m) and locality overspends totalling £11.3m (£9.4m M9). 

Identification of mitigations and a recovery plan continue to be implemented to reduce these overspends, currently 

forecast at £27.5m (£25.7m M9).

Key variance: 

Prescribing

Year to date prescribing costs exceed plan by £23.0m, an improvement of £2.6m which relates to reduced 

dispensing costs per day in November.  The full year forecast is predicting to exceed plan by £27.0m, this includes 

£6.6m from the recovery plan.  Main drivers include growth in prescribing, albeit lower than growth seen nationally, 

impact of weight loss drugs and NCSO growth.

Key variance: 

CHC

YTD CHC is overspending by £18.9m, driven by a mix of activity and volume changes and CIP reductions not 

being off-set with corresponding reductions in spend. FOT at Month 10 has deteriorated and is now reporting a 

£18.3m overspend (M9 £17.5m).  Costs continue to be reviewed to ensure they are appropriate and to identify 

mitigating strategies and savings, particularly referencing the outcomes of the external reviews, although the run 

rate does not appear to be reducing..  

Key variance: 

Community 

Services

The M10 Forecast position has deteriorated slightly from last month in community services, with a FOT of £0.3m 

overspend.  This includes a pressure relating to Neuro-Rehab (£3.9m), offset by reductions in the costs relating to 

Audiology contracts, Salford’s Integrated Adult Fund agreement, and Wheelchair Services utilisation and costs.

Running costs A review of all ICB operating costs to ensure accurate reporting to running and programme costs has been 

completed and transacted financially . As a result, NHS GM is expected to achieve the running cost target. And 

whilst reporting is refined running costs are reported as breakeven. It is noted that the CIP target for admin 

budgets is a total £15.9m, of which £11.7m has been delivered. There is significant risk of delivery of the 

remaining £4.2m



NHS GM Key Messages YTD movement

NHS GM is reporting a YTD deficit of £41.9m against a breakeven plan, resulting in an adverse variance YTD of £41.9m.  Overall, the YTD 

position has deteriorated by £10.0m, with movements noted in the following areas:

Expenditure 

Area - £m

M10

YTD 

Var

M9

YTD 

Var

In

Month

Var

Key Year to Date Pressures and Movements

Mental Health -£19.6 -£16.8 -£2.8

Of the position reported £1.8m relates to increased placements and ADHD costs across six of the ten localities, particularly Wigan, 

Manchester and Stockport. GMHC are reporting a £1.0m deterioration due to the on-going costs of OAPs albeit it at reduced cost 

compared to previous months.

Prescribing -£23.0 -£25.5 £2.5

The YTD actual position now includes 8 months of actual data (plus 2 months estimated) and the cost per dispensing day has reduced 

slightly in the November data to just over £1.8m per day on average, hence the improvement in month.  NCSO costs for November 

have remained consistent with those for October.

CHC -£18.9 -£16.4 -£2.5
The deterioration in month are due to increased demand, costs and case mix. The deterioration relates to Bury, Manchester, Stockport, 

Trafford and Wigan.

Acute -£8.0 -£4.1 -£3.9
The movement in the acute position relates to further increased costs relating to pass through Drugs and Devices.  The data is being 

validated, and discussions are taking place with providers to understand the impact of flex and freeze on the current reported position.

Community 

Health Services
£1.4 £1.8 -0.4 The YTD has deteriorated this month as a result of further increases in placements in Neuro Rehab in HMR and Manchester localities.

Other Variances £26.3 £29.1 -£2.8
This relates to the offset of the underspends relating to specialised commissioning, to match the planning assumptions.  There has also 

been some further slippage reported in Corporate / Operating Costs offsetting this.

YTD Variance --£41.9 -£31.9 -£10.0 Variance is against a breakeven plan



GM NHS Provider Financial Position Month 10

As at Month 10, a £32.8m deficit is reported by the providers, £29.1m worse than plan. The breakeven forecast is consistent with the updated plan 

of breakeven, albeit that some providers remain in a deficit position and others in surplus.

24/25 GM Providers Income Statement YTD Plan YTD Actual Variance

Full Year 

Plan

Full Year 

Actual Variance

£m

Income £6,678.7 £6,814.9 £136.2 £8,006.2 £8,119.9 £113.7

Pay -£4,251.3 -£4,345.7 -£94.4 -£5,092.5 -£5,180.8 -£88.4

Non-Pay -£2,338.9 -£2,417.0 -£78.1 -£2,802.4 -£2,835.8 -£33.4

Non Operating Items -£92.2 -£85.1 £7.2 -£111.3 -£103.3 £8.1

TOTAL Provider Surplus/(Deficit) -£3.7 -£32.8 -£29.1 £0.0 £0.0 £0.0

Surplus/Deficit Breakdown

MFT £0.5 -£19.7 -£20.1 £3.6 £3.6 £0.0

Christie £5.9 £7.6 £1.7 £7.0 £7.0 £0.0

NCA -£3.1 -£3.9 -£0.8 -£4.4 -£4.4 £0.0

Bolton -£1.9 -£2.8 -£0.9 -£0.6 -£0.6 £0.0

Tameside -£1.5 -£2.1 -£0.6 -£2.2 -£2.2 £0.0

WWL -£0.6 -£2.9 -£2.3 -£0.8 -£0.8 £0.0

Pennine Care £0.0 -£0.4 -£0.4 £0.1 £0.1 £0.0

Stockport -£1.8 -£2.9 -£1.1 -£2.5 -£2.5 £0.0

GMMH -£1.2 -£5.8 -£4.6 -£0.2 -£0.2 £0.0

Provider Surplus/(Deficit) -£3.7 -£32.8 -£29.1 £0.0 £0.0 £0.0



GM NHS Provider Position Month 10

M10 ‘Drivers of the deficit from plan’ summary

* Includes elements of bank and agency costs 

** These costs do not include elements of bank and agency also included in rows above and therefore do not match to the gross agency costs reported elsewhere in this 

report.

*** Mainly relating to MFT being additional clinics and activity in order to achieve 65 week wait targets, and inflationary pressures.

`
Total YTD 

variance
MFT Christie NCA Bolton Tameside WWL Pennine Care Stockport GMMH

Undelivered CIP * £14.6 £4.0 £0.0 £4.3 £5.1 £1.3 £0.0 -£0.1 £0.0 £0.0

Industrial Action impact ** -£6.9 -£3.2 -£0.4 -£1.8 -£0.1 -£0.2 -£0.3 -£0.2 -£0.6 -£0.2

Income Loss/Gain £21.2 -£1.7 -£1.3 £21.3 £0.0 -£0.7 -£3.6 £0.0 £3.8 £3.4

Other operational pressures 

Bank -£20.2 £15.8 -£1.2 -£16.6 -£2.9 £0.0 -£1.5 -£6.9 -£0.1 -£6.8

Agency £35.7 £11.9 £0.3 £13.1 £1.5 £0.0 £0.0 £1.9 £2.5 £4.4

Substantive -£80.4 -£53.0 £0.0 -£1.1 -£10.4 -£0.5 £0.0 £2.9 -£5.8 -£12.6

Other *** -£13.0 -£8.0 £0.0 £0.0 £0.0 -£2.4 £0.0 -£1.4 £0.1 -£1.3

Other -£22.8 £10.2 £0.0 -£29.3 -£1.8 -£0.1 £0.5 £0.0 -£2.2 £0.0

Mitigations 

Interest receivable £11.6 £3.7 £4.3 £0.5 £0.6 £1.0 £0.0 £0.5 £1.1 £0.0

Other £31.1 £0.0 £0.0 £8.7 £7.2 £1.1 £2.6 £3.0 £0.0 £8.5

TOTAL YTD Deficit -£29.1 -£20.1 £1.7 -£0.8 -£0.9 -£0.6 -£2.3 -£0.4 -£1.1 -£4.6
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The following slides show the I&E summary and run rate by GM NHS provider (Slide 1 of 2)
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I&E summary and run rate by GM NHS provider (Slide 2 of 2)
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Executive summary 

The aim of this paper is to:- 
 

• To appraise committee members of 
the progress being made on the 
completion of the GM annual plan. 

• To set-out the detail of the 
developing financial plan for the 
NHS in Greater Manchester, 
including the ICB. 

• To set out a risk-based approach to 
delivering the ICB’s strategic 
objectives for 2025/26 and the 
requirements of the NHS national 
planning guidance. 

 

The benefits that the population of Greater 
Manchester will experience. 

An effective annual plan optimises the 
delivery of national standards and GM 
priorities which ensure timely high-quality 
care and improved outcomes. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

An effective annual plan will ensure improved 
and more equitable outcomes. 
 

The decision to be made and/or input 
sought 

To note and discuss progress with the annual 
plan. 
 
Committee is asked to note the headline 
submission to NHS England on the 27th of 
February 2025.  These being a position at a 
point in time prior to completion of the final 
plan for submission in March. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
An effective plan mitigates ICB BAF risks:  
• SR1 - workforce capacity  
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N Y N Y N N Y 
 
  

• SR2 (a&b) - financial balance  
• SR3 Health inequalities 
• SR4 - delivery of operational standards 
 
 
 

Key milestones 

The 2025-26 annual planning process will 
have a two phase approach: pre national 
guidance (assumed Oct – Dec) and post 
national guidance (Jan-March). A monthly 
position statement will be provided to Board 
and other leadership forums 

Leadership and governance arrangements 

The planning process is led by the ICB, under 
the governance of the ICB Board and 
Executive Team. Committees will be involved, 
as appropriate to their scope. The 
development of the plan is led through the 
Planning Hub which is formed from 
organisations and representative groups from 
within the system. 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

Engagement has been undertaken through 
the planning hub. Members are expected to 
engage with their organisation and/or 
constituent group. The Trust Provider 
Collaborative has been engaged and is 
involved in this work. 
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1. Introduction 
1.1 The aim of this paper is: 

 
• To appraise Finance Committee members of the progress being made on the 

completion of the GM annual plan. 
• To set-out the detail of the developing financial plan for the NHS in Greater Manchester, 

including the ICB. 
• To set out a risk-based approach to delivering the ICB’s strategic objectives for 2025/26 

and the requirements of the NHS national planning guidance. 
• The plan was approved by the ICB Board at its meeting on 26th February 2025. 

 
1.2 The Finance Committee is asked to note the headline submission to NHSE as our current 

position at this stage in the planning cycle. 

2. Context 
2.1. This paper sets out progress with the development of the 2025/26 annual plan. This paper 

builds upon the papers received at the Board held 19th February 2025. The annual plan will 
be a combination of NHS operating guidance requirements and the 25/26 delivery of the 
Joint Forward Plan (JFP), incorporating the sustainability plan. 

 
2.2. The planning process incorporates projected achievement against planning objectives and 

financial allocations.  It also sets out the work programmes which will progress, during the 
financial year, to achieve these aims. 

 
2.3. NHS planning guidance includes a reduced number of overall planning objectives, albeit 

very challenging.  They are broadly similar metrics to 24/25 and in some cases, they seek 
improvement on prior years’ performance.  The financial settlement to systems is extremely 
challenging across the NHS.  Greater Manchester experiences several compounding 
factors.  These include partial repayment of the 24/25 forecast deficit; and the convergence 
policy which assumes GM has above target funding, this being reduced incrementally until 
considered to be at the correct level.  

 
2.4. The Sustainability Plan sets out how the GM system returns to financial balance through 

addressing the underlying deficit and secures a sustainable future through addressing 
projected demand growth and implementing new models of care. 

 
2.5. This means in 2025/26 we need to address: both fundamentals in our cost base - going 

beyond individual organizational CIPs and facing into structural issues and accelerate our 
progress on prevention to address Non-Demographic Growth 
 

2.6. Our approach to prevention is in 2025-26 is shaped by our agreed Prevention Framework 



 

  4 

and the delivery of our Sustainability Plan. This takes a comprehensive approach to 
population health and prevention that recognizes the importance of tackling the root causes 
of ill health. The Sustainability Plan is structured on five pillars – which we have used as the 
basis for our Annual Plan for 2025-26.  

 
2.7. Pillar 1 - Cost improvement in both providers and the ICB and system productivity will 

enable the effective recovery of core NHS services and support our workforce, thus enabling 
financial sustainability 

 
2.8. Pillar 2 – System Productivity and Performance - multi-provider and system activities to 

improve the use of our resources and drive up performance  
 
2.9. Pillar 3 - Reducing prevalence – acting on the wider determinants of health – will be 

enabled through strengthening our communities and helping people to stay well and 
detecting illness earlier, as well as enabling people to get into and stay in good work 

 
2.10. Pillar 4 - Proactive care will also help people to stay well and detecting illness earlier, as 

well as enabling people to get into and stay in good work, and contributing to recovering 
NHS services and thus enabling financial sustainability 

 
2.11. Pillar 5 - Optimising care will enable the system to move towards the model of health 

described in our strategy and missions. It will also enable people to stay well and detect 
illness earlier, the effective recovery of core NHS services and support for our workforce, 
thus enabling financial sustainability 

 
2.12. The Sustainability Plan described that, for the Reducing Prevalence and Proactive Care 

pillars (the third and fourth pillars) Non-Demographic Growth (NDG) could be mitigated in 
three years through planned population health interventions and the partial impact of 
additional investment. 

 
2.13. Our Annual Plan sets out the specific programmes and deliverables that will take place 

during 2025/26 that will contribute towards the delivery of pillars 3 and 4. Our delivery will be 
based on three main areas:  
• Fully mobilising delivery through the GM Model Neighbourhood as part of our wider GM 

Live Well ambitions.  
• Scaling up delivery of our whole organisation Multi-Year Plan Prevention Plan with a 

2025/26 focus on preventing Cardiometabolic Diseases (primarily CVD and Diabetes). 
• Evidencing the impact of Population Health interventions on health and care demand 

and cost through a national GM ‘Prevention Demonstrator’. 
 
2.14. This is underpinned by our GM Fairer Health for All framework- our collaborative approach 

and priority action across the city-region to reduce health inequalities 
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3. GM System Plan 
3.1. Work commenced on developing commissioning intentions in October 2024.  These 

intentions are framed in the context of: 
 
3.2. The delivery of our GM Sustainability Plan and the work being done across our Integrated 

Care Partnership to improve the health of our population, tackle inequalities and drive social 
and economic development 

 
3.3. Our challenging financial position and the requirement to achieve a financially balanced 

position from 2026/27  
 
3.4. Therefore, in order to be included for consideration schemes must contribute to one or more 

of the following: 
 
• Delivery of our Financial recovery plan, including plans to disinvest 
• Compliance with a statutory duty 
• Responding to a quality or safety issue 
• Implementation of a specific commitment forming part of the delivery of our 

Sustainability Plan 
 
3.5. Work is on-going to codify all schemes in terms of resource impact, and in particular whether 

they will contribute to the GM Financial Recovery Plan for 25/26 and the ambitions of the 
Sustainability Plan. 

 
3.6. A key programme for 2025/6 is the Health and Care Services Review.  This was 

established in May 2022, originally set up to address secondary care sustainability issues.   
 
3.7. It was re-purposed in November 2024 to focus on wider system pressures and is now seen 

as the main programme of work to address the ‘Optimising Care’ pillar in the Sustainability 
Plan – though it is not set up to deliver the totality of transformation required.   

 
3.8. There is good progress with plans in place and coming to fruition for Outpatient 

Transformation and Market Management which should realise at least c£3m reduction in 
spend in 2025/6, however it is acknowledged that the service changes required to underpin 
resource release in the other pillars will take longer to achieve.   

 
3.9. Work is now underway to clarify the scope of the Urgent Care programme and to explore 

whether Children’s Services plans are ambitious enough (and their fit with the Specialised 
Commissioning Safer Care for Babies and Children programme).  It has been confirmed that 
the focus of the Maternity work in the Women’s Health pillar will be on improving quality and 
outcomes and reducing inequalities, leading to better use of resources in the longer term. 
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3.10. NHS GM plans to fulfil the mental health investment standard.  This will focus on safety, 
gaps in delivery of national priorities and schemes which deliver a financial benefit for 
investment in preventative care. 

