
 

 

Agenda 
 
Place Based Primary Care Commissioning Committee 
 
Date:  25 November 2024 
 
Time:  4.00pm until 5.15pm 

Venue:   Microsoft Teams Chair:  Adrian Crook 
Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1.   
 
 
 

4.00- 4.10 
 
 

 
 
 
 

10 mins 
 

Welcome and Apologies Verbal Information Chair 

2.  Declarations of Interest 
 

Paper Information Chair 

3.  Minutes of previous meeting 
held on 30 September 2024 

Minutes Approval Chair 

4.  Matters arising and update on 
actions 

Actions Discussion Chair 

5.  Public Questions Verbal Information Chair 

6.  4.10 – 4.20 10 mins OOH Commissioning - Virtual 
Decision Outcome 

Verbal Information Chair 

7.  4.20 – 5.00 40 mins General Practice Leadership 
Collaborative Update: 

 

a) Quarter 2 Contracting 
Report 

Paper Information Rachele 
Schofield 

b) Commissioning Intentions 
25/26 

Paper 
 

Information Zoe 
Alderson 

c) Primary Care Highlight and 
Risk Report 

Paper Information Zoe 
Alderson 

8. 5.00 – 5.10 10 mins 
 

Finance Update 
 

Verbal Information Simon O’Hare 

9. 5.10- 5.15 5 mins Any Other Business 
 

Verbal Information 
 

All 
 

   Date and time of next meeting: 
27 January 2025 at 4pm 

   

If you wish to attend this meeting, please contact the Bury Corporate Office: gmicb-bu.corporateoffice@nhs.net 

If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC) 
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than Friday, 22 November 2024 
at 12 noon. 

Please note that due to the limited time we have, we cannot respond to public questions within the PCCC  
meeting. We will acknowledge all the questions we receive and will respond to them formally in writing within 20 
days. 

mailto:gmicb-bu.corporateoffice@nhs.net
mailto:gmicb-bu.corporateoffice@nhs.net


 

 

 
 
MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 2 
 
DATE: 25 November 2024 
 

 
REPORT TITLE: Declarations of Interest 
 
REPORT AUTHOR:  

EXECUTIVE SUMMARY: 
 
NHS GM has responsibilities in relation to declarations of interest as part of their governance arrangements (details 

of which can be found outlined in the NHS Greater Manchester Integrated Care Conflict of Interest Policy version 

1.2). 

 

NHS GM (Bury Locality) therefore, has a requirement to keep, maintain and make available a register of declarations 

of interest for all employees and for a number of boards and committees. 

 

The Local Authority has statutory responsibilities detailed as part of Sections 29 to 31 of the Localism Act 2011 and 

the Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012.  For other partners and providers, we 

understand that conflicts of interest are recorded locally and processed within their respective (employing) NHS and 

other organisations as part of their own governance and statutory arrangements too. 

 

Taking into consideration the above, a register of Interests has been included detailing Declaration of Interests for the 

Primary Care Commissioning Committee. 

 

In terms of agreed protocol, the Primary Care Commissioning Committee members should ensure that they declare 
any relevant interests as part of the Declaration of Interest Standing item on the meeting agenda or as soon as a 
potential conflict becomes apparent as part of meeting discussions.   
 

The specific management action required as a result of a conflict of interest being declared will be determined by the 
Chair of the Primary Care Commissioning Committee with an accurate record of the action being taken captured as 
part of the meeting minutes. 
 
There is a need for Primary Care Commissioning Committee members to ensure that any changes to their existing 
conflicts of interest are notified to NHS GM (Bury Locality) Corporate Office within 28 days of a change occurring to 
ensure that the Declarations of Interest register can be updated. 
 
 



 

 

 

RECOMMENDATIONS: 
 

The Primary Care Commissioning Committee is asked to; 
• Receive the latest Declarations of interest Register; 
• Consider whether there are any interests that may impact 

on the business to be transacted at the meeting on the 25 
November 2024; and 

• Provide any further updates to existing Declarations of 
Interest within the Register. 

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

CONSIDERATIONS 
Please include a brief synopsis of any considerations or implications should be made aware of: 
 
☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 



Financial 
Interests

Non-
Financial 

Profession
al Interests

Non-
Financial 
Personal 
Interests

From To

Ashton on Mersey Football Club Trafford X Direct Chairman 2018 Present
Manchester Football Association X Direct Board Champion for Safeguarding 2018 Present
Ashton on Mersey Rugby Club Trafford X Direct Director 2023 Present
Manchester Foundation Trust (Trafford) Indirect Spouse is a Community Nurse 2024 Present
Francis House Hospice (Manchester) Indirect Spouse is a Qualified Nurse 2014 Present
University Hospital of Wales Indirect Daughter is a Junior Doctor 2024 Present
Leeds University Indirect Daughter is a medical student 2019 Present

Crook Adrian Director of Adult Social Care and Community Services Bolton Hospice X Direct Trustee Jul-05 Present As per policy - see details above (Y,Y,Y,Y,Y)

Jackson Catherine Associate Director of Nursing, Quality & Safeguarding Northern Care Alliance Indirect Partner is a Director at the Northern Care Alliance 2019 Present As per policy - see details above

Alderson Zoe Head of Primary Care None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Schofield Rachele Primary Care Manager None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

O'Hare Simon Locality Finance Lead Simkat Shore Holdings LTD X Direct Director Apr-19 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Trembath Carolyn Head of Quality None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Ridsdale Lynne Chief Executive for Bury Council Bury Council X Direct Chief Executive Mar-23 Present As per policy - see details above (Y,Y,Y,Y,Y)

Bury GP Practices Limited X Direct Chief Officer & Director Jul-21 Present
Greater Manchester GP Federation X Direct Director Oct-21 Present

Dalal Ali GLMPC Independent Contractor / Bury Locality Lead

Alamaz Limited X Direct Owns and operates Formans Chemist which trades 
from the following address: 12 Park Hill, Bury Old 
Road, Prestwich, M25 0FX 01/10/2011 Present As per policy - see details above (Y,Y,Y,Y,Y)

Hobday Jon Director of Public Health None Declared Nil Interest Nov-23 Present As per policy - see details above

Passman Ruth Chair of Bury Healthwatch None Declared Nil Interest Present As per policy - see details above
GM East Local Optical Committee X Direct Vice Chair 2020 Present
Primary Eyecare Services Ltd X Direct Clinical  Performance Lead 2021 Present
Craven & Murray Opticians       X Direct  Owner  2007 Present
Craven & Murray Opticians  Indirect Husband - Lewis Craven Director 2007 Present

GP Federation X Direct Practice is a member 2013 Present
Tower Family Health Care X Direct Partner in a member practice in Bury Locality 2017 Present
Horizon Clinical Network X Direct Practice is a member 2019 Present
Greater Manchester Foundation Trust Indirect Husband is employed Present
Tower Family Health Care - Primary Care General Practice X Direct GP Partner Jul-18 Present
Bury GP Federation - Enhanced Primary Care Services X Direct Medical Director Apr-18 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable X Direct Medical Director 1994 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable Indirect Spouse is a Shareholder 2012 Present
Tower Family Health Care - Primary Care General Practice Indirect Spouse is a  Director Jul-18 Present

Dr

Declaration of interest as per policy:
- Declare in meetings where relevant
- Not to be sent papers where conflicted
- Not to be involved in any decision making where conflicted (which may then also involve the 
following action to be taken at a meeting)
- Remaining present at the meeting but withdrawing from the discussion and voting capacity
- Remaining present at the meeting and participating in the discussion but not involved in any 
voting capacity

Committees and Sub-Committees

Place Based PCCC

Current Position Declared Interest- (Name of organisation and nature of 
business)

Type of Interest 

Voting Members

Non Voting Members

In attendance

Comments

Is the 
Interest 
direct or 
indirect?

Nature of Interest

Date of Interest

Name

As per policy - see details above. (Y,Y,Y,Y,Y)Craven

Declaration of interest as per policy as detailed above 
(Y,Y,Y,Y,Y)

As per policy - see details above (Y,Y,Y,Y,Y)

Member of the Locality BoardKiranPatel

Associate Medical Director and Named GPCathyFinesDr

Wendy Primary Care Provider Representative - Optometry

Beesley Mark Chief Officer

Deputy Place Based Lead & Executive Director Health and Adult 
CareWillBlandamer As per policy - see details above (Y,Y,Y,Y,Y)



 

 

 

Minutes 
Place Based Primary Care Commissioning Committee 
 
Date:  30 September 2024 
 
Time:  4.00pm 

Venue:   Microsoft Teams 

Title Minutes of the Primary Care Commissioning Committee  

Author Faith Farnworth-Collinge 

Version V 0.1 

Target Audience Place Based Primary Care Commissioning Committee 

Date Created 30/09/2024 

Date of Issue  

To be Agreed 25/11/2025 

Document Status (Draft/Final) Final  

Description Place Based PCCC 

Document History: 

Date Version Author Notes 

04/10/2024 v 0.1 Faith Farnworth-
Collinge 

Draft minutes produced. Sent to Zoe Alderson for 
review and asked for any updates to be shared with the 
Chair. 

07/10/2024 V 0.2 Zoe Alderson Minor amendments made by Zoe Alderson. 

09/10/2024 V 0.2 Adrian Crook Approved by Chair.  

    

    

Approved: 09 October 2024  

 
Signature: 

 
 
 Adrian Crook     

Add name of Committee/Chair 
 
 
 
 

 



 

 

 

Primary Care Commissioning Committee  
 
 

 
 
 
 

 
 
 
 
ATTENDANCE 
 

Members 
Voting Members: 
Adrian Crook, Director of Adult Services, Bury Council (Chair) 
Simon O’Hare, Locality Finance Lead, NHS GM (Bury) 
Catherine Jackson, Associate Director for Nursing, Quality and Safeguarding, NHS GM (Bury) 
Will Blandamer, Deputy Place Based Lead for NHS GM (Bury) 
Zoe Alderson, Head of Primary Care, NHS GM (Bury) 
Carolyn Trembath, Head of Quality Improvement and Locality Assurance, NHS GM (Bury) 

 
Non-Voting Members: 
Jon Hobday, Director of Public Health 
Wendy Craven, Primary Care Provider Representative- Optometry 
 
In attendance 
Ali Dalal, Community Pharmacy Representative  
Salina Callighan, Head of Medicines Optimisation – NHS GM (Bury) 
Lindsey Mooney, Project Manager - Bury GP Federation  
Steven Senior, Consultant in Public Health – Bury Council  
 
Others in attendance 
Faith Farnworth-Collinge, Governance Support Officer, NHS GM (Bury) (minutes) 

 
MEETING NARRATIVE & OUTCOMES 
 

1 Welcome, Apologies And Quoracy 
 

1.1 
 
 
 
 
 
1.2 
 

The Chair welcomed all to the meeting. Apologies were received from: 
• Dr Cathy Fines, Associate Medical Director for NHS GM (Bury) 
• Lynne Ridsdale, Place Based Lead for NHS GM (Bury) 
• Rachele Schofield, Primary Care Lead, NHS GM (Bury) 
• Mark Beesley, Chair of GP Leadership Collaborative 

 
The meeting commenced.  
 

 
 
 

MINUTES OF MEETING 

Place Based Primary Care Commissioning Committee 
Monday 30 September 2024 

via Microsoft Teams 
Chair – Mr Adrian Crook 



 

 

 

2 Declarations of Interest 
 

2.1 
 
 
 
2.2 
 
 
2.3 

The Chair reminded the Primary Care Commissioning Committee members of their obligation to 
declare any interest they may have on any issues arising from agenda items which might conflict 
with the business of the Place Based Primary Care Commissioning Committee. 
 
Declarations made by members of the Primary Care Commissioning Committee are listed in the 
Register of Interests which is presented under this agenda. 
 
Declarations of interest from today’s meeting 
There were no declarations of interest.  
 

ID Type The Primary Care Commissioning Committee:  Owner 
D/09/01 Decision Noted the register and declarations of interest.  

 
3 Minutes of The Last Meeting 

 
3.1 
 
 

The minutes of the Place Based Primary Care Commissioning Committee meetings held on 29 
July 2024 were agreed as a correct record.   
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/02 Decision Agreed the minutes from the meeting held on 29 July 2024 as 

a correct record. 
 

 
4 Matters Arising and Update on Actions 

 
4.1 
 
4.2 
 

The action log was updated as recorded on the action log.  
 
HealthWatch Bury Chief Officer to be added to the Primary Care Commissioning Committee 
Membership. The PCCC distribution lists are to be updated to include the HealthWatch Chief 
Office, to invite to future meetings.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/03 Decision Noted the updates provided in relation to the Action Log. 

 
 

A/09/01 Action Faith to add the Chief Officer of HealthWatch Bury to the 
PCCC membership and distribution lists.  

FFC 

 
5 Public Questions 

 
5.1 
 

There were no public questions submitted.  

 
6 GP Leadership Collaborative update  

 
6.1 
 

In Mark Beesley’s absence Zoe Alderson confirmed the GPLC meeting had been cancelled and 
therefore there was nothing to be raised at PCCC.  
 

ID Type The Primary Care Commissioning Committee: Owner 
    

 
 



 

 

 

 
7 Response to the report from Bury HealthWatch on prescriptions 

 
7.1 
 
 
 
 
 
7.2 
 
 
 
7.3 
 
 
 
 
 
 
7.4 
 
 
 
 
 
 
 
 
 
7.5 
 
 
 
 
 
7.6 
 
 
 
 
7.7 
 
 
 
 
7.8 
 
 
 
 
 
 
 

Salina Callighan presented the response to a HealthWatch report on the project they carried out 
regarding the prescription process in Bury. Salina explained that the project around the prescription 
processes was to try and gather as many experiences as possible. There were 122 questionnaires 
returned, which is quite a small number considering that there are just over one million items given 
out on prescriptions per quarter Bury.  
 
Salina discussed some of the changes which have happened around prescription processes, these 
included a move to a digital platform across the NHS, allowing patients to have more access and 
ownership over their medicines. 
 
Salina noted it was important remind the group of the current pressures within primary care, 
including in community pharmacy and general practice, and to understand that these sustained 
pressures have continued and operationally, prescription processes is one of the big pressure 
points. 
 
Key findings and recommendations: 
 
There is a North Neighbourhood Prescribing project currently running within the borough and there 
is a focus on strengthening communication and relationships. Some of the pressures within 
primary care, is prescription management and in particular repeat prescriptions. There has been a 
GM piece of work carried out with recommendations for all localities to implement. This was mainly 
around reducing duplication, bureaucracy and improving the communication relationship. Where 
possible, to implement patient led ordering across the neighbourhood, using digital platforms 
where possible. This will allow patients to have more ownership over the ordering of their 
medicines to reduce waste. There will be safeguards for patients that who cannot or do not wish to 
use a digital platform.  
 
There have been a number of changes within community pharmacy over the last year, particularly 
with the Pharmacist First service. 65% of patients reported they were either very satisfied or 
satisfied with the initial contact with a healthcare professional. Despite the additional pressures 
with Pharmacy First service, it is positive to see core pharmacy services having a positive patient 
experience. 
 
There was a common theme in the report around a lack of communication between GP practices 
and pharmacies, which led to confusion and delays with prescriptions and errors with medicines. 
The North Neighbourhood Prescribing project is looking at building a system where practices and 
pharmacies can discuss these issues in a timely manner.  
 
