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Agenda 
Place Based Primary Care Commissioning Committee 
 
Part 1 

Date:  23rd October 2024 

Time:  12.30pm to 14.00pm 

Venue:    Microsoft Teams 

Item 
No. 

Time Duration Subject 
Paper/ 
Verbal 

For 
Approval/ 

Discussion/ 
Information 

By 
Whom 

1 12.30pm  Welcome, Introductions and 
Apologies – Fiona Noden/Annette 
Walker/Liz Walton/Tyrone 
Roberts/Abbie Burch. 
 

Verbal Information Chair 

2 12.30pm  Declarations of Interest. 
 

Verbal Approval Chair 

3 12.30pm 5 mins Minutes of the last meeting held 
on 18th September and matters 
arising: 

 Updated ToR/Membership. 
 

Paper 
 
 
Paper 

Approval 
 
 
Approval 

Chair 
 
 
All 

4 12.35pm 5 mins Action Log. 
 

Paper Discussion Chair 

5 12.40pm 10 mins Plans for a Committee Highlight 
Report – Draft Template for 
Review. 
 

Template Discussion MA 

6 12.50pm 10 mins Collective Action. Verbal Discussion All 

7 13.00pm 20 mins  GP Access Update. Presentation Noting  KO  

8 13.20pm 20 mins Winter Planning Update. Paper Discussion AS/ZR 

9 13.40pm 5 mins GP Telephony. Verbal Noting KO 

10 13.45pm 5 mins PCCC Chair’s Highlight Report – 
September 2024. 
 

Paper Noting All 

11 13.50pm 5 mins Any other business. Verbal Discussion All 

12 13.55pm  Date and time of next meeting: 

 Agreed bi-monthly meetings to 
take place on 4th Wednesday 
in the month from 12.30pm: 

 19th December 2024. 

Verbal 
 
 
 
 

Information All  
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Minutes 
Placed Based Primary Care Commissioning Committee 
 
Part 1 
 
Date:  18th September 2024 
 
Time:  12.30pm  

Venue:   Microsoft Teams 

 
Present: 
 

Naomi Ledwith 
Sharif Uddin 
Kathryn Oddi 
 
Julie Darbyshire 
Martin Ashton (Chair) 
Lesley Hardman 
Steven Whittaker 
David Hughes 
Michael Smith 
Zahid Chauhan 
Adil Khan 
Liz Walton 

Delivery Director, NHS GM (Bolton) 
Chair, Bolton LMC 
Assistant Programme Director, Primary Care Commissioning & 
Contracting, NHS GM (Bolton) 
Healthwatch Bolton representative 
Deputy Delivery Director, NHS GM (Bolton) 
Assistant Programme Director, Primary Care, NHS GM (Bolton) 
Local GP representative 
Associate Director, Finance, NHS GM (Bolton) 
GP Federation representative 
BARDOC representative 
PCN representative 
Associate Director, Quality, NHS GM (Bolton) 

 
Apologies: 
 

Tyrone Roberts, Chief Nurse, Bolton FT 
Louise Gatley, Primary Care representative, Community Pharmacy 
Fiona Noden, Place Based Lead/Chief Executive, Bolton FT 
Barry Kinshuck, Primary Care representative, Dental 
Karen Cassidy, Public Health representative, Bolton Council 
Annette Walker, Locality Finance Lead/Director of Finance, Bolton FT 
Matthew Thornton, Primary Care representative, Optometry 

 
Minutes by: 

Joanne Taylor, Board Secretary, Bolton Locality 

Item 
No. 

Topic Action 

43/24 

Welcome, Introductions and Apologies 
Members were welcomed to the meeting and introductions were made to new 
members joining the Committee from the GP Federation, PCN network and 
BARDOC.  A review of the Committee’s terms of reference to reflect the new 
membership will be undertaken at the next meeting, highlighting voting and 
non-voting members. 
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44/24 

Declarations of Interest 
The Chair reminded members of their obligation to declare any interest they may 
have on any issues arising at committee meetings which might conflict with the 
business of GM Integrated Care and Bolton Locality. 
 
Sharif Uddin, Steven Whittaker, Michael Smith, Zahid Chauhan and Adil 
Khan declared an interest in the items on the agenda.   
 
The Chair agreed to review the interest for each item and that they would 
be allowed to take part in the majority of the discussions but not in any 
decision making to which their interests relate.   
 

 

45/24 
Minutes of the last meeting held on 26th June 2024 and Matters Arising 
The minutes were approved as a correct record. 
 

 

46/24 

Primary Care Risk Register 
The Committee reviewed the primary care risk register, which are primary care 
risks taken from the system risk register.  Members were asked to review 
these risks and other risks that may be missing and need to be included.     
 
The recruitment of GPs under ARRS was highlighted as a potential risk going 
forward.  Currently, there is no guidance available and further discussions 
would be raised in appropriate forums. 
 
The Committee noted the updates and noted that the primary care team 
would continue to review the risks and reduce the level of risk, where 
appropriate. 
 

 

47/24 

Bolton Quality Contract (BQC) End of Year Report 
The report provided the Committee with the final outcomes of the BQC 
standards, practice achievements, finance and overview of KPIs.  This was the 
last report where the BQC would be generated locally.  This year GM has 
identified 2 additional standards for each locality to include in their quality 
contract.  GM will have more input into these contracts going forward. 
 
It was noted that the outcomes are generally good.  However, it was noted that 
long term care, best care outcomes are not performing as well as they did prior 
to the pandemic.  Evidence also shows a fair split of performance across 
practices, with those practices in high ethnic, deprived areas having good 
outcomes.  The next steps are to share data with PCN clinical directors to 
discuss the outcomes further and also share packs with neighbourhood leads 
to review any parts of the contract that can be delivered as a system going 
forward to ensure better outcomes for patients. 
 
Sharif Uddin raised concerns regarding the continued investment in general 
practice through the BQC and the investment made by practices in recruiting 
additional staff to deliver the contract is dependent on this funding continuing.  
Sharif also highlighted that best care is not in the BQC for 24/25 and asked if 
there was any incentive to include this in the BQC for 2025/26.  Sharif also 
raised the question of what happens to the funding not used through the BQC.  
It was noted that GM is referring to the CVS and Diabetes standards as the 
best care standards.   With regard to funding, it is important to note that the 
money in Bolton is issued by GM, giving the locality the ability to spend on 
some services in Bolton.  The confirmed value for the BQC for last year was 
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£5.4m, agreed by GM.  The underspend at the end of the year is money that 
hasn’t been spent and we report a GM position at the end of the financial year, 
not a locality position, therefore funding positions are included in the GM 
finances to review the GM position, which GM agree to offset against other 
overspends. 
 
Members agreed that the focus is on driving improvement next year to further 
mitigate unwarranted variation.  Members also commented that this is a 
practice based contract for practices to deliver and direct staff/estates to 
deliver as changes are made, noting the BQC is to develop quality services for 
patients, recognising challenges around delivery due to a practice’s population 
and challenges which need to be worked through as a system to remove 
variation and support practices not achieving to understand these issues 
further.  It was noted that practices are paid by weighted population rather than 
by registered list size, so take into consideration difficult to engage population 
groups. 
 
The Committee noted the outcomes and achievements of the BQC for 
2023/24. 
 

48/24 

Insulin Management LES – Proposed Termination of Contract 
Sharif Uddin declared an interest in this item as his practice is signed up 
to the Insulin Management LES.  It was agreed that he could take part in 
the discussions but not in any decision making. 
 
The paper outlines the intention to de-commission the Insulin Management 
LES and outlines the rationale for this, which had previously been considered 
and supported by the Locality Divisional Management Team. 
 
This local enhanced scheme commissioned from general practice has been in 
place for over 10 years.  The aim of the scheme is to provide a community based 
insulin service for people with diabetes. to improve patient satisfaction by 
providing continuity of care and care planning approach and to reduce referrals 
to the hospital and other secondary care services.  The budget for this scheme 
is £170,000. 
 
The number of patients in Bolton being prescribed insulin, and therefore eligible 
for a management review under this scheme is 3,874.  22 out of 49 practices 
are signed up to deliver the LES. This is less than half the number of practices 
across the Borough; meaning access for all patients is inequitable. 
 
The specification is not fit for purpose.  There are no quality standards or any 
requirement to feedback on health outcomes, therefore no benefits for 
patients, general practice or the locality system.  No other localities have a 
scheme like Bolton has and therefore Bolton is an outlier.  One of our ways of 
working is to ensure consistency locally and in general practice across GM.   
 