 
3.11. Medicines will be a key aspect of financial recovery a variety of schemes are developed as 

part of the CIP.  The increase in early identification of chronic disease will create additional 
cost within the medicines budget.  This will ultimately drive a saving in future treatment costs. 

 
3.12. A series of productivity and efficiency initiatives are being prioritised in 2025/26 across all 

our system programme areas. These respond to various benchmarking information and 
areas identified as best practice.  The ICB and each Trust is developing action plans for key 
points of delivery. 
 

3.13. A significant focus will need to be placed on elective care.  Changes to the Elective Recovery 
Fund allocation create a limited resource for investment in elective care.  Greater 
Manchester will need to make a significant movement in its waiting times in 25/26 and the 
years following.  The elective resource will be prioritised based on clinical need, followed by 
waiting time.  This will mean a movement in resources to certain specialties over the next 
twelve months. 

 
3.14. The first formal planning submission for Greater Manchester will be made on the 27th of 

February to NHS England.  This, Headline Submission, is not a full or final submission and 
represents progress at a moment in time.  It is normal at this stage in the process that there 
is variance against planning expectations.  The headline submission will include finance, 
workforce, and a subset of performance and activity metrics.  In addition, a check list of 
productivity actions based upon national standards and benchmarking packs provided with 
planning guidance.  The key indicators are shown in the sections below. 

 
3.15. The proposed headline submission shows a system deficit of £535.4m against a control total 

of a deficit of £200m.  This is comprised of a provider deficit of £375m and ICB deficit of 
£160m.  Within this is a Cost improvement programme of 4.5% (providers) and 5% (ICB).  
Detailed financial information is included in sections 4-8 

 
3.16. Overall workforce movement is a reduction of 1% across NHS Foundation Trusts and the 

ICB.  This is an aggregate position with a range between organisations. 
 
3.17. Against the key indicators in the headline submission, which are a subset of the overall 

planning guidance metrics.  A full submission against all metrics will be required for the final 
submission. 
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Metric National 
Standard 

Projection Note 

A&E 4 hour target 78% 76.7% 4 of 6 providers compliant 
52 week waiters <1% of waiting 

list 
1.63% 5 of 6 providers compliant 

Elective referral to 
treatment <18 
weeks 

The higher of 
60% or 5% 
increase  
(60.7% estimate) 
 

56.7% 4 of 7 providers compliant 

Cancer treatment 
under 62 days 

75% 75.8% 6 of 7 providers compliant 
(3 providers aiming to exceed 
national standard) 

Cancer faster 
diagnosis standard 

80% 79.3% 6 of 7 providers compliant 

Reduction in mental 
health inpatient stay 

Reduce Circa 10% 
reduction 

2 of 2 providers showing material 
reduction 

Access to mental 
health services for 
CYP 

54,310 contacts 54,310 3 of 3 providers compliant 

Reduction in 
numbers of people 
with learning 
disability and/or 
autism in mental 
health inpatient 
beds 

10% reduction 10% 
reduction 

GM compliant 

 
3.18 Key GM improvement programmes include: 
 
a. Primary Care: Improving access to dental services including a single point of access helpline. 

Providing support to practices to deliver access and a good overall experience for patients 
with a focus on modern general practice access (MGPA), digital tools and aligned to 
neighbourhoods and community working. 

b. Cancer: Improving screening uptake (breast, cervical & bowel) with targeted public & patient 
facing communications, implementing targeted interventions to identify patients at higher risk 
of cancer, supporting primary care to identify and manage suspected cancer referrals, 
implementing and expanding the use of AI and teledermatology and implementing national 
priority actions aimed at addressing unwarranted variation in diagnosis and treatment 
pathways and quality markers.  

c. Elective: Developing a single point of access referral management centre for the whole of 
GM, building on existing best practice and existing services.  Ensuring we are maximising 
outpatient capacity and improving productivity by clinic template standardisation; outpatient 
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job planning; DNA rate reduction; First: Follow-up rate reduction. Ensuring theatre estate is 
being maximised across GM and working with providers to implement best practice standards. 

d.  Diagnostics: Improving equitable access to diagnostics and demand management by rolling 
out straight to test pathways, single queue diagnostics, portable diagnostics to be driven 
through phlebotomy and point of care testing and extended opening hours. Increasing the use 
of digital technology to deliver cross organisational scheduling and reporting. Implementing 
best practice to drive up quality and improve access across services. 

e. UEC: Implementing alternatives to response & transfer developments, working with 
community and primary care services, consistent offer for front door streaming, improving 
ambulance handovers. Delivering alternatives to attendance at ED and admission including 
hospital at home and community falls response services. Improving discharge and flow 
working with NHS provider trusts to support flow improvement initiatives, benchmarking and 
sharing best practice. 

f. Mental Health:  Maintaining the reduction in out of area placements and reducing days 
away from home. Improving adult community mental health services including the 
implementation of the living well model. Enhancing children’s and adult mental health crisis 
and community services. Developing a system wide 3 year inpatient bed capacity plan. 

g. Community Services: Developing core standard for intermediate care and community 
nursing across GM to meet population need. 

h. Strengthening digital as a means of achieving prevention and early intervention 
 

4. ICS - Revenue Position 
 
4.1. The purpose of this section is to highlight the overall ICS planned Revenue financial position 

for 2025/26. This includes both Providers and ICB summary information, including high level 
efficiency planning numbers. The section then goes on to describe the ICB budget setting 
process, highlighting the pressures that are required to be funded, along with the 
assumptions used to drive the budget setting calculations.  
 

4.2. The section also links together the budgets as set with the ICB’s sustainability plan 
investments, as well as other transformational and “left shift” funding requirements. 

 
4.3. The following table provides a summary of the overall revenue position for the ICS for the 

financial year to 31st March 2026.  
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4.4. The overall position that is recommended to be submitted to NHS England on 27th February 

is a deficit of £535.5m. This is made up of a deficit in the Provider sector of £375.5m, and a 
deficit within the ICB sector of £160m. 
 

4.5. NHS England have provided a Control Total for the GM system of £200m. The deficit to be 
submitted is £335.5m above the allocated control total.  This is the remaining problem we 
need to resolve by the final planning submission date of 27th March 25. 
 

5. ICS - Efficiencies 
 
5.1. The deficit plan of £535.5m, is after all GM organisations have identified a planned level of 

Cost Improvement Programmes (CIP) that supports their planning submission. This totals 
£482.5m, Provider total being £362.4m, with the ICB total being £120m. 
 

5.2. The following table shows the breakdown of the CIP across the sectors of GM ICS. 
 

 
 

5.3. As can be seen from the table above the Provider sector is planning CIP of 4.5%, whilst the 
ICB is planning CIP at 5%. The percentages are all calculated based upon the level of 
influenceable spend in both sectors. 

 
 
6. ICB Budget Setting  
 
6.1. The ICB has undertaken a challenging and detailed budget setting process involving all Chief 

Officers to ensure that robust and appropriate budgets are set for each of their areas.  
 

6.2. The following table is a summary of the budgets proposed at reporting line level covering the 
whole of the ICB’s allocation. 
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6.3. The ICB funding gap after the application of the ICB element of the Control Total is £110m, 
this being the budget deficit of £160m less the proposed Control Value of £50m. 
 

6.4. There is a significant level of detail that sits below the high level summary above and has 
been shared with Chief Officers as part of this budget setting process.  The ICB pressure of 
£160m includes repayment of historic deficit (£31.6m) and convergence (£18.8m) within 
earmarked allocations. A more detailed analysis of the ICB budgets will be presented to the 
March Board meeting for approval. 

 
7.  Construct of the ICB budget deficit 

 
7.1. The ICB deficit can be analysed into the following headings: 

 
• Demand Based Pressures (including Outturn and Locality Pressures) 
• Chief Officer Pressures 
• Contractual Pressures 
• Other Pressures 

 
7.2. The following is a breakdown and short narrative of each of the headings identified above. 
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7.3. In addition, the ICB Budgets for 2025/26 include the costs of repayment of the Historic 
System Debt repayment from 2023/24 of £31.6m. This is the capped value for GM system 
repayment based upon NHS England guidance. 
 

7.4. Additionally, the budget also includes the costs of the allocation reduction suffered by the 
ICB due to Convergence £17m.  The above pressures are draft and need further discussion 
before being presented back to March Board for approval. 
 

8. Delivery of the Sustainability Plan 
 
8.1. The proposed budgets in Section 3 are intended to support the delivery of the Sustainability 

plan whilst recognising there is further work required to manage the remaining financial 
challenge by the end of March 25. 
 

8.2. To provide a further degree of assurance that the ICB strategies are being supported within 
the proposed budgets the following is an extract of the material budget components in this 
area. This includes transformational change and commitment to improving population health 
outcomes as referenced in the NHS 10 Year plan, supported by continued and increased 
investment in the 3 pillars of reducing prevalence, proactive care and optimal care.  This will 
bolster the neighbourhood model and focus on more transformational priorities supported by 
the health and care review.  
 

8.3. The following items are embedded within the current plan position and support ICB service 
transformation and improving population health: 
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• All SDF assumed to be invested to support appropriate service developments and 

transformation. This includes the SDF funding that has now transferred into the core 
baseline (£92m - net of NHS England funding reduction of c£9m), and SDF published to 
date re Cancer Alliance funding (£11m) and CDCs (£51m). In addition, further SDF still to 
be determined and notified is currently estimated at (£53m). 

• Proposes the creation of a Mental Health Integrated fund by amalgamating earmarked 
funding for MHIS and Mental Health SDF (£TBC). 

• Includes additional funding to support the roll out of primary care incentive funding to a 
consistent standard across the ICS that has been proven to be effective in managing 
demand and preventing admissions into secondary care (£8m). 

• Includes additional funding for Live Well - as part of the agreed funding strategy with the 
Greater Manchester Combined Authority (GMCA) (£5m). 

• Material ICB pressures funded in Prescribing, CHC and Mental Health to help manage 
the increased demand currently being experienced and where forecast to 
continue (£104m). 

• CIP within localities to work differently – strategy of deployment of CIP to localities/teams 
yet to be developed but once allocated, focus will be on transformational change that will 
deliver services at reduced cost. 

• Use of strategic capital as an enabler for transformational change (£60m). 
• System groups challenge – the balance of Strategic Investment Fund monies remains at 

region – opportunity to transform services and bid against a NW Regional pot where 
return on investment can be evidenced. 

• Transformational review of elective services spend overall, including ERF and reviewing 
all acute & independent sector – opportunity to spend the NHS £ on more appropriate 
and challenged specialties such as ENT / Gynae, instead of less challenged such as 
Ophthalmology. (£TBC). 

• No reductions in dental funding assumed – therefore opportunity to increase dental 
services activity (£6m). 

• Assumes funding to meet the required Mental Health Investment Standard (£33m). 
• Assumes utilisation of UEC Capacity funding in line with 24/25 expenditure (£48m). 
• Includes growth to meet BCF minimum mandated levels (£6m) and full utilisation of 

discharge funding (£27m). 
 
 
9. Other Assumptions Underpinning ICB Budget Setting 
 
9.1. The following is an exposition of the main assumptions used when setting the ICB budgets 

for 25/26: 
 

• Start point of plans is Month 08 budgets – with a high-level review of M9 forecast outturn 
also undertaken to ensure the run rates of MH, CHC and Prescribing wouldn’t 
necessitate further additional funding 

• Includes 25/26 published allocations plus income assumptions for other expected 
allocations such as CDC’s / Cost of Capital etc. 

• Includes price uplift assumptions in line with nationally and locally agreed rates  
• For placements, an enhanced uplift rate of 6.5% has been used.  In addition to this, 

pressures against the 2024/25 budget have been incorporated.  For CHC this means a 
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plan of £312.9m has been proposed, an increase of £28.6m vs a forecast of £284.3m at 
M8 

• A 7.1% enhanced uplift rate has currently been used for prescribing (3.5% inflation, 3.6% 
activity growth). In addition to this, £34.9m of 2024/25 outturn pressures have been built 
into plan.  In total this takes the plan for prescribing to £630.4m, an increase of £57.8m 
relative to the M8 outturn position of £572.6m. 

• Funding set aside to meet other 25/26 cost impacts such as MHIS, minimum mandated 
BCF levels, and CNST. 

• Includes cost pressures from Chief Officers and localities received up to 3pm Tuesday 
11th Feb. 

• Does not include additional funding for commissioning intentions – assumes these will be 
met from existing resources or SDF / MHIS. 

• The position is adjusted to reflect a pressure of CIP non-recurrent achievement in 
2024/25. 

• Assumes the £92m of SDF transferred into the baseline plus any future SDF is a neutral 
impact (I.e. assumes full spend in line with allocation). 

• Assumes ERF impacts are neutral (I.e. 25/26 expenditure will match the allocation). 
• Assumes Primary Care Delegated, Specialist Commissioning, and Running Costs 

expenditure is in line with published allocations. 
• Assumes £21m of Capacity funding released to the bottom-line in 24/25 continues to 

support the bottom-line gap in 25/26, with full utilisation of remaining capacity & 
discharge funding. 

• Includes £18.8m convergence in full as a deficit to the ICB. 
• Includes £31.6m deficit repayment in full as a deficit to the ICB. 
• Assumes £50.5m benefit to the ICB from the £200m ICS control total. 
• No 25/26 growth assumptions included except for Prescribing which includes 3.6% 

volume growth. 
• Prescribing pressures currently exclude £23.8m for Specific, SGLT2’s, Community 

Pharmacy, and Risk which is currently being reviewed again 
• Removes any historic negative budget pressures held in Earmarked Allocations. 
• Includes full utilisation of additional £16.2m 24/25 recurrent CUF allocation, and £5.9m 

non-recurrent pay. 
• Assumes 25/26 CIP savings at a level of £120m. 
• An initial income reconciliation between Providers and ICB to minimise differences in 

assumptions has taken place and this work will continue throughout the planning 
process. 

• All the assumptions above may be subject to further review and scrutiny in order to 
reduce the deficit prior to submission of final plans 

 
 

10. Preventative and proactive care 
10.1. In GM, more people are becoming ill and then deteriorating to the point where they need 

hospital-based care. This is a poor outcome both for the people concerned and for the 
system in terms of increased expenditure and increasing pressure on services. Unless we 
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invest in prevention and the left shift, this ‘right drift’ – as described in Lord Darzi’s 2024 
report and the GM Sustainability Plan – will only continue and accelerate. 
 

10.2. We have evidence-based, scalable plans across both prevention pillars (3 and 4) in the 
Sustainability Plan. The Plan described that projected future costs would need to be 
addressed through the impact of both current and new investment over a multi-year period.  

 
10.3. In summary, the existing and proposed new investment for 2025/26 is as follows. The impact 

of existing NHS GM investment relating to Pillar 3 (Reducing Prevalence) aligned to the 
delivery of activities set out in the Annual Plan for 2025/26 and funded through the recurrent 
NHS GM Population Health budget is as follows:  

 

11. Impact of Current Investment 
NHS GM Annual Plan 2025/26 Population Health Priorities (£m) 

 
11.1. As set out in the Sustainability Plan, the impact of existing investment relating to Pillar 4 

(Proactive Care) setting out a £9.1million investment in 2025/26 for a financial saving of 
£47.5million, is as follows: 

 
Programme (£M) Y1 Inv Y1 

Saving  
Y2 
Inv 

Y2 
Saving  

Y3 
Inv  

Y3 
Saving 

Investment 
Already 

Agreed 3 
Years 

Savings 
3 Years 

Alcohol Care Teams 0.7 0 0.7 2.7 0.7 2.7 2.1 5.4 
CVD 3 21 3 21 3 23 9 65 
Diabetes 3 1 0 1 0 1 3 3 
Social Prescribing 1 3.5 1 3.5 1 3.5 3 10.5 
Tobacco Treatment 
Teams  

4.4 22 4.4 22 4.4 22 13.2 66 

Totals  12.1 47.5 9.1 47.5 9.1 47.5 30 150 
 

12. Impact of New Investment  
 
12.1. The Sustainability Plan was based on £50m additional investment from 2025/26 onwards, 

generating the following return on investment: 

2025/26 
Investmen

t 

2025/2
6 

Return 

2026/27 
Investme

nt 

2026/
27 

Return 

2027/28 
Investme

nt 

2027/
28 

Return 

2028/29 
Investme

nt 

2028/
29 

Return 

Total 4 year 
Investment 

Total 4 
year 

Return 
£9.247 £12.32

9 
£9.247 £12.3

2 
£9.247 £36.9

8 
£9.247 £36.9

8 
£36.988 £98.634 
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12.2. Commencing in 2025/26 we propose that we can optimise the impact of the additional 

investment and maximise the return on investment through the following programmes. 
These proposals will be developed further through a paper to the Board seminar in March.  