The report did find there was high confidence in pharmacists. Patients feel comfortable and 
confident when asking their pharmacist for information. Pharmacies are one of the most accessible 
parts of the health service and pharmacy teams are best placed to listen to patient concerns and 
signpost patients in terms of other support that may be available.  
 
54% of patients reported that they were either very satisfied or satisfied and experienced no 
problems in collecting their prescriptions. However, it was reported that for some patients the 
process could be more efficient, and the availability of medicines affected their experience. In 
terms of accessibility and availability of medicines, there are currently medication shortages, this is 
a pressure point for the system and is frustrating for patients, community pharmacies and GP 
practices. The HealthWatch report findings and recommendations highlighted that patients do not 
understand the process. Salina explained that there is no database, for example, that a pharmacist 



 

 

 

 
 
 
7.9 
 
 
 
 
 
7.10 
 
 
 
 
 
7.11 
 
 
 
 
 
 
7.12 
 
 
 
 
 
7.13 
 
 
 
 
 
 
 
 
7.14 
 
 
 
 
 
7.15 
 
 
 
 
 
7.16 
 
 
 
 

can access. It requires pharmacies to spend a lot of their time contacting suppliers to try and 
ensure that every prescription is fulfilled.  
 
There were also some recommendations around delivery services. Salina explained that the 
delivery of medicines by community pharmacy is not a funded service but is done on a goodwill 
basis. Unfortunately, as a result of the pressures and the lack of funding, some pharmacies have 
made the decision to offer a delivery service but restrict this to housebound patients or elderly 
patients only.  
 
94% reported there was no financial barriers or concerns related to the cost of their prescriptions. 
However, there are a number of patients in our borough that do struggle to access medicines for 
common conditions. In winter 2023 the Greater Manchester Minor Ailment Scheme temporarily 
expanded its access criteria in an attempt to increase access and reduce inequalities. The 
intention is to expand this and make this a permanent service in the future. 
 
For those patients who order their prescriptions online they found it very convenient and efficient. 
There is more support required to use digital platforms and a significant number of patients do rely 
on their pharmacies to manage their prescriptions. Salina explained that work is needed to 
encourage patients to use the NHS app. The North Neighbourhood Prescribing project is looking at 
this, whilst ensuring groups of patients that for whatever reason cannot or choose not to use digital 
platforms are not excluded.  
 
And there was a final point in the key findings around further awareness and signposting of non-
prescription related support. As part of the North Neighbourhood Prescribing project, it will 
endeavour to ensure that health services continue to promote self-care, directing patients to most 
appropriate place and continue to promote a broad range of support services through the Bury 
directory.  
 
Will Blandamer thanked Salina, the Medicines Optimisation Team and Community Pharmacy 
colleagues for their work with this, overall, the report is positive, and this should be recognised and 
celebrated. Will asked a question relating to one of the recommendations regarding patients 
accessing a helpline. Salina responded to say that it is very difficult to have a helpline, each 
practice processes prescriptions differently and practices have different staff available. In areas 
where this has been tried in the past, and there has been a ‘call centre’ for prescriptions this hasn't 
worked in the way hoped and all of these have disbanded. Will asked for this to be added in to the 
report to explain why we haven’t implemented this and the mitigation that is in place.   
 
Wendy Craven noted that it is unfortunate that it was such a small sample, it would have been 
good to have been a wider sample and could yielded even more positivity. Wendy suggested that if 
this is done again, how could we support HealthWatch with doing a broader engagement piece 
similar to this. Adrian Crook said that despite this being a small sample, it is very positive, 
especially in the context of the many medication shortages.  
 
Adrian finished by saying that there is the possibility that we, as a system could do a couple of 
things better, such as a when a patient’s medication has not changed but the packaging is 
different, or it is a different brand. Also with medication reviews, some patients have reported 
struggling with this, as we now have pharmacists available in the almost all practices, could the 
system find a way of better promoting the availability of the pharmacy service.  
 
Adrian also asked how we can better promote the uptake of the NHS App, whilst we need to be 
mindful of the population who do not have access to the internet, what as a system can we do to 
promote uptake of the NHS App. Adrian asked if Zoe and the digital champion could further look at 
how we can do this.  
 



 

 

 

7.17 
 
 

Salina asked if the group was happy for this paper to go as a response to HealthWatch, all agreed, 
Will also asked for this response to be shared with the Scrutiny Committee.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/04 Decision Noted the report    
A/09/02 Action  Zoe and Dominic Siddall, Digital Champion to look at ways 

the uptake of the NHS App can be promoted.  
ZA 

 
8 Quality Assured Spirometry  

 
8.1 
 
 
 
 
8.2 
 
 
 
 
8.3 
 
 
 
8.4 
 
 
 
 
 
 
8.5 
 
 
 
8.6 
 
8.7 

Zoe Alderson presented in Rachele Schofield’s absence. Zoe explained that the position has 
changed slightly since the last meeting, as we have managed to continue with the existing service 
up until the end of October 2024 and several out of area options for patients have been identified, 
including Bolton, Wigan and Oldham though the preferred option would still be to have a local offer. 

Zoe noted that given that a CIP of £96,000 was made against the budget of £133,000 there should 
be £37,000 remaining in that budget line for the quality assurance spirometry service to continue to 
the end of March 2025. The GP Federation has adjusted their service offer to this value, and 
PCCC it today being asked to approve the commissioning of this service on this basis. 
 
Adrian Crook, as Chair of the PCCC Committee requested that Simon O’Hare confirm that there is 
£37,000 available in the QAS budget line. Non recurrent funding was confirmed and therefore 
PCCC approved the continuation of the QAS service until 31 March 2025. 
 
Will Blandamer thanked the GP Federation for the opportunity to continue the service until the end 
of March 2025. Will also thanked the Primary Care Team for their continued work with this and 
ensuring that there are some out of borough options. Will suggested that this should still be 
highlighted as a risk, as essentially come 31 March 2025 we will again have no service. Will 
suggested either himself or Lynne Ridsdale raise this with the GM primary Care Commissioning 
Committee, to highlight the situation in Bury. 
 
Catherine Jackson asked if we could gather some patient experiences before a final solution is 
decided. Adrian advised as this is only an interim plan until March 2025, there is not the time to do 
this. But did agree that this would be a good suggestion when looking at a longer-term service.  
 
Adrian asked in future for any Finance agreements that these be done in advance of the meeting. 
 
All members approved the paper, Zoe is to amend the paper slightly regarding the approval of 
using the surplus in the budget.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/05 Decision Noted and received the contents of the report   
D/09/06 Decision The Committee agreed to commission the service until the 31 

March 2025.  
 

 
9 Woman’s Health Hub 

 
9.1 
 
 
 
 
 

Zoe Alderson (on behalf of Rachele Schofield) presented the paper regarding Women’s Health 
Hubs. Zoe advised the PCCC that Bury were successful in an expression of interest to put 
together a bid for the Women’s Health Hub and that this service that will be going live from 1 
October 2024.  
 



 

 

 

9.2 
 
 
 
 
 
 
9.3 
 
 
 
9.4 
 
 
 
9.5 
 
 
 
9.6 
 
 

Zoe explained that the service will initially be working with patients from Whitefield with the aim of 
reducing the backlog of people awaiting LARCS as part of the Sexual Health Service. It is believed 
that these patients are at a particular disadvantage as not all practices deliver LARCS. Zoe 
explained by doing this we are therefore trying to close the inequality gap in Whitefield before the 
offer is expanded to other patients and practices. It is hoped, subject to funding, the WHH can then 
be expanded to include other women related services also.   
 
Service delivery is being done in partnership with the GP Federation and will run from Fairfax on 
Sundays, as this was deemed the most suitable time to deliver these clinics, in addition to what 
can normally be accessed during the week.  
 
Will Blandamer thanked Zoe and the team for the work on this and advised that whilst this is not 
the solution to a Women’s Health Hub, it is positive to have something in place, opposed to 
nothing.   
 
Catherine Jackson asked what the staffing model was, Zoe explained that is it Bury GP’s and 
Nurses who are doing additional shifts so far, but should this not be possible longer term other 
options will be explored.  
 
Jon Hobday discussed that in terms of managing expectations, primarily this is for the backlog of 
patients, but we need to be mindful of when new patients could access this. It will be important to 
make it clear in any communications that this service is for the backlog in the first instance. Adrian 
Crook advised that it needs to be recognised that the amount of funding made available to bid for 
did not match Government's policy initiative.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/07 Decision Noted and received the report    

 
10 Greater Manchester Primary Care Provider Board Annual Review 2023/2024 

 
10.1 
 
 
 
 
 
 
10.2 
 
 
 
10.3 
 
 
 
 
10.4 

Zoe Alderson explained that The Primary Care Provider Board has issued its annual review. On 
the request of Will Blandamer, the Primary Care Team have reviewed the report and in the main 
the team confirm that they are heavily linked into a lot of the programmes that have been 
highlighted in the review. There were several aspects where the team acknowledge that their 
knowledge is not as they would like it to be, and therefore the team are making links into GM to 
source further information.  
 
Zoe explained that there was a reference to some funding to support the GP provider board 
function, which was unrecognised, Zoe will discuss this further with Simon O’Hare and Sarah 
Jewitt outside of the meeting. 
 
Zoe went on to say that there are the obvious knowledge gaps around dentistry, optometry and 
less so community pharmacy given the PC team do not have links or responsibilities to those 
programmes of work. It was acknowledged that PCCC would benefit from more regular 
communications from the other PC disciplines.  
 
Will Blandamer again thanked the Primary Care Team for all the work they have done around this.   
Wendy Craven said that whilst there is nothing in the review for Bury to be concerned about, she 
offered to help fill those knowledge/communication gaps in regard to Optometry. Adrian Crook did 
highlight to Wendy that if she did ever feel there was anything from an optometry perspective that 
needed to be discussed at this meeting, to contact Faith to add to the agenda.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/08 Decision Noted and received the report    



 

 

 

 
 

11 Primary Care Highlight and Risk Report 
 

11.1  
 
 
 
11.2 
 
 
11.3 
 
 
 
11.4 
 
 
 
11.5 
 
 
 
 
 
 
 
11.6 
 
 
 
11.7 
 
 
 
 
 
 
 
 
 
11.8 

The Primary Care Highlight report highlights against the 9 main programme areas in the Bury 
General Practice Primary Care Strategy. This goes to the Integrated Delivery Collaborative (IDC) 
each month and gives the latest position of each programme in addition to a data dashboard.  
 
Zoe explained that there are currently several data issues, this included the Friends and Family 
response data, which has been outstanding since April 2024. 
 
Zoe reported that good progress has been made on the Immunisation and Vaccination targets, 
these are now either equal to or slightly above last year's performance, but not quite hitting the 
target. 
 
Good progress has also been made around the patient registration program, and this is currently at 
56%.  All GP practices must be signed up to the electronic process by the end of this financial 
year.  
 
Adrian Crook said it was good to see that work has been undertaken on supplementary planning 
documents, this is in section 106, which enables us to ask housing developers for money to go 
towards new primary care estates.  Adrian said it is disappointing regarding lack of data 
dashboards, good data and good information drives great improvement. Will Blandamer agreed it 
was disappointing and that the lack of data and support around Primary care had been highlighted 
previously at the Locality Assurance Meeting. Will suggested that he and Zoe work together to 
raise this again. 
 
Will went on to note the block of red in the performance report around the learning disability 
register health checks and ethnicity is due to the annual nature of the reviews and that it was 
important to highlight to the committee that the trajectory would be green. 
 
Will also mentioned the gambling accreditation, given this is becoming increasingly important and 
its pernicious impact on many adults and young people in the borough. Zoe confirmed that whilst 
the Primary Care team have encouraged sign up and highlighted to practices that the CQC 
recognises this accreditation as good practice it is not a target that is specifically measured 
against, it's just something that practices should be looking at in the same way as Homeless 
Friendly, Pride in Practice was previously and Military Veterans, which is now part of the core 
contract. Adrian suggested a reminder be shared on SharePoint, to try to encourage practices to 
do this. Jon Hobday said that if the Primary Care team require any assistance with promoting 
practices to take on the gambling accreditation his team will be happy to assist. 
 
Carolyn asked how we bring the dialogue together to be able to feed the good practice and also 
what is not working well into GM through the System Quality group, which Carolyn and Catherine 
report into. Adrian asked that Carolyn take this point back to the System Assurance Committee to 
discuss further.  
 

D/09/09 Decision Noted the report    
D/09/10 Decision Noted the risk log provided.   
A/09/03 Action  Will Blandamer and Zoe Alderson to raise the issue of the 

lack of data and support for Primary Care.  
WB & ZA 

 
 

12 NHS Health Checks 
 



 

 

 

12.1 
 
 
 
 
 
 
 
12.2 
 
 
 
 
12.3 
 
 
 
 
12.4 
 
 
 
 
 
 
 
12.5 
 
 
 
 
 
12.6 
 
 
 
 
 
 
 
 
 
12.7 
 
 
 
 
 
12.8 

Steven Senior advised that the paper explains that one of the Council Public Health teams 
statutory responsibilities is to commission NHS health checks. As part of this an IT system is 
needed to allow the providers to record the delivery of the health checks and for the 
commissioners to extract and use the data.  Not only to keep track of the number of health checks 
delivered, but also to see the benefits associated with the programme.  Currently the software 
used is called Skyline, but this will cease to operate at the end of 2024, so another IT platform 
needs to be sourced. 
 
A scoping exercise was carried out and this has produced three options: 

1. EMIS 
2. Arden 
3. Another system 

 
Following a review of the pros and cons of the above three options, the recommendation is to use 
EMIS. All practices currently have this and when practices were asked for their preferred choice, 
whilst there was a slight preference for Arden, over half of the practices either preferred EMIS or 
were happy with either.  
 
The possible risk with Arden is that this may not be reprocured therefore we could be in the same 
position in 12 months’ time.  EMIS was felt to be the most sustainable option. Steven did highlight 
a potential issue with EMIS, in that the templates which are used across the rest of GM, allow a 
health check to be marked as complete without having done some of the key aspects of the 
check, like blood pressure and height and weight for example. Steven explained to manage this BI 
will need to create a set of searches that will count the number of health checks that have been 
completed, according to the specification.  
 
Currently, Public Health have invested some money in the GP Federation to support the work 
around coronary heart disease and cardiovascular disease improvement and so that does buy us 
some capacity for the next eighteen months to two years. What we as commissioners will need to 
think about over the next eighteen months is how do we ensure that we have got access to 
sufficient data to performance manage the programme.  
 
Zoe highlighted that there is a reference in the paper to use EMIS enterprise to extract the data, 
Steve explained that this was correct and there is no option for Council staff to have access to 
EMIS Enterprise. A question was asked if Lindsey Mooney could have access to the data. Zoe 
explained that the issue is that the data sharing agreement that has been created for EMIS 
Enterprise was around ICB staff using it. Zoe explained that recently GP practices have been 
contacted to ask if they are happy for Lindsey Mooney to use EMIS Enterprise for the Bury LES, 
and they have given permission. Zoe added that if heath checks are going to be added this will 
need explicit permission by rewriting out to all practices to advise of this and this will then cover us 
around the data sharing agreements. Steven agreed this would be a reasonable approach.  
 