The financial position within the GM ICB is extremely pressurised, and this 
includes the Bolton Locality. Significant cost savings are required to keep 
expenditure within the NHS approved budget. It is critical that all services and 
costs are reviewed to ensure they are appropriate, and are providing value for 
money.  
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A full review of the current LES has been undertaken, including delivery 
aspects and quality measures.  A scoping exercise of similar services provided 
by all nine other localities in GM has been undertaken.  A review of the current 
provision of diabetic care in Bolton has been completed which included 
meeting with the Diabetes Service to discuss the referral criteria into the 
service for complex patients from general practice. An acceptance criteria list 
will be re-circulated to general practice by the 1st October 2024.  Plans are 
being progressed for a review of the Diabetes Service. This is to ensure the 
service is fit for purpose, has a community focus, and offers robust 
engagement/collaboration for practices when enhanced patient care and 
management is required 
 
Considering all the above information, supporting the continuation of this LES is 
not viable either clinically, financially or on quality grounds.  Therefore, the 
intention is to decommission this scheme as from 1st January 2025. Practices 
will be given the statutory three months’ notice as from 1st October 2024. 
 
Members commented on the paper:- 

 This is a backward step.  Bolton diabetes centre is not currently 
working well.  Concerned that the 22 practices will stop initiating insulin 
management and the backlog of work will transfer to the diabetes 
centre.  It was noted this LES relates to the routine diabetic care of 
patients.  However, it was still felt that practices not providing this 
currently will not be skilled in this now and will still transfer to the 
diabetes centre.  It was noted that a review of the diabetes service in 
parallel with this work is starting. 

 Practices use the additional funding from this LES to dedicate 
additional nursing time for patients on insulin.  Practices will have less 
workforce to deliver this work, therefore this is a risk.  Diabetic care 
provision is a dedicated standard in the BQC with the aim to optimise 
management.   

 There is a real risk on more patients being referred to the diabetes 
service. 

 Impact assessment will be carried out as part of the next phase of this 
review and the EQIA will show any inequalities. 

 Recognising the reality of the current financial situation, ongoing 
discussions are needed on the flow of this work across the diabetes 
service, thinking about the nursing workforce, capacity and skills to 
support and develop this further. 

 This affects 3.5k patients in Bolton on insulin.  Only 30% of patients 
have had a review in the last few years.  We can look at a population 
based approach, how to cater for the needs of the people without the 
need to manage these people in hospital.  This is about getting the best 
outcome for patients and could be achieved through an outreach option 
delivered from practices or neighbourhoods.  Agreed this could form 
the basis of the review. 

 This service is currently inequitable across Bolton and in Bolton across 
GM and not the best use of the Bolton £.  It is clear we need to do 
something different.  The intention to decommission is supported.  
However, clinical leadership discussions on the right service for 
patients going forward is needed.  CCPL to co-produce what a service 
would look like that is reasonable to the hospital and primary care.  If 
this poses financial challenges around recruitment, we would need to 
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review how to mitigate against this. 

 Separate the financials, and this is the right thing to do for patients. 

 This is a financial challenge but not at the cost to our partners.   
 
The Committee noted the intention to formally give 3 months’ notice to 
practices on 1st October 2024, with the intention of stopping the insulin 
management service on 1st January 2025, whilst a further review is 
undertaken to work up a model through CCPL Forum. 
 
Further updates on progress of the revised model will be presented to 
this Committee at a future meeting. 
 

49/24 

Primary Care Capacity Funding and Surge Hub Funding 
The paper provided proposals for the use of the non-recurrent funding 
regarding establishing the primary care capacity and surge hubs for 2024/25. 
 
Members received an update on the use of capacity funding to practices and 
GP out of hours, specifically to recruit additional workforce or expand hours of 
current workforce to meet increased demand, to spend between October 2024 
to March 2025 with monthly data returns to enable an understanding of the 
impact of the funding across the system.   
 
The surge hub funding, which is a GM specification and allocation based on 
our population covers November 2024 to March 2025.  This will cover one hub 
based centrally, open 7 days a week and at times of high demand, in 
collaboration with GP out of hours and PCN enhanced access and will be 
operational by mid-November. 
 
These proposals will show impact and proof of concept to innovate and 
improve previous models.  
 
Members commented on the plans:- 

 Need to articulate better that GPs coming in on a day off is allowed. 

 This needs to be widely advertised across Bolton providers to gain a wide 
expression of interest.   

 Work with the provider on CAS links for practices.  

 Recognise Bolton is investing in primary care through these initiatives.  
The obligation of practices is to get better at telling the story and selling 
the benefits of these initiatives.   

 A review of the start times is needed to ensure an equitable share from all 
services booking in patients. 

 Encourage partners to work together alongside the hub to deliver some 
good outcomes for Bolton this year and work together across boundaries 
to make a difference.  Pro-active, co-producing and working together to 
develop services such as this. 

 
The Committee noted the proposals for the use of winter funding for 
2024/25. 
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50/24 

Primary Care Estates Update 
 
Output from the Estates Toolkit Review and Process for Prioritisation 
/Funding Allocation 
The recent roll-out of the Estates Toolkit Review has resulted in the production 
of PCN clinical plans and estates strategies.  These plans are comprehensive 
and robust documents which will provide the primary data source against 
which all future requests for investment in local estate will be measured. The 
application of a methodical approach, based on agreed weighting and scoring, 
supports ICBs to better understand and prioritise where resources should be 
directed.   
 
Historically, funding for GP estate has been allocated on a ‘first come, first 
served basis’ with CCGs having the final say on approval of new schemes within 
their own resources.  Over recent years, NHS capital for investment in estate 
has been scarce, only £5m was awarded in 2023/24 for all of primary medical 
services in GM.  The report identifies successful bids that year from Bolton 
practices. 
 
More recently, the application of the Estates Toolkit Review will allow ICBs to 
better prioritise and understand where these scarce resources should be 
directed.  Localities are still involved but all financial approvals now need to go 
through GM ICB Finance Committee to ensure affordability against GM system-
wide resources.  Development of PCN clinical plans and estates strategies is 
now complete.  These plans are comprehensive and robust documents which 
will provide the primary data source against which all future requests for 
investment in local estate will be measured.  The Committee reviewed the 6 
schemes identified and next steps.  
 
Members noted this is now the approach to be taken with any future estates 
requests from general practice.  Any requests would be reviewed against the 
output from the toolkit review to confirm priority.  The governance process will 
be a review of PIDs through the local Strategic Estates Group, for further review 
through the GM Business Case and Capital Estates Steering Group for ICB 
approval, prior to regional and national approval.  This is a national process and 
GM is taking this approach with every locality. 
 
Members commented:- 

 Noting the scarcity of capital funding, any new investment will bring 
opportunities for system reviews.  Collectively we can help review void 
space and under-utilisation to collectively resolve issues.   

 Are we comfortable that the top 3 schemes we are investing in are in the 
more affluent neighourhoods.  Noted that demographics are taken into 
consideration throughout the process. 

 How is the funding allocated across GM.  Noted that funding is 
reprioritised where there are critical schemes, with plans to review over 
a 5 year period.  Acknowledged that the locality has to be ready for the 
next process and when any further funding becomes available. 

 The estate outcomes seem to have flaws, based on assumptions and 
looking at data from covid times, when we have raised questions, we 
have not received outcome at PCN level.  My concern may be the 
actual shortfall being reviewed at a GM level may then disadvantage 
Bolton. 
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 Concerned about NHS Estate LIFT buildings and their exuberant 
charges, variation and lack of engagement will then lock us in difficult 
situations.  It was noted that live documents can be reviewed and 
updated through the process. 

 Where we have practices submitting requests that are not in line with 
toolkit recommendations, these will be reviewed through this Committee 
to gain a collective view and approach to achieve the aims of the toolkit 
and Locality Plan to support/guide practices. 

 The wider estates developments are linked with the FT and Council and 
Strategic Estates Group to ensure best use of resources of our estate.  

 Time to think about plans and proposals to put forward is needed to 
review what impact premises may have on delivery of services. 

 
The Committee noted the report and supported the process to date.  
Further discussions to be held with Adil Khan regarding the queries 
raised. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Kathryn 
Oddi 

51/24 

PCCC Chair’s Highlight Report – June 2024 
The Committee noted the highlight report which has previously been submitted 
to NHS GM. 
 

 

52/24 

Any Other Business 
 
GP Collective Action 
The Committee received an update on the current position with regard to the 
GP Collective Action.  The locality continues to discuss with stakeholders 
through formal weekly cell meetings to review any changes and discuss 
actions required.  General practice is carefully considering elements of the 
collective action they want to be part of.  Our role is to gather information to 
mitigate against the collective action. 
 
The locality appreciates the support with these discussions and is 
encouraging, where comfortable, to share any intelligence to mitigate the 
impacts as a system. 
 
It was noted that soft intelligence has been received regarding shared care 
mental health services and work is starting with GM and GMMH to understand 
any risks and mitigate against these to find collective solutions. 
 
GP IT  
A query was raised regarding links both locally and at a GM level on 
developments with GP IT.  It was noted that there is a local Digital Enabler 
Group that review and develop changes across the locality to avoid 
duplication.  The locality IM&T Digital Board also includes GP Federation 
colleagues to discuss developments and issues at a local level for further 
escalation to GM as required. 
  