 
Programme 

GM Sustainability Plan – Pillars 3 and 4 
• GM Live Well Neighbourhood Model  
• GM BeCCoR Programme  
• Scale up of CURE Programme  
• Investment in five business cases that we will bring forward in Q1 and Q2 2025/26: 

Obesity and Healthy Weight; Alcohol Harm: Enhancing and Expanding Alcohol Care 
Teams and Enabling People Powered Recovery; Screening and Immunisation: 
Reducing vaccine-preventable conditions through locally led approaches; Scaling Up 
Social Prescribing; Falls Prevention 

• Secondary prevention and optimising LTC - delivered via LTC and secondary 
prevention programme and investment aligned with commissioning intentions (includes 
CVD, Diabetes, Respiratory, Frailty and multiple LTC including mental health).  

• Obesity and Tirzepatide NICE TA - costings to be confirmed once national 
commissioning guidance is released 

• Medicines horizon scanning - separate financial analysis underway 
• Investment aligned to MHIS to support scaling up of community mental-health offer.  

13. Recommendations 
 
13.1. The Finance Committee is asked to: 

• Note and discuss the contents of the report. 
• To note that the ICB Board approved the headline submission to NHSE as a work in 

progress plan, at its meeting on  
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Finance Committee  
4 March 2025 

Required information Details   

Title of report  GM Estates Programme Update  
Author  Lyn Brankin 
Presented by Lyn Brankin 
Contact for further information Lyn Brankin 

Executive summary 

This report provides an update on the NHS 
Greater Manchester (GM) estates programme 
of work with the aim of making more effective 
use of estates resources, progress on the 
deliver efficiencies and on work being 
undertaken pan GM in collaboration with local 
system partners.   
 

The benefits that the population of Greater 
Manchester will experience. 

Ensuring patients are able to access secure 
and safe health care estate whilst working to 
achieve effective and efficient use of 
premises.   
  
Aiming to be in a position to achieve 
efficiencies in estates costs by means of 
improving utilisation of retained estate and 
reducing the amount of poor-quality estate.  

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
The aim is to ensure accessibility to services 
delivered from fit for purpose, safe, warm and 
secure estate.   

The decision to be made and/or input 
sought 

This paper has been submitted for 
information to the Finance Committee to 
receive and note the contents.  

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
 
 
 

Key milestones There are various key milestones involved in 
the work reflected in this update.  

Leadership and governance arrangements 

This is an update paper involving work that 
adheres to various governance arrangements 
and where governance arrangements are not 
in place they are being developed and will 
follow due process. 

Engagement* to date This is a general estates update paper with 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N Y N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Introduction 
The purpose of this report is to provide an update on the NHS Greater Manchester Estates work 
programme; in particular the areas which support the delivery of GM and Local System priorities 
primarily to make more effective use of GM estates resources and to deliver efficiencies. It advises 
on progress of estates work being undertaken pan GM in collaboration with Local system 
partners, and risks. Appendix 1 provides the most recent GM system update that goes to all ICP 
organisations and ICB functions with the key focus areas in more depth below. 

1.0 Key Programme Focus Compliance and Efficiencies 

1.1. With the retirement of Jo Larkin the capacity and capability within the GM estates team is 
further limited. The workload of the team has been prioritised focussing on those 
efficiencies, primary care NHSE capital spend and regulatory compliance. 

1.2. Efficiencies. The estates efficiencies and enabling efficiencies programme aligned to the 
MIAA review is progressing. 

1.3. Master Planning schedule. Further progress has been made with this enabling 
workstream activity in terms of primary care collating accurate, up-to-date key data and 
continuing to develop a master property schedule for all GM properties with the remainder 
system partner engagement now underway. Information on leases is now being used to 
inform proactive responses to lease expiries along with NHSE primary care capital bids. 
The information will provide decision making information on void and under utilised 
accommodation. Progress continues to be made with Community Health Partnerships 
(CHP) and NHS Property Services (NHSPS) to collate community property plans to arrive 
at actual usable void accommodation forming part of the GM estate. Work has 
commenced on a utilisation study pilot at the Oldham ICC which is the largest CHP 
building in GM. 

1.4. Workstream 1: Voids and subsidy charges for underutilisation of bookable 
accommodation in community properties. Work continues with CHP and NHSPS to 
reduce the gaps in information on primary care utilisation to initially arrive at a priority list 

 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

no requirement for engagement other than 
members of the estates team providing 
information on areas or work they are 
involved with.  
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of the top 20 properties in the initial phase.  Meetings with Locality colleagues, NHS 
providers, CHP and NHSPS will then be arranged in each Locality to review the 
opportunities, validate occupational data and categorise opportunities to inform phased 
efficiencies for the voids and subsidies action plans. Note financial tenant subsidies do 
not fall within the estates work plan as they are to be dealt with separately. 

1.5. As reported previously, PWC completed a review of the GM estates PID named Better 
Utilisation of Community Estate, which is the programme plan for this workstream. PWC 
assessed the PID over several factors advising of the next steps to be undertaken in three 
areas as per the dashboard in table 1. The financial analysis has been done for 24/25 a 
realistic assessment of the 25/26 opportunity remains difficult until the master property 
schedule has been completed and the locality meetings have taken place. At this point in 
time the estates team is struggling to engage a number of Trusts in order to fully complete 
the master property schedule. The QIA and risk mitigation has been completed. 

1.6. Table 1: PWC PID Efficiency Review Dashboard.  

 

1.7. The NHSPS programme continues to progress work with Localities on the 
disposal/decommissioning of ‘Tail’ estate and release revenue savings. The CHP 
programme will focus on the LIFT properties in the Oldham Locality that have the highest 
value of underutilised and void accommodation. A Left Shift clinical and commissioning 
workshop is being arranged for April with facilitation by the NHS Confederation and 
contacts have been made with NCA and Pennine Care to discuss these opportunities.  

1.8. Workstream 2: Lease Expiries. A comprehensive list of all existing GM premises and 
key data is almost complete as per section 1.3 with lease expiries reflected as part of that 
database. The information enables discussions with landlords to explore lease 
renegotiation opportunities on or before lease events occur. The capacity to support 
delivery of this compliance area is provided through NHSPS as a pilot SLA. A log of 
NHSPS SLA benefits is being maintained to demonstrate effectiveness and delivery of 
value for money benefits versus the cost of support. The current primary care premises 
data has been used to support 2025 – 26 NHSE capital grant bids. 

Workstream 3: Disposals, investments and acquisitions. The main milestone 
activities relate to identifying the ‘Tail’ estate for disposal or decommissioning and the 
action plans to relocate service providers into alternative underutilised community estate 
where appropriate. The estates team continues to ‘press’ Localities to complete the Core, 
Flex and Tail (See Core Flex and Tail definitions below) exercise with only 4 Localities 
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having provided the required information in the correct format to date. The majority 
providing the required information in relation to the ‘health’ estate. The plan is to develop 
a high level critical path of the key activities, decisions and dependencies to dispose of 
‘Tail’ and investment in premises defined as core properties. The Local Strategic Estates 
Groups (SEGs) have been asked to complete this system assessment which is overdue 
in some Locality areas 

 

1.9. Workstream 4: Corporate Accommodation. NHS PS hold the head leases on premises 
whereby we are ‘holding over’ and out of the lease term. Formal Notice to Quit the larger 
side of the 4th floor at St James’s House Salford has been served thus saving costs with 
options in respect of the smaller side of that floor being considered. All activities identified 
by MIAA remain in progress in co-ordination with Localities and GM functions e.g. HR, 
communication and finance. The other continued activities include conduct staff surveys 
and explore shared workspaces with system partners.  A high-level analysis of the 
comparable corporate office costs at each staff location has been undertaken, which has 
been shared with localities, and is being used to inform the development of a business 
case considering workstation numbers and the possibility of rationalising corporate office 
accommodation. This work is expected to be completed in the next few months. 
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2.0 Risks/Mitigations 

2.1. The four strategic risks relating to the Infrastructure Strategy implementation and 
business as proposed are reflected in table 2 below. 

2.2. Table 2: Previous Strategic Estates Additions to Risk Register 

Ref Risk: Cause: Impact: 

Ongoing Strategic ambition 
to deliver services 
from facilities 
across GM 
appropriate for the 
provision of 21st 
century healthcare 
is not achieved 
 
 

Large proportion of 
ageing or not fit for 
purpose  estate across 
GM which acts as a 
blocker to effective 
quality service delivery  

Lack of capital / revenue 
to undertake required 
works to bring the 
premises up to 
‘standard’ 
 
 

Without investment there 
will be increased 
maintenance costs and 
likely more compliance and 
safety issues.  

Regulatory compliance may 
not be met and below 
minimum NHSE quality 
standard accommodation 
impacting patient 
experience and staff morale 

Where service access and 
flow is sub optimal this can 
lead to inequalities and 
service efficiency/ 
productivity issues 

Ongoing Absence of clear 
clinical strategy 
and service 
specific 
neighbourhood 
commissioning 
plans that identify 
optimum service 
provision 

 

Lack of clear long term 
specific clinical 
community service 
model  

Lack of information on 
utilisation of current 
estate and activity 
provided from 
accommodation 

Lack of local community 
and patient engagement 

Services provided from 
community properties do 
not deliver the most 
beneficial improvements in 
access and health 
inequalities for patients 

Lack of clarity in strategic 
direction leads to delays in 
increased utilisation and 
effective development and 
use of resources 
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Ref Risk: Cause: Impact: 

with regard to services  
provided  

 

Regulatory compliance may 
not be met. 

In areas of significant 
growth patients may be 
unable to access face to 
face appointments. 
Potential loss of ARRS 
funds if staff cannot be 
employed due to the lack of 
accommodation 

Ongoing Significant 
increased or 
optimised 
utilisation in 
community estate 
resource is not 
achieved  
 

Gaps in information on 
the current estates 
database on ownership, 
occupancy, service 
delivery, estate capacity 
and estate utilisation, 
such that plans on 
changes to the estate 
are not developed and 
decisions are not robust 
for new or increased 
occupancy 

Lack of capital and 
revenue to facilitate 
changes 

Barriers to tenants 
increasing occupancy 
are not mitigated or 
removed sufficiently 

Lack of clear financial 
principles and flows to 
clarify and encourage 
service movement to the 
community estate 

Opportunities to improve or 
increase  service flow, 
increase productivity not 
achieved 

Estate continues to be a 
blocker to effective quality 
service delivery 

Failure to maximise 
efficiencies and 
opportunities for cash 
releasing savings or 
reducing costs 

Failure to increase care 
closer to home and reduce 
health inequalities 

Opportunities to increase 
access for face to face 
appointments not achieved 
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Ref Risk: Cause: Impact: 

Lack of project capacity 
and capability within ICB 
and NHS providers 

Lack of capital / revenue 
to undertake capital 
works 

Ongoing Significant future 
GM housing 
growth leads to 
unfunded and 
unplanned 
expansion of 
healthcare 
services and 
infrastructure 
 
 
  

GM ambitions for 
housing growth exceeds 
national ambitions with 
considerable impact on 
health 

Local authority planning 
does not consider and 
plan for health 

Local system planning or 
relationships not 
sufficiently mature to 
consider the whole 
impact and solutions  

System funding isn’t 
directed to community 
services and 
infrastructure  

S106 and Community 
Infrastructure Levy is 
limited and is not 
prioritised by Local 
Planning Authorities 
benefitting the health 
estate 

Health capital investment 
spread more thinly with 
recurring costs requiring 
mitigation 

Without investment there 
will be increased 
maintenance costs and 
likely more compliance and 
safety issues. 

Regulatory compliance may 
not be met increasing 
patient and staff safety risks 

In areas of significant 
growth patients may be 
unable to access face to 
face appointments 

Health inequalities and 
access may worsen 
affecting the most deprived 
and vulnerable 



 

  8 

Recommendations 

3.0 The Finance Committee is asked to: 

• Note the contents of the report and the proposed ongoing strategic risks 



Appendix 1 NHS GM ESTATES PROGRAMME - Update at February 2025 
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Key Programme Highlights

Estates CIP Efficiencies: Utilisation of Community Estate – Voids and
Underutilisation Subsidies
• This workstream focuses on the identification and improved levels of utilisation of the

NHS PS and CHP buildings. A large part of programme planning is to be progressed
through the re-establishment of the GM Strategic Estates Utilisation Group (ToR
under review revisiting scope and membership), SEGs and Locality Finance Leads. A
pilot project involving service providers and CHP has commenced in Oldham in
relation to improving the use of the ICC building with outcomes and recommendations
shared.

• Void locality packs have been created and shared with each locality to identify the
void space using building plans for each site in order to identify rooms and category of
void accommodation whether that be clinical, admin or other uses.

• Individual meetings have been completed with each locality along with
representatives from both NHS PS and CHP to discuss voids and to determine if
opportunities for improved use or building reconfiguration are possible. The outcome
is as as follows:

Outcome No Sites
Opportunity - CIP Savings 24
Opportunity - Investment Required 17
Data issue 16
Dental 13
Other Opportunities 10

- Savings opportunities have been identified across 24 sites. For those savings that
have been quantified to date, this equates to £260k per annum.

- Further opportunities are present that require capital funding to reconfigure or fit out
accommodation in order to increase use.

- Data cleanse is required across a number of sites where possible voids have not been
identified but where they may exist.

- Dental voids need further long-term commissioning decisions to determine whether
accommodation can be reconfigured to create alternative clinical accommodation
(subject to demand) .

Corporate Accommodation
Corporate Accommodation Review GM
• Surveys have been undertaken with each locality to understand utilisation and

potential cost saving opportunities . The surveys have been followed up with visits to
all sites to review space occupied and discuss occupational agreements in place.
The review shows potential recurrent saving opportunities of c£700k

• This workstream is being supported by NHS Property Services.
• We are exploring the possibility of corporate accommodation across GM to be

accessible to wider NHS GM staff to improve utilisation. Wigan and Bolton are both
able to accommodate the opportunity to enable wider NHS GM staff use of corporate
accommodation whilst other areas are limited due to logistics such as access/ security
on site.

• There is opportunity for further future savings to align with lease end dates. A lease
expiry database has been developed for GM and shared with localities. Periodic
reviews are to be undertaken to inform future workstation demand and where possible
negotiate a reduction in numbers .

Tootal
- An extension to the has been agreed with GMCA taking the occupational agreement

end date to October 2025. This will enable NHS GM time to undertake a better-
informed review of accommodation demand following landlord refurbishment works
due to complete in March 2025.

- A follow up team champion engagement session has been arranged in April to
provide feedback from colleagues' post refurbishment works including access to the
new 3 formal meeting spaces

- Options are being explored for the longer-term city centre NHS GM accommodation
requirements offering better value for money including continuing to co-locate with
GMCA or other premises within Tootal or within the Town Hall Extension .

St James House
• Following confirmation of dates to decommission the COIN link, the instruction to exit

from the front wing of St James House has now been sent to NHS Property Services
resulting in future recurrent annual savings of £155k. Formal Notice to Quit has now
been served on the landlord with vacant possession required by 7th May 2025.