Will Blandamer asked if there is a cost to move to the EMIS option, Steven confirmed that there is 
no cost, and there is potential for a small saving in the long term. 'Steven advised he had not 
detailed any possible savings in the paper as it is not yet known what the transition costs will be 
and how much support will be needed in the longer term to ensure we can access the data, but 
there is a potential for a small financial saving. 
 
All members supported the recommendation to use EMIS as the software platform for NHS Health 
Checks.   
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/11 Decision Noted the report.    



 

 

 

A/09/04 Action Zoe Alderson to change the Data Sharing Agreement and 
Privacy Notices as necessary.  regarding use of EMIS 
Enterprise for NHS Health Checks 

ZA 

 
13 Finance Report  

 
13.1 
 
 
 
 
 
 
 
13.2 
 
 
 
 
 
13.3 
 
 
 
 
 
 
13.4 
 
 

Simon O’Hare noted that this was an update and not a formal report. The finance position for the 
Bury Locality and the £7.6m forecast deficit was discussed.  It was confirmed that this position 
excluded prescribing as this was now managed centrally with NHS GM.  This deficit is very 
significant, with the prime driver being complex care packages and placements, and has brought 
significant scrutiny, with this deficit being the largest of all localities in NHS GM.  An action plan is 
in place and positive steps have been made, with the locality now having monthly assurance 
meeting with NHS GM. 
 
In terms of primary care, 2023/24 ARRS for Bury PCN only has a small amount to be resolved; 
2022/23 January to March has been reviewed and further payments to be released, with a meeting 
taking place w/c 30 September to finalise. Claims for 2024/25 April – August to be added to the 
portal by 10 October for Bury PCN, with claims already submitted and funds flowing for the PCNs 
supported by the GP Federation. 
 
Zoe Alderson highlighted that there has been no confirmation around the value that is being put 
against medicine optimisation as part of the Beyond Core Contract Review (BeCCoR) discussion. 
Zoe explained that the figures that that they felt were invested in the LES were actually different to 
what is invested in the LES. There has been no agreement as to what that figure is, and this will 
put pressure on the rest of the primary care budget for the LES. Simon advised he will review and 
respond back to GM on this point.  
 
Will Blandamer expressed his thanks to finance colleagues for the work they have done in 
supporting the position with Bury PCN.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/09/12 Decision Noted the financial updates provided.  

 
14 Any Other Business 

 
14.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Enhanced Access  
 
Zoe Alderson notified the PCCC of an impending change in the enhanced access service for, 
Horizon, Prestwich and Whitefield, which is manged by the GP Federation but subcontracted to 
Tower Family Heathcare.  
 
Whitefield PCN do not feel that they are getting an equitable amount of access from the model in 
place which the data appears to support. This is likely due to the location of midweek appointments 
as they are mainly delivered from Moorgate but as a result Whitefield have asked for their activity 
to be ring fenced to themselves, because this is a change in what has previously been 
commissioned, GM have requested that PCCC need to approve this.  
 
A formal paper will need to come back to PCCC at a later stage as other wider changes are also 
being explored however as this initial notification is about improving equitability PCCC is asked to 
support this initial change. 
 
Whilst supporting a more equitable usage of appointments, the chair raised concerns that overall 
utilisation may be effected as a consequence of this change.  Zoe advised that there will still be a 
release process, so that if Whitefield have not used the appointments by a certain time, they will be 



 

 

 

 
 
 
 
14.2 
 
 

released back into the pool for other practices to access. Zoe advised that the team will monitor 
utilisation rates to make sure that that this is not inadvertently affected. Adrian Crook asked that 
this data be brought back to the committee 2 months after implementation.  
 
Lavender Hills Care Home  
 
Carolyn Trembath raised an ongoing issue regarding the working relationship between 
Ramsbottom Group Practice and Lavender Hills Care Home, which comes under the Lancashire 
area and therefore should really be covered by a Lancashire Practice. Carolyn elaborated that 
there have been communication issues on going, which have been attempted to be resolved. 
However, it has recently been advised that Lavender Hill Care Home has had planning permission 
granted to expand. This will impact both Ramsbottom Group Practice and also the NCA in relation 
to the community services they provide.  
 
Zoe Alderson noted that Ramsbottom has been the long-standing practice supporting this home 
and its patients and therefore when the PCN DES was introduced it was agreed that in the best 
interest of the patients it should remain with Ramsbottom, on the understanding that any additional 
input is expected from Lancashire as the responsible commissioner. Adrian Crook suggested that 
this matter should be discussed further outside of the PCCC meeting. Zoe agreed, noting that 
Carolyn  was in the process of setting up a meeting with Lancashire, she further offered to escalate 
concerns with GM should the responsible commissioner not respond to the request to meet.  
 

ID Type The Primary Care Commissioning Committee: Owner 
A/09/05 Action Carolyn Trembath to arrange a meeting with the necessary 

stakeholders to discuss the issues with Ramsbottom Group 
Practice and Lavender Hill Care Home, escalating via Zoe 
Alderson if Lancashire do not respond. 

CT 

 



 

 

 

MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 3 
 
DATE: 25 November 2024 
 

 
REPORT TITLE: 
 

Minutes of the previous meeting held on 30 September 
2024 

 
REPORT AUTHOR: 
 

 

EXECUTIVE SUMMARY: 
 
The minutes of the Primary Care Commissioning Committee meeting in public held on 30 
September 2024 are presented as an accurate reflection of the meeting, reflecting the discussion 
and any actions agreed. 
 
An action log of those actions captured at the meeting has been included for review and update. 
 

 
RECOMMENDATIONS: 
 

• Receive the minutes of the previous meeting held on 
30 September 2024 as an accurate record of the 
meeting. 

• Review and update the actions recorded on the log 
accordingly. 

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

CONSIDERATIONS 
Please include a brief synopsis of any considerations or implications PCCC should be made 
aware of: 
 

☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
 



 

 

 Meeting:  Primary Care Commissioning Committee  
 

Meeting Date 25 November 2024 Action Receive 
Item No. 7a Confidential No 
Title General Practice Contracts Update Q2 2024/2025 
Presented By Rachele Schofield, Primary Care Lead 

Author 
Rachele Schofield, Primary Care Lead 
Katie Heselwood, Primary Care Manager 
Rochelle Milne, Primary Care Project Manager 

Clinical Lead Dr Catherine Fines 
 
Executive Summary 
The following paper has been written to provide Primary Care Commissioning Committee 
with an overview of performance against Primary Care Contracts across Bury at the end of 
quarter 2 (Q2) 2024/2025.  Quarterly reports are produced to ensure that any areas of 
underperformance are addressed early in the year and support can be provided to Practices 
and/or Primary Care Networks where needed or requested, ensuring that year end targets 
are met across the locality.  It is important to note that due to the timing of the paper against 
the availability of the various data sets required to monitor the contracts, some information 
is not yet available.  This will be provided in the Quarter 2 report. 
Recommendations 
The Primary Care Commissioning Committee are asked to: 

• Note the contents of this report 
• Note the risks and mitigating actions  

 
Links to Strategic Objectives  

To support a local population that is living healthier for longer and where healthy expectancy 
matches or exceeds the national average by 2025.  

 
☐ 

To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  

 
☐ 

To deliver a local health and social care system that provides high quality services which are 
financially sustainable and clinically safe. 

 
☐ 

To ensure that a greater proportion of local people are playing an active role in managing their 
own health and supporting those around them. 

 
☐ 

 



 

 

Implications 
Are the risks already included on the Locality 
Risk Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need 
to be considered for escalation via an NHS GM 
Statutory Committee or Board in line with the 
Risk Escalation process? 

Yes 
☐ 

No 
☐ 

N/A 
☐ 

Are there any quality, safeguarding or patient 
experience implications? Yes ☐ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to 
this report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who will 
be affected been consulted? Yes ☐ No ☐ N/A ☐ 

Are there any conflicts of interest arising from 
the proposal or decision being requested? Yes ☐ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 
Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality 
Impact Assessment been completed? Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 
If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact 
Assessment: 
 
Are there any associated risks including 
Conflicts of Interest? Yes ☐ No ☐ N/A ☐ 

 
 

Governance and Reporting 
Meeting Date Outcome 
General Practice 
Leadership Collaborative 

30th October 
2024 

This paper was presented to GPLC for review 
and comment.  Feedback received has been 
considered and the paper updated 
accordingly. 
 
 
 
 
 

 
 



 

 

General Practice Contracts Update Quarter 2 2024/2025 
 

1. Introduction 
 
1.1 The following paper has been written to provide the committee with an overview of 

performance against Primary Care Contracts and contracting requirements across Bury 
at the end of Quarter 2 2024/2025.   
 

1.2 Quarterly reports are produced to ensure that any areas of underperformance are 
addressed early in the year and support can be provided to Practices and/or Primary 
Care Networks where needed or requested ensuring that year end targets are met 
across the locality. 

 
1.3 It is important to note that due to the timing of the paper against the availability of the 

various data sets required to monitor the contracts; some information is not yet 
available.  This will be provided in the Quarter 3 report. 
 
 

2. Background 
 
2.1 There are a range of contracts and contractual requirements which require the oversight 

of the locality Primary Care Team, this paper will talk in detail about performance 
against the following: 
 
• Bury Locally Commissioned Service (LCS)  
• Quality Assured Spirometry (QAS)  
• Paediatric Phlebotomy  
• Minor Surgery Enhanced Service (MS ES)  
• Special Allocation Scheme (SAS)  
• Primary Care Network Direct Enhanced Service (PCN DES) including:  

o Overall Assurance 
o Impact and Investment Fund Indicators (IIF)  
o Enhanced Access (EA)  

• Weight Management Enhanced Service (WM ES)  
• Friends and Family Test (FFT) 
• Primary Care Complaints KO41b 

 
 
3. Bury Locally Commissioned Service (LCS) 

 
3.1 The Bury LCS is commissioned via the GP Federation and consists of a suite of 

additional requirements to be delivered by general practice, over and above work which 
is commissioned via other contractual mechanisms. The overall aim of this service 
specification is to provide clinically safe and effective services that will improve the 



 

 

outcomes for patients in Bury. The Bury LCS is valued at £2.4M per annum serving the 
registered population of Bury (approximately 209,682 patients), across 25 Practices 
working from 29 sites situated across 5 neighbourhoods and is paid 50% block upfront 
and 50% based on year end achievements to targets as set. 
 

3.2 In order to receive the block payment each month, practices must comply with all 
gateway requirements and deliver the transactional indicators as contracted.  To 
achieve the year end reward payments, practices must work across the year to deliver 
a number of measurable targets at both a practice level (including the GM Metrics 
introduced this year) and neighbourhood specific level.  To provide assurance for this 
contract, performance data is both extracted from Practice systems and provided from 
Practices and Neighbourhood Leads via a self-declaration.   

 
3.3 Transactional indicators are activity-based indicators which all relevant registered 

patients must have access to across the year and, although no reward payments are 
made based on performance, we do track activity against across the course of the 
year via data extracts from EMIS and via practice self declarations.  
 

3.4 As at Q2, we have received 21 self declarations in which all practices have confirmed   
that they are compliant with both the gateway requirements and the self-declared 
elements transactional activity. The GP Federation are working to receive the 
outstanding 4 declarations. 

 
3.5 In addition to this, performance against the transactional indicators is taken from EMIS 

where available and performance is shown in Table 1.  The majority of indicators show 
an increase on last year’s baseline activity by year end is likely which means that 
practices are carrying out more procedures this year than last and would therefore likely 
lead to an increased block payment being requested for 25/26 should these indicators 
be included again: 

 
Table 1: Transactional Indicators 

Indicator 23/24 
Baseline 

24/25 
Activity Q2 24/25 FOT Inc/dec 

Continue to support the local Dementia Diagnosis Pathway: - -  - 
Newly Diagnosed with Dementia (NDD) l This fiscal year 515 382 764 249 
Dementia Annual Review Completed l this fiscal year 72 30 60 -12 
Dementia Care Plan or Advance CP l this fiscal year 346 150 300 -46 
Review within 3 Months of Diagnosis l this fiscal year 65 30 60 -5 
Undertake the fitting, change and removal of ring pessaries 435 684 1368 933 
Undertake and record PC diagnostics as appropriate*1  7590 7374 14748 7158 
Undertake venepuncture as appropriate 69154 88556 177112 107958 
Only perform ear wax removal where clinically necessary and in line 
with local guidance (≥18)  1996 1958 3916 1920 
Learning Disability Register 1197 1249 2498 1301 
Reasonable Adjustment l Letter Sent l this fiscal year 132 88 176 44 
Learning Disability with Any Reasonable Adjustment Recorded 562 1388 2776 2214 
LD With Reasonable Adjustments (1 of 5 Specified Codes) 564 1344 2688 2124 

 

 
1 ECG Procedures this financial year 



 

 

3.6 Due to the inclusion of the GM Standards within the Bury LCS for 24/25, the contract 
focuses on 2 measurable improvement areas for all practices to work towards 
achieving in year which are High Risk Reviews (HRR) for patients with CVD or 
Diabetes and a suite of Prescribing indicators (including those common to all LCS 
contracts across GM as well as those local to Bury).  

 
3.7 There are 2 data sources for this information; directly from practice systems via EMIS 

and from GM Tableau.  Performance data taken from EMIS at the end of Q2, for the 
target “Undertake a high risk review (of a static patient list) which includes a minimum 
of 6 tests (Blood Pressure /BMI/eGFR/HbA1c/Smoking status/Cholesterol)” shows 
that 92% of practices are achieving the lower threshold of 10% achievement, with the 
same practices also achieving against the sliding of 11% to 49% achievement.  There 
are currently no practices achieving the upper threshold of 50% or greater 
achievement: 

 
 

 
 
 
3.8 Data taken from GM Tableau shows in October 2024 shows that 96% of practices are 

achieving the lower threshold of 10% achievement, with the same practices also 
achieving against the sliding of 11% to 49% achievement.  There are currently no 
practices achieving the upper threshold of 50% or greater achievement: 
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3.9 As we have moved out of Q2, we have noticed that this data is beginning to align 

although it is still not identical.  This could be due to the times at which the data is 
pulled, with a slight delay on the GM extract compared to the data pulled in real time 
from practice systems.   

 
3.10 As at 10 November 2024, we know that the GM summary of achievement (below) 

shows that St Gabriel’s Medical Centre has completed 50.96% of HRR and EMIS 
shows the same practice as having achieved 51.67% as at 30 October 2024: 

 

 
 
3.11 The GP Federation will continue to work across Q3 to ascertain the reasons for this 

difference, to rectify the issue and to establish which data is the most accurate, and 
therefore to be used for reporting purposes.  

 



 

 

3.12 A full suite of data for the prescribing indicators will be available in Q3, however, some 
data is available via GM Tableau.  Performance against the GM Prescribing Indicator 
“Reduce or maintain proportion co-amoxiclav, cephalosporins and quinolones to 10% 
or below” is available and shows that all practices are achieving this target as at 31 
August 2024:  

 

 
 

 
 
3.13 GM Tableau also displays information for Antibiotic Items per STAR-PU as below. 

Fourteen practices are currently successfully meeting the target. This is an 
improvement from Q1 2024/25 when thirteen Bury practices were meeting the target: 

 



 

 

 
 
3.14 Additionally the medicines sustainability indicator, “Practices will work towards 

following cost per head (ASTRO-PU) targets: Practices in the lower quartile – maintain 
Practices in the 2nd quartile to reduce by 1%, those in 3rd quartile by 2%, those in 4th 
quartile by 3%” with be ratified ahead of the Q3 paper. 