 

53/24 

Date and Time of Next Meeting 
It was noted that the next meeting would be held on 23rd October from 
12.30pm. 
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Bolton Place Based Primary Care 

Commissioning Committee 
 

Terms of Reference 
 

1. Constitution 

1.1 The Place Based Primary Care Commissioning Committee (the Committee) is 

established by the Integrated Care Board (the Board or ICB) as a Committee of the 

Board in accordance with its Constitution. 

 

1.2 These Terms of Reference (ToR), which must be published on the ICB website, set 

out the membership, the remit, responsibilities and reporting arrangements of the 

Committee and may only be changed with the approval of the Board. 

 

1.3 The Committee is a non-executive committee of the Board and its members, 

including those who are not members of the Board, are bound by the Standing 

Orders and other policies of the ICB. 

2. Authority 

2.1 Bolton Primary Care Commissioning Committee is authorised by the Board to: 

 Investigate any activity within its terms of reference;   

 Seek any information it requires within its remit, from any employee or member of 

the ICB (who are directed to co-operate with any request made by the Committee) 

within its remit as outlined in these terms of reference; 

 Commission any reports it deems necessary to help fulfil its obligations; 

 Obtain legal or other independent professional advice and secure the attendance 

of advisors with relevant expertise if it considers this is necessary to fulfil its 

functions.  In doing so the Committee must follow any procedures put in place by 

the ICB for obtaining legal or professional advice; 

 Create task and finish sub-groups in order to take forward specific programmes of 

work as considered necessary by the Committee’s members. 

 The Committee shall determine the membership and terms of reference of any 

such task and finish sub-groups in accordance with the ICB’s constitution, 

standing orders and Scheme of Reservation and Delegation (SoRD) and may 

delegate any decisions to such groups. 

2.2 For the avoidance of doubt, the Committee will comply with, the ICB Standing 

Orders, Standing Financial Instructions and the SoRD. 
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3. Purpose 

3.1 To contribute to the overall delivery of the ICB objectives by providing oversight and 

assurance to the Board on:  

 

3.2 General Medical Services (GMS), Personal Medical Services (PMS) and Alternative 

Provider Medical Services (APMS) contracts, including the design of PMS and APMS 

contracts, monitoring of contracts, taking decisions on contractual action such as 

issuing breach/remedial notices, and removing a contract. 

 

3.3 Newly designed enhanced services (“Local Commissioned Services” and “Directed 

Enhanced Services”). 

 

3.4 Design of local incentive schemes as an alternative or in addition to the Quality 

Outcomes Framework (QOF). 

 

3.5 Decision making on whether to establish new GP practices in an area. 

 

3.6 Approving practice mergers, boundary changes, list size closures.  

 

3.7 Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes, section 

96, local incentive schemes. 

 

3.8 Develop Operational Plans; including needs assessment, integration, alignment to 

neighbourhoods and innovation for primary medical care services in the place that 

align to the Greater Manchester Strategy. 

 

3.9 Undertake a programme of contract reviews of primary medical care services in the 

place, which align to peer reviews and other quality improvement activity. 

 

3.10 Co-ordinate a common approach to the commissioning of primary care services, in 

line with the NHS England Primary Medical Care Policy and Guidance Manual (PGM) 

and required response times.  

 

3.11 Manage the delegated and non-delegated budget for commissioning of Primary 

Medical Care services in the place and reciprocally align to the Locality System 

Board to ensure an integrated budget management system. 

 

3.12 Contribute to Primary Medical Services; Dental, Pharmaceutical and Optometry place 

based plans. 

 

3.13 To ensure a clear working relationship between Locality System Boards and Primary 

Care Committee at Place in developing locality plans, implementation and 

monitoring, including providing highlight reports where indicated.  

 

3.14 To ensure appropriate links with the local strategic estates plans and Strategic 

Estates Group/Bolton Estates Operational Group for the purposes of primary care 

estate. 
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3.15 To provide an update via a chairpersons report of the Place Based Primary Care 

Committee’s decisions relating to Primary Medical Care to the NHS GM Primary Care 

Commissioning Committee, and for information only to the Locality System Board.  

 

3.16 The relationships and interconnectivity of Committees across the system, with 

regards to the Primary Care Commissioning Committee, have been outlined in 

Appendix A. 

 

3.17 The duties of the Committee will be driven by the organisation’s objectives and the 

associated risks. An annual programme of business will be agreed before the start of 

the financial year; however this will be flexible to new and emerging priorities and 

risks. 

 

3.18 The Place Based Primary Care Commissioning Committees have no executive 

powers, other than those delegated in the SoRD and specified in these terms of 

reference.  

4. Membership and Attendance  

Membership 

4.1 The Committee members shall be appointed by the Board in accordance with the 

ICB Constitution.   

 

4.2 The Board will appoint no fewer than seven (7) members of the Committee including 

at least one non-provider Independent non-voting member.  

 

4.3 Voting members of the Committee must not be providers such as Clinicians, non-

clinical provider partners or Directors of provider limited companies within Bolton 

 

4.4 Members will possess between them knowledge, skills and experience in Primary 

Care; Contracts, Quality, Finance, Public Health, Estates, Procurement, Information 

Technology, Business Intelligence and Transformation, Governance and addressing 

Health Inequalities  

 

4.5 Committee Members will ensure that all decisions and/or commissioning 

recommendations have had the appropriate subject matter experts and scrutiny 

through the attendees at the Committee. 

 

4.6 When determining the membership of the Committee, active consideration will be 

made to diversity and equality, giving due consideration to the characteristics of the 

local population.  

Chair and vice chair 

4.7 In accordance with the constitution, the Committee will be chaired by the Locality 

Officer responsible for Primary Care appointed on account of their specific 

knowledge skills and experience making them suitable to chair the Committee. 

 

4.8 Committee members may appoint a Vice Chair who will have specific knowledge, 

skills and experience and be of appropriate seniority  
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4.9 The Chair will be responsible for agreeing the agenda and ensuring matters 

discussed meet the objectives as set out in these ToR.   

Attendees 

4.10 Only members of the Committee have the right to attend Committee meetings: 

 

Membership Name Voting Role 

Locality Officer responsible for 
Primary Care or appropriate 
deputy (Chair) 

Martin Ashton, AD Transformation & 
Delivery, NHS GM (Bolton) 

Y 

Place Based Lead  Fiona Noden, Placed Based Lead Y 

Delivery Director (Vice-Chair) Naomi Ledwith, Delivery Director Y 

Locality Officer responsible for 
Nursing/Allied Health 
Professionals or appropriate 
deputy 

Tyrone Roberts, Chief Nursing Officer Y 

Commissioning Manager(s) of 
appropriate seniority 

Kath Oddi, Assistant Programme Director, 
Primary Care Contracting 
Lesley Hardman, Assistant Programme 
Director, Primary Care/Neighbourhoods 

Y 
 

Y 

Finance Manager of appropriate 
seniority 

Annette Walker, Locality CFO/ 
David Hughes, Locality Deputy CFO 

Y 

Quality Manager of appropriate 
seniority  

Liz Walton, AD Quality & Personalised Care Y 

Primary Care Representative - 
Dentistry 

Barry Kinshuk, Chair, Bolton and Wigan 
Dental Committee 

N 

Primary Care Representatives - 
General Practice 

Steven Whittaker, local GP representative 
Vacant, Clinical Lead, Primary Care 
Transformation, Interface Prescribing & 
Quality. 
 

N 

Primary Care Representative - 
Optometry 

Matthew Thornton, Chair LOC N 

Primary Care Representative – 
Community Pharmacy 

Louise Gatley, Chair LPC N 

Public Health Representative Karen Cassidy Y 

Local Medical Committee (LMC) 
Representative 

Sharif Uddin, Chair LMC N 

Patient Voice (Healthwatch, Lay 
Member, Patient Panel) – 
independent member/s 

Julie Darbyshire Y 

Bolton GP Federation 
representative 

Michael Smith N 

BARDOC representative Zahid Chauhan N 

PCN representative Adil Khan N 

GM Representation Rob Bellingham/Ben Squires Advisory 
capacity – 

ad-hoc 

 

4.11 The Chair may ask any or all of those who normally attend, but who are not 

members, to withdraw to facilitate open and frank discussion of particular matters. 
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4.12 Other individuals may be invited by the chair to attend all or part of any meeting as 

and when appropriate to assist it with its discussions on any particular matter 

including representatives from the Health and Wellbeing Board(s), Secondary and 

Community Care Providers and other subject matter experts as appropriate. 

 

4.13 The Chief Executive should be invited to attend the meeting at least annually.  

 

4.14 The Chair of the ICB may also be invited to attend one meeting each year in order 

to gain an understanding of the Committee’s operations. 

Attendance 

4.15 Where an attendee of the Committee (who is a member of the Committee) is unable 

to attend a meeting, a suitable alternative may be agreed with the Chair.  