• Options in relation to the continued use of rear wing or alternative accommodation are
currently being considered.
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Programme Update

Left Shift – Improved utilisation - CHP PACE Programme
• As part of this programme, we have an opportunity using NHS Confederation and

CHP to facilitate a system workshop focussing on Left Shift opportunities building
on experience in other ICB areas where it has worked well to get system
stakeholders on board across organisations and functions .

• CHP has confirmed that clinical leads from other ICB areas are happy to present
virtually or in person (pending date) sharing experience, challenges and success
from other areas.

• A pilot has been established in Oldham with a Task and Finish Group currently
assessing the Oldham Health Estate assets. The outcome of these assessments
will feed into a forthcoming Workshop planned for March to establish a clear ‘Left
Shift’ Implementation Plan.

SEG Chairs Forum and Locality SEG update:
• As the NHS GM Estates Team continue to implement a prioritised Efficiencies

Programme, SEG attendance will continue to be restricted to requests to attend SEG
meetings to address specific agenda items.

• It must be noted that NHS GM will feed into SEG Chair meetings in order that SEGs are
kept informed of NHS GM estates matters.

• The January SEG Chairs Forum was cancelled with the next Forum is scheduled for 13
March. At this meeting there will be updates on actioning the Core, Flex and Tail plans,
establishing SEG dashboards and sharing best practice to increase the usage of void
spaces.

• If any SEG chairs have good news stories or suggestions of best practice to share,
please send a case study/note to nhsgm.gm.icp.estates@nhs.net.

Core, Flex and Tail (CF&T) Asset Assessment
• It is essential that this work is completed within this financial year in order that the

‘Estates Efficiencies Programme’ achieved and the Infrastructure Strategy
developed.

• Three SEGs are still chasing data from a small number of providers in order to
complete the full review and verification process.

• Seven SEGs have completed action plans are now preparing disposal/divestment
pipelines as a priority.

• It is acknowledged that a number of SEGs have needed support from the NHS GM
Estates Team to progress CF&T work. It is accepted that further support will be
required from the team and other SEGs in relation to developing action,
disposa/divestment and investment plans relating to the outcomes of CF&T.

ICP Estates Infrastructure Strategy
• NHSE feedback has been received and shared with ICB.
• STAR process underway to re-appoint consultants to provide support and

engagement capacity to further inform the strategy, enable the ICB to work
together to deliver and align workstreams (Net Zero, Digital, Workforce).

• Nationally, a 10-year Capital Plan has been submitted to NHSE with input from all
NHS providers which amounts to circa £11bn (excluding inflation).

• Looking at options to understand the need for a capital and funding strategy to
identify opportunities and priorities across GM. The scope of works is yet to be
determined .

Town Planning/Section 106
• The 12 months NHS PS National Planning Team proposal to lead on Town

Planning, having achieved high levels of gains elsewhere in the country, has
received STAR Panel approval and is progressing through further governance and
procurement processes.

• NHSPS will represent NHS GM working with GMCA and the ten Planning
Authorities to establish consistent and robust metrics to evidence the Health
Infrastructure requirements resulting from new housing development proposals.

• It is hoped to commence the support project from April 2025 to align with the final
iteration of the Infrastructure Plan and the GM Spatial Plan.
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Programme Update

Estates SustainabilityUpdate:
• NHS GM Estates recently fed into a consultation workshop on the Net Zero

opportunities presented by the NHS Futures Ten Year Plan.
• The latest weekly sustainability update can be found here.
• To receive the Sustainability update directly to your inbox email:

nhsgm.sustainability@nhs.net.

GM Estates Information
• Jo Larkin, Estates Programme Director has now retired from the ICB.
• Lyn Brankin will be the Interim Estates Programme Director until the end of April 2025
• The generic email address for the GM Estates team is nhsgm.gm.icp.estates@nhs.net,

please use this going forward regarding estate queries.

GM Estate Work Plan:
• A Work Plan is close to being completed reflecting the immediate priority areas of

work including Premises Utilisation, Infrastructure Strategy, Primary Care and
Corporate Estate.

• The Work Plan reflects objectives and milestones for each of the workstream areas
in order to ensure that tasks are completed by both members of the estates team
and others having designated responsibility within set time frames to achieve both
local and national targets.

• It is acknowledged that there are other work area priorities that require attention
alongside those categorised as the immediate priorities with certain tasks that must
also be progressed in the short to medium and longer term. These tasks will be
dealt with and work undertaken as and when required to ensure that Localities and
others receive a level of support but knowing that NHS GM Estates Team resource
is limited in terms of capacity.

Primary Care Operational:
• All three NHS GM prioritised Primary Care capital schemes (Medlock (Oldham)

Hawthorn (Manchester) and Uplands (Bury)) have completed the required sign off
process. Scheme designs are completed with formal occupational agreements in
progress.

• Localities have recently been approached requesting the submission of further
priority PID bids to consider against capital slippage for 2025 – 26. The bids must
adhere to criterion provided through the NHS GM Capital Working and Steering
Groups

• NHS GM has now been informed of the NHSE Business as Usual capital allocation
for 2025 – 26.

• Additional NHSE capital to support GP Practice premises modernisation and
utilisation improvement works is available with ICBs required to complete a
nationally developed template reflecting eligible schemes no later than 28 February
2025.
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Key contact details
Please feel free to use these contact details if you have any questions about the programme or require additional information including access to any of the key programme documents.

List of Acronyms
Primary Care NetworkPCN

Local Improvement Finance Trust CompanyLIFTCo

NHS Property ServicesNHSPS

Community Health PartnershipsCHP

Greater Manchester Combined AuthorityGMCA

Organisational DevelopmentOD

Senior Responsible OfficerSRO

Strategic Estate GroupSEG

Key forward dates
• CHP/GM estates meeting TBC
• NHS GM Finance Committee 4 February 4 March
• HMR SEG 10 March
• Wigan SEG 6 March
• Manchester SEG 10 March
• NHS Provider Director of Estates Group 14 February 14 March
• NHS GM Tripartite Priorities Agreement 13 February
• GM SEG Chairs Forum 13 March
• Tameside SEG 19 February
• Trafford SEG 28 February
• Primary Care Business Case & Capital Investment 13 February 13 March
• NHS PS/GM Estates meeting Monthly
• GM Estates Function meeting TBC 24 March
• Bury SEG 5 February
• Oldham SEG TBC
• Stockport SEG 27 March
• Bolton SEG TBC
• Salford SEG TBC

ContactLead AreasNameRole
Email: lyn.brankin@nhs.netStrategy, Legal, PC development, Technical/ Buildings Design/ \Business Cases,

Optimising Utilisation/ Building Sustainability/ Premises Cost Directions/ Statutory
Compliance/ NHSE advisory

Lyn BrankinInterim Programme Director of Es
tates

Email: mohan.kumar3@nhs.netGP Clinical Lead - EstatesDr Mohan KumarClinical System Lead for Estates

Email: karen.wonnacott1@nhs.netCorporate Accommodation, PC Development, Leases and Optimising UtilisationKaren WonnacottHead of Finance
Email: lisa.sculpher1@nhs.netGM Infrastructure StrategyLisa SculpherNHSE Estate Delivery Lead – Greater

Manchester
Email: anthony.fitzgerald5@nhs.netSupporting Strategy, Council planning and section 106, sustainability and utilisationAnthony FitzgeraldEstates Business Partner
Email: michelle.buls@nhs.netSupporting Corporate Accommodation, Lease database/Senior project supportMichelle BulsSenior Project Manager

Email: jill.boardman@nhs.netPMO and Project Support/ Estates Information and ReportingJill BoardmanProject Support Officer
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NHS GM Finance Committee 
Date 04/03/2025 

 

Required information Details   

Title of report  
NHS GM Financial Governance Process 
Update & Amendments  

Author  Izhar Chaudhary 
Presented by Kathy Roe 
Contact for further information Izhar Chaudhary 

Executive summary 

The purpose of this paper is to propose a 
number of amendments to the current NHS 
GM financial governance processes namely 
STAR, Waiver and the Financial Scheme of 
Delegation. The changes are being proposed 
to ensure they are fit for purpose and address 
the operational needs of the organisation. This 
will enable efficient and effective decision 
making while retaining financial grip and 
control. 

The benefits that the population of Greater 
Manchester will experience. Timely and effective decision making. 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

 
N/A 
 
 

The decision to be made and/or input 
sought 

Approve the proposed amendments to the 
NHS GM financial governance processes.  

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
Ensures financial risks are mitigated when 
incurring expenditure.  
 
 

Key milestones N/A 

Leadership and governance arrangements 
Once discussed and agreed by Chief Officers 
this will need approval by the Finance, 
Committee, Audit Committee and Board. 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

Senior finance team. 
Chief Officers Meeting (17/02/25) 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
 

 

Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 

Table 1 - core information relating to the content and creation of paper 
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Introduction 
 
The purpose of this paper is to propose a number of amendments to the current NHS GM financial 
governance processes namely STAR, Waivers and the Financial Scheme of Delegation. The 
changes are being proposed to ensure they are fit for purpose and address the operational needs 
of the organisation. This will enable efficient and effective decision making whilst retaining 
financial grip and control. 
 
 
STAR Process- Proposed Amendments 
 
Where NHS GM has received a specific allocation or income that is required to be passed on in 
full to a third party or an NHS Trust within the GM system, a STAR form will no longer be required. 
It must be emphasised that this will not apply to an allocation or income where NHS GM has 
discretion on how the funds are distributed to third parties, in this instance the normal rules of the 
STAR process must be adhered to. 
 
Where the STAR form relates wholly to expenditure that is retrospective and was incurred in a 
previous financial year, these will be added to a log and submitted to the Chief Officers STAR 
panel on a bi monthly basis for information. This log will be reviewed for trend analysis to identify 
if this highlights an area for training. 
 
For clarity financial approval for any expenditure to be incurred must still adhere to the NHS GM 
Financial Scheme of Delegation. 
 
 
Waiver Process- Proposed Amendments  
 
Currently the NHS GM Procurement policy requires a waiver for any expenditure that is to be 
incurred where there is non-compliance with the policy. It is proposed that the NHS GM 
Procurement policy is amended to allow for expenditure to be incurred below £20,000 without 
requiring the need for a waiver. For all such expenditure a Purchase Order will be required to be 
obtained. A Purchase Order report will be produced to monitor the expenditure incurred and to 
ensure there is no persistent circumvention of the NHS GM Procurement policy.  
 
For reference the current NHS GM Procurement policy states: 
 
“Less than £20,000 2 verbal quotes (should be followed up by written confirmation to those 
supplying quotes)”.  
 
In the absence of such supporting evidence a waiver needs to be completed. 
 
Checks were undertaken to compare the NHS GM process to the other two ICBs within the 
Northwest. It has been confirmed that they do not complete waivers below £20,000.  
 
Subject to the approval of the above amendment the NHS GM Procurement policy will need to 
be updated and approved. 
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Financial Scheme of Delegation- Proposed Amendments 
 
Amendment - Title Change 
 
Reference to the ‘Place Based Delivery Lead’ to be changed to the ‘Deputy Place Lead’. 
 
 
 
Amendment - Table 9 Non-Pay/ Requests for Funding and Contracts 
 
(All threshold values proposed include VAT where applicable and are for the full contract duration 
including any option to extend). 
 
Amend the approval threshold for: 
 
Chief Executive and Chief Finance Officer and ICB Executive Director (Statutory Board Member) 
(All three signatures required), threshold amended from ‘£75,000 and up to £500,000’ to ‘£75,000 
and up to £1m’.  
 
Finance Committee threshold amended from ‘Greater than £500,000 to £1m’ to ‘Greater than 
£1m to £10m’. 
 
Board threshold to be amended from ‘Greater than £1m’ to ‘Greater than £10m’. 
 
Authorise approval for: 
 
Deputy Place Lead to be granted permission to approve expenditure ‘Up to the value of £50,000’. 
 
Budget holders who are Band 8C, Band 8D and Band 9 to approve expenditure ‘Up to the value 
of £25,000’.  
 
Budget holders who are Band 8A and Band 8B to approve expenditure ‘Up to the value of 
£10,000’.  
 
The above is in recognition of the responsibility as budget holders rather than it being the 
responsibility of finance staff to approve expenditure. 
 
The current NHS GM Financial Scheme of Delegation can be found in appendix 1, for information 
purposes. 
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Action Required 
 
The Finance Committee is requested to: 
 

1. Approve the proposed amendments associated with the STAR process. 
2. Recommend for approval the proposed amendment to the Waiver process and the NHS 

GM Procurement policy. 
3. Recommend for approval the proposed amendments to the NHS GM Financial Scheme of 

Delegation 
 
Next Steps 
 
Subject to the approval of the above recommendations the NHS GM Procurement policy and the 
NHS GM Financial Scheme of Delegation will need to be approved through the appropriate 
governance process.      
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GMICB Financial Scheme of Delegation 
 
The table below provides an outline of the different categories of approval along with table reference 
numbers.  
 

 
 
Guidance 
The column on the left indicates the Committee/Officer being granted authority, the column on the right 
indicates the category of expenditure/ authority along with the financial limit where appropriate. 
 
If an officer is in doubt about the appropriate approval level or authority required the GMICB 
Finance directorate should be contacted in the first instance for clarification and guidance. 
  

Table 
Reference Area of Approval

Table 1 Health Service Contracts
Table 2 Individualised Commissioning (LD, MH, CHC, Children's)
Table 3 Individual Funding Requests
Table 4 Cash and Activity
Table 5 Invoice Payment
Table 6 Employee Costs
Table 7 Business Cases/ Proposals (Including Change in Clinical Policies)
Table 8 Procurements
Table 9 Non-Pay / Request for Funding and Contracts (Including Corporate Expenditure)

Table 10 Consultancy Expenditure
Table 11 Raise Sales Invoices
Table 12 All Losses, Special Payments, Consolatory Payments
Table 13 Budget Virements Between Cost Centres
Table 14 Waiver Authorisation
Table 15 NHS Legal Claims 
Table 16 Payroll Financial Approval
Table 17 Travel Expenses
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Table 1 -Health Service Contracts 
 
Notes 
**** This section is associated with the signature on contractual documents.  It assumes appropriate governance has been undertaken in respect of a 
business case, procurement exercise or waiver. 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the 
exception of ICB Board members, where limits apply across all ICB budgets unless 
specified.
 