 
3.15 The final section of the contract focuses on the measurable indicators within the 

Neighbourhood Targets.  Two options were provided for focus by the neighbourhoods 
which they could pick from as they felt that their performance in this area could be 
improved and variation between practice performance reduced.   

 
3.16 The North, Prestwich and Whitefield Neighbourhoods chose Frailty and, at Q2, 66% of 

practices are achieving “A minimum of 12% of patients ≥65 identified as having frailty 
as determined by a recording of Rockwood score 5 or 6” however, performance is less 
positive amongst the remaining 3 targets with no practices achieving across all 3 as at 
end of Q2 as shown in Table 2.  

 
3.17 The East and West Neighbourhoods chose Respiratory and, at Q2, whilst there are 

small pockets of achievement, 0 practices are achieving against all 4 targets at this 
time as shown in Table 3. 

 
 
 
 
 
 



 

 

Table 2: North, Prestwich and Whitefield Neighbourhoods 
Frailty 
 

Indicators 

Whitefield Prestwich North 

Uplands 
Medical 
Centre 

Blackford 
House 
Medical 
Centre 

Unsworth 
Medical 
Centre 

The 
Elms 
Medical 
Centre 

Fairfax 
Group 
Practice  

St 
Gabriel’s 
Medical 
Centre 

Greyland Whittaker 
Lane 
Medical 
Centre 

The 
Birches 

Longfield 
Medical 
Practice 

Ramsbottom 
HC 

Tottington 
TFH 

Greenmount 
TFH 

Woodbank 
Medical 
Centre 

Garden 
City 
Medical 
Centre 

Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 
A minimum of 12% of patients ≥65 identified as 
having frailty as determined by a recording of 
Rockwood score 5 or 6 2.76% 18.81% 29.56% 32.27% 40.20% 24.91% 0.47% 46.28% 29.11% 42.66% 8.63% 19.98% 13.58% 11.79% 4.03% 

An annual review of these patients which 
includes both: 
1. A review of the patient's medication; and  
2. Calcium/Vitamin D preparation as per 
GMMMG Formulary except where patient 
declines or it is not clinically appropriate to 
prescribe 

2.78% 5.93% 10.94% 8.87% 12.56% 28.91% 0.00% 21.58% 10.96% 11.47% 31.91% 7.18% 26.54% 25.10% 4.27% 

70% of patients considered at high risk of 
having a fall with a QFracture recorded 0.00% 8.79% 1.77% 40.12% 0.71% 1.83% 100% 9.60% 10.07% 1.93% 0.99% 0.51% 46.12% 48.21% 4.88% 

70% of patients considered at high risk of 
having a fall with a fall’s discussion recorded  0.00% 0.65% 1.01% 40.12% 0.57% 0.00% 0.00% 2.46% 3.36% 0.96% 2.97% 0.25% 28.16% 10.71% 0.00% 

 
 
Table 3:  East and West Neighbourhoods: Respiratory 
 

 
 
 
 
 
 
 
 
 
 
 
 

Target 

WEST East 

Radcliffe 
Medical 
Practice 

Monarch 
Medical 
Centre 

Spring 
Lane 
TFH 

Redbank 
Health 
Centre 

Mile 
Lane 
Health 
Centre 

Rock HC 
Radcliffe 

Townside Minden 
TFH 

Ribblesdale 
Medical 
Centre 

Peel 
GPs 

Knowsley 
Street 
Medical 
Centre 

Walmersley 
Road 

Huntley 
Mount 
Medical 
Centre 

Rock HC 
Moorgate 

Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 Sep-24 
100% of patients diagnosed with COPD as at 
31/03/24 have a severity recorded 95.45% 94.62% 96.52% 94.95% 95.52% 86.27% 96.74% 93.41% 94.12% 93.21% 94.62% 94.12% 98.89% 86.11% 

All patient diagnosed with moderate/severe 
COPD (including those identified as a result of 
the above) who did not receive an annual review 
in 2023/24 which includes all of the 4 elements: 
1. Medication review and optimise treatment in 
line with GMMMG guidance 
2. Inhaler check 
3. Smoking status, if not already recorded & 
cessation advice/referral where patient is a 
current smoker 
4. Escalation/management plan (a template is 
available in EMIS) 

17.84% 1.33% 27.01% 5.88% 54.13% 0.00% 63.79% 4.61% 4.96% 26.40% 3.90% 0.00% 8.22% 1.82% 

95% of eligible patients with COPD receive their 
pneumococcal vaccination within the 
neighbourhood 

82.28% 90.91% 88.97% 92.96% 96.23% 100% 87.32% 79.55% 82.44% 88.67% 91.80% 83.33% 83.93% 77.42% 

85% of eligible patients with COPD receive their 
flu vaccination within the neighbourhood  0.00% 0.00% 0.00% 1.81% 0.00% 0.00% 0.00% 0.00% 0.00% 0.45% 0.00% 0.00% 0.00% 0.00% 



 

 

3.18    All performance data for Q2 has been shared with Practices and any performance   
    issues regarding this contract are discussed at the monthly GP Federation Contract  
    Meetings to resolve/provide practice support at the earliest opportunity. 

  
 

4 Quality Assured Spirometry 
  

4.1 The QAS service was commissioned from the GP Federation to provide QAS to any 
patient aged 18 years and over who is registered with a Bury practice. The service 
commenced on 9 January 2023 at a value of £131K per annum with the requirement 
to provide 48 appointments per week.   

 
4.2 As at March 24, the service provider had not delivered the commissioned number of 

appointments and therefore this activity was carried forward into 24/25 under a zero 
value contract.  This commissioned activity is anticipated to be delivered by 31 
October 2024.  Table 4 below highlights service activity since inception to the end of 
Q2 2024/25:  

  
Table 4: QAS Activity Jan 23 – Sept 24 

  Quality Assured Spirometry 2023/24 Data 
 Contracted no of Apps Offered Seen DNA Utilisation 
Jan-23 208.00 26 15 3 46.15% 
Feb-23 208.00 34 27 3 70.59% 
Mar-23 208.00 29 22 7 51.72% 
Apr-23 208.00 24 16 6 41.67% 
May-23 208.00 23 11 7 17.39% 
Jun-23 208.00 86 67 14 61.63% 
Jul-23 208.00 82 66 15 62.20% 
Aug-23 208.00 122 87 32 45.08% 
Sep-23 208.00 127 84 34 39.37% 
Oct-23 208.00 64 46 14 50.00% 
Nov-23 208.00 132 107 22 64.39% 
Dec-23 208.00 100 71 26 45.00% 
Jan-24 208.00 222 124 36 39.64% 
Feb-24 208.00 139 95 22 52.52% 
Mar-24 208.00 159 106 32 46.54% 

Zero Value Contract 
Apr-24 N/A 255 219 39 70.59% 
May-4 N/A 377 324 68 67.90% 
Jun-24 N/A 344 240 59 52.62% 
Jul-24 N/A 316 229 53 55.94% 
Aug-24 N/A 178 155 31 69.58% 
Sep-24 N/A 145 127 20 74.39% 
Total 3120.00 2982.5 2237.5 542 56.85% 



 

 

  
4.3 As per recommendations presented at Septembers PCCC, the service will continue to 

deliver QAS at the revised budgetary level until the 31st March 2025.  PCCC is 
reminded that after this time there will again be no QAS service options in Bury other 
than those previously identified in out of borough localities.   

 
   

5 Paediatric Phlebotomy 
 

5.1 Rock Healthcare have held the Paediatric Phlebotomy contract for Bury since 2009, the 
service was recommissioned for 2024/25 on the same block contract of £24, 394 based 
on estimated activity of 1350 referrals per annum. The service accepts referrals from all 
practices across the locality for registered patients up to the age 2 years to 18 years of 
age requiring routine blood tests within a 2-week window from the date of referral.   
 

5.2 Child and Adolescent Mental Health Services (CAMHS) now also have the ability to 
refer patients directly to Rock Healthcare for Paediatric Bloods rather than having to 
refer the patients back to their GP for onward referral to the service.  This is a positive 
outcome of the work to reduce the unnecessary burden on general practice by allowing 
direct referrals into providers. 
 

5.3 The service received 416 referrals in Q2 which gives an extrapolated year end trajectory 
of 1664 which is above the estimated levels against which the contact value was based.   
 
 

6 Minor Surgery ES 
 

6.1 The Minor Surgery ES is a cost per case contract, comprising of procedures including 
injections (muscles and joints), incisions and excisions.  Table 5 below shows a 
breakdown of minor surgery activity/cost for Q2: 

 
Table 5 
 

Locality  Aspirations Excisions  Incisions  Injections  Total Cost Q2 
2024/2025 

Bury Tariff   £42.18  £84.36  £84.36  £42.18  
£37,310.07 No of Procedures  1 198 15 473 

Cost  £42.18 £16,703.28 £674.88 £19,889.73 
 
6.2 The annual budget for minor surgery is £219,000 with a year to date spend of £93,129 

indicating a likely year end underspend of £32K based on current activity. Table 6 
highlights the current financial position against the annual budget. 

 
Table 6  
 
Annual Budget In Month 

Budget 
YTD Spend 
(M6) 

Forecast Forecast 
Underspend 

£219,000 £109,000 £93,129 £186,257 £32,743 



 

 

 
 

6.3 PCCC should be aware that a total of 6 practices are not currently delivering MS with 
activity instead being directed to secondary care. A comparative exercise of procedures 
carried out in secondary care are outlined in table 7 below:  

 
Table 7 
 

Procedure  Primary Care 
Cost  

Secondary 
Care Cost  

Trigger Point Injection for Pain Management  £41.29  £325  
Injection of Therapeutic Substance into Joint for Pain Management   £41.29  £569  
Aspiration of Joint  £41.29  £447.50  
Unspecified other excision of lesion of skin (moles, cysts, lipoms)  £82.58  £143.50  

 
 
 

7 Special Allocation Scheme (SAS) 
 

7.1 The SAS is delivered by one provider on behalf of the borough with the scheme 
providing general practice services to patients who have been removed from a practice 
list due to inappropriate aggressive behaviour, ensuring they can continue to access 
healthcare services.  The cost of this service is £8K per year paid monthly at a rate of 
£666.67 with an £80 cost per patient facing contact and £60 cost per telephone 
consultation. 
 

7.2 The overall cost for this service for Q2 is £16,122.01. Table 8 highlights the overall 
activity and financial value of activity for the contract at the end of Q2. 

  
Table 8 
 

  Monthly retention Number of contacts Total costs 
July £666.67 86 £7,586.67 
August £666.67 90 £7,886.67 
September £666.67 0* £666.67 
Totals for Quarter 2 £2,000.01 

 
£16,122.01 

 
* Claim for September included with October so will be included in Q3 report  
 
7.3 The budget for the service is £107,760 therefore based on current activity, there is a 

risk the service will exceed its budgeted value. Table 9 shows a comparison of 
estimated year end spend vs budget. 

 
Table 9 
 
Budget YTD Spend Estimated Over Spend 
£107,760 £49,900.02 £1,451.47 



 

 

 
7.4 The service level agreement states the scheme should have a maximum of 20 patients 

and there are currently 41 on the scheme at the end of Q2, of which 7 are out of area 
patients. We are in the process of ensuring all out of area patients are recharged to the 
appropriate locality. Having a maximum guideline may not be particularly 
accommodating as according to the NHS England Specification, a rigid maximum and 
minimum numbers are unlikely to be helpful. We are continuing to work with the provider 
to understand both the complexities of the patients on the scheme but to also 
rehabilitate patients back into mainstream general practice who do not require SAS 
input, aiming to reduce the number of patients on the scheme to more manageable 
numbers.  
 

7.5 In Q2 there has been 1 patient safely discharged from the scheme. There are a small 
number of patients on the scheme who have not had any contact for over 12 months, 
despite the provider trying to make contact to review the patient’s requirements / 
suitability for the scheme. There is no specific guidance from PCSE / GM around the 
process for these situations and neighbouring localities have been contacted to 
understand how they approach this. 

 
7.6 We are also looking at what work we can do with practices to try and reduce the number 

of referrals going forward including patient communication/education or identifying if 
there is a training need. 
  

 
8 Primary Care Networks DES (PCN DES) 

 
8.1 To ensure each PCN within Bury is meeting the requirements of the PCN DES, each 

quarter, the Clinical Directors (CDs) are required to complete a spreadsheet and RAG 
rate their PCN against each of the requirements giving evidence as to the reason for 
their rating.  
 

8.2 Two out of the four PCN’s in Bury have provided assurance against the PCN DES for 
Q1. Prestwich and Bury PCN have not completed the assurance return due to the PCN 
Network Contract not stipulating a contractual obligation to complete a quarterly 
assurance report.  

 
8.3 To mitigate non-compliance of the PCN DES assurance document, Data Quality provide 

data every quarter which provides insight to some elements of each PCN’s 
performance. Appendix 3 shows Q1 2024/2025 data compared with Q1 data from 
2023/2024. Q2 data is not yet available and will be shared with the Q3 report. 

 
8.4 For the Structured Medication Review data Prestwich PCN are the lowest PCN for 

performance for patients at risk of harm, frailty, potentially addictive medicines and care 
home residents. Prestwich PCN have carried out fewer SMR’s in Q1 24/25 than Q1 
23/24. There is a large variation of SMR’s being undertaken between PCN’s. For care 
home residents Horizon PCN has completed the most SMR’s at 32.2% however, 
Prestwich PCN have completed 3.1%. There has been a decrease in SMR’s being 



 

 

undertaken in Whitefield for care home residents. In Q1 23/24 40.6% were completed 
yet in Q1 24/25 only 5.8% have been completed.  

 
8.5 Personalised Care Plans have reduced in all PCN’s from Q1 23/24 when compared with 

Q1 24/25. There is a large variation across PCN’s with Horizon completing the highest 
at 12% and both Whitefield and Prestwich PCN at 1%. 

 
8.6 CVD prevention data shows there has been an overall improvement for most indicators 

and PCN’s. Similarly recording of ethnicity data has increased in all PCN’s.  
 
8.7 To address performance concerns, any issues that arise are escalated through the 

correct governance procedures. Variation is addressed by providing PCN’s with the 
data and having open conversations about the reasons behind this. However, there are 
no targets attached to these data indicators and this then allows each PCN to determine 
the amount of achievement that suits. Variation is being scrutinised by the Primary Care 
Team on a practice-by-practice basis based on deprivation. This includes cancer 
screening and LD health checks. 