Access 

4.16 Regardless of attendance, NHS Greater Manchester Integrated Care Board will 

have full and unrestricted rights of access to the Place Based Primary Care 

Commissioning Committee.  

 

4.17 Part 1 of the meeting is to be held in public as an Open meeting. To address 

commercially sensitive matters, the Chair may determine whether a Part 2 of the 

meeting is to be held in private as a closed meeting.  

5. Meetings Quoracy and Decisions 

5.1 The Place Based Primary Care Commissioning Committee will meet at least six (6) 

times a year and arrangements and notice for calling meetings are set out in the 

Standing Orders. Additional meetings may take place as required. 

 

5.2 The Board, Chair or Chief Executive may ask the Place Based Primary Care 

Commissioning Committee to convene further meetings to discuss particular issues 

on which they want the Committee’s advice. 

 

5.3 In accordance with the Standing Orders, the Committee may meet virtually when 

necessary and members attending using electronic means will be counted towards 

the quorum.  

Quorum 

5.4 For a meeting to be quorate a minimum of five (5) Members of the Board are 

required, including the Chair or Deputy Chair, Commissioning and Finance Managers 

with responsibility for Primary Care. 

 

5.5 If any member of the Committee has been disqualified from participating in an item 

on the agenda, by reason of a declaration of conflicts of interest, then that individual 

shall no longer count towards the quorum. 

 

5.6 If the quorum has not been reached, then the meeting may proceed if those 

attending agree, but no decisions may be taken. 

 

 



PCCC Final v1.0 September 2024 

Decision making and voting 

5.7 Decisions will be taken in according with the Standing Orders. The Committee will 

ordinarily reach conclusions by consensus. When this is not possible the Chair may 

call a vote. 

 

5.8 For the avoidance of doubt, only voting members of the Committee may vote. Each 

member is allowed one vote and a majority will be conclusive on any matter.  

 

5.9 Where there is a split vote, with no clear majority, the Chair of the Committee will 

hold the casting vote. 

 

5.10 If a decision is needed which cannot wait for the next scheduled meeting, the Chair 

may conduct business as an extraordinary meeting on a ‘virtual’ basis through the 

use of telephone, email or other electronic communication.  

 

5.11 Where an extraordinary meeting is not possible, the Chair can enact Emergency 

Powers and Urgent Decisions, where an emergency or urgent decision needs to be 

executed in the period between the scheduled meetings, in agreement with the chair 

(or in their absence the vice chair) the following will be circulated to the committee: 

 

a) The details in respect of the decision required. 

b) The response required and associated timescales. 

c) Communicate the outcome with the committee members. 

d) Seek the chairs (or vice chairs) and Director of Commissioning’s 

approval to empower the named representative to implement the 

agreed action. 

6. Responsibilities of the Committee 

6.1 The Committee’s duties can be categorised as follows: 

 

6.2 The Committee has been established in accordance with the above statutory 

provisions to enable the members to make collective decisions on the review, 

planning and procurement of primary care services in the place under delegated 

authority from NHS England.  

 

6.3 In performing its role, the Committee will exercise its management of the functions in 

accordance with the agreement entered into between NHS England and Greater 

Manchester NHS Integrated Care, which will sit alongside the delegation and terms 

of reference.  

 

6.4 The functions of the Committee are undertaken in the context of a desire to promote 

increased co-commissioning to increase quality, efficiency, productivity and value for 

money and to remove administrative barriers.  

7. Behaviours and Conduct 

ICB values 

7.1 Members will be expected to conduct business in line with the ICB values and 

objectives. 
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7.2 Members of, and those attending, the Committee shall behave in accordance with 

the ICB’s Constitution, Standing Orders, and Standards of Business Conduct Policy. 

Equality and diversity 

7.3 Members must demonstrably consider the equality and diversity implications of 

decisions they make.  

8. Accountability and Reporting 

8.1 The Committee is accountable to the Board and shall report to the Board on how it 

discharges its responsibilities. 

 

8.2 The minutes of the meetings shall be formally recorded by the secretary and 

submitted to the Board in accordance with the Standing Orders.  

 

8.3 The Chair will provide assurance reports to the Board at each meeting and shall draw 

to the attention of the Board any issues that require disclosure to the Board or require 

action. 

 

8.4 The Committee will provide the Board with an Annual Report, timed to support 

finalisation of the accounts and the Governance Statement. The report will 

summarise its conclusions from the work it has done during the year. 

9. Secretariat and Administration 

9.1 The Committee shall be supported with a secretariat function which will include 

ensuring that: 

 

 The agenda and papers are prepared and distributed in accordance with the 

Standing Orders having been agreed by the Chair with the support of the relevant 

executive lead; 

 Attendance of those invited to each meeting is monitored and highlighting to the 

Chair those that do not meet the minimum requirements; 

 Records of members’ appointments and renewal dates and the Board is prompted to 

renew membership and identify new members where necessary; 

 Good quality minutes are taken in accordance with the standing orders and agreed 

with the chair and that a record of matters arising, action points and issues to be 

carried forward are kept; 

 The Chair is supported to prepare and deliver reports to the Board; 

 The Committee is updated on pertinent issues/ areas of interest/ policy 

developments; 

 Action points are taken forward between meetings and progress against those 

actions is monitored. 

10. Review 

10.1 The Committee will review its effectiveness at least annually. 
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10.2 These terms of reference will be reviewed at least annually and more frequently if 

required.  Any proposed amendments to the terms of reference will be submitted to 

the Board for approval. 

 Date of approval: October 2024 

 

 Date of review:    October 2025 



 

 

Appendix A : Committee Structure and Relationships 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

NHS Greater Manchester 
Integrated Care Board 

Locality Integrated 
Delivery Board 

NHS GM Bolton Placed 
Based Primary Care 

Commissioning Committee 

NHS GM Primary Care 
Commissioning Committee 

Bolton Locality 
System Board 

NHS England 

GM Pharmaceutical 
Services Regulations 

Committee 

GM Delegated 
Commissioning Contract 

Panel 



As of: 16.10.24

Action 

No. 

Agenda Area Action Summary Date 

Added

Action Required Lead Due By Action Status 

Y - No Info 

A - Almost Due 

G - On Track 

R - Overdue 

P - Completed 

Update Date Closed 

N1 Part 1 Estates The Committee noted the report and supported the 

process to date.  Further discussions to be held with Adil 

Khan regarding the queries raised.

18.09.24 Kathryn O to hold further discussions with Adil K to 

address queries raised.

Kathryn Oddi 23.10.24 Kath has had futher discussions with Adil K 

outside of the meeting and has picked up some 

queries.

16.10.24

Place Based Primary Care Commissioning Committee ActIon Log - Part 1



Group Primary Care 

Committee

Chair Martin Ashton Frequency of meeting Date Oct 2024

Management Lead Kath Oddi

Aligned

Locality 

Strategic 

Aim

Details Progress in month Is this a CIP Scheme? If so 

please detail  progress

Please  provide an overview 

of any risks and mitigations 

(detail to be shared in risk  

register)

Alert  
(Alert the Committee/Group to areas 

of non-compliance or matters that 

need addressing urgently)

Advise
(Detail here any areas of on-going 

monitoring where an update has been 

provided to the Group / Committee 

AND any new developments that will 

need to be communicated or included 

in operational delivery)

Assure
(Detail here any areas of assurance that the 

Committee/Group has received)

3
Continue to improve Primary 

Care Access

Evidence confirms there is

unwarranted variation across general

practice in terms of the level of

access offered to patients.

A GP Access Dashboard has recently

been developed to bring together all

available access metrics.

The Access Dashboard compares

practices in the number of

appointments offered per 1000

patients, as well as the how the

appointments are offered (eg the % of

appointments offered on the day or

within 14 days).

A structured programme of improvement has been

developed and is now underway.

The 25% of practices demonstrating the highest

levels of unwarranted variation have been provided

with data highlighting specifically where they vary

from their peers across Bolton and asked to submit

an action plan, by 18th October 2024, outlining the

changes they intend to make to ensure

improvement.

This will be a rolling programme with all practices

reviewed every six months to ensure that the 25%

of practices demonstrating the highest levels of

variation are continuously required to improve .

Practices will be closely monitored and supported

to enable them to meet/exceed PCN/Bolton/GM

averages with demonstrable improvement

expected by end of March 2025.

Not a CIP scheme.

1

Reducing Unwarranted variation

• Hypertension Case Finding

• Health Checks

In both these arenas, analysis has 

shown there to be unwarranted 

variation within place - across 

Neighbourhood/PCN/Practice level

Neighbourhood (NBH)  Leads and PCN 

Clinical Directors have been provided 

with data on current  uptake for the 2 

schemes.  The data  highlights the 

numbers of patients who need to have 

a BP check or an NHS Health Check.

In addition, each practice is being 

provided with patient level data to 

assist in the targeting process.

Reports will be generated quarterly to 

understand any improvement in uptake

NBH Leads are starting to work together with 

PCNs/practice staff to develop innovative ways to 

target patients.