Individualised commissioning

Committee Name or Post Contract Sign off Value All Contract Variations Non Financial Cntract Values

Chief Executive
All contracts

(With CFO engagement)

Chief Finance Officer All contracts All variations

Finance Officer VSM
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Finance Officer Band 9
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Finance Officer Band 8D
All contracts

(As nominated in writing 
by the GMICB CFO)

All contracts

(As nominated in writing 
by the GMICB CFO)

Other Officer VSM

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Other Officer Band 9

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Other Officer Band 8D

Primary Care Contracts 
(Medical, Dentistry, Pharmacy, 
Optometry) Community Dental 

and Specialist Dental (As 
nominatied in writing by the 

GMICB CFO

Health Service Contracts 
(NHS and Non-NHS Providers)****
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Table 2 -Individualised Commissioning 
Notes 
* Any packages of care above this value would need to go through the normal commissioning process. 
** Individualised commissioning limits are only applicable to designated managers / senior managers / executives with responsibility for MH, LD, CHC and 
Children's, including jointly funded packages. Individuals with this responsibility will be recorded (and reviewed periodically). 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post Non Healthcare
(e.g. supported living)

Healthcare Placements/ 
Packages

Finance Committee Report packages greater 
than £300,000

ICB Executive Director (Statutory Board Member)
or Chief Finance Officer 
or Chief Executive

(Two out of three signatures required)

*Package greater than 
£350,000

Chief Executive
Up to *£100,000

(With CFO engagement)

Chief Finance Officer Up to *£100,000
ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

*Package agreed up to 
£350,000

Placed Based Lead or Deputy Place Based Lead
Place Based Delivery Lead/Deputy Place Based Delivery Lead or
Locality Finance Lead

(Two out of three signatures required)

(Only for responsible budget areas assigned)

*Package greater than 
£350,000

Finance Officer VSM *Package agreed up to 
£350,000

Finance Officer Band 9 *Package agreed up to 
£350,000

Finance Officer Band 8D *Package agreed up to 
£300,000

Finance Officer Band 8C *Package agreed up to 
£300,000

Other Officer VSM
Package agreed up to 

£250,000

Other Officer Band 9
Package agreed up to 

£250,000

Other Officer Band 8D
Package agreed up to 

£250,000

Other Officer Band 8C Package agreed up to 
£150,000

Other Officer Band 8B Package agreed up to 
£150,000

Other Officer Band 8A Package agreed up to 
£80,000

Other Officer Band 7 Package agreed up to 
£80,000

 On Call Managers Up to £5,000 Up to £100,000

Individualised Commissioning **
(LD, MH, CHC, Children's)

(Financial limits reflect the expected annual cost of 
the package)
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Table 3 -Individual Funding Requests 
 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Individual Funding 
Requests 

(Financial limits reflect 
the annual cost)

Committee Name or Post

GMICB Board Greater than £250,000

Chief Executive
Up to £250,000

(With CFO engagement)

Chief Finance Officer Up to £150,000

Other Officer VSM Up to £100,000

Other Officer Band 9 Up to £100,000

Other Officer Band 8D Up to £100,000
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Table 4 -Cash and Activity 
 

 
 

 
 
  

Committee Name or Post Sign -Off Regular Contract 
Invoices

Petty Cash Cash Draw Down

Chief Finance Officer Greater than £125m Up to £1,000 Greater than £700m

Finance Officer VSM Up to £125m Up to £1,000 Greater than £700m 

Finance Officer Band 9 Up to £125m Up to £1,000 Up to £700m

Finance Officer Band 8D Up to £125m Up to £1,000 Up to £700m

Finance Officer Band 8C Up to £100m Up to £1,000 Up to £700m

Finance Officer Band 8B Up to £100m Up to £500 Up to £700m

Finance Officer Band 8A Up to £100m Up to £500

Finance Officer  Band 7 Up to £100m Up to £500

Cash and Activity 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the decision, regardless 
of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board members, where limits 
apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.



 

  7 

Table 5 -Invoice Payment 
 

 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post
Invoice Authorisation - 

Non Contract
Conversion of 
Requisitions

Approval of PO 
Variances

Non Contracted Activity 
Approval

Chief Executive
Greater than £600,000

(With CFO engagement)

Chief Finance Officer Greater than £600,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £600,000

Finance Officer VSM
Up to £600,000

Up to £5000

Finance Officer Band 9
Up to £600,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000

Finance Officer Band 8D
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000

Finance Officer Band 8C
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000 Greater than £10,000

Finance Officer Band 8B
Up to £500,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £5000 Greater than £10,000

Finance Officer Band 8A Up to £50,000

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £200 Greater than £10,000

Finance Officer  Band 7

£999,999,999
(To include an ability to 
adjust the value up or 

down by £200)

Up to £200 Up to £10,000

Finance Officer Band 6 Up to £200 Up to £10,000

Finance Officer Band 5 Up to £10,000

Other Officer VSM Up to £50,000

Other Officer Band 9 Up to £50,000

Other Officer Band 8D Up to £50,000

Other Officer Band 8C Up to £50,000

Other Officer Band 8B Up to £50,000

Other Officer Band 8A Up to £50,000

Invoice Payment
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Table 6 -Employee Costs 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Employee Costs 

Committee Name or Post
Changes to Payroll 

details 

Chief Executive
Sign of changes to 
employee details 

Chief Finance Officer
Sign of changes to 
employee details 

Finance Officer VSM Sign of changes to 
employee details 

Finance Officer Band 9 Sign of changes to 
employee details 

Finance Officer Band 8D Sign of changes to 
employee details 

Finance Officer Band 8C Sign of changes to 
employee details 

Finance Officer Band 8B Sign of changes to 
employee details 

Finance Officer Band 8A Sign of changes to 
employee details 
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Table 7 -Business Cases/ Proposals 
 

 
 
 
 
 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Business Cases / Proposals
(Including Change in Clinical 

Policies)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the annual 
value should be used for the 
purpose of financial approval 

limits)

Committee Name or Post

 To commit resources for 
commissioned healthcare services  

(including decommissioning & 
disinvestment decisions)  

GMICB Board Greater than £100m

Finance Committee £5m - and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£150,000 and up to £5m

Chief Executive
Up to £150,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £150,000

Chief Finance Officer Up to £150,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.
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Table 8 -Procurements 
 

Notes 
*** Procurements which do not result in any change of provider, are funded recurrently and there are no material variations do not need to go for approval, 
only information. This assumes that a procurement exercise is undertaken. Or alternatively the waiver process is followed. 
 

 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Committee Name or Post
To commit resources for 

healthcare services through 
launching a procurement exercise 

To commit resources for healthcare 
services as a result of a procurement 

exercise which has already been 
approved as part of a recent business 

case, which is within the agreed 
funding  levels

GMICB Board Greater than £100m

Finance Committee £5m and up to £100m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£500,000 and up to £5m All procurements

Chief Executive
Up to £500,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £500,000

Chief Finance Officer Up to £500,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £100,000 

Placed Based Lead and 
Place Based Delivery Lead and
Locality Finance Lead

(All three signatures required)

(Only for responsible budget areas assigned)

Up to £500,000

Locality Committee
Full approval of all budgets that 

have been delegated to the Locality 
up to the value of £5m.

Full approval of all budgets that have 
been delegated to the Locality up to the 

value of £5m.

Procurements***

(Financial limits reflect total contract values, if recurrent funding, then 3 
times the annual value should be used for the purpose of financial 

approval limits)
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Table 9 -Non-Pay/ Requests for Funding and Contracts 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Non-Pay / Request for 
Funding and Contracts
(Including Corporate 

Expenditure)

(Financial limits reflect total 
contract values, if recurrent 

funding, then 3 times the 
annual value should be used 
for the purpose of financial 

approval limits)

Committee Name or Post

(To commit resources that are 
NOT service costs or staff 
costs, e.g. non-healthcare 

contracts)

GMICB Board Greater than £1m

Finance Committee
Greater than £500,000 and up 

to £1m

ICB Executive Director (Statutory Board Member)
and Chief Finance Officer
and Chief Executive
(or nominated deputies)

(All three signatures required)

£75,000 and up to £500,000

Chief Executive
Up to £75,000

(With CFO engagement)

ICB Executive Director (Statutory Board Member)
+ Chief Finance Officer or Chief Executive

Up to £75,000

Chief Finance Officer Up to £75,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £50,000

Finance Officer VSM Up to £5,000

Finance Officer Band 9
Up to £5,000

Finance Officer Band 8D
Up to £5,000

Finance Officer Band 8C Up to £5,000

Finance Officer Band 8B Up to £5,000

Finance Officer Band 8A
Up to £5,000

Locality Committee

Full approval of all budgets that 
have been delegated to the 

Locality up the value of 
£500,000.
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Table 10 -Consultancy Expenditure 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Consultancy Expenditure

(All expenditure to be 
approved must be in line with 

NHSE guidance)

Committee Name or Post

GMICB Board Greater than £250,000

Finance Committee £50,000 and up to £250,000

Chief Executive
Up to £49,999

(With CFO engagement)

Chief Finance Officer Up to £49,999
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Table 11 -Raise Sales Invoices 
 

 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Raise Sales Invoices

Committee Name or Post

Chief Finance Officer Greater than £250,000

Finance Officer VSM Greater than £250,000

Finance Officer Band 9
Greater than £250,000

Finance Officer Band 8D
Greater than £250,000

Finance Officer Band 8C
Greater than £250,000

Finance Officer Band 8B
£100,000 -£250,000

Finance Officer Band 8A
£100,000 or less



 

  14 

Table 12 -All Losses, Special Payments, Consolatory Payments 
 

 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

All Losses,
Special Payments, Consolatory 

Payments

(All expenditure to be approved 
must be in line with NHSE 

guidance and SFIs)

Committee Name or Post

GMICB Board

All Losses Greater than £100,000
All Special Payments

All Consolatory Payments

(Report All Losses, Special 
Payments, Consolatory Payments)

Audit Committee (Report All Losses, Special 
Payments, Consolatory Payments)

Finance Committee
All Losses up to £100,000 

(Report All Losses)

Chief Finance Officer All Losses up to £50,000 
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Table 13 – Budget Virements Between Cost Centres 
 

  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Budget Virements 
Between Cost Centres

Committee Name or Post

Chief Finance Officer Greater than £100m

Finance Officer VSM Up to £50m

Finance Officer Band 9
Up to £50m

Finance Officer Band 8D
Up to £50m

Finance Officer Band 8C
Up to £50m

Finance Officer Band 8B
Up to £50m

Finance Officer Band 8A
Up to £50m
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Table 14 -Waiver Authorisation 
 

 
 
 
 
 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Waiver Authorisation

Committee Name or Post

Audit Committee
All waivers to be 

reported to the Audit 
Committee

Chief Executive All waivers 

Chief Finance Officer All waivers

Finance Officer VSM

All waivers

(As nominated in 
writing by the GMICB 

CFO)

Finance Officer Band 9

All waivers

(As nominated in 
writing by the GMICB 

CFO)

Finance Officer Band 8D

All waivers

(As nominated in 
writing by the GMICB 

CFO)
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Table 15 -NHS Legal Claims 
 

 
  

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

NHS Legal Claims 

Committee Name or Post

GMICB Board All Legal Claims
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Table 16 -Payroll Financial Approval 
 

 
 

  

Committee Name or Post HR Forms

Remuneration Committee 
Financial Approval in relation to Chief Executive, 

Directors, Non Executive Directors and other VSM. 
All other duties as outlined in the SORD.

Chief Finance Officer Authorise HR Forms for Financial Approval
Finance Officer VSM Authorise HR Forms for Financial Approval

Finance Officer Band 9 Authorise HR Forms for Financial Approval

Finance Officer Band 8D Authorise HR Forms for Financial Approval

Finance Officer Band 8C Authorise HR Forms for Financial Approval

Finance Officer Band 8B Authorise HR Forms for Financial Approval

Finance Officer Band 8A Authorise HR Forms for Financial Approval

Approval Limits
With the exception of individualised commissioning, all limits reflect the total expected cost of the 
decision, regardless of which financial year the costs will be incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of ICB Board 
members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Payroll Financial Approval
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Table 17 -Travel Expenses 
 

 
 
 
 

 

Approval Limits
With the exception of individualised commissioning, all limits reflect the total 
expected cost of the decision, regardless of which financial year the costs will be 
incurred. 

General:  All limits referred to are for those budgets delegated, with the exception of 
ICB Board members, where limits apply across all ICB budgets unless specified.
 
Individualised commissioning
Limits reflect the expected annual cost of the package.

Travel Expenses

(Financial limit for an 
individual monthly 

claim)

Committee Name or Post

Chief Executive Up to £1,000

Chief Finance Officer Up to £1,000

ICB Executive Director (Statutory Board Member) or Placed Based Lead or Place Based 
Delivery Lead or Chief Officer or Deputy Chief Executive

(Only for responsible budget areas assigned)

Up to £1,000

Finance Officer VSM
Up to £1,000

Finance Officer Band 9
Up to £1,000

Finance Officer Band 8D Up to £500

Finance Officer Band 8C Up to £500

Finance Officer Band 8B Up to £500

Finance Officer Band 8A Up to £500

Finance Officer  Band 7 Up to £500

Other Officer VSM Up to £1,000

Other Officer Band 9 Up to £1,000

Other Officer Band 8D Up to £500

Other Officer Band 8C Up to £500

Other Officer Band 8B Up to £500

Other Officer Band 8A Up to £500

Other Officer Band 7 Up to £500
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NHS GM Finance Committee  
4 March 2025 

Required information Details   
Title of report  GM System Re-Forecast 2024/25  

Author  
David Warhurst – Interim Deputy Chief 
Finance Officer 
Senior Finance Team 

Presented by Kathy Roe – Interim Chief Finance Officer 
 

Contact for further information Kathy Roe – Interim Chief Finance Officer 
 

Executive summary 

The purpose of the report is to update the 
Finance Committee on the requirement to 
amend the forecast position for 2024/25 to an 
overall deficit of £69.0m, which is split £79.0m 
deficit for NHS GM, and a £10m surplus for 
the GM providers. 
 
The re-forecast will be discussed and agreed 
with NHSE and will then be reported as part 
of M11 reporting and the M11 IFR 
submission. 
 

The benefits that the population of Greater 
Manchester will experience. 

Effective financial management will contribute 
to the delivery of the ICP strategy and 
delivery of health and social care services to 
the population of Greater Manchester. 
 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Effective financial management will support 
the delivery of the ICP strategy and the focus 
on commissioning decisions to reduce health 
inequalities.  
 

The decision to be made and/or input 
sought 

The Committee is asked to: 
• Note the submission for the Integrated 

Care System to ask for a revised revenue 
forecast, equating to a £69.0m deficit to 
the system’s plan.  This is a £79.0m deficit 
for NHS GM and a £10.0m surplus for the 
GM Providers which relates entirely to the 
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Table 1 – core information relating to the content or creation of paper 

Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N Y N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
  

Capital Incentive discussions. 
• Note the system now has a plan to deliver 

an outturn for capital expenditure that 
aligns to our Operational Capital and 
Lease Capital Allocations. This has 
partially been delivered by increased 
allocations. 

• Note the performance risks and 
achievements. 

 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

The report provides an update aligned to the 
strategic risk to ensure financial balance for 
GM ICS for 2024/25. 
 

Key milestones 
Monthly reporting within 2024/25 Financial 
Year and year end accounts. 
 

Leadership and governance arrangements 
Presented to Chief Officers, ICBOM and 
Board on 26th February 2025. 
 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

 
N/A, part of on-going monthly reporting 
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1. Introduction 

1.1 The purpose of the report is for the Committee to note the submission for the Integrated Care System 
to request a revised revenue forecast equating to a £69.0m deficit to the system’s plan.   This being 
a £79.0m deficit for NHS GM, and a £10.0m surplus for the GM Providers. 

2. Key Messages 

2.1 Context of the GM ICS Position 
 
The annual revenue plan for the system overall was revised earlier in the financial year following the 
receipt of the allocation of £175.0m to fund the original planned deficit. 
 
The capital plan has remained non-compliant for most of the financial year and required system 
working to review all plans and to negotiate further allocations from NHSE. 
 
A considerable amount of work has been undertaken by the system and following the mitigations 
process identified, to date NHS GM has been able to mitigate £132m of risk, as well as delivering 
£108m of CIP.  Recovery plans were implemented and a number of these have been successful, 
particularly in Mental Health, and Prescribing alongside further work taking place on Continuing 
Health care to take forward into the 2025/26 planning position. 
 
However, it is noted that a number of difficult decisions have had to be made, including the following: 
 

• A temporary pause on all external recruitment introduced for NHS GM in July 2024, which 
was extended as a fire break with only roles aligned to core priorities and statutory duties 
being supported, and a System Vacancy Panel in place to review requests from Stockport, 
Tameside and WWL, where a higher degree of cash management was required. 

• Proposed implementation of Procedures of Low Clinical Value (PLCV). 
• A targeted approach as part of planning to identify £42m against SDF and Population Health 

budgets. 
 

2.2 Month 10 Revenue position 
 
As at Month 10 the total ICS year to date deficit was reported as a £71.0m variance against the 
revised plan (Month 9: variance of £71.7m), a slight improvement from the prior month.  However, 
the FOT has continued to be reported in line with the revised breakeven plan but with significant risk 
identified, due to on-going pressures combined with delays in the implementation of recovery plans 
and identification of further mitigations that could have the required impact in the remaining months 
of the financial year. 
 
NHS GM Position 
It is now expected that NHS GM will end up with a c£79.0m deficit by the end of the financial year, 
and the drivers of the deficit position remain as follows: 
 

• Prescribing (£27.0m) 
• Mental Health & LD (£30.5m) 
• CHC (£22.5m) 

 
There is currently a remaining risk of £6.6m relating to CIP delivery in the remaining 2 months, but 
this is expected to be offset by the delivery of wider mitigations. 
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Further detail is provided in the Appendix to the pack for each of the key drivers of the deficit position, 
along with an overview against the performance metrics. 
 