 
 
9 Investment and Impact Fund 
 
9.1 The IIF is a financial incentive scheme within the PCN DES where each PCN can earn 

a maximum of 58 points valued at £198 per point (adjusted for list size and prevalence). 
IIF focuses on rewarding high quality care in areas where PCNs can contribute 
significantly towards the ‘triple aim’:  

 
9.2 There are only two IIF indicators for 2024/25 ‘Percentage of patients on the QOF 

Learning Disability register aged 14 or over, who received an annual Learning Disability 
Health Check and have a completed Health Action Plan in addition to a recording of 
ethnicity’ and ‘Percentage of patients who have had a lower gastrointestinal urgent 
suspected cancer referral in the reporting year where at least one urgent suspected 
cancer referral was accompanied by a faecal immunochemical test result, with the result 
recorded in the 21 days leading up to the referral’ 

 
9.3 Quarter 2 IIF data is shown in appendix 1. All four PCNs are achieving the target for 

CAN04 - ‘Percentage of patients who have had a lower gastrointestinal urgent 
suspected cancer referral in the reporting year where at least one urgent suspected 
cancer referral was accompanied by a faecal immunochemical test result, with the result 
recorded in the 21 days leading up to the referral’. However, in appendix 2 there is 
variation between practices for this indicator in each PCN. This is addressed with 
individual practices during their Primary Care Quality Visit and with PCN Managers. 

 
9.4 No PCNs are achieving the target for HI03 - Percentage of patients on the QOF 

Learning Disability register aged 14 or over, who received an annual Learning Disability 
Health Check and have a completed Health Action Plan in addition to a recording of 
ethnicity. As seen in previous years GP Practices normally undertake Health Checks 
towards the end of each financial year and therefore there are no concerns regarding 
likely achievement at this time. Appendix 2 shows variance in this indicator between 



 

 

individual practices in each PCN. This has been explained with each practice co-
ordinating this piece of work generally towards the end of the financial year when a 
patients re-call is due.  

 
 
10 Enhanced Access 
 
10.1 The PCN DES requires PCNs to offer Enhanced Access, providing bookable 

appointments outside core hours period of 6.30pm-8pm weekday evenings and 9am-
5pm on Saturdays. Utilising a multi-disciplinary team, PCNs are contracted to provide a 
minimum of 60 minutes per 1000 PCN adjusted population per week and has a value 
of £7.975 per head of population.  

 
10.2 To meet this requirement, Horizon, Prestwich and Whitefield (HPW) PCN were required 

to offer 158.01 hours per week against a PCN Adjusted List Size as at 1 Jan 2024 
158,021 (totalling 684.71 hours per month).  Performance at the end of Q2 is just below 
the contract threshold with 4144 hours offered against 4148.62, short by 4.62 hours 
which will be made up across Q3.  Utilisation stands at 77% year to date. 

  
10.3 Bury PCN were required to offer 56.8 hours per week against a per week against a PCN 

Adjusted List Size as at 1 Jan 2024 of 56, 809.   Bury PCN have now submitted 
performance data for Q1 and Q2.  They have exceeded the hours contracted for those 
months by 18.42 hours which is positive news however, utilisation remains low at 49%.   

 
10.4  As appointment utilisation remains an issue with all PCNs, work is ongoing with Providers 

to address this as, whilst not a contractual requirement, access is paramount therefore 
this offer cannot continue to go unused. 
 

10.5 PCCC is reminded that Bury PCN under offered against contract at year end 23/24 and 
the recoup of £26K will commence in 3 stages between November 24 and January 
2025. 
 
 

11 Additional Roles Reimbursement Scheme (ARRS) 
  

11.1 The PCN DES continues the requirement for PCNs to deliver against the Additional 
Roles Reimbursement Scheme (ARRS) and plans to deliver against the ARRS budget 
for 24/25 have been received for all PCNs. 

 
11.2 There have been significant issues relating to payments and claims for Bury PCN since 

the schemes inception which continues into 24/25 with the ICB Finance Team working 
closely with all PCNs to ensure the requisite evidence is submitted.  
 

11.3 ICB Finance will be providing a separate paper to the Committee to detail any 
 remaining issues and risks associated with this contract however, PCCC are asked to 
 continue to include those risks on the Primary Care Risk Log for formal escalation and 
 review by the committee. 



 

 

 
 
12 Weight Management Enhanced Service  

 
12.1    The weight management service continued to be commissioned from General  

Practice from 1 April 2024 to March 2025 with all practices in Bury participating. The 
aims of the service are to: 

 
• support practices to develop and implement a proactive approach to the identification 

of patients living with obesity; to work with wider system partners on developing 
pathways which incorporate multi-modal access options including online, telephone 
and face to face and to empower patients to actively provide and update their practice 
with this information online 

• to support practices to engage with individual patients living with obesity and, 
following a conversation with the patient, to refer patients who are ready to make 
behavioural changes to appropriate weight management programmes. 

 
12.2 As a minimum requirement the referral allocation will be at least 12% of the number of 

patients on the practice’s Obesity Register at 31 March 2023 and practices will be 
entitled to £11.50 per referral to one of the services, up to the limit of their referral 
allocation (only one referral per patient may be claimed under this ES). Practices have 
been advised of their allocation for the year and table 10 below shows the year to date 
allocation and activity across Bury:  

 
Table 10  
 

Allocation £'s  

Number of 
Claims 
submitted  YTD  

Activity/claims 
£ submitted 

YTD  
21,081.70   1123   12,914.50   

 
  

12.3 Claims to date show that St Gabriel’s have submitted 155 claims against their allocation 
of 64. The additional claims will not be approved by GM as the robust validation process 
in place ensures that, where claims have been submitted above the allocations these 
are clawed back / cancelled at point of approval, which will be communicated to the 
practice by GM.  

 
12.4 Prestwich and Bury PCNs no longer have access to tier 2 weight management  

 services offered through the stay well/live well team. Practices in these PCNs will 
continue to refer through the weight management enhanced service however this could 
see an increase in referrals which will continue to be monitored via the GM validation 
process. 

 
 
 
 



 

 

13 Friends and Family Test (FFT) 
 

13.1 The Friends and Family Test (FFT) is a feedback tool that supports the fundamental 
principle that people who use NHS services should have the opportunity to provide 
feedback on their experience that can be used to improve services. It is a continuous 
feedback loop between patients and providers.  It is a contractual requirement that all 
GP practices implement the NHS Friends and Family Test.  
 

13.2 In terms of Bury locality performance, 96% of practices submitted FFT results in August 
2024. A total of 2739 responses were received with 90% of patients submitting a positive 
response. Overall, for GM, there were 64,330 responses received with 93% of patients 
submitting a positive response. Table 11 shows the number of practices submitting and 
the number of responses received from April 2024 to August 2024. The average number 
of responses has increased since April 2024. 
  

Table 11 
 Apr-24 May-24 Jun-24 Jul-24 Aug-24 
Total Number of Practices Submitted 24 25 25 24 23 
Total Number of Responses Submitted 2223 2471 2405 2474 2739 
Average Number of responses per submitted 
practice 

92.63 98.84 96.20 103.08 119.09 

 
13.3 Missing submissions and abnormalities will be flagged in the data when it is published. 

NHS Greater Manchester will contact practices where there are issues with data 
submission or to enquire if any assistance is required. NHS Greater Manchester will be 
issuing reminder notices to GP Practices that do not comply with the FFT requirements, 
Practices who fail to submit for 3 consecutive months are in breach of contract and 
sanctions may be applied. No practice has failed to submit for 3 consecutive months for 
April 2024 – August 2024. 

 
 
14 Primary Care Complaints Collection (KO41b) 
 
14.1    KO41b is a mandatory data collection that captures data and information regarding   

      written complaints received by GP and Dental Practices. The data for GP practices will  
      be collected via the NHS Digital Strategic Data Collection Service (SDCS).  
 

14.2 It is a statutory requirement to declare complaints information as detailed in the 2009                        
complaints regulations. The data submission window was open to providers from 20 
May to 12 July 2024. 

 
14.3 As a locality, Bury met the requirement within the timeframe and overall we contributed 

to 100% submission for GM. 
 
14.4 The complaint figures were not available at the time of writing this report, we are 

awaiting this information being shared from GM and will be fed into a future meeting. 
 

 

http://www.legislation.gov.uk/uksi/2009/309/contents/made
http://www.legislation.gov.uk/uksi/2009/309/contents/made


 

 

15 Associated Risks  
 

15.1 The main risk for all contracts discussed in this paper relates to the unavailability of real 
time, accurate data.  This limits our ability to manage issues early in the year which  
then may impact on overall contract performance leading to a financial impact on the  

      ICB adding strain to an already tight budgetary position.  To mitigate this, we are   
      working to obtain information from all available data sources and will be speaking with  
      providers regarding their performance as that data becomes available to ensure any  
      issues are addressed at the first available opportunity. 

 
15.2 The most significant impact of the lack of data locally is with regards to the Bury LCS.  

Historical issues with data have led to the previous CCG paying providers for contract 
delivery where underperformance was not identified early enough in the contract year 
for the providers to improve.  Subsequent appeals on these grounds were upheld and 
the providers received full contractual reward payments.  This also has a negative 
impact on patient care as patients are not receiving the intended benefits of the LCS.  
This continues to be a risk. 
 

15.3 We are unable to always gain assurance through the self-dec process of the PCN DES 
due to not receiving the completed spreadsheet giving evidence for each indicator in 
the contract. 

 
15.4 Under-utilisation of the appointments contractually available within enhanced access   

poses a risk with as does the lack of data provided by Bury PCN to assure this service 
despite positive results seen in April and May 2024.   

 
15.5 Activity within the SAS continues to grow beyond that originally intended for the service 

provider and will be a likely budget pressure for 24/25.  Discussions are needed at a 
GM level to review and standardise this contract. 
 

15.6 An uplift in minor surgery rates alongside potential increase in activity now the service 
is fully up and running post Covid and the monitoring of activity is particularly important 
to ensure budget is not exceeded. The uplift in rates is not deemed as enough by some 
practices, therefore there is a greater chance of some practices not signing up to deliver 
the service for 2024/2025, which in turn will increase pressure and demand on 
secondary care pathways, which are provided at a higher cost than primary care. There 
are currently 6 practices that have opted not to deliver the service this year and their 
patients will be referred to secondary care at a greater financial cost to the system. 

 
15.7 Both Prestwich PCN and Bury PCN no longer have access to tier 2 weight management 

services offered through the stay/living well team and therefore the Weight management 
enhanced service may see an increase in referrals from the practices in these PCNs, 
however a practice cannot claim more than their allocation and GM will claw back where 
necessary. 

 
 
 



 

 

16 Actions Required 
 
16.1 The Primary Care Commissioning Committee are asked to: 

• Note the contents of this report 
• Note the risks and mitigating actions  
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October 2024 
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Primary Care Project Manager 
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October 2024 
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Appendix 2 – 
 

 GP Practice 

Number of patients on 
the QOF Learning 

Disability register aged 
14 years or over 

The number of patients 
who have had a lower 
gastrointestinal urgent 

suspected cancer referral 
in the reporting year. 

Prestwich 
PCN 

P83001 FAIRFAX GROUP PRACTICE 17.65% 81.54% 
P83025 ST GABRIEL'S MEDICAL CENTRE 47.37% 83.87% 
P83027 GREYLAND MEDICAL CENTRE 57.14% 0.00% 
P83605 WHITTAKER LANE MED CENTRE 27.03% 77.78% 
P83609 THE BIRCHES MEDICAL CENTRE 0.00% 84.62% 
P83623 LONGFIELD MEDICAL PRACTICE 33.33% 71.43% 

Bury PCN 

P83005 TOWNSIDE SURGERY 62.16% 84.62% 
P83006 RAMSBOTTOM MEDICAL PRACTICE 32.00% 86.96% 
P83007 RADCLIFFE MEDICAL PRACTICE 44.74% 88.68% 
P83010 MONARCH MEDICAL CENTRE 0.00% 61.90% 
P83024 KNOWSLEY MEDICAL CENTRE 27.78% 40.74% 
P83611 WALMERSLEY ROAD MEDICAL 
PRACTICE 

3.33% 100.00% 

P83621 HUNTLEY MOUNT MEDICAL CENTRE 36.84% 84.62% 
Y02755 ROCK HEALTHCARE LIMITED 20.83% 68.89% 

Horizon 
PCN 

P83012 TOWER FAMILY HEALTHCARE 42.75% 89.07% 
P83015 RIBBLESDALE MEDICAL PRACTICE 13.33% 91.67% 
P83017 WOODBANK SURGERY 3.03% 100.00% 
P83021 PEEL GPS 1.56% 92.86% 
P83603 RED BANK GROUP PRACTICE 25.00% 89.80% 
P83612 MILE LANE HEALTH CENTRE 32.00% 88.46% 

Whitefield 
PCN 

P83004 THE UPLANDS MEDICAL PRACTICE 25.00% 62.50% 
P83009 BLACKFORD HOUSE MEDICAL CENTRE 31.11% 71.70% 
P83011 UNSWORTH MEDICAL CENTRE 55.56% 80.56% 
P83608 THE ELMS MEDICAL CENTRE 35.00% 89.47% 
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Executive Summary 
This paper is developed in response to a draft GM commissioning intentions framework 
around primary care.  However, the paper cannot be divorced from the context of the 
conversations at the Bury Locality Board about the current and future sustainability of 
primary care and GP services particularly.  Specifically, the locality board recognised and 
have highlighted to the ICB a number of key priorities: 
 
 To address the historic under-GPd capacity in Bury  
 To address the relatively low levels of LCS funding in Bury compared to the rest of 

GM 
 To ensure all opportunities to invest and sustain in GP are fully utilized, e.g. through 

new procurement opportunities or new moneys 
 To create the conditions for the wholesale ‘left shift’ of the operation of the health 

and care system 
 
The Bury Locality Board will wish to be assured that ICB corporate priorities to address 
standardization addresses inequity of funding before commissioning intentions are 
finalised. 
 
This paper has been written therefore to provide Primary Care Commissioning Committee 
(PCCC) with: 
 
 An overview of the 2024/25 GM Delegated Primary Care Medical Budget and 

specifically Burys element of that budget. 
 Burys current and forecasted spend against the 2024/25 budget. 
 A recommendation on how the Primary Care Medical CIP of 5% may be 

subsequently achieved whilst taking into consideration our local and GM 
Commissioning Intentions which affect General Practice, along with additional 
suggestions, gaps and risks. 

 
 
 



 

 

 
Recommendations 
The Primary Care Commissioning Committee is required to: 

• Receive the contents of this paper. 
• Note the requirement for each work programme to identify savings of 5% against 

their budget lines and in doing so: 
o Support or decline the option to apply a 5% CIP against the Bury LCS 
o Agree option for QAS for 2025/26 
o Support or decline the option to apply a 5% CIP against the Paediatric 

Phlebotomy LCS 
o Support the recommendation that subsidy disparity is tackled as a GM 

policy/approach 
o Support the recommendation that the Special Allocation Scheme contract will 

be adjusted in line with our GM counterpart contracts and note that details will 
follow. 

o Support the recommendation that the Minor Surgery budget remains at 
£219,000 until the GM review and standardisation piece takes place.   

• Note the GM Commissioning Intentions which specifically affect Primary Care and 
the associated risks 

 
OUTCOME REQUIRED  
(Please Indicate)  

Approval 
☒ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☒ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes 

To support a local population that is living healthier for longer and where healthy expectancy 
matches or exceeds the national average by 2025.  ☐ 

To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  ☐ 

To deliver a local health and social care system that provides high quality services which are 
financially sustainable and clinically safe. ☒ 

To ensure that a greater proportion of local people are playing an active role in managing their 
own health and supporting those around them. ☐ 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☒ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process? 