The Voluntary Sector are being asked to get 

involved,  to play their part to promote the 

interventions, and support Bolton residents to 

understand the benefits of having their BP 

measured, and also having an NHS Health Check.

The Plus Groups – identified in the Locality Plan -

will be targeted as a priority

Not a CIP scheme



IMPROVING 
GP ACCESS

Kathryn Oddi: Assistant Programme Director - Primary Care 
Commissioning & Contracting - NHSGM (Bolton)

Elizabeth Taylor: Senior Intelligence Analyst - NHSGM (Bolton)



GP Contractual Requirements 
for Access

The Standard General Medical Services (GMS) Contract is not explicit
regarding the number of appointments a practice should offer its patients
each week.

The contract simply states that a GP practice ‘must provide [essential
services] at such times, within core hours, as are appropriate to meet the
reasonable needs of its patients’.

Until recently, defining what is ‘appropriate’ or ‘reasonable’ hasn’t 
always been easy.



Development of GP Access 
Dashboard 

A GP Access Dashboard has recently been developed to bring
together all available metrics.

The Access Dashboard compares practices in the number of
appointments offered per 1000 patients, as well as the ‘quality’ of
their offer (eg the % of appointments offered on the day or within 14
days).

This, in turn, allows us to look for correlations between GP practice
access and high attendances in other parts of the system (in
particular attendance at ED and OoHs).



• No correlation between same day/ 14 day access and OOH attendances

• No correlation between the proportion of face to face appointments and ED/ OOH

attendances

• Very weak correlation between same day/ 14 day access and ED attendances

• Strong correlation between high ED attendances and distance from the hospital

(the 5 practices with the highest rates of attendances at ED are all within 2.5 miles

driving distance from the hospital, mostly from Bolton Central PCN and Farnworth

& Kearsley PCN - note that other practices are also within this distance)

• Strong correlation between high deprivation and high ED attendance. In addition,

there is clear overlap between the most deprived deciles and the populations

covered by Bolton Central and Farnworth & Kearsley PCNs (note – there are also

notable areas of deprivation in other PCNs)

Access Dashboard –
Initial Conclusions



GP Access Improvement 
Programme

Using the dashboard, all practices have been ranked in terms of their 
performance across the following key metrics:

• Number of appointments per 1,000 patients

• Number of appointments within 14 days

• Number of appointments on the same day

• Attendances at ED (adults)

• Attendances at ED (paediatric)

• Attendances at OOHs

• Attendances at Enhanced Access Service

• Patient Experience (National GP Survey and Friends and Family Test Results)



GP Access Improvement 
Programme

Access to General Practice - Quality 

measures of the appointments offered

Wider System Access (A&E, OOH, EA) Patient Experience

Practice Total 

appoint

ments 

per 

1000 

list size 

per 

month

% 

appointment

s on same 

day

% 

appointment

s within 14 

days

% 

appoint

ments 

face to 

face 

Total 

A&E 

attend. 

per 

1,000 

list size 

(at 

Bolton 

FT)

Adults' 

A&E 

attend. 

per 

1,000 

list size 

(at 

Bolton 

FT)

Children'

s A&E 

attend. 

per 1,000 

list size 

(at 

Bolton 

FT)

Out of 

Hours 

contacts 

per 

1,000 list 

size

Enhanced 

access 

hours 

utilisation 

(PCN 

level)

Friends 

and 

Family 

Test

GP Patient 

Survey -

Overall 

experienc

e of GP 

practice -

% Good

1

2

3

4

5

6

7

8

9

10

11

Practices in the lowest 25% in terms of performance against these key 

metrics have been identified.



GP Access Improvement 
Programme

Collating the data in this way highlights those specific areas where practices
might focus their intention in order to make improvements – improvements
which could benefit their patients and have a positive impact on the wider
urgent care system.

The practices identified in the last slide have been provided with data
highlighting specifically where they vary from their peers across Bolton and
asked to submit an action plan, by 18th October 2024, outlining the changes
they intend to make to ensure improvement.

Practices will be closely monitored and supported to enable them to
meet/exceed PCN/Bolton/GM averages

Peer clustering has been used to understand where, for some practices,
patient demographics are contributing to underperformance and further
discussions are planned with these practices to identify any additional
support required to manage these patients more appropriately.



Targeted Resident Engagement to 
Understand ED Attendances

Working with colleagues from CVS and Healthwatch, a targeted patient

engagement package is under development to understand the drivers

for why some patients present to parts of the system other than general

practice when requiring primary medical services.

The intention is to use the feedback to adapt our out-of-hospital service

offering so that they are utilized more when residents have an urgent

health need.

The assumption is that a percentage of ED attendances can be avoided

if we can make small changes to awareness of, and access to, out of

hospitals services.



Questions



 

 

Report Title: Winter Update 

Meeting: Primary Care Commissioning Committee 

Meeting Date: 23rd October 2024 

Report of 
(Lead Officer): 

Anthony Szylak 
Email Address: 
Anthony.szylak@nhs.net 

Presented by: 
Anthony Szylak 
 

 

The purpose of the attached Power Point slide and report is to 
update the Committee on the key work streams in progress to 
mitigate impact of anticipated increased winter demand.  
 
The Power Point slide reports progress against the winter funds 
agreed within/ directly impacting Primary Care. It covers: 

1. Primary Care Surge Hub 
2. Capacity Funding 
3. Urgent Care Engagement 

 
The attached draft report provides an update on system partner’s 
winter plans which have been analysed in relation to a NHS E 
Winter priorities letter which all Localities have been asked to 
consider.   
 
This report has been shared with this committee to raise awareness 
of system partners plans and to sense check that we have captured 
the relevant elements in primary care correctly.  
 

Recommendation(s): 
 

For Information/ Discussion 

Previously considered 
by: 
 

Committee(s)/Group(s): History of Discussion/outcome: 

 
 

 
 

Links to the Locality Plan 
strategic aims 
 

Reduce unfair 
differences in health 

 
Make the best use of our 
resources 

x 

Support connections in 
our communities 

 
Invest in our current staff and 
open the doors for future staff 

 

Help residents to live 
healthy lives 

x   

Give our children every 
chance to succeed 

   

Clinical Comment (named 
lead): 

 

Finance Comment 
(named lead): 

 

Outcome of Equality and 
Quality Impact 
Assessments (EQIAs) 
and any associated risks: 

 



Primary Care Commissioning 

Committee 

Scheme updates

Date: 23rd October 2024

Presented by: Zabina Rahman



Primary Care Surge Hub

We are in the advanced stages of mobilising a Primary Care Surge Hub that will be delivered from a central location within the Bolton 

Locality. Expressions of Interest have been received and we hope to identify a system partner to deliver this service within the next few 

weeks. We expect this service will be operational by November 2024. This will provide additional capacity which all system partners can 

call upon to support pressures. The Surge Hub will run until March 2025. 

Capacity Funding 

For the Winter period 2024 - 2025, NHS Greater Manchester (Bolton) has identified and secured additional funding for all Bolton GP 

Practices, with the main aim of driving improved access to urgent, same day primary care by increasing capacity in GP practices. The 

financial allocations have been communicated with each practice and the OOH provider. The payment mechanism is identical to last

year’s allocations. This funding will cover the period 4th November 2024 – 31st March 2025.

Urgent Care engagement

We have commissioned and developed, in partnership with Bolton VSCE colleagues (Bolton CVS and HealthWatch) a bespoke survey to 

engage with Bolton residents, so that we may better understand the reason for which they use the available healthcare services in the 

borough. Engagement has been delivered both electronically and in face to face focus groups. To date we have received approximately 

200 returns, with a deadline set as the 8th November 2024. 

Scheme updates



 

Review of Bolton Winter System Plans against NHS England H2 Priorities 

 

1. Executive summary 

Purpose  

The purpose of this report is to review and cross-reference the Bolton locality’s winter plan against the priorities outlined in the NHS England 

letter and H2 priorities. This exercise aims to ensure that the Bolton winter system plan is aligned with national expectations and key priority 

areas, particularly in Urgent and Emergency Care, Primary Care capacity, Mental Health services, and workforce resilience. By identifying 

potential gaps or areas for improvement, this report seeks to provide system wide oversight that will strengthen Bolton’s readiness for the winter 

season. 

NHS England » winter and H2 priorities 

Scope  

A section by section comparison of the Bolton winter plan was carried out against the NHS England and H2 priorities, to identify how our plans 

align to the national expectations to support the delivery of safe, dignified and high-quality care for patients this winter and to identify potential 

gaps/opportunities for improvement. 

The documents reviewed are: 

1. NHS England Winter and H2 Priorities letter 

2. Bolton Foundation NHS Trust winter plan  

3. Bolton Council Winter plan – To be included 

4. Community Pharmacy winter plan   

5. COVID and Flu winter plan 

6. NWAS Bolton winter plan – To be included  

7. GMMH winter plan  

8. GP OOH winter plan 

9. Bolton Locality winter funding 



 

2. System cross-reference table 

The below table compares the key areas of NHS England’s priorities against Bolton’s winter plan for ICB system partners. 