GM Provider Position 
 
The provider position has been forecast to deliver in line with the overall balanced plan despite 
managing significant pressures throughout this financial year. Some risks still remain in the 
remaining 2 months however these remain on track to be mitigated.  Through the negotiation of the 
Capital Incentive offer with NHSE, the provider sector has been able to improve their position to a 
£10.0m surplus. 
 

2.3 Capital 
 

The system now expects to deliver against its allocations for Operational Capital and IFRS 16 and 
will therefore report a compliant report from month 11 reporting onwards.  It should be noted that 
some of this will move pressures into 2025/26, but this is being considered against new allocations. 

3. Recommendations 

3.1 The Committee is asked to: 
 
• Note the submission for the Integrated Care System to request a revised revenue forecast from 

NHSE, equating to a £69m deficit for the system’s plan. The ICB is at a £79m deficit and providers 
are at a £10m surplus but noting the provider surplus relates entirely to the Capital Incentive 
discussions.  

• Note the system now has a plan to deliver an outturn for capital expenditure that aligns to our 
Operational Capital and Lease Capital Allocations. This has partially been delivered by an 
increase in allocations.  

• Note the performance risks and achievements. 
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NHS GM Finance Committee  
04 March 2025 

Required information Details   

Title of report  
Finance Recovery Programme Lessons 
Learned Report FY2024/25  

Author  
Hannah Smith, Programme Manager for 
Recovery & Improvement 

Presented by Nicola Hepburn, ICB Director of Recovery & 
Improvement 

Contact for further information gmhscp.gmfp.recoverypmo@nhs.net  

Executive summary 

This report brings together the key themes of 
lessons learned and recommendations 
collected by the Finance Recovery PMO with 
all Senior Responsible Owners, Programme 
and Finance leads for five of the CIP 
schemes that ran in 2024/25 and a lessons 
learned session held by the Finance 
Recovery PMO. 

The benefits that the population of Greater 
Manchester will experience. 

The learning and recommendations will be 
put forward to improve NHS GM’s Cost 
Improvement Programme which works to 
support financial sustainability and aligns to 
NHS GM’s priorities.  

How health inequalities will be reduced in 
Greater Manchester’s communities. 

A key theme from the report is around the 
importance of Impact Assessments (Equality, 
Quality and Performance). These impact 
assessments will be required by every CIP 
scheme for 2025/26, and the Finance 
Recovery PMO are working closely with 
colleagues in ensuring we understand the 
impact we may have on GM’s communities.  

The decision to be made and/or input 
sought 

The purpose of this report is to document the 
key lessons from the CIP process for 
2024/25, agree the recommendations put 
forward in the paper, and support the PMO in 
embedding the learning to improve next 
year’s CIP programme. 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

From a strategic perspective the programme 
supports the recovery of health and care 
services, achieve financial sustainability and 
meet our statutory obligations.  In terms of 
BAF risks we are supporting key risks around 
financial sustainability and balance for GM 

mailto:gmhscp.gmfp.recoverypmo@nhs.net
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
 
 

which are the highest scoring risks for the 
system. While the organisation has 
determined that they are willing to consider all 
potential delivery options associated with this 
BAF risk the FPR programme are ensuring all 
workstreams go through robust governance 
and assurance at every step to ensure 
minimal and considered impact on quality, 
equality and performance. 

Key milestones 

• Finance Recovery PMO piloted the 
lessons learned process and finalised 
the process 

• Process was shared with schemes and 
sessions scheduled which as a 
minimum included the Senior 
Responsible Owner, Programme Lead 
and Finance Lead 

• Key lessons and recommendations 
collected and signed off 

• Key themes from all the sessions were 
collated and developed into the 
Lessons Learned report 

• If agreed, learning will be embedded 
into next year’s CIP programme  

Leadership and governance arrangements 
This paper has been submitted for Chief 
Officers and the Finance Recovery Oversight 
Group. 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 
committees. 

No public engagement required or sought.  
 
Submitted for Chief Officers Meeting 26 
February 2025. 
 
Key colleagues involved in the CIP 
programme were engaged in the process of 
the lessons learned. A summary of key 
themes have been shared with colleagues. 
Individual schemes signed off their own 
lessons and recommendations. 
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Introduction 
 
As part of the ICB Cost Improvement Programme (CIP) life cycle, in Q4 we have developed a 
process for discussing and capturing lessons learned throughout 2024/25 with all schemes, and 
within the Finance Recovery PMO itself. This report brings together the overarching key themes 
and lessons from across all the scheme discussions and recommends how we can embed the 
learning to improve the CIP programme for 2025/26. 
 
Process 
 
In January 2025, the Finance Recovery PMO developed a set of question prompts that could be 
used to encourage reflections and discussions on how the CIP schemes performed in 2024/25 
(Appendix 1). The PMO piloted the questions in a lessons learned session for themselves that 
included the Senior Responsible Owner (SRO), Programme Director, Programme Manager, 
Project Manager and colleagues from the finance team who support ICB CIP. 
 
Following the pilot session the outcomes of the session were written out in a log and shared 
with attendees for sign off. Comments about the process as a whole were also considered, such 
as ensuring the question prompts were circulated with enough time in advance so colleagues 
could look through and take time to reflect before their session. A process diagram was also 
shared with colleagues for information (Appendix 2). 
 
Sessions for five of the CIP schemes were scheduled across January and February 2025 
including Estates, CHC, Medicines Optimisation, Mental Health OAPs and Commissioning 
Programme, and a locality session is scheduled for March 2025 via the Deputy Place Based 
Leads Group. The minimum attendance was SROs, project leads and finance leads but the 
invitation was opened to other key members of the programmes as required. Where members 
could not attend, they met with Nicola Hepburn individually to share thoughts.  
 
The sessions were facilitated by Nicola Hepburn and colleagues were encouraged to be open 
and honest about how they experienced the year, and what they would do again or do 
differently to support delivery next year. All lessons were then captured on the log and shared 
with each group including recommendations on what can be done differently (or the same) next 
year and actions to embed the learning. Only the PMO have access to all of the lessons 
captured across the seven sessions. 
 
 
Key Themes, Lessons & Recommendations 
 
From the Finance Recovery PMO session and the five CIP scheme sessions 60 lessons were 
captured. Whilst there were scheme specific lessons, we have outlined below the overarching 
themes and lessons captured from the sessions. A summary of the below has also been 
developed (Appendix 3). 
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1. Planning  

 
The process for agreeing CIP target for 2024/25 was considered confusing by multiple 
stakeholders, and not necessarily inclusive in relation to locality CIPs. Changes to the target 
was frequent in Q1 and not properly communicated with key stakeholders. This contributed to a 
lack of ownership of CIP targets, put barriers up for teams to effectively plan for resourcing and 
delivery, and impacted on the schemes’ ability to properly phase their savings accurately across 
the year.  
 
For 2025/26, the overall CIP target needs to be confirmed and communicated earlier and 
ensure scheme leads are on board with their targets before sign off. We are currently working 
towards a 5% CIP of the total NHS GM budget. Therefore of the £2.4 billion budget, 5% of that 
equates to £120m.  To ensure we achieve this, recognising risk, slippage and non delivery, we 
need to have a target of c.£150m to balance.  
 
Of the c. £120m – the individual scheme CIP targets need to be balanced with enough suitable 
challenge but be realistic and achievable. A unilateral 5% should not be applied to all budgets 
including localities, but a tailored percentage that contributes to the overall CIP of 5% of the 
ICBs influenceable spend. Any changes to targets to be taken through agreed governance 
routes for sign off and communicated appropriately. 
 

2. Programme Support 
 
Support from FPR PMO has been seen as useful and an enabler for schemes to deliver CIP.  
Standardised programme documents, support with issue escalations and good programme 
knowledge and skills have been feedback from all the schemes’ sessions. 
 
The FPR PMO will continue to work closely with all CIP scheme teams, supporting with 
documentation and removing barriers for delivery. Due to maternity leave the PMO team will be 
reduced in size for a considerable period of 2025/26 however schemes have been encouraged 
to request specific support so that the PMO can manage capacity as required.  
 
The FPR PMO will also communicate revised definitions of the roles, responsibilities and 
expectations of SROs, programme leads, finance leads and the FPR PMO itself. There is 
further room for improvement in having specialist groups more involved in the programme such 
as Data Insight & Intelligence and Equality. This could be through representatives attending CIP 
Delivery Groups (or equivalent if the governance structure is refreshed).  
 

3. Organisation 
 
Matrix working remains a challenge causing limitations for complex schemes to effectively work 
across the Integrated Care System (ICS).  
 
Ownership of all schemes to be agreed, including roles & responsibilities, that aligns to the 
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operating model and reflects the sustainability plan. This will allow for matrix working across the 
ICS and overall delivery of financial sustainability. The New Ways of Working (NWW) project will 
also support better matrix working for 2025/26 and therefore needs to be considered as an 
interdependency for CIP programme.  
 

4. Governance 
 
Governance is seen to be confusing within the organisation and limits ability for decisions to be 
made, or escalations of issues to be resolved efficiently and timely. There is often duplication of 
functions and audit trails of key decisions and escalations to be convoluted and unclear. This 
also contributes to a lack of ownership across CIP schemes.  
 
Chief Officers to consider the proposal put forward by the FPR PMO (Appendix 4) to refresh and 
relaunch the governance around CIP, ensuring routes are streamlined and the function of each 
committee is clearly defined. Briefing notes from key committees to be developed highlighting 
what decisions have been made, when and by who. This will support the organisation to 
become more efficient by the removal of duplication, provide better grip and control of CIP 
delivery and maximise productivity.  
 

5. Roles & Responsibilities 
 
There was a mixed understanding of the roles & responsibilities of individuals within the 
schemes and the role of the PMO. This led to a lack of accountability and ownership of key 
workstreams within CIP. 
 
For 2025/26, the FPR PMO will set out clearly defined roles and responsibilities of key 
stakeholders within the schemes and the expectations. The PMO will also work with COs to 
ensure the right people are involved at the right level to support CIP delivery – such as a review 
of SROs. This will further support accountability of CIP delivery and better support matrix 
working across the ICS.   
 

6. Reporting 
 
Due to the complexity and size of some of the CIP schemes, colleagues were often reporting 
into multiple committees and meetings which took up too much time and capacity. This added to 
the inefficiencies noted in the Governance section.  
 
The organisation to enforce the standardised reporting templates that can be adapted and 
tailored to ensure each committee receives the relevant information for assurance purposes. 
The PMO will continue to be flexible with schemes by offering standardised programme 
documentation, but allowing other templates to be used as long as they capture the required 
updates needed.  
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Next Steps 
 
In order to properly embed the learning for 2024/25, align to NHS GM priorities and effectively 
deliver the CIP target for 2025/26, the next steps include: 
 

1. Key stakeholders for the CIP programme (including Chief Officers, Finance Committee 
members and CIP scheme leads) to note the recommendations put forward in this report 
and support putting them in place ready for 2025/26. 
 

2. Chief Officers to review and agree the refreshed and revised CIP governance proposal 
put forward in appendix 4 and support the PMO in putting the changes in place ahead of 
1st April 2025. 
 

3. Chief Officers to review the proposed SRO review put forward in appendix 4 and work 
with the PMO in ensuring the right people, with the right skills at the right level of seniority 
are in place for 2025/26. 
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NHS GM Efficiency Provider CIP

Annual YTD Still
Plan Delivery to Deliver

148.0 122.2 47.7
-21.8

21.4 17.9 2.3
1.3

85.6 72.8 25.1
-12.3

24.3 22.4 5.9
-4.0

17.6 12.1 1.3
4.2

27.3 22.8 0.7
3.8

14.5 12.0 2.6
-0.1

24.6 16.0 9.0
-0.4

23.9 18.3 0.5
5.1

387.2 316.5 70.7

Pay

Christie 3.5 Pay
Non Pay/Income

Breakdown of Savings Still to Deliver

Non Pay/Income
MFT 25.8 Pay

Total

GMMH 5.6 Pay
Non Pay/Income

Pennine Care 2.5 Pay
Non Pay/Income

Stockport 8.6 Pay
Non Pay/Income

Tameside 5.5 Pay
Non Pay/Income

WWL 4.5
Non Pay/Income

NCA 12.8 Pay
Non Pay/Income

Bolton 1.9 Pay
Non Pay/Income

2024/25 Provider Savings - M10 (January 2025)
£m



• M11 POMs had a focused agenda item on workforce as all Trusts are reporting an 
increase in headcount, some aligned to increased demand and conversion from 
bank & agency into substantive 

• Providers are committed to recovering any non-delivered recurrent CIP form 24/25 
next year on top of plans for 25/26

• Detailed discussion in each POM on planning for 2025/26
• Performance continues to show improvements, and all providers have increased 

elective procedures to improve patient standards as well as maximise EFR income.
• Plans will be produced to demonstrate what can be delivered with the control total 

and therefore identify the gaps in delivering the standards. We will then be able to 
identify the additional finances required to deliver all standards of care.

Provider Oversight Meeting Headlines M10



Headlines, Risks, Challenges & 
Mitigations



Risks:
• Programme risk log was signed off by FROG last month – next quarterly review will 

be in March
• No new or significant changes have been noted for programme level risks
• No project level risks have been escalated through the CIP Delivery Groups to 

FROG this month.

Challenges:
• Currently the biggest risk and challenge is the identification of £171.5m CIP 

for 25/26 as discussed in slides 5-9
• Focus also remains on achieving a breakeven position for 24/25 (at M10 we 

still have £24.2m to deliver) which is not without its own level of risk attached



Programme Title

SRO

Programme Director

Senior Programme Manager

Log updated

#

Action / 

Decision / 

Information

Group Description Action Assigned to Date added Due date Status Updates / comments

106
For 

Information
A

Agenda - update 

1. Welcome & Apologies - chair

2. Declarations of Interest (none) -  chair

3. Actions and escalation outcomes from last meeting - chair

4. Finance Update - Sam Evans/David Milner

5. Planning for 25/26 - chair 

6. Impact Assessments

a. Equality 

b. Quality

c. Performance

7. New Risks, Issues and Escalations to FPR Oversight Group - Hannah Smith 

8. AOB

9. Date and time of next meeting: 6th March 2025. 

The meeting focussed solely on planning for 25/26.  As a result, any 

papers circulated were for noting.   
06/02/2025 06/02/2025 Complete

107 For information A

Members noted the update, recognising the significant challenges 

ahead of us for 25/26.  Members were keen for NH and the PMO to 

continue to be the conduit between this group and NHS GM Chief 

Officers.   

06/02/2025 06/02/2025 Complete

108 Action A
Sam Evans to confirm process for transacting CIP for 25/26 and 

highlight any changes (as appropriate) with finance leads
Sam Evans 06/02/2025 06/03/2025 In progress

108 Action A

Impact Assessments - Nicola Hepburn

- NH stressed the importance of members completing all Impact Assessments for every scheme CHC, Mental Health and Medicines 

Optimisation Programmes of Work in relation to equality, quality and performance.  

- It was noted that Ed Dyson had offered his support and was happy to meet with colleagues to talk through the approach to completing 

the performance Impact Assessment.  

Impact Assessments for Equality, Quality and Performance to be 

completed for CHC, Mental Health and Medicines Optimisation 

Programmes of Work.  

All Programme 

Leads 
06/02/2025 06/03/2025 In progress

109 Action A 

AOB - New ways of working - Nicola Hepburn

In line with new ways of working,  NH asked members to consider what additional support might be required as we move into the next 

phase of the CIP work for 25/26.  

-  Due to maternity leave the PMO size has reduced until later in the year and therefore may not be able to provide the same level of 

support for schemes. 

- Suggestion for colleagues would be best placed to provide a solution rather than putting in an ask for support, identifying appropriate 

skill mix as well

Members to consider what additional support might be required for 

their individual Programmes of Work as we move into the next phase 

of the CIP work for 25/26. 