Yes 
☐ 

No 
☒ 

N/A 
☐ 



 

 

Implications 

Are there any quality, safeguarding or patient 
experience i mplications? Yes ☒ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☒ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted? Yes ☒ No ☐ N/A ☐ 

Are there any conflicts of interest arising from the 
proposal or decision being requested? Yes ☒ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☒ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☒ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? Yes ☐ No ☒ N/A ☐ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 

 
Are there any associated risks including Conflicts of 
Interest? Yes ☒ No ☐ N/A ☐ 

Risks are highlighted within the paper.  Conflicts of interest as noted on the register and at the 
meeting 
 
Governance and Reporting 
Meeting Date Outcome 
        

  



 

 

Commissioning Intentions 2025/26 and Primary Care Cost Improvement Programme 
 
This paper is developed in response to a draft GM commissioning intentions framework 
around primary care.  However, the paper cannot be divorced from the context of the 
conversations at the Bury Locality Board about the current and future sustainability of 
primary care and GP services particularly.  Specifically, the locality board recognised and 
have highlighted to the ICB a number of key priorities: 
 
 To address the historic under-GPd capacity in Bury  
 To address the relatively low levels of LCS funding in Bury compared to the rest of 

GM 
 To ensure all opportunities to invest and sustain in GP are fully utilized, e.g. through 

new procurement opportunities or new moneys 
 To create the conditions for the wholesale ‘left shift’ of the operation of the health and 

care system 
 
The Bury Locality Board will wish to be assured that ICB corporate priorities to address 
standardization addresses inequity of funding before commissioning intentions are finalised. 
 
1. Introduction 
 
1.1 Localities have received an engagement draft of our NHS Greater Manchester (GM) 

Commissioning Intentions for 2025/26 and have been asked to consider any 
additional locality intentions which need to be incorporated in the final version.  
 

1.2 All work programmes for 2025/26 are also required to deliver a Cost Improvement 
Programme (CIP) Target of 5%. 

 
1.3 This paper has therefore been written to provide Primary Care Commissioning 

Committee (PCCC) with: 
 

 An overview of the 2024/25 GM Delegated Primary Care Medical Budget and 
specifically Burys element of that budget. 

 Burys current and forecasted spend against the 2024/25 budget. 
 A recommendation on how the Primary Care Medical CIP of 5% may be 

subsequently achieved whilst taking into consideration our local and GM 
Commissioning Intentions which affect General Practice, along with additional 
suggestions, gaps and risks. 

 
1.4 As in 2024/25, all funding requests subsequently supported by PCCC for 2025/26 

must go through the System for Thorough Assessment of Resources (STAR) process 
which was introduced across GM to ensure measures are in place to provide more 
grip and control on managing the financial position, by reviewing any expenditure 
requests at an earlier stage in the decision making and procurement process. 

 



 

 

1.5 Alongside the STAR process, the Provider Selection Regime (PSR) process must 
also be followed, having been introduced in January 24.  

 
 
2. Background 

 
2.1 In May 2024 the GM Delegated Primary Care Medical Budget for 2024/25 was cited 

as being overcommitted by cira. £5.2m with Bury’s allocation of that overcommitment 
using weighted populations v’s actual commitments calculated at £441,419k from a 
total budget commitment of £37,438,038. 
 

2.2 Table 1 below gives an overview of the commitment across all GM localities at that 
time, including Bury. 

 
Table 1 

 
* Whilst Bury may appear as red against its calculated fair share of the GM budget, it is 
important to note that these figures are skewed as work continues to ensure there is a 
consistent budget alignment being used/declared e.g. Special Allocation Schemes (recorded 
above as Violent Patients) all localities have a scheme but where it sits on the budget lines 
may differ. 
 
2.3 Burys current and forecasted outturn for Primary Care 
 
2.4 Primary Care are currently reporting a £1m overspend as at month 7 with a 

forecasted overspend at month 12 of £515k. The reported deficit is solely due to 



 

 

pressures within Prescribing which is now managed by GM. 
 

2.5 When excluding Prescribing, Primary Care would be reporting an underspend of 
£157k at month 7 with a forecast underspend of £92k at month 12 due to the QAS 
CIP for 2024/25. Conversations are constantly ongoing with the Medicines 
Optimisations team to help reduce the overspend within Prescribing but this is an 
ongoing GM wide issue. 
 
 

3. 5% Cost Improvement Programme 2025/26 
 

3.1 NHS GM planning assumptions for 2025/26 have not been shared with localities yet 
and it may be that these assumptions change as a result of the recent Darzi review 
and messaging from the new secretary of state for health.  However, at this stage, it is 
still anticipated that it will be necessary to take 5% from each directorate to achieve 
the required CIP target for the locality.  If this changes then these assumptions will be 
revisited, but in the incredibly challenging financial situation across the health and 
care services, any investment that is not considered best value and does not deliver, 
should be removed irrespective of setting or sector. 
 

3.2 With that in mind, if we were to consider and recommend how savings towards the 
5% CIP for Primary Care could be generated it should be noted that roughly only 13% 
of committed spend is considered influenceable, as spend largely falls into three 
categories: 
 
 Category 1 spend is core contract, and entitlements are outlined in the Primary 

Care Medical Direction’s – “GMS Statement of Financial Entitlement”, the pay 
rates are fixed and therefore this spend cannot be influenced and accounts for 
87% of the budget. 
 

 Category 2 is nationally mandated spend and entitlements are within the Primary 
Care Directions, but payments can be locally negotiated and therefore spend is 
influenceable.  However, it is recognised that the scope to reduce is limited as 
entitlement can’t be fully withdrawn.  Examples of Category 2 spend includes 
Rent, PMS/APMS pay rate per patient etc and accounts for 7% of the budget. 

 
 Category 3 are locally negotiated and locally priced initiatives. These expenses 

are not mandated and are not in the Primary Care Directions.  This spend is 
influenceable and is likely to deliver the most scope in terms of delivering 
recurrent savings.  The spend varies significantly across GM.  An example of 
Category 3 spend includes premises subsidies and Non-Delegated PRC schemes 
and accounts for 6% of the budget. 

 
3.3 Table 2 is hence a list of where potential savings are considered possible as they fall 

into categories 2 and 3: 



 

 

Table 2 
Scheme Response 
Locally Commissioned Services Not recommended given the funding variation 

across GM localities which has previously 
been presented to PCCC. See section 4  

Special Allocation Schemes Potential savings to be made as Bury pays 
significantly more for its service. See section 
5 

Minor Surgery Enhanced Service Not recommended given the funding variation 
across GM localities which has previously 
been presented to PCCC. See section 6 

Translation services N/A GM wide procurement intended and isn’t 
just General Medical who require access 

Reduce costs associated with Caretaking  N/A for Bury 
APMS/PMS premiums – commission at 
GMS rate only 

N/A for Bury as this exercise was undertaken 
several years ago and the last remaining 
additionality (sexual health) is now funded by 
Public Health from 2024/25. 

GMS Rent – GMS V’s Non-GMS Space 
accurate & fully utilised and representative 
of practice population served. 

Any adjustment here would be at GM level 
and driven by District Valuer guidance.  Risk -
we may end up with void cost at locality level 
and savings to GP reimbursable budget at 
GM level as a result of reducing practice 
space and costs. 
We are however working building by building 
looking at how we better utilise space to 
deliver services more effectively – e.g. Surge 
and Respiratory hubs, and whilst this isn’t 
cash releasing does contribute to activity 
reductions in A&E for example 

GMS Rent- 3rd party Income declarations 
checks 

No information regarding the number of 
practices receiving 3rd party income from their 
reimbursable space. Again benefit in 
reductions would be at a GM level. 

GP Small Business Rates Reduction – are 
practices claiming entitlements. 

Understand this piece of work has been 
undertaken at a GM level, need to double 
check that there is no further action needed to 
be taken locally. 

Service charges  We can potentially look at this with our main 
landlords (NHS-PS and CHP) on behalf of 
practices to see if any across Bury savings 
can be made (negotiation at a practice level 
not advised).  

Reducing void space within premises Minimal void space across our premises to 
release any efficiencies 



 

 

Reducing subsidies Potential savings to be made as per the 
exercise which was put on hold pending ICB 
transition. See section 7 

Blood Transport Services N/A for Bury as included in NCA contract  
 
 
4. Locally Commissioned Services 

  
4.1 Locally commissioned service spend across GM varies significantly as the outputs of 

the Beyond Core Contract Review exercise (BeCCoR) which have previously been 
presented to PCCC revealed.  Figure 1 below shows that variance in 2023/24 and 
Figure 2 breaking this down further to a weighted head of population investment via 
General Practice and Primary Care Networks. 

 
Figure1 

 

 
Figure 2 
 

4.2 The spend for Burys Locally Commissioned services in 2024/25 is made up of 3 
contracts, commissioned as per Table 3 below: 



 

 

Table 3 
Contract No. of providers Value in 2024/25 5% 
The Bury LCS 25 practices (Via the 

GP Federation) 
£2,345,453 £117,273 

Quality Assured 
Spirometry 

one provider Commissioned at £34K in 24/25 due 
to under delivery in 23/24.  Full cost 

is £133K. 

N/A 

Paediatric 
Phlebotomy 

one provider £24, 394 £1,220 

TOTAL £2,403,847  £118,493 
Budget £2,247,750 £112,388 

 
4.3 A 5% CIP against a budget value of £2,247,750 equates to £112,388, this is less than 

the value contracted via our LCS arrangements as PCCC will remember that in order 
to continue to fund the local and GM requirements as part of the Bury LCS an 
element of underachievement is being assumed at risk.  

 
4.4 The Bury LCS 
 

4.4.1 As the Bury LCS is by far the largest contract we have with general practice, 
the quickest saving option for the PC Work programme would be to reduce The 
Bury LCS by 5%, however this will add to the disparity in investment in Bury 
Practices and goes against the advice of NHS GM that they are expecting 
localities to invest in their GP quality schemes at least to the same value as in 
2024/25. 
 

4.4.2 Should PCCC decide this is the option they wish to take then it is 
recommended that activity commensurate with a 5% reduction and inflationary 
costs should also be removed from the contract.   

 
4.4.3 Practices cannot be expected to deliver GM standardised requirements at 

differential reimbursement rates to the rest of GM which for 2024/25 amount to 
£847,764 (£4ph based on a weighted population of 211941).  The weighted 
registered population as of Apr’24 was 215,432 meaning that in order for 
investment to remain at £4ph, a total of £861,728 will be required, putting 
further pressure on the £2,345,453 budget.   

 
4.4.4 Once the budget has been adjusted to take into consideration the GM 

standards and 5% CIP, this will leave a remaining budget of £1,366,452 for the 
remainder of the contract which is currently distributed as per Table 4 below: 

 
Table 4 

5% Management fee £110,498 
Training £25,000 
Transactional requirements £871,056 
Neighbourhood indicators £400,000 



 

 

Local MOT Indicators £91,135 
 £1,497,689 

 
4.4.5 There remains an outstanding query regarding the budget value allocated by 

GM to the MOT work programme as a whole, which will further impact these 
figures and therefore what can be delivered within the LCS. 
 

4.4.6 Should the decision of PCCC be that a 5% CIP is taken against this contract 
value then further work will be needed to determine how that will be enacted 
across the contract requirements. 

 
4.5 Quality Assured Spirometry 

 
4.5.1 There is no budget identified for this service for 2025/26 and therefore on that 

basis the service would cease. 
  

4.5.2 As PCCC is aware, historically general spirometry formed part of our Bury LCS 
(block element) and was delivered by each practice but was stood down during 
the pandemic. 
 

4.5.3 Following the pandemic GMEC SCNs gave the direction to reestablish delivery 
but at a Quality Assured Level and with it came guidance and recommendations 
which meant a borough wide model was now needed. At this time, we were also 
in the process of submitting a business case for a local Community Diagnostic 
Centre (CDC) spoke which would have included the GP Federation working with 
Secondary Care Colleagues to deliver this service (whilst noting it has 
subsequently been confirmed that CDCs are intended to be for additionality only) 

 
4.5.4 The need to have a QAS as directed by GMEC SCN has been discussed at 

PCCC on several occasions, as whilst the benefits are recognised and supported 
the concern remains that locally we had/have no identified additional funds to 
commission such a service.  Funding has been raised with central GM 
colleagues/departments on several occasions, and we were led to believe that a 
GM business case for funding and a task force was in place to work this up as 
part of the commissioning intentions for 2025/26.  

 
4.5.5 On this basis PCCC agreed to fund a service for the original 12mths from LCS 

underspend with the view to reducing the significant back log that had grown 
during covid in the expectation that by then both the CDC plans and GM 
standardisation/funding would have come to fruition. 

 
4.5.6 Since then, a Bury CDC spoke has been rejected and we are no closer to 

standardising services/funding around QAS across GM localities with all Bury LCS 
spend now committed given the £4ph dedicated to GM priorities. 

 



 

 

4.5.7 We have been able to continue with a QAS service for 24/25 due to under 
delivery in 23/24 and with PCCCs support to use a small amount of remaining 
budget we can continue until 31/03/25. 

 
4.5.8 All alternative out of borough options through CDC hubs are being explored and 

the risks associated with not having a QAS service have been highlighted to the 
committee previously and escalated into GM. 

 
4.5.9 There continues to be discussion around a GM standard offer for 2025/26 

including reimbursement rates, but it is still not clear if that standardisation will 
come with new monies or redirected monies identified through the BeCCoR piece. 

 
4.5.10 We are therefore currently unable to confirm a funding route for QAS locally which 

presents PCCC with two options. 
 

 Option 1 – fund as a budget pressure until further GM details/funding 
becomes known.   

 Option 2 – allow our current service to lapse until further GM details/funding 
becomes known (all risks associated with this option have been presented to 
PCCC previously). 

 
4.6 Paediatric Phlebotomy 

 
4.6.1 Currently delivered as a borough wide service by one practice under a block 

contract arrangement of £24, 394 for an estimated activity of 1350 referrals per 
annum.  Based on current activity levels the forecasted year end delivery is 1664, 
314 more referrals than planned (though this figure has not been rebased since 
the contract procurement in 2009) 

 
4.6.2 It is felt that this increase in number is not clinically warranted and therefore the 

intention for 2025/26 was to establish a more integrated commissioning 
arrangement by aligning the paediatric phlebotomy services across primary care, 
secondary care and community care, however there is no appetite to proceed with 
this at present. 

 
4.6.3 Whilst noted within the commissioning intentions (Section 8), it is unlikely that a 

GM approach will be agreed by March 2025 and therefore it is recommended that 
PCCC support the progression of the Provide Selection Regime (PSR) process 
via Direct Award C (the Most Suitable Provider) with the existing provider for April 
2025 to March 2026, with amended acceptance criteria embedded to avoid 
unnecessary taking of bloods thus reducing contractual activity.  

 
4.6.4 The amendments are anticipated to include but are not limited to: 

 
 Age criteria amended to children aged 5 years old to 12 years who are to be 



 

 

tested for conditions that can be managed within primary care e.g. suspected 
menorrhagia, anaemia or celiac disease.   