 

NHS England 
priority for ICBs 

Bolton winter plan alignment Gaps/opportunities for improvement 

Proactive 
Identification and 
Management of 
People with 
Complex Needs and 
Long-Term 
Conditions 

 Focus on staffing rotas and alternative pathways to alleviate ED 
pressures (GP OOH) 

 QOF and BQC targets for long-term conditions (Primary Care) 

 PCN complex patients and long-term condition needs are presented to 
monthly MDT (Primary Care) 

 Support from the Social Prescribing teams for housing, financial advice, 
social isolation (Primary Care) 

 Prevention mechanisms by ensuring early vaccination for pregnant 
women, 2-3 year olds and clinically at-risk groups (Primary Care) 

 Vaccination plan follows Green Book guidelines for proactive and timely 
management of at-risk populations i.e. Asthma, Immunosuppressed, 
elderly) for Flu, COVID and RSV (Primary Care) 

 Patients on the GSF list are given priority for GP review (Primary Care) 

 Heavy focus on management patient flow through DTA beds, particularly 
for nursing, dementia and residential care beds (Bolton Locality) 

 Expediting the weekend discharges from the Complex Care wards, this is 
a 7 day per week service model (BFT) 

 Home-based treatment teams, ensuring people with complex health 
needs are managed in their community and not just in ED (GMMH) 

 Access to Crisis Café’s and overnight crisis beds to proactively manage 
people with long term conditions or recurring crises (GMMH) 

 

 Less emphasis on proactive 
identification of patients in Primary Care 
before admission (Bolton Locality)  



 

Providing 
Alternatives to 
Hospital Attendance 
and Admission 

 Emphasis on alternative pathways, reminders for clinician referrals into 
community-based services (GP OOH) 

 The Care Home Project provides assurance for targets by working with 
care homes on care plans and discharge reviews to reduce inappropriate 
admission rates (Primary Care) 

 Emphasis on admission avoidance through Age UK scheme of providing 
up to 6 weeks of emotional and social support to prevent admissions 
(Bolton Locality) 

 Winger investment into GP surgeries (Bolton Locality) 

 Increase primary care capacity and establish ‘surge hubs’ to support 
demand during winter pressures (Bolton Locality) 

 Spot purchased residential beds for dementia patients, and mental health 
contributions in GMMH schemes (Bolton Locality) 

 Rollout of Pharmacy First model – well established for GP pathway 
referrals (Community Pharmacy) 

 SDEC, CDC and Hot Clinics to target seasonal disease profiles (BFT) 

 Additional DTAH capacity pilot underway, implementation expected 
December 2024 (BFT) 

 Virtual Wards to reduce LoS (BFT) 

 N3 ward will become a ‘Winter Ward’ from November 2024, providing 23 
nursing beds for patients with NCTR (BFT) 

 111 for mental health in collaboration with PCFT to ensure faster and 
more direct access to support for those in mental health crisis (GMMH) 

 FT communicated they are interested in 
Pharmacy First model and will be in 
touch when ready to strengthen 
implementation (Community Pharmacy) 

 Improve utilisation and pathways for GP 
direct (BFT) 

Working with 
Community Partners 
for Timely 
Discharges 

 Close working with wider health system when extra support is needed 
(GP OOH) 

 Numerous schemes to support discharges including block-booked DTA 
nursing beds, spot purchased residential and dementia beds, as well as 
enhanced workforce coordination. Strong collaboration with Bolton LA and 
the Care Sector through funding for care home fee increases (Bolton 
Locality) 

 Twice weekly winter cell stood up as required (Bolton Locality) 

 No explicit mention of discharge 
planning (Primary Care)  

 Discharge Hubs (Pharmacy) work 
ongoing but paper agreed at CRIG 
(BFT) 

 Additional Specialist Pharmacy Team in 
progress but behind schedule. Funding 
agreed and recruitment underway (BFT) 



 

 Discharge Medicine Service supports patient on discharge from ED for 
several weeks (Community Pharmacy) 

 Ward nursing team to complete discharge dependent bloods overnight 
(BFT) 

 Clinical reviews of top 20 patients with and without criteria to reside (BFT) 

 Discharge Lounge focuses on increasing discharges at 12:00 and 16:00 
(BFT) 

 Weekend roaming discharge team target weekend discharges from 
complex care wards (BFT) 

 UCR action plan in place to increase referrals by March 2025 (BFT) 

 Admission avoidance care homes action plan in place, expended to top 
10 presenting care homes for now (BFT) 

 Mental Health Practitioners within NWAS, embedding mental health 
expertise within emergency services to support those contacting 999 with 
a mental health crisis (GMMH) 

 GMMH have engaged VCSE partners to develop and communicate 
pathways for people experiencing crisis and access to services out of 
hours (GMMH) 

 Radiology appointments as outpatients 
requires further pathway development 
(BFT) 

 Recruitment underway for discharge van 
(BFT) 

Assuring at Board 
Level that a Robust 
Winter Plan is in 
Place 

 24/7 senior manager on call to address urgent matters and escalation (GP 
OOH) 

 Team have completed Flu, COVID and RSV vaccination plans with all 49 
General Practices in Bolton and confirmed 100% Practice readiness for 
delivery and administration (Primary Care) 

 Breakdown of funded schemes and real-time management, including risk 
assessments (Bolton Locality) 

 Oversight of the FT plan will be carried out through the Urgent Care 
Transformation Group and Performance and Transformation Board. 
Regular check and challenge sessions are in place to ensure that 
divisional plans are being delivered within the agreed timeframes and are 
having the intended impact. (BFT) 

 Assurance via UECB 
 



 

Ensuring Senior 
Clinical Leadership 
through SCCs 

 Focus on clinical models and staffing for the discharge and DTA 
processes (Bolton Locality) 

 Focus for Primary Care on operational 
readiness for vaccinations, rather than 
system-wide leadership for broader risk 
mitigation (Primary Care) 

 No explicit mention of SCCs (Bolton 
Locality) 

 No explicit mention of SCCs, however 
‘Silver role’ relaunch on wards may 
support proactive escalation  (BFT) 

Reviewing the 10 
High-Impact 
Interventions for 
UEC 

 Vaccination efforts contribute indirectly to reducing UEC demand by 
preventing Flu, COVID and RSV infections, especially for clinically at-risk 
groups (Primary Care) 

 UTC delivering 4 hour standard since July 2024, patients referred by NHS 
111 (Bolton Locality) 

 Age UK extended hours and admission avoidance (Bolton locality) 

 DTA schemes, enhanced care planning and stroke rehabilitation reducing 
delays in patient flow (Bolton Locality) 

 Secure additional residential and dementia beds to support discharge of 

complex and frail patients (Bolton Locality) 

 1 Pharmacy per ICB is a stockholder of antiviral medicines – Landmark 
and Nash Pharmacy stock Tamiflu (Community Pharmacy) 

 Landmark Pharmacy stock COVID medicine treatments to support Care 
settings (Community Pharmacy) 

 Virtual Wards to reduce LoS, expanding to increase intermediary bed 
(BFT) 

 Flu and COVID testing in A&E planned from the end of October 2024 
(BFT) 

 SDEC pathways in General Surgery and Acute Medicine will support 
reducing unnecessary admissions (BFT) 

 Use of SAFER boards supports patient flow and decision making (BFT) 

 Implement self-assessment via UECB  

 No explicit mention of high-impact 
interventions in plan (BFT) 

 No explicit mention of acute respiratory 
infection hubs across services (All) 



 

 Flow community bed base. Action plan in place, <28 days IMC, <35 days 
DTA (BFT) 

 Plans to provide Frailty support to nursing and care homes (BFT) 

 Right Care Right Person model for mental health patients which enhances 
the emergency care pathway, ensuring Police and Healthcare services 
work together (GMMH) 

 Mental health ambulances supported by NWAS providing alternative 
pathways for those experiencing mental health crisis (GMMH) 

 The crisis helpline aligns with UEC interventions and offers specialised 
responses for urgent care needs (GMMH) 

 Mental health inpatient discharge and flow (GMMH) 

 Pathways to home-based treatments and CAHMS beds to support young 
people in crisis attending A&E (GMMH) 

 

 

 

 

 

 

 

 

 

 

 



 

 

The 10 high impact interventions outlined in the letter for UEC include: 

1. Same Day Emergency Care: Reducing variation in SDEC provision by providing guidance about operating a variety of SDEC services for at 

least 12 hours per day, 7 days per week. 

2. Frailty: Reducing variation in acute frailty service provision. Improving recognition of cases that could benefit from specific frailty services and 

ensuring referrals to avoid admission.  

3. Inpatient flow and length of stay (acute): Reducing variation in inpatient care and length of stay for key UEC pathways/conditions/cohorts 

by implementing in-hospital efficiencies and bringing forward discharge processes for pathway 0 patients. 