All Programme 

Leads 
06/02/2025 06/03/2025 In progress

110 Action A

AOB

Xanthe Townend announced that she will be leaving GM at the end of March to take up a new role so we will need to identify a new 

member to represent OAPs.  NH wished to congratulate Xanthe on her new role and thanked her for all the support that she had 

provided to the CIP programme.  

New representative for OAPs to be identified ahead of Xanthe 

Townend leaving us at the end of March 25.  
PMO/Sandy Bering 06/02/2025 31/03/2025 In progress

13/02/2025

CIP Delivery Group Action Tracker

Finance and Performance Recovery Programme 

Katherine Sheerin

Nicola Hepburn

Helen Tachauer

CIP Planning for 25/26 - Nicola Hepburn

- NH thanked colleagues for all their hard work to date and took the opportunity to look forward to 25/26, acknowleging that it will be  

be incredibly challenging.  

- We are working up the Lessons Learned which will be shared with Chief Officers and colleagues as soon as the outputs are available.  

Key concerns raised to date relate to our governance/decision making which have been creating blockers.  We therefore require better 

autonomy around decision making going forward.  

CIP 24/25   

Target was £103m - from ICS perspective we have a gap of c.£80m that we still need to close so a lot of work is still taking place to 

achieve our target.

- Looking at any overspend ahead of us moving into the next financial year.  

- We are working with localities to look at areas such as the Independent Sector, procurement, and third sector to see where we can 

rationalise and be more efficient.  We also need to do some focussed work on identifying cash releases.  

CIP 25/26    

- CIP process for 25/26 is being revised - currently working towards 5% influencable spend across overall ICB CIP for 25/26.

- With a total budget of £2.4 billion, 5% of that equates to £120m.  To ensure we achieve this, recognising risk, we need to have a target 

of c.£150m to balance.  This narrative is being shared with NHS GM Chief Officers.  

- In addition to the above,  the PMO has also been asked to look at Corporate CIP for 23/24 and 25/26.

- There is a £16.5m gap undelivered against Corporate CIP for 24/25.

- For 25/26, the Corporate CIP will also have a 5% uplift on top which brings the target to £21.5m. 

- Therefore, our overall target for ICB CIP for 25/26 is £171.5m.    

-NH fed back that Discussions are taking place in CIP Group B as to how we can be more transformative and identify cost savings as part 

of the Health and Care Service Review and Commissioning Intentions programmes of work that Jennie Gammack and Sara Roscoe are 

leading on.  

-Another key consideration going forward will be that there will be no new spend without decommissioning of services.  We may also 

need to consider what would happen if our financial envelope was reduced by 5/10%.  

- Amanda Fox asked whether there have been any discussions around whether CIP will be transacted differently next year?



Lessons Learned Exercise



• Introduction & purpose of meeting
• Questions and reflections:

• Planning 24/25
• Delivery 
• Support
• Organisation
• Planning 25/26

• Next steps

Agenda



• Part of the gateway process
• Support planning for 25/26
• Opportunity to reflect on performance, engagement and accountability for 24/25
• Opportunity to ask for further support if required and removing barriers

Purpose of Lessons Learned



Planning 24/25
Questions & Reflections



Questions

P1 Was the ask on the 24/25 CIP clear?

P2 Did you understand the process and the responsibilities you and your team held?

P3 Were you clear on your own budget and any other budgets you have influence over when developing the CIP?

P4 Were you provided with all the relevant information to develop a plan upon?

P5 Did you receive all information you needed in a timely manner?

P6 Was it clear and concise both on what was required and how to develop a plan?

P7 Did you complete a QIA/EIA? If so, what impact did it have on the scheme delivery if any?

P8 Do you feel your scheme would have benefitted from a Performance Impact Assessment?

P9 Did you ask for support in planning the scheme? If so, was the support what you wanted and did you receive it in a timely 
manner?

P10 Is the governance and decision-making process clear?

P11 Do you have any comments for improving the process in 25/26?



Delivery
Questions & Reflections



Questions

D1 Do you understand the difference between cost avoidance and cash releasing?

D2 Do you know the impact of non-recurrent vs recurrent savings?

D3 What has been your biggest barrier in delivering financial savings?

D4 Have operational pressures affected your ability to deliver your CIP? How could you plan differently next time? 

D5 Have there been any areas that have been a priority focus over CIP? Please give any examples.

D6 What do you think the key themes are that is influencing the organisation’s deficit position? Examples may include: 
temporary staffing, low productivity, key loss-making contracts, etc

D7 Do you feel you can track your savings effectively? If not, what do you need to do this?

D8 How has planned industrial action affected your ability to deliver your CIP? How would you respond differently next time? 

D9 Do you have any comments for improving the process in 25/26?



Support
Questions & Reflections



Questions

S1 Is there an aspect of support or resource which you found helpful and would welcome again? 

S2 Is there an area of expertise you would have benefited from? 

S3 Is there any training your team would benefit from to deliver financial savings? 

S4 Is the plan under-pinned by high-quality documentation (specifically for high-value schemes and complex 
initiatives)? 

S5 Have stakeholders been engaged in the development and throughout delivery of the plan? Were they 
supportive? 



Organisation
Questions & Reflections



Questions

O1 Have you experienced any issues with accountability / speed of decision making? 

O2 Were the targets and timelines you were set clear and achievable? 

O3 Did you make changes to the timeline during delivery, and if so was that effective and supportive to the delivery?

O4 Are you confident that the programme architecture is sufficient to manage the scale and aspiration of delivery? Is it 
robust? Does it ensure good visibility by management and the board? 

O5 Do you feel the organisation supports matrix working to deliver CIPs?

O6
Do you feel the organisation fully understands cause and effect, and also the impacts of any CIPs intended or otherwise on 
other parts of the system?



Planning 25/26
Questions & Reflections



Questions
PL1 What challenges have you faced that have led to delays or non delivery against plan in 24/25?
PL2 If vacancies have affected your CIP delivery, what could you do differently next year to mitigate against this? 
PL3 What do you think will be your biggest opportunity for transformative change next year? And what could you 

do to embed it? 
PL4 In order to transform and deliver sustainability in your area, what would we need to change or commission 

differently?
PL5 Are the next steps clear?



Next Steps



• Reflections to be collected, analysed and shared with the team
• Summary of discussion to be shared with FROG
• Key themes from all of the meetings to be reviewed and discussed at CIP 

Groups
• PMO to support schemes in their planning for 25/26



• Meeting notes to be collated by 
PMO and shared with scheme, 
and added to lessons learned log. 

• Schemes to review meeting notes 
to agree it reflects the 
conversation appropriately.

• Summary of meeting to be shared 
with the FROG.

• PMO to review key themes across 
all of the scheme’s Lessons 
Learned meetings and be brought 
to CIP Delivery Groups and FROG.

• Lessons learned to be 
incorporated into planning for 
25/26.

• Meeting to be led by FPR 
Programme Director and will be 
broken down into the following 
categories:

• Planning 24/25
• Delivery 
• Support
• Organisation
• Planning 25/26

• Scheme leads are encouraged to 
be open and honest on what 
went well and what didn’t for 
24/25 with a forward view on 
25/26.

• Meeting may be recorded to 
support write up.

• PMO to arrange meetings 
with scheme’s SRO, Project 
Lead and Finance Lead (core 
membership but invitation 
can be extended as wished)

• PMO to share questions in 
advance of meeting to 
provide opportunity for leads 
to reflect and prepare

• Scheme leads to share latest 
documentation with PMO in 
advance of meeting 
(minimum 2 days)

Pre - Meeting Meeting Post - Meeting

Lessons Learned Process 2024/25



CIP Programme Lessons Learned Key Themes & Summary

Planning

Lesson 
Process for agreeing 
CIP target confusing 
and not inclusive for 

24/25, and messaging 
of confirmed target was 
not always shared with 

key stakeholders i.e
localities

Recommendation
Confirmation of overall CIP 

target and breakdown for 
schemes to be circulated 

as soon as possible, 
ensuring localities are 

aligned with schemes. Any 
changes to targets to be 

taken through agreed 
governance routes for sign 

off and communicated 

Programme 
Support

Lesson 
Support from FPR PMO 
seen as useful and an 

enabler for schemes to 
deliver CIP including 

standardised 
programme documents 
and support with issue 

escalations

Recommendation
The FPR PMO to continue 

working closely with all CIP 
scheme teams, supporting 

with documentation and 
removing barriers for 

delivery. There is room for 
improvement in having 
specialist groups more 

involved in the programme 
such as DII etc

Organisation

Lesson
Matrix working 

remains a challenge 
across the system 

causing limitations for 
complex schemes to  

effectively work

Recommendation
Ownership of all schemes 

to be agreed including roles 
& responsibilities that 
aligns to the operating 
model and reflects the 

sustainability plan. This will 
allow for matrix working 

across the ICS and overall 
delivery of financial 

sustainability.

Governance

Lesson
Governance is seen to 

be confusing within 
the organisation and 

limits ability for 
decisions to be made, 

or escalations of 
issues to be resolved 
efficiently and timely

Recommendation
Refresh and relaunch 

the governance around 
CIP, ensuring routes 
are streamlined and 
the function of each 
committee is clearly 

defined

Roles & 
Responsibilities

Lesson
There was a mixed 

understanding of the 
roles & responsibilities 
of individuals within the 
schemes and the role of 

the PMO. This led to a 
lack of accountability 
and ownership of key 

workstreams within CIP 

Recommendation
The FPR PMO to set out 

clearly defined roles and 
responsibilities. PMO to 
work with COs to ensure 

the right people are 
involved at the right level 

to support CIP delivery

Reporting

Lesson
Due to the complexity 

and size of some of the 
CIP schemes, 

colleagues were often 
reporting into multiple 

committees and 
meetings which took up 

too much time and 
capacity

Recommendation
The organisation to 

enforce the 
standardised reporting 
templates that can be 

adapted and tailored to 
ensure each committee 

receives the relevant 
information for 

assurance purposes



Developed by: FPR PMO

February 2025

GM Finance Recovery Programme Governance 
Proposal for 25/26 



• The content of this proposal is based on Managing Successful Programmes (MSP) methodology, and 
linked to the Gov.uk Guidance on ‘The role of the Senior Responsible Owner’.

• Whilst the project director or project office might recommend how governance is designed for a 
particular project and put such governance in place, it is the responsibility of the senior responsible 
owner to ensure that it is effective, proportionate, and appropriate.

• Consider and agree next steps to revise the approach to CIP for 25/26.

Purpose of this proposal 

References 
• Managing Successful Programmes (5th Edition), Axelos, 2020 
• Guidance: The Role of the Senior Responsible Owner, Gov.uk, 2023 https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner



Governance Structure Proposal



Function:
• Reporting against Provider

CIP performance
• Grip & Control

ICB Executive Group ICB Finance
Committee

Provider Oversight
Meetings

(9 x Providers)

CIP Delivery Group A/B Commissioning
Oversight Group

FR Oversight Group

ICB System Groups

Function:
• CIP Deep dives & Highlight Reports
• Financial Phasing
• ICB CIP Risks and escalations for FPR Oversight Group
• Tracking of Live & Pipeline CIP
• Interdependencies & shared learning
• Equality & Quality compliance monitoring
• Linking with external partners to monitor

Interdependent work

Chair: Programme Director/ Nicola Hepburn
Frequency: Weeks 1 & 4

Chair: Programme SRO/ Rob Bellingham
Frequency: Monthly

Es
ta

te
s

CH
C

O
AP

S

N
HC

C

M
ed

s O
ps

Function:
• POM – provider performance against CIP
• Locality overview
• ICB CIP update
• Monthly finance position
• Risks and escalations to Execs
• Change control
• Portfolio review
• Impact on safety, quality, performance &

sustainability

Function to report on enforced
undertakings which includes:
• Reporting against CIP

performance
• Grip & Control

ICB SIB

NHSE

Function:
• Reporting against ICB CIP

performance
• Grip & Control

ICBOM

Function:
• Reporting against Locality CIP

performance
• Grip & Control

Locality Assurance
Meetings

(10 x Localities)

Governance Structure as it relates to FROGCurrent Governance Structure ICB CIP 



Finance Committee 
(Sponsoring Group)

Finance Recovery Portfolio 
Group 

(Portfolio Group “Board”)
 Combine FROG, CIP Delivery Groups and ICBOM

Finance Recovery Programme Groups 
(Programme Group “Board”)

Including live and pipeline schemes

Proposed Governance Structure ICB CIP 

Executive Committee 

ICB System 
Improvement Board 

NHSE

Provider 
Oversight 

Meetings (x9)

Locality Assurance 
Meetings (x10)



Chair: FPR SRO 
Function:

 Hold programme groups to account (milestone, benefits, CIP target delivery)
 Portfolio grip and control
 LAM and POM monitoring
 Risks and escalations to Finance Committee
 Monitoring programmes via gateway process (IAs etc)
 Monthly finance update including CIP performance
 Review new opportunities 
 Change control
 Lessons Learned 
 Planning for CIP
 Performance recovery 
 Manage relationship with wider organisational governance as required i.e SIB
 Scheme deep dives

Supported by: FPR PMO

ICB Finance Recovery 
Portfolio Group 

(Portfolio Group “Board”)

Chair: Scheme SRO
Function:

 Responsible for developing, implementing and maintaining the programme 
strategy and delivery of scheme CIP target 

 Achievement of milestones and benefits
 Day to day management of risks and issues (escalate to portfolio group when 

required)
 Scheme grip and control
 Progressing scheme through project gateways including completion of Impact 

Assessments
 Delegated authority to set up working groups as required 
 Stakeholder engagement
 PID workbook reviews
 Maintaining relationships and interdependencies with system groups as required

Finance Recovery 
Programme Groups 

ICB Oversight 
Meeting 
(ICBOM)

Finance 
Recovery 
Oversight 

Group (FROG)

CIP Delivery 
Groups A & B

24/25 Governance 

Functions of New Groups



Senior Responsible Owner - 
Roles & Responsibilities



• The senior responsible owner specifically provides direction for a project or programme. They do this 
by taking ownership of the business case and objectives, successful delivery and benefits on behalf 
of the organisation and:

• Chairing the project or programme board and making decisions regarding the future of the project 
while considering changes to the overall political, social, environmental or technological context and 
prevailing risk

• Ensures the project remains justifiable and assurance reviews and approvals are undertaken at the 
right time

• Takes corrective and preventative actions if needed

• Ensures the solution fulfils current policy and the needs of the organisation

• Ensures the project represents value for money, has continuing strategic fit and relevance

• Keeps the sponsoring body informed of progress, risks and issues and refers to them any decisions 
which are above their delegated authority.

Senior Responsible Owner (SRO) Definition

Reference
• Guidance: The Role of the Senior Responsible Owner, Gov.uk, 2023 https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-

responsible-owner  

https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner
https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner


Responsibilities and Accountabilities of SRO

• “A senior responsible owner must not be appointed to manage a portfolio, as this is led by the 
portfolio director role which has a different purpose, accountability and responsibility in relation to 
project delivery.”

• For the portfolio group, the SRO would be the CEO / Deputy CEO rather than CCO. 

• Although directly accountable for their own project, a senior responsible owner is also expected 
to support delivery of the organisation’s overall strategic objectives as determined by ministers. 
This means that they are expected to support the delivery of the organisation’s totality of change 
by working with other projects and the portfolio to manage dependencies, resources, schedules, 
and funding. 

Reference
• Guidance: The Role of the Senior Responsible Owner, Gov.uk, 2023 https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-

responsible-owner 

https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner
https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner


When deciding who should be the senior responsible owner for a project, particular consideration should be given to the following factors:

• Position: the SRO will normally hold a leadership position within the permanent organisation and will have control or influence over the business area or resources 
into which the project outcomes will be delivered.

• Capacity: the SRO must have the necessary time to carry out their responsibilities, taking account of any other responsibilities and commitments they may have.

• Tenure: the senior responsible owner needs to be able to commit to leading the project through to completion or to an appropriate milestone.