 Patients who are over 12 years of age requiring bloods at the GPs request will 
be done by general practice as part of the Bury LCS for 2025/26 (looking at 
the activity from April to Sept this year, of the 716 patients seen, 246 of them 
were over 12.  This equates to 41 a month or 1.6 patients per practice site per 
month). 

 We will also adapt the referral form to include questions as to what the bloods 
are for.  This will help us shape future commissioning of this service and also 
has the potential to reduce referrals into the current scheme by ensuring 
practices stop and question why they are referring the child and is the referral 
really needed. 

 
4.6.1 It is recommended that the value of this contract for 2025/26 be £23,174 based on 

a reduced anticipated level of activity and a 5% CIP against last years contract 
value. 

 
 
5. Special Allocation Scheme 

 
5.1 As previously presented to PCCC, Special Allocation Schemes across GM are all 

commissioned at varying rates. Table 5 below shows locality specifics (where available) 
for comparison: 

 
Table 5 
Locality Retainer/Block  Tel F2F Out of 

Area  
No. on 
Scheme 
(Bury) 

No. on 
scheme 
(OOA) 

Budget 

Bury £8,000 £60 £80 £20* 34 7 £108,000 
Bolton £70K  N/A N/A £125 tel 

£250 f2f 
81  £70,000* 

Manchester £2,500 £20 £65 £0 120  £120,000 
Oldham £0 £85.91 £85.91 £0 73  £39,000 
Salford   
combined 
with Trafford 

£0 £65 £65 £0 80  £62,000 

Stockport £1,620 (one off - 
funded EMIS 

remote devices) 

£134 £134 £0 unknown  £30,000 

* Bolton paid £14,750 to our provider in 23/24 for OOA patients 
  
5.2 Whilst the contract states there is a £20 per patient supplement for OOA patients, this 

isn’t paid to the provider and needs amending in the contract for 25/26. Further work is 
being undertaken to ensure that no face to face or tel costs are being reimbursed for 
OOA patients or these are recharged to the appropriate locality. 

 



 

 

5.3 This contract is performing at significantly higher value proportionally than any other 
locality SAS, with a current year end forecast of £109,211.47 from a budget of 
£107,760, which is a £1,451.47 overspend. 
 

5.4 This is in part due to the fact that:  
 

 the budget is structured around a maximum of 20 patients and has not been adjusted 
since its inception. 

 referrals to the scheme increased during COVID and have continued since (e.g. for 
the past 18 mths there has been 39-41 patients on the scheme) 

 patients are intended to be repatriated back into mainstream general practice within 
12 mths however there are currently 26 patients who have been with the service for 
over 12 months, of which 7 have been on the scheme since 2018.  Further challenge 
is needed as to why these patients need to remain on the scheme though it should 
be noted that the provider is not allowed to remove patients from the scheme due to 
non-response.   

 The provider receives both a retainer fee and a contact fee (again linked to the level 
of anticipated activity in the beginning possibly) 

 A new telephone consultation rate was introduced in May 2024 which has helped 
minimise the spend as most appointments are via telephone. Had we not introduced 
a reduction in rates, activity to date would have cost £54,240, compared to £41,460 
with the new rates, therefore generating a saving of £12,780.  

 
5.5 It is therefore recommended that a reduction is considered against this contract to bring 

us in line with our GM counterparts.  The details of this will be brought to the next PCCC. 
 

 
6. Minor Surgery 
 
6.1 As previously presented to PCCC, Minor Surgery is a National Enhanced Service with 

all localities having negotiated at differential reimbursement rates.  Table 6 below 
shows the current rates across GM.  

 
Table 6 

Locality Cryotherapy Aspirations Excisions Incisions Injections 
Bolton   86.72  43.36 
Bury  42.18 84.36 84.36 42.18 
HMR  42.18 84.36 84.36 42.18 
Manchester  43.54 87.08 87.08 43.54 
Oldham  42.74 85.47 85.47 42.74 
Salford  42.80 85.59 85.59 42.80 
Stockport  43.36 86.72 86.72 43.36 
Tameside   87.41 87.41 43.71 
Trafford  44 86 86 44 
Wigan 29.13 45.66 91.31 91.31 45.66 
      



 

 

 
6.2 Although Bury appear to pay the 2nd least overall in GM, when you look at budget per 

head we set aside the 5th highest. Table 7 below gives a baseline comparison (only 
weighted population was available for localities): 

 
Table 7 

 
 

6.3 As outlined in the 2024/25 Q2 contracting paper, our current forecasted outturn for 
this contract is £186,257 against a budget of £219,000, which is a £32,743 
underspend.   
 

6.4 This is in some part because six practices are no longer delivering MS, citing that the 
contract was no longer profitable for them.  A seventh practice has recently indicated 
that they too are likely to withdraw from April 2025. All MS activity from these 
practices is being referred though secondary care pathways at higher cost. 
 

6.5 Again, a member of team has been identified to support a GM review and 
standardisation exercise which will take place during 2025/26.  In the meantime, we 
have also reached out to other localities to understand what validation processes they 
have in place and would hope to be able to adopt similar approaches where 
appropriate to ensure all procedures undertaken are clinically necessary.  

 
6.6 It is recommended that the MS budget remains at £219,000 until the GM review and 

standardisation piece takes place.  Alternatively, a 5% CIP could be made and any 
increase in activity be taken as a budget pressure. 

 
 

7. Reducing subsidies 
 

7.1 When Primary Care Trusts (PCTs) were abolished in 2013, ownership of its properties 
formally transferred back to the Department of Health and Social Care (DHSC), as 
Clinical Commissioning Groups (CCGs) were not afforded the statutory powers to 
own assets. As such, all relevant properties transferred to either NHS Property 
Services (NHSPS) or to Community Health Partnerships (CHP), two newly created 
property organisations who act of behalf of the DHSC. 
 

7.2 When Bury PCT was dissolved, a legal and financial exercise was completed which 
transferred the relevant properties to the appropriate successor organisation. At that 
point, the PCT had historical arrangements of differing nature and value in place with 
several practices, who occupied what were then, PCT properties. 

 
7.3 NHSPS then routinely charged the CCG for subsidy payments to cover its tenants’ 

Locality Bolton Bury HMR Manchester Oldham Salford Stockport Tameside Trafford Wigan Total
Weight Pop'n 328,868 211,059 248,392 734,800 267,243 315,366 326,489 224,441 248,561 347,522 3,252,741
MS Budget 71,000 219,000 227,000 304,000 318,000 245,000 370,000 347,000 274,000 284,000 2,659,000
Cost per procedure per head 0.22 1.04 0.91 0.41 1.19 0.78 1.13 1.55 1.10 0.82



 

 

premises costs (both primary and in some cases, secondary care) which were over 
and above the charges that were transferred back in 2013.  

 
7.4 On 28th July 2021, PCCC supported a decision to remove 100% of GP premises 

subsidies in Bury with effect from April 2022 on a phased approach over several 
years. It was recognised at the point of this decision, that any reduction in the 
premises subsidy received by a practice may be over several years to ensure the 
financial stability of the practice involved. 
 

7.5 Discussions with affected practices took place but work to enact this change 
subsequently paused pending the transition to GM Integrated Care Board. 

 
7.6 Further GM work established that this inequity was apparent across all GM localities 

with some areas providing a level of subsidies to all their practices and others none. 
 
7.7 Given the current financial position there is a need to address this inequity, whilst 

ensuring any rebalancing is affordable for practices.  It is there recommended that 
PCCC supports this decision to be taken as a GM policy decision and then enacted 
as appropriate within localities rather than any locally determined actions. 

 
 

8. Commissioning Intensions and Associated Risks 
 

8.1 Table 8 below outlines the GM Commissioning Intensions which effect General 
Practice and describes the risks and issues associated where applicable.    
 



 

 

Table 8 

Diagnostics 
 

Overarching rider that Bury has no Community Diagnostic Centre or Hub and therefore the ambitions to reduce inequalities and 
improves health outcomes for Bury patients will be more difficult to achieve and patients will be required to travel further. 
o To ensure access to quality assured spirometry for the 

whole GM population (all age) in primary and community 
care 

GAP - Whilst our local ambition would be to recommission and also 
expand our QAS to include all ages and FENO, this will not be 
possible in 25/26 unless funding can be identified (as per Section 
4.5) 

o Implement a new GM wide approach to phlebotomy, 
including access and clear guidelines in place for 
children  

Phlebotomy – GP required phlebotomy forms part of the Bury LCS 
and will remain so in 25/26 unless alternative options/funding 
becomes available.  We will work with GM colleagues to adopt a GM 
approach as quickly as feasibly possible. 
 
Paediatric Phlebotomy – Borough delivery by one practice. Contract 
will be extended to 25/26 though acceptance criteria will be 
amended and possible impact on secondary care activity as a result. 
We will work with GM colleagues to adopt a GM approach as quickly 
as feasibly possible. 
 
GAP - Wider Provider requests, under General Practice Collective 
Action (GPCA) these will be returned to the requesting organisation. 

o Roll out proof of concept of Point of Care Testing, 
(POCT) in Primary Care 

GAP – Whilst our EOI to test POCT within our Respiratory hubs this 
year was successful, it was declined unless funding to support was 
identified as its inclusion would reduce the number of appointments 
able to be delivered within the hubs which is already less than 23/24 
due to a funding CIP. 

Elective 
Care 
 

o Implementation of a GM-wide advice and guidance 
service to support patients being seen by primary care 
with advice and guidance from hospital consultants 

GAP – whilst our ambition would be to support and encourage 
adoption of A&G, the locality has no funding streams within Primary 
Care to reimburse for this work. 
 

Health & 
Care 
Service 
Review/ 

o Women’s Health Hubs – Evaluation of current provision 
with proposals for the longevity of provision which 
complements the Gynaecology model. 

GAP – Further funding needed to expand and continue with the 
WHH 
 

o Review MSK provision which will focus on consolidating Unsure if this will affect provision delivered through ARRS at this 



 

 

Sustainable 
Services 

existing contracts and to reduce duplication and cost. It 
also aims to reduce referrals into secondary care and 
waiting times by optimisation of primary/community care 
provision, as per the NHSE MSK Improvement 
Framework.  

stage 
 

Population 
Health 
 

o Review and update clinical pathways for hepatitis B and 
develop business case for service development to 
manage increased demand. 

GAP – Hep B testing was removed from LCS in 23/24 to make way 
for GM standards. We await further details around how this might be 
implemented. 

Other pan-
GM 
strategic 
priorities 
 

o Implement the recommendations of the GM weight 
management service delivery model which includes 
consistent Tier 3 Specialist Weight Management 
eligibility criteria and respond to NICE TA for Tirzepatide 

This will result in an eligibility change for Bury Patients. 
 
In addition there is a GAP as formal contracted Tier 2 weight 
management is only available for patients of Horizon and Whitefield 
PCN through ARRS funding. 

Primary 
Care 

o Delivery of the GM Primary Blueprint, consolidating year 
1 achievements and progressing in Year 2 deliverables. 

We continue to support and implement deliverables in line with the 
GM Primary Care Blueprint. 

o Progress consistency of specification and sustainability 
of services for the GM population delivered by primary 
care providers, including Minor Ailments Services and 
primary eye health services. 

For noting 

o Continuation of the Beyond Core Contract Review 
(BeCCoR) for primary medical care services, 
establishing consistency while ensuring stability and 
sustainability of existing schemes into 2025/26 

GAP – Funding is required to support anything above that already 
commissioned. 
 
MS – likely impact on secondary care due to increased number of 
practices opting out. 

o Supporting the broader service redesign of pathways 
under elective care programme and the Health and Care 
Review to develop the primary care elements of the 
pathway 

For noting 

o Working with the elective care programme to review / 
redesign secondary care paediatric dental provision 
including theatre and anaesthetic capacity for services 

For noting 



 

 

currently within the Bridgewater provision. 
o Ensuring safe and effective services during collective 

industrial action 
We are working with practices and providers during GPCA 

o Primary Care is fully engaged and critical stakeholder in 
the GM ‘Live Well’ programme  

For noting 

Strategic 
priorities – 
Long Term 
Conditions 
(further info 
from GM to 
be added) 
 

o CVD The Bury LCS for 25/26 will look to mirror GM asks for CVD and 
diabetes, subject to sufficient funding. 
 
During 2024/25 we are looking at ways in which we can increase 8 
care process delivery without additional investment. 

o Diabetes 
- Commissioning of GM Diabetes Education Programme  
- Re-commissioning of the ‘Diabetes My Way’ – digital 

offer (subject to ROI case) 
o Respiratory  

- Improve the early diagnosis and proactive care of 
those patients with respiratory disease in primary / 
community care to reduce non elective admissions and 
admissions for acute exacerbation of the condition(s) 

- Review/redesign of Sleep Studies (including 
diagnostics) 

GAP – there are no borough wide requirements included in our 
current LCS to support additional respiratory work. 



 

 

9. Recommendations 
 

9.1 The Primary Care Commissioning Committee is required to: 
• Receive the contents of this paper. 
• Note the requirement for each work programme to identify savings of 5% 

against their budget lines and in doing so: 
o Support or decline the option to apply a 5% CIP against the Bury LCS 
o Agree option for QAS for 2025/26 
o Support or decline the option to apply a 5% CIP against the Paediatric 

Phlebotomy LCS 
o Support the recommendation that subsidy disparity is tackled as a GM 

policy/approach. 
o Support the recommendation that the Special Allocation Scheme contract 

will be adjusted in line with our GM counterpart contracts and note that 
details will follow. 

o Support the recommendation that the Minor Surgery budget remains at 
£219,000 until the GM review and standardisation piece takes place.   

• Note the GM Commissioning Intentions which specifically affect Primary Care 
and the associated risks 

 
Zoe Alderson 
Head of Primary Care 
November 2024 
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Programme / Project:  Primary Care SRO: Mark Beesley as GPLC Chair Lead: Zoe Alderson Month November 2024 RAG Status1:  

Key achievements / deliverables completed this period: Key deliverables / milestones planned for next period: 
Prog.1 - Alternative at Scale Solutions 
• Women’s Health Hub – First two clinics have taken place with 7F2F and 13 Tel appointments in total. Staffing Sunday Clinics is 

proving difficult with only two in every four likely to have a local GP as intended.  The provider is therefore looking at 
alternative days before needing to consider out of area GPs. 

• QAS – Risk regarding lack of funding escalated at locality board and in GM 
• Paediatric Phlebotomy - Revised entry criteria drafted and shared for comments/inclusion in 25/26 contract. 
• Winter Pressures – Respiratory and Surge Clinics – in place as of 5th November offering an additional 206 surge/ 600 respiratory 

appointments.  Eligibility criteria for Surge includes the requirement for practices to complete our local sit rep to ensure 
capacity is allocated to those who need it most. 
 

Prog.2 – Communications and Engagement 
 
Prog.3 – Data and Digital Ambition 

 
Prog.4 – Effective Pathway Navigation 

 
Prog.5 – Current and Future Estate 
• Awaiting further details on estates funding (if any) following budgetary announcement.  
• Several rents/rates discussions with practices and property companies being supported 

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Schedule 7 – Face to Face session held with PCN CDs, Neighbourhood CDs and system leaders  
• North neighbourhood prescribing project ongoing – Tower live, dates agreed for Garden city, Woodbank and Ramsbottom 

  
Prog.7 – Quality and Assurance 
• PCN Assurance: 

o Q1 Assurance returns due – Prestwich & Bury returns remain outstanding.  Prestwich cited GPCA as reason for non-
response. 

o Q2 requests sent out – due back end of Nov 
o EA 23/24 - Recoup from Bury PCN yet to be actioned by Finance (planned or Dec/Jan and Feb) 
o EA 24/25 

 Bury PCN – Apr-Oct data now received and contractual offer being met.   
 HPW – 4 hrs under contract offer currently as at end of Q2 
 EA – GM post payment verification options/requirements still under discussion 

• PCQV – All remaining visits bar 3 booked.  Themes and best practice are being collated will be presented to GPLC/PCCC in 
January. 

• Modern General Practice – Horizon confirmation received and now awaiting funding.  Outstanding PCNs sent reminders. (Katie 
looking into in a bit more detail due to online consultations query) 

• MOT continue to focus on savings plans set out by GM although at 50% capacity due to recent GM reorganisation. 
• MOT GP LCS 

o several practices  have not submitted Q1 & Q2 documents despite reminders. Two Peer to peer review meetings 
completed, remaining meetings scheduled to take place within next 2 weeks. 

o Q2 data for AMS & Sustainability data sent to practices and on sharepoint. 
• FFT has now started flowing again – no breaches 

 
Prog. 8 – System Leadership 
• GP Collective Action - weekly returns to GM and system in place.  Providers have been asked to outline supportive actions they 

are taking to resolve pathway issues which have previously been highlighted as part of the bureaucracy and primary 
care/secondary principles work and which now form part of GPCA – Responses to this request remain outstanding. 

• Commissioning intentions are now in the process of being formed 
 
Prog.9 – Workforce (recruitment/development and retention)  
• ARRS Recruitment Bury PCN - 22/23 & 23/24 - all claims now resolved 
• ARRS Recruitment plans for 24/25 – All now received 
• ARRS claims received up to month 5 for HPW - Bury 24/25 claims still only up to April 
• Workforce strategy final sessions taking place on GP webinars and feedback will inform strategy and delivery plan 

 

Prog.1 - Alternative at Scale Solutions 
• Women’s Health Hub – wider proposals continue to be developed.  
• QAS – To be included within Commissioning Intentions for 2025/26 whilst noting there is currently no budget  
• Paediatric Phlebotomy – considerations for 25/26 to be worked up to ensure sufficient notice period is available. (need to consider 

impact of over 12 activity) 
 

Prog.2 – Communications and Engagement 
• Present back suggested changes to SharePoint based on feedback at future webinar 
• Member engagement event – December topic still to be decided  
• Bury General Practice Strategy year end achievements shared with locality board and IDC (sharepoint update needed) 

 
Prog.3 – Data and Digital Ambition 

• GM led Procurement for online consultations  
• Practices to be asked to support amendment to DSA for EMIS Enterprise access to include NHS Health Checks data 

 
Prog.4 – Effective Pathway Navigation 

• Community Self referral road map needed 
• DOS and Care Navigation subgroup to be reorganised in order to review the programme’s aims objectives taking into 

consideration member engagement session outputs.  
 

Prog.5 – Current and Future Estate 
 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 

• Schedule 7 - A two-part MOU to be created which will describe the principles against which PCNs, neighbourhood with work 
together in addition to how wider system partners will support primary care with the ambitions of PCN DES. 

• Continue with scheduled work and roll out with practices in North neighbourhood including review of current processes and refine 
for roll out. 

Prog.7 – Quality and Assurance 
• PCN Assurance meetings to include deeper discussion on EHCH framework moving forward 
• PCQV – Continue with visits and produce a suite of Good practice to be shared with practices 
• SAS – Continue discussions with provider around reducing 24/25 activity and plans for 25/26.  
• MOT – good practice document on management of high dose opioids finalised and shared – these are examples practices have 

submitted as part of the LCS and useful to share ideas of good practice amongst peers for improvements.  
• MOT GP LCS – continue to chase practices with outstanding actions for Q1 & Q2 
• MOT GP LCS – continue to support remaining peer to peer AMS meetings 
• MOT GP LCS – Support practices to continue to submit Q3 documents 
• Quality leads meeting – 26th November workshop planned to scope what localities need to support their PQCV process  

 
Prog. 8 – System Leadership 

• Production GPLC Development plan  
 

Prog.9 – Workforce (recruitment/development and retention)  
• CPD options now available and will be shared with practices 
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Priorities / Projects / Workstreams: 
Programme Project Key milestones / deliverables completed this period against plan RAG 

Status1 

Prog.1 - Alternative at Scale 
Solutions 

Womens Health Hub First clinic Sunday 27th October 24 from Prestwich Health Centre.   
CPCS info re pharmacies offering LARC to be shared with Whitefield practices once identified in order to allow patients to be signposted to them rather than added to existing waiting lists  

SAS Finance review taking place to understand claims and value in comparison with GM (including process around OOA payments  
SAS – Quarterly contract meetings taking place with a view to reducing numbers.    
Wider discussions needed about future GM plans   

QAS Discussion needed with GM regarding future commissioning/funding model  
Winter Pressures Mobilisation 5th November  

Prog.2 – Communications 
and Engagement 

Sharepoint and its use Feedback from survey and recommended changes at future webinar  
Fortnightly Webinar Topics for webinars planned and sessions facilitated  

Prog.3 – Data and Digital 
Ambition 

Dashboard – Bury LCS Production of a data dashboard which supports the monitoring/achievement of the Bury LCS  
Dashboard - PCQV Produce of a data dashboard which supports delivery of the PCQV process  

Prog.4 – Effective Pathway 
Navigation 

Deflection 4 locality partnership group to take forward interface principles  
Progress on principles tracked through clinical senate  

Recovering Access Increased number of self-referral options for patients within Community Services  
DOS and Care Navigation Review of programmes aims and objectives  
Pharmacy First Continue to monitor adoption and uptake of Pharmacy First options and raise with those not using it  

Prog.5 – Current and Future 
Estate 

Whitefield  Discussions are ongoing and progressing well   
Practice Utilisation Support appropriate engagement/authorisation of reduced PC estate  

Prog.6 – Integration (Wider 
PC, Neighbourhoods/PSR 

Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align  
Prescribing project North neighbourhood – Tower live, agreed go live dates for Garden City & Woodbank, ongoing conversations with Ramsbottom.        

Prog.7 – Quality and 
Assurance 

Primary Care Quality Visits ‘Good Practice’ proforma to be generated to support collation of information on sharepoint  
All practices to receive visit in 24/25    

PCN Assurance Ongoing assurance taking place which includes meeting with PCN CDs (returns effected by GPCA)  
Enhanced Access Ensure contractual offer meet requirements  

Increase Utilisation rates  
EA 23/24 - Recoup from Bury PCN   

Prescribing Quality Ongoing savings work & continued support for LCS indicators  
MMR Uptake Improvement plan in development along with regular monitoring/feedback  
Post Payment Verification Process for PPV to be established (GM/Local)   
Elton Unit Continue to work through additional requirements being asked of Rock Healthcare by the provider which are not commissioned  

Prog.8 – System Leadership GPLC Options discussion/agreement around LTIs in light of GM review of these (on hold till 25.26 contract discussions start)  
Development plan to be produced  

Wider Primary Care  Development of TOR for a locality Primary Care Provider Forum  
Prog.9 – Workforce 
(recruitment/development 
and retention) 

Workforce Strategy Implementation Plan to support delivery of the workforce strategy  
Bury College Health and Social Care student placements to be explored further   

 
Current highest scoring risks / Issues: 

Risk/Issue Current Mitigation / Controls  Gaps in control If being escalated to the programme Board, 
IDC Board or Locality Board state where and 
what is the reason for escalation – what needs 
to happen? 

Risk: There is a risk that GP Collective action  
Cause: in response to the BMA ballot outcome, will result in the 
Impact:  withdrawal from supporting non-contractual services such as requests from 
hospitals and community services providers. These services include: 
• Requests for phlebotomy after discharge from hospital 
• Requests for sick notes post hospital discharge and from OPD 

GM working group established 
Local working group established 
Weekly Sit rep reporting 

This will have varying levels of impact due 
to the variation in what additional services 
are commissioned across localities and what 
each individual practice decides to adopt 
from the BMA and LMC guidance. 

Note the likely impact as articulated in local LMC 
communications 
 
Support system wide implementation/adoption of 
the PC principles which support us in reducing 
unnecessary bureaucracy and uncommissioned work 
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• Requests from one specialty to refer to another for the same original referral, hospital 
should refer internally between departments 
• Expectation for GPs to refer on standard proforma templates 
• GPs to undertake non-contractual diagnostics including phlebotomy, spirometry and ECGs 
• Shared care arrangements where non-contractual 
• GP to undertaken pre-op or post-op checks 
• Request from community nurses to arrange diagnostics, these should be directed to NCA 
as they are employed by the trust 
• Requests from A&E, UCC, OPD or post discharge to chase test results 
This is not an exhaustive list; GPs will add to the list as clinical scenarios arise. 
IF: the money invested into Primary Care is not sufficient/ nor equitable across GM  
THEN: the whole of PC will be limited as to what they can support/deliver 
LEADING TO: The local general practice strategy and GM PC Blueprint not being delivered in 
full and ultimately poorer outcomes for the patients of Bury 

1.Benchmarking of spend/outcomes and discussions both locally and at GM 
(has revealed investment in Bury is significantly lower) 
2. Ongoing discussions to raise risk in GM and need for equitable/sufficient 
funding moving forward as part of BeCCoR 
3. System partners fully engaged in difficult decisions which may need to be 
taken as a result 
4. Left shift of services and funding needed 

 Note the likely impact that reduced funding has on 
general practice capacity and therefore also their 
ability to support transformation delivery 

Prescribing quality & efficiencies – significant reduction in staffing in the MOT team (caused 
by the MO review) means support to deliver savings and monitor quality of prescribing will 
be limited noting 25 practices shred between 2 technicians. Prioritisation of work and 
support will need to take place. 

CIP delivery must be prioritised noting other MO work and support will need 
to be stepped down - will continue to monitor impact on CIP delivery & other 
MO support to practices. 

 Note the risk and potential financial implications. 

 
Decisions required: 

Project / Workstream Decision Required At what level  
[programme board, IDC Board, 

Locality Board, other?] 

Impact if no decision 

    
    
    

 
Performance:  Finance: 
Performance [against targets / outcomes] 
 

Measurable Indicators  Target 23/24 
Baseline Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 

GOAL 1 – DEVELOP & PROMOTE A NEW MODEL OF GENERAL PRACTICE                    
100% of our practices rated as Good or Outstanding by CQC 100% 92% 92% 92% 92% 92% 92% 92% 92% 
Cloud based telephony across all practices 100% 83% N/A N/A 100% 100% 100% 100% 100% 
All patients have access to an online platform via their registered practice 100% 100% 100% 100% 100% 100% 100% 100% 100% 
100% of practices use the new online patient registration service by 31/12/24 100% N/A 28% 28% 32% 40% 40% 64% 88% 
Increase in the uptake of the NHS App (13+)  ↑ 59.29% N/A 60.00% 60.00% 60.00%   62.00%   
100% of practices offer patients the ability to book/cancel appointment online 100% 84% 84% 83% 88% 88% 88% 

Dashboard no longer 
available  

Increase the % of patients who are enabled to book/cancel appointments online ↑ 33.8% 34.5% 35.4% 36.9% 37.6% 38.3% 
100% of practices offer patients the ability to order repeat prescriptions online 100% 100% 100% 100% 100% 100% 100% 
Increase the % of patients enabled to order repeat prescriptions online ↑ 37.4% 38.1% 39.1% 39.5% 40.3% 41.0% 
The no. of prescriptions ordered using the online repeat prescription function ↑ N/A 22,982      46,661    69,566    94,878  119,872  146,232   

100% of practices offer patients the ability to view detailed coded records online 100% 100% 100% 100% 100% 100% 100% Dashboard no longer 
available Increase the % of patients enabled to view their detailed coded record online ↑ 33.32% 33.99% 35.10% 35.48% 36.14% 36.74% 

The no. of digital health records accessed ↑ N/A 76,207    161,649  259,581  349,410  Data issue 
GOAL 2 - A RESILIENT WORKFORCE AND AN ATTRACTIVE PLACE TO WORK                   
All practices/PCNs check and update the NWRS each month 80% 40% 56% 52% 56% 48% 44% 40%   
Increase in the uptake of the Active Practice Charter ↑ N/A N/A N/A 12% 16% 16% 16.00%   
Increase in the uptake of the Good Employment Charter  ↑ 0% 0% 0% 0% 0% 0% 0%   
Increase in the % of practices accredited as a unified learning environment ↑ 16% 24% 24% 32% 32% 32% 36% 52% 
Increase in % of staff booked onto CPD courses (25 courses from hub) ↑ 63% 63% 63% 63% 63% 63% 63%   
Increase in the number of places on CPD courses booked  ↑ 96 80 80 80 80 80 80   

Financial Tracker for programme 
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Increase in the number of staff attending CPD courses  ↑ 80 54 54 58 58 58 66   
GOAL 3 - INCREASE CAPACITY WITHIN GENERAL PRACTICE AND MEET APPROPRIATE DEMAND                   
Increase the number of appointments available in general practice  ↑    986,925  92,132    186,510  271,505  365,447  438,511       517,357    
% of regular appointments within 14days ↑ 81.5% 82.8% 84.5% 83.9% 83.5% 81.8% 79.1%   
Reduction in the % of patients waiting over 28days all modes all HCPs ↓ 4.0% 4.7% 3.9% 4.2% 4.8% 5.3% 6.1%   
Reduction in % of unmapped appointments  ↓ 12.6% 11.8% 17.4% 8.4% 2.7% 2.1% 2.2%   
Increase in the % of appointments mapped as online/video consultations  ↑ 0.5% 0.8% 0.7% 0.7% 0.8% 0.5% 0.5%   
Increase the number of referrals via Pharmacy First (was CPCS) ↑ 2193      696         1,291       1,865       2,543      2,957      3,465    
Increase the Friends and Family (F&F) response rate ↑ 1.1% 1.0% 1.2% 1.1% 1.2% 1.3%     

• Bury ↑ 1.1% 1.0% 0.6% 0.6% 0.6% 0.5%     
• Horizon ↑ 1.3% 1.2% 1.5% 1.4% 1.3% 1.4%     
• Prestwich ↑ 0.8% 0.5% 0.9% 0.9% 0.7% 1.0%     
• Whitefield ↑ 1.0% 1.4% 1.4% 1.8% 2.2% 2.5%     

Increase in % of patients who would recommend their practice to their F&F ↑ 87.8% 87.8% 89.9% 89.6% 90.5% 89.8%     
• Bury ↑ 88.8% 89.8% 87.3% 89.0% 89.3% 84.6%     
• Horizon ↑ 87.3% 86.6% 91.4% 90.8% 93.0% 92.1%     
• Prestwich ↑ 89.7% 90.8% 91.1% 919.0% 94.2% 94.9%     
• Whitefield ↑ 85.8% 86.6% 85.8% 85.3% 84.6% 84.5%     

Increase in the % of appointments where time from booking to appointment was <2wks  UT90