4. Community bed productivity and flow: Reducing variation in inpatient care and length of stay by implementing in-hospital efficiencies and 

bringing forward discharge processes. 

5. Care Transfer Hubs: Implementing a standard operating procedure and minimum standards for care transfer hubs to reduce variation and 

maximise access to community rehabilitation and prevent re-admission to a hospital bed. 

6. Intermediate care demand and capacity: Supporting the operationalisation of ongoing demand and capacity planning, including through 

improved use of data to improve access to and quality of intermediate care including community rehab. 

7. Virtual wards: Standardising and improving care across all virtual ward services to improve the level of care to prevent admission to hospital 

and improve discharge.  

8. Urgent Community Response: Increasing volume and consistency of referrals to improve patient care and ease pressure on ambulance 

services and avoid unnecessary admission. 

9. Single point of access: Driving standardisation of urgent integrated care coordination which will facilitate whole system management of 

patients into the right care setting, with the right clinician or team, at the right time. 

10. Acute Respiratory Infection Hubs: Support consistent roll out of services, prioritising acute respiratory infection, to provide same day urgent 

assessment with the benefit of releasing capacity in ED and general practice to support system pressures. 

 

 

 

 

 



 

3. High level plans 

Plans have been attached where received. 

 

GP Out of Hours (BARDOC) 

1. Winter rota mapping is completed using data from previous 3 years to ensure sufficient staffing levels, targeting projected pressure pinch 

points. Also, actions taken based on daily OPEL Score. 

2. Ability to work remotely will be facilitated to allow more flexible working and enable staff who test positive for COVID or other infectious 

disease, to continue to work if they are able. 

3. All staff will be offered seasonal vaccinations as of October 2024  

4. Where unforeseen demand increases and poses potential risks to patient safety, a pool of clinicians and operational staff will be on standby 

to pick up shifts with little notice through a global broadcast request, including the ability to WFH. 

5. Medication supplies will be increased in visiting vehicles to mitigate potential lack of availability via Pharmacy. 

6. Alternative pathways information is shared with all clinicians reminding them of other services in the community that patients can be referred 

to and reduce the use of A&E. Reminder text sent to GP OOH clinicians on daily basis. 

7. A 24/7 mobile phone is available for referring agencies to contact the duty manager for immediate response. The emergency contact number 

is 07912732063 

8. A senior manager will be on call & available for any urgent matters 24/7. 

9. An additional vehicle will be on standby by to deploy for community/ home visits, should demand exceed forecasted levels (Funding will be 

discussed with the commissioner when required) 

10. Where possible we will be supporting wider health system if required.   

 

Additional notes 

 Regular reviews of Bolton Foundation NHS Trust UTC rota will be carried out with the rota team 

 Support to Bolton Foundation NHS Trust wherever we can when extra support is needed 



 

 Act upon any potential Flu outbreaks in Care Homes that are referred to GP OOH 

 GP OOH team hold a stock of Tamiflu 

Bolton_BARDOC_Wi
nter_Pressures_Assurance_Plan_2024.pptx

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Primary Care – Flu, COVID and RSV 

1. Rollout of service runs from September 2024 to February 2025 (Flu) and October 2024 to January 2025 (COVID) 

2. All plans are complete as of the 23rd September 2024, the team have liaised with all 49 GP practices and asked who they delivering to and if 

vaccines have arrived – We expect the vaccines will be delivered on time for Flu and COVID, routine vaccine deliveries are in plan. 

3. All Practices are they aware of and understand the timescales posed 

4. All provider have been contacted to and will conform with the delivery as per NHS England guidelines 

5. From the 1st September 2024 – 2nd October 2024 practices to vaccinate pregnant women and 2-3 year old children.  

6. From the 3rd October 2024 Practices will then vaccinate the clinically at risk population as per the Green Book guidelines (Asthma, 

Immunosuppressed, elderly population and other eligible groups) 

 

Additional notes 

 Data relating to uptake will be available as from beginning of November 2024 

 RSV rollout has been released at the same time as Flu and COVID vaccines – This causes some logistical challenges but GP practices are 

ready to go with this. Delivery plans have been checked and are in place. 

 Vaccines come from national approved suppliers  

 Care Home setting vaccination rate is typically around 85-88% 

 Bolton population vaccination rate is typically around 73% 

 

 

 

 

 

 



 

Bolton Locality winter funded schemes 

1. Providing 12 block booked nursing beds to facilitate discharge and reduce hospital LoS 

2. Enhanced DTA MDT workforce to support DTA bed flow and improve patient discharge coordination 

3. Secure additional residential and dementia beds to support discharge of complex and frail patients 

4. Provide medical and clinical support for residential DTA beds to support smoother transitions from hospital to community focussed care 

5. Expansion of 7 day Stroke Therapy services to support patient discharges every day of the week, reducing delays and improving patient flow 

6. Contribution towards GMMH schemes to support timely discharge 

7. Support Hospice services for palliative and EoL care, including advanced care planning for nursing staff 

8. Enhanced patient flow through UTC to reduce emergency department pressures 

9. Provide up to 6 weeks of emotional and social support to vulnerable residents, to prevent hospital admissions 

10. Extend admission avoidance and home from hospital services to cover the weekends, improving outcomes and discharge rates 

11. Conducting targeted engagement to understand the drivers of A&E attendance and the promotion of alternative services available to the 

public 

12. Increase primary care capacity and establish ‘surge hubs’ to support demand during winter pressures (EOI returns COP 7th October) 

13. Provide additional funding to match increases in LA rates for care home feed, supporting bed availability and discharges 

Additional notes 

 Some of these schemes are funded from sources to support our winter pressures. Some schemes run for the full year to manage demand, 

some run November 2024 – March 2025 

 

 

 

 

 

 



 

Community Pharmacy 

1. No physical plan identified for Community Pharmacy however a number of initiatives identified, including part of the core contract 

2. We are working with the ICB on the Minor Ailments Service which will operate throughout winter. Minor Ailments Service will also support with 

medicines supply 

3. Rollout of Pharmacy First model. Official social media campaign in Bolton to go-live Monday 7th October 2024. 71 out of 73 pharmacies are 

registered to deliver the service.  

4. Pharmacists will be providing Flu and COVID vaccines. Figures will be unknown for a number of months  

Pharmacists will have a stock of antiviral medication as well as Tamiflu 

5. Hypertension Case Finding Service will undertake ad-hoc clinic and ambulatory blood pressure measurements at the request of GPs, and 

attempt to identify people aged 40 years or older with high blood pressure who haven’t previously been diagnosed. 

 

 

Additional notes 
 

 Discharge Medicine Service is part of the core contract. This service supports discharges by recieveing the discharge letter and supporting 
patient in the first few weeks of discharge with education, awareness and medicines reconciliation with the GP. Bolton are the top performing 
area in GM for this service. 

 

 

 

 

 

 

 



 

Bolton Foundation NHS Trust 

1. Acute Medicine Re-Design increasing Acute Medicine assessment bed capacity. 

2. Review of AACD ‘Silver’ & OBM Role. Review of roles and responsibilities with a focus on refreshing the “daily rhythm,” ensuring visibility and 

early, proactive escalation. 

3. Discharge Lounge Utilisation. Supporting early flow by increasing 12:00 and 16:00 discharges. 

4. Digital SAFER Boards. Implementing new digital MDT boards to support proactive management and discharge planning. 

5. Weekend Roaming Discharge Team. Expediting weekend discharges from Complex Care wards, providing a 7-day-a-week service model. 

6. Weekly Length of Stay (LOS) Review. Clinically led reviews of the top 20 patients with and without criteria to reside. 

7. ‘Your Next Patient’ Initiative. Ensuring smooth patient flow through inpatient bed management. 

8. Overnight Discharge Dependent Bloods. Ensuring discharge-dependent blood tests are completed overnight by ward nursing teams. 

9. ED Point of Care Testing (POCT). Deploying point-of-care testing for RSV/Influenza through UEC pathways. 

10. Increasing Alternative Speciality Pathways. Expanding pathways through SDEC, Hot Clinics, CDC, and Virtual Wards to target seasonal 

disease profiles. 

11. Virtual Ward. Reducing length of stay (LOS) and expanding intermediary beds to reduce admissions. 

12. Discharge Van. Divisional BC agreed. Recruitment underway. Expected delivery October 2024 

13. 2hr UCR increase in referral activity target. Action plan in place to increase referrals to 157 per month per 100,000 population by March 2025. 

To be delivered incrementally from October. 

14. Increase VW occupancy to 80%. GIRFT action plan meeting 12.09 to gain some traction with programme. Cross divisional work required to 

agree pathways. To be delivered incrementally from November. 

15. Increase number of OPAT patients. Action plan in place, staffing, devices, antibiotic scope to increase referrals by 10% by March 2025. To be 

delivered incrementally from November. 