• Knowledge, skills, and experience: the senior responsible owner may need particular subject matter knowledge (for example in a particular sector or policy 
domain), or professional skills, depending on the nature of the project. 

• Personal attributes: the senior responsible owner’s key attributes, as defined in managing successful programmes, are to:

• Have the seniority for the responsibilities and accountabilities the role involves

• Be proactive and visible as the driving force behind the programme

• Possess strong leadership and decision-making skills

• Have the experience, character and personality that are right for the programme

• Combine realism with openness and the clarity of expression to communicate the programme’s vision effectively

• Be able to give purpose and direction to the programme and take strategic decisions

• Focus on delivery of the benefits and achievement of the end goal

• Build productive relationships across the programme team

• Have access to and credibility with key stakeholders.

Attributes of an SRO

Reference
• Guidance: The Role of the Senior Responsible Owner, Gov.uk, 2023 

https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-
responsible-owner 

https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner
https://www.gov.uk/government/publications/the-role-of-the-senior-responsible-owner/the-role-of-the-senior-responsible-owner


PMO Structure, Scope & 
Boundaries



GM Finance Recovery Portfolio Group SRO

Nicola Hepburn
Director of Improvement & 

Recovery B9

Helen Tachauer
Senior Programme Manager B8b 

(Currently on Mat leave)

Jane Falkner
Project Support Officer B6

Hannah Smith
Interim Programme Manager B8a

Amy Lyons 
Senior Project Manager B7

(Currently on Mat leave)

Core PMO Team

Responsible for:
• Setting programme strategy & plans
• Engagement with sponsoring group
• Key programme level authorisations

Responsible for:
• The set-up, management and delivery of the 

programme 
• Defining and maintaining the delivery plan

Responsible for:
• Support the development of project plans 

within the programme
• Maintaining key documentation supporting 

the programme

Responsible for:
• Supporting the team in achieving deadlines
• Implementing and maintaining PMO 

processes

FPR PMO Structure



PMO Roles

• Setting Strategy and vision for Programme

• Engagement with Sponsoring Group

• Key Programme level authorisation

• Ensuring Programme meets its objectives and delivers projected benefits 

• Monitoring of key strategic risks and maintaining alignment with strategic direction

• Setting priorities & objectives for the Programme including identifying skill and 
resources gaps

• Provides clear leadership

• Set up, management & delivery of Programme

• Define & maintain delivery plan

• Management of PMO office

• Understand and develop governance arrangements to support risk management, 
assurance and audit 

• Develop strategy for programme implementation

• Management of risk, issue and benefit

• Coordinate Project interdependencies 

Programme 
Director

Programme 
Manager



PMO Roles Continued

Project Manager

Project Support 

• Minute taking, record keeping and coordination of key meetings

• Support PMO in achieving deadlines and paper submissions

• Implement & maintain PMO process

• Update live PMO documentation continuously

• Manage PMO inbox  

• Represent the PMO office as a key point of contact

• Development of Project plans

• Maintain key live PMO documentation

• Develop Project documentation to support the programme

• Represent the PMO office as a key point of contact

• Manage flow of pipeline ideas from initial conversation stage to workstream development

• Meeting with key stakeholders to progress the programme and build relationships



• Manage and oversee the ICB Finance Recovery Portfolio Group, providing an 
escalation route for risks/issues and ensuring transparency on the delivery of the 
programme to Finance Committee 

• To support the development of project plans and milestones with the CIP Leads 
to support the delivery and momentum of the programme

• Support the development of pipeline schemes

• Support the system as subject matter experts where needed to drive programme 
forward

• Provide a layer of accountability for the programme and ensure SROs, 
operational and finance leads of work streams are held accountable on the 
delivery of their projects 

• Provide assurance to the ICB Executive team and other key stakeholders

• Map interdependencies across the system to support an integrated approach

• Support and monitor progress through the gateway process including impact 
assessments

• Ensuring key programme milestones are achieved throughout the programme 
lifecycle, including lessons learned, deep dives and planning

Programme 
Management 

Office

FPR PMO Team Responsibilities 



The PMO is not responsible for:

• Delivering CIP schemes therefore no actions relating to programme delivery should be assigned to 
the PMO

• Generating new opportunities, or working up CIP scheme, this is the responsibility of the SRO and 
programme groups 

• Business as usual (BAU) tasks that are outside the scope of the programme 

• Operational accountability for projects or general administrative tasks

• Interpretation of action updates – the named stakeholder must approve their own update

• Supporting provider CIP delivery is out of programme scope 

• Leads must manage their own workstreams

FPR PMO Team Boundaries 



Programme Scope

Delivery Group In Scope Out of Scope

ICB CIP

• Oversight of the overall ICB CIP financial delivery
• Wrap around governance and assurance for live 

and pipeline CIP schemes
• Summary reporting of overall performance
• Development of programme plan for 25/26 and 

beyond
• Development of pipeline schemes

• Performance recovery
• Delivery of Forward Plan
• Operational delivery and accountability 

for projects within the CIP

Provider CIPs

• Summary reporting of 9 x Provider CIPs • Assurance and delivery of CIPs
• Administration of POMs
• Ownership of the POM Action Logs 

System 
Efficiencies

• Oversight of full system risk
• Management of residual gap 
• Link interdependencies to the programme e.g 

Forward Plan

• Operational delivery and accountability 
for projects of system efficiencies



Proposed Next Steps



1. Agree the governance structure

2. Agree the chair of the ICB Finance Recovery Portfolio Group

3. Tabletop review of all current SROs for schemes and ensuring we have appropriate 
representation from across the ICS (as per slides 8-10)

4. Agreed SROs to review and confirm their Programme Group’s structure (depending on the 
scheme this may be an existing meeting the SRO already chairs that can be tailored to ensure 
the core functions of the group matches the needs of the ICB Finance Recovery Portfolio Group 
or a new meeting to be stood up)

If agreed:

1. Seek approval from Finance Committee

2. Develop Terms of Reference

3. Schedule meetings

Next steps:
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NHS GM Finance Committee  
4th March 2025 

Required information Details   

Title of report  Performance Report 

Author  
Miladur Rahman Head of Performance & 
Improvement. 

Presented by  
Contact for further information Miladur.rahman@nhs.net 

Executive summary 

This paper updates the Committee on key 
performance indicators for Greater 
Manchester. The indicators included in this 
report are those considered high risk and/or 
form part of the undertakings process. 
 

The benefits that the population of Greater 
Manchester will experience. 

Achievement of performance objectives will 
improve access to services and drive-up 
standards of care for the Greater Manchester 
population. 
 

How health inequalities will be reduced in 
Greater Manchester’s communities. 

Ensuring delivery of standards across Greater 
Manchester Trusts will equalise geographical 
variation. 
 

The decision to be made and/or input 
sought 

For information. 
 

How this supports the delivery of the 
strategy and mitigates the BAF risks  

 
Deliver key standards of care and operational 
plans. 
 
 

Key milestones 
Monthly and quarterly milestones are in 
place. 
 

Leadership and governance arrangements 

The Performance and Quality Committee 
receive a more comprehensive performance 
report every month.  
 
 

Engagement* to date 
 
*Engagement: public, clinical. Analysis: 
equality, sustainability, financial. 
Comments/ approval by groups/ 

Not applicable 
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Public 
engagement 

Clinical 
engagement 

Sustainability 
impact 

Financial 
advice 

Legal 
advice 

Conflicts of 
Interest 

Report 
accessible 

N N N N N N Y 
Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report  

 
 
EXECUTIVE SUMMARY INCLUDING KEY MESSAGES: 
 
This paper updates the Committee on key performance indicators for Greater Manchester. The 
indicators included in this report are those considered high risk and/or form part of the 
undertakings process. 
 
High risk 
 
• A&E 4-hour performance has shown an improvement in January and February but remains 

well below plan. There is very low assurance of delivery of this standard by March '25.  NHS 
GM is a national and regional outlier.  

• The end of March elective 78-week wait position is forecast to be 16. The 65 weeks wait 
Trusts' forecast is 183 for the end of March, against a target of zero waits. 

• The number of adults with a learning disability and/or autistic in a mental health inpatient 
setting remain above expected levels. There are low levels of assurance regarding the 
achievement of this standard. 

 
Moderate risk 
 
• The cancer faster diagnosis standard achieved its December plan and is forecast to 

achieve end of March target of 77%. The proportion of patients who started cancer treatment 
within 62-days of referral achieved December plan. March forecast is currently just below 
plan at 69.2% against the 70% target. 

• The proportion of patients waiting over 6 weeks for a diagnostic test was at 17% in 
December. The ICB has committed to reducing to 10% by end of March 25. There is 
reasonable assurance of recovery plans. 

 
Low risk 
 
• There has been a significant reduction in mental health out of area placements since 

September. The system achieved its November, December, and January plan and forecast 
to achieve February plan.  Current focus relates to sustainability and onward improvement. 

• Category two ambulance response times improved to under the 30-minute target in 
January. February is showing further improvements. This target is measured over the full 12 
months and the financial year date performance is well within the 30-minute target.  

committees. 
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1. Introduction 
 
1.1 This paper advises the Committee on NHS Greater Manchester’s (GM) performance 

focussing on high-risk areas.  
 

2. Delivery  
 
2.1 This section highlights current performance against key deliverables. It references the 

most recent published data but also highlights more up to date but unvalidated data or 
forecasts where we have it. 
 
Urgent and Emergency Care (UEC) 

 
2.2 In January, 66.1% of patients attending A&E were admitted, transferred, or discharged 

within four hours, which was an improvement from previous month, but below plan. 
Between the 1st and 22nd of February performance was at 66.8% (unvalidated) against a 
plan of 75.2%. 
 

2.3 The average ambulance response time for category two calls in January was 29 minutes, 
below the 30-minute target and above the England average of 35 minutes and 40 seconds. 
Between the 1st and 22nd of February, average response time further improved to 22 minutes 
and 52 seconds. 

 
2.4 The system will continue to focus on maintaining capacity levels (e.g. maintaining bed 

numbers, increasing utilisation of virtual wards, use of same day emergency care services 
(SDEC) and intermediate care), increasing productivity, improving flow (e.g. reducing time 
in ED for mental health patients, improving discharge processes), continuing to shift 
activity out of acute settings for patients with unplanned urgent needs, supporting 
proactive care, admission avoidance and hospital discharge e.g. increase use of urgent 
community response (UCR), maximising the use of SDEC, facilitating integrated care co-
ordination (ICC)). 

 
Elective  

 
2.5 At the time of writing this report GM Trusts are forecasting 183 65-week breaches at the 

end of March against a plan of zero. This is made up of Bolton (9), MFT (85), Stockport (16) 
and WWL (73). 117 of these are anticipated capacity, complex or choice breaches and 66 
are waiting for corneal graft transplant due to a global shortage of corneas.  
 

2.6 At the time of writing this report it is predicted there will be 16 patients waiting over 78 weeks 
at the end of March 2024. All these patients will be waiting for corneal graft transplant. 
 

2.7 Key specialty challenges are in ophthalmology, gynaecology, and dermatology. Work 
continues with providers to minimise the number of breaches utilising additional waiting list 
initiatives, insourcing, outsourcing, validation, and maximising mutual aid.  
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2.8 There is the expectation that longer term transformation programmes will be factored into 
planning trajectories, rolling out programmes to increase day case and theatre utilisation 
rates, the proportion of procedures done in an outpatient setting and embedding 
improvement programmes including Getting it Right First Time (GIRFT) and Further Faster.  

Diagnostics 
 
2.9 At the end of December, 17% of patients were waiting more than six weeks for a diagnostic 

test at GM NHS providers, which was a 5.7% improvement from April 24. However, 
December performance was above plan, and a deterioration from previous month. 
  

2.10 The 2024/25 planning guidance sets a requirement to ensure no more than 5% of patients 
wait over 6 weeks for a diagnostic test, however, due to our current performance the ICB 
has been asked to achieve a more realistic target of no more than 10% by March 2025.  

 
2.11 Several initiatives have been underway across Trusts to help drive improvement, 

predominantly utilising additional capacity via outsourcing and insourcing via the private 
sector along with the use of locums and agency. 

 
2.12 Arrangements are also in place between Trusts for those struggling with specific tests to 

utilise Community Diagnostic Centre (CDC) time which would have previously been 
allocated to another provider, the impact of this arrangement can again be seen by improved 
performance for specific tests. 

 
2.13 Key risks include the availability of workforce, capacity to deliver the transformation 

programmes, access to good data. Challenging modalities include echocardiography, and 
NOUS. 
 

2.14 The focus for is on expanding the use of community diagnostic centres, digital diagnostic 
investments, widening GP direct access, improving productivity, concentrating on 
challenged providers and modalities, and working to deliver a maximum 10-day turnaround 
for referral to report for urgent suspected cancers. 

 
2.15 Mutual aid is progressing and there are arrangements in place between trusts for those with 

challenged tests to utilise increased CDC capacity.  
 

Cancer 
 
2.16 GM providers are working to achieve cancer faster diagnosis (within 28 days) in 77% of 

cases by March 2025. In December, performance was 79.4%, achieving plan. Currently, the 
end of March forecast is 79.4%. 
 

2.17 The aim is to ensure at least 70% of cancer patients receive first definitive treatment 
within 62 days. In December, performance was 70.2%, achieving plan. Currently, the end 
of March forecast is 69.2%. 
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2.18 Key risks continue to be access to diagnostics and surgical capacity, maintaining pace of 
change across the wider transformation programme and sufficient workforce.  
 

2.19 GM system is focussing on 3 accelerated improvement plans – front end pathway initiative 
to speed up time to first seen, single queue diagnostics and system surgical capacity 
planning.  

 
Mental Health 

 
2.20 There has been a significant reduction in acute Out of Area Placements (OAPs) from 124 at 

the end of September to only 20 as of the 23rd of February 2025. The system achieved its 
November, December, and January plan and forecast to achieve February plan.  Current 
focus relates to sustainability and onward improvement. 
 

2.21 Despite a reduction in OAPs, the number of patients in a bed who are clinically fit for 
discharge (CRFD) remains unacceptably high and continues to impact on flow and 
contributes to poor patient experience. As of the 20th of February 2025, there was 182 beds 
occupied by CRFD patients, of which 34% are within Manchester. Challenges in accessing 
housing and supported accommodation continue to be reported by the MH Trusts.  

 
2.22 To help to reduce reliance on OAPs and CRFD, the system is  
 

- Carrying out a review of supported accommodation barriers to discharge, led by 
Manchester.  

- Continue to hold Multi Agency Discharge events (MADE) weekly in each locality to address 
delays in the Trust inpatient bed base. 

- Early intervention services are being strengthened. 

- Working closely with local authorities, and voluntary & community groups to co-design and 
deliver better mental health services in the community 

 
Adults with learning disabilities and/or autism in a mental health inpatient setting 

 
2.23 The operational planning objective is to have no more than 35.6 adults per million 

population in an inpatient setting by March 25. To achieve this metric for GM this means 
no more than 77 adults.  
 

2.24 At the end of December, GM reported 55 inpatients per million with a learning 
disability/autism, which was above quarter three plan of no more than 38.82 per million. 
Manchester, Bolton, Stockport, and Trafford have higher than target inpatient numbers. 

 

2.25 The GM Care & Treatment Review Hub will be fully operational by Q2 2025/26. The hub will 
ensure Care (Education) and Treatment Reviews (CETRs) are carried out within the 
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required timescales and support the prevention of avoidable admissions and speedy 
discharges. The Complex Needs Programme has eight projects underway to support 22 
patients across GM and plans are being progressed to support a further 16 patients before 
the end of March 2025. A targeted Manchester Intensive Support Recovery Plan 
(Manchester represents half the number of inpatients) is in place. LD and Autism Multi 
agency discharge meeting (MADE) meetings for the Manchester locality have provided 
opportunity to discuss inpatients and agree a forward plan with clear actions. The MADE 
meetings will continue, focusing on localities with high inpatients numbers. 

3. Recommendation 
 

3.1  The Committee is asked to note the current and forecast position against these high-risk 
performance areas and the associated improvement work. 
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