16. Admission avoidance care homes. Action plan in place, expanded to top 10 care homes from now, further reduction in NWAS call 

outs/admissions by March 2025 

17. Flow community bed base. Action plan in place, <28 days IMC, <35 days DTA, improvements gradual up to March 2025. 

18. Proactive Care model. Business case developed, falls pilot to be implemented by March 2025. 

19. Additional DTAH capacity. Pilot underway during current September made event. Subject to benefits, implementation by December 2024. 

20. Rotational therapy capacity. Business case agreed in division, recruitment underway to 120% of establishment, by December 2024. 

21. Stroke 7 day therapy. Business case/benefits being developed, implementation by Nov 24, initially using bank staff. 

22. Additional community beds. Business case drafted, LA recruitment underway for mill view, implementation Nov 2024 



 

23. TOCH model being developed, pilot underway for NFA patients, phase 1 delivery by March 2025 

24. Weekend discharge team 6 Week pilot began 7th September, to determine benefits and implement by December subject to approval. 

 

Additional notes 
 

 Digital Autopsy embedded. Additional body storage is being explored through a paper via CRIG regarding replacement of external storage 

fridges. 

 24 hour blood culture implementation on track 

 Increased on call reporting Radiologist cover has been implemented. Gaps in cover being supported short term until new starters are on 

boarded. 

 A new dedicated discharge lounge opened in August 2024 which has supported early flow throughout the Trust. Patients regularly moving to 

the new discharge lounge from 7.30am due to improved communication. 

 Discharge planning boards go live on 6 wards in October 2024 

 The Acute Pain service is now operating over seven days and is demonstrating a positive impact on  continuous discharge planning and 

improving patient flow 

 Recruitment is underway for a number of posts to support winter pressure and reduce reliance on bank and agency workforce during the 

predicted period of pressure 

 RAT model implemented in July 2024, improvements in non-admitted breaches have been observed since implementation. Plans to extend 

the time of this model are anticipated. 

Winter plan 
24-25.pptx

 

 

 

 



 

Greater Manchester Mental Health 

The transformation and development of accessible, urgent, emergency and crisis services continue to be a priority for GMMH and the GM ICS, 

ensuring the NHS will provide a single point of access and timely, universal mental health crisis care for everyone. With anyone experiencing 

mental health crisis being able to call NHS 111 and have 24/7 access to the mental health support they need in the community.   

The ICB investment is to be targeted at key service developments throughout 24/25 increasing capacity within the crisis helpline in preparedness 

Greater Manchester Police (GMP) Right Care Right Person (RCRP). 

1. 111 press 2 for mental health, delivered as part of the MH crisis line in collaboration with PCFT (this will also provide a service offer for those 

people diverted by GMP under Right Care Right Person policy change) who phone in self-defined mental health crisis.   

2. Mental Health Ambulances in partnership with NWAS (updated costings from the IA presented in May 2024). 

3. Mental Health practitioners within North West Ambulance Service (NWAS) to support those phoning 999 in a mental health emergency. 

4. Sustainable Implementation of the Crisis pathway model - including Home Based Treatment Teams that adhere to national models and offer 

a Home First option.  Access to crisis cafés and overnight crisis beds that are accessible outside office hours. CORE 24 multidisciplinary 

Mental health Liaison Services  

5. Clear escalation processes for A&E - GMMH has escalation procedures that are followed, in cases of increased pressure. 

6. Access to Child and Adolescent Mental Health (CAMHS) - teams in place across Manchester to support assessment of Children and Young 

People (CYP) attending A&E in crisis. Young people are assessed at the point of presentation in A&E, with pathways to access CYP Home 

Based Treatment Teams (HBTT) and CAMHS beds. 

7. Accessing help in a Mental Health Emergency – ensuring places of Safety/Section 136 Suites where there is 24-hour staffing provision to 

support service delivery for services users who are over the age of 16 years old.  

8. Homelessness - GMMH specialised homeless services do not operate an out of hours service, however, they will follow up all referrals the 

following working day. GMMH have engaged VCSE partners to develop and communicate pathways for people experiencing crisis and 

access to services out of hours. 

9. Emergency resettlement schemes - supports refugees including those placed through centralised resettlement schemes and those 

temporarily living with friends and families via its 24/7 helpline and existing pathways via primary, community and crisis care services. 

10. Mental health inpatient discharge and flow - the clinically led GMMH patient flow service (PFS) ensures that a standardised approach is 

delivered across all GMMH services with practitioners available 24/7 to support system flow to all GMMH beds.  

 



 

4. Recommendations 

 
 For partners to review the status of all system plans available and share where appropriate 

 For partners to re-familiarise themselves with the 10 high impact interventions outlined in the letter for UEC 

  

 

 

 

5. Key contacts for system partners 

 

ICB SCC Cara Purcell cara.pursall1@nhs.net 

BARDOC (GP OOH) Sathiya Selvaraja sathiya.selvaraja@nhs.net 

BARDOC (GP OOH) Clare Toomey clare.toomey@nhs.net   

Bolton NHS Foundation Trust Georgina Barlow Georgina.Barlow@boltonft.nhs.uk  
 

Bolton NHS Foundation Trust Samantha Ball Samantha.Ball@boltonft.nhs.uk  

Community Pharmacy Louise Gatley louise@cpgm.org.uk 

Primary Care Lesley Hardman lesley.hardman@nhs.net   

Bolton Locality Martin Ashton martinashton@nhs.net 

GMMH Simon Johns Simon.Johns@gmmh.nhs.uk  

NWAS  Donna Hooley donna.hooley@nwas.nhs.uk  

NWAS Natalie Ashcroft Natalie.Ashcroft@nwas.nhs.uk  

Bolton Council Karen Kenyon karen.kenyon@bolton.gov.uk  
 

 

 



 

 

 

6. Glossary 

 

RSV Respiratory syncytial virus 
UEC Urgent and Emergency Care 

NHSE National Health Service England 
GP General Practice 

UTC Urgent Treatment Centre 
BARDOC Bury and Rochdale Doctors On Call 

SCC System Control Centre 
LoS Length of Stay 

NCTR No Criteria To Reside 
LA Local Authority 

EoL End of Life 

DTA Discharge To Assess 

MDT Multidisciplinary Team 

GMMH Greater Manchester Mental Health 

UCR Urgent Community Response 
IMC Intermediate Care 

SDEC Same Day Emergency Care 

GSF Gold Standard Framework 

ICB Integrated Care Board 
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Chair: Martin Ashton – Deputy Director - Delivery

Reporting period: September 2024

Attendance: Acceptable

This report updates  / informs the NHS Greater Manchester PCCC on 

the Bolton Locality PCCC work to date. It also provides an opportunity 

to raise any issues and inform of any changes that may affect the 

progression of work.

Key updates:

18th September 2024 (Part 1) Meeting:

 Introduced new members to the Committee – to have wider representation from the local GP Federation, GP OOHs

and a PCN representative.

 Reviewed the primary care risk register, noting that the GPCA risk sits at NHSGM system level.

 Reviewed and noted the end of year report for the Bolton Quality Contract 2023/24, discussing improvement

methodology & opportunities for 25/26.

 Reviewed the proposal to decommission the Insulin Management LES and noted the intention to formally give 3

months notice to the 22/49 practices who deliver the LES in Bolton.

 Reviewed the plans for use of the funding for primary care capacity and surge hubs, including how this is affected

by GP Collective Action.

 Undertook a review of the outputs of the estates toolkit review and noted the process for prioritisation.

 Reviewed the position with regard to the GP Collective Action and noted the soft intelligence received.

 Discussed the governance processes regarding GP IT.

Priority actions in coming period:

 Review and update risk register.

 3 month’s notice to be given for inulin LES prior to decommissioning 

the service on 1st January 2025.  Further review of the diabetes 

service to be undertaken to work up a model through the CCPL forum.

 Share Expression of Interest with interested parties; surge hub to be 

operational by mid-November.

 Escalate concerns regarding Shared Care with GMMH & Bolton

practices.

Decisions made:

Supported the proposal to decommission the Insulin Management LES from 1st January 2025.

Top 3 risks & mitigation: RAG rating

IM&T Support – gap in Bolton locality IT support – could create delays and complications with the delivery of the transformation project. 12

Estates and Staff – lack of dedicated staff and funding to support premises developments. 12

Data Security and protection controls – no primary care DPO in post – Robust plan and support contacts need to be put in place to cover this role.  

Discussions to be held with FT to provide DPO and DPBL to discuss with GM on overall IG service offer.

12

Any other information:

No further information to report from this meeting.

Key escalations for NHS Greater Manchester PCCC:

 To escalate the concern around mitigating the impact of any collective action affecting General

Practice.

 Concerns around locality freedom to act in 25/26 as part of the BeCCOR review.

 Concerns regarding Shared Care with GMMH & Bolton practices.

Bolton Primary Care Commissioning Committee (PCCC) Highlight Report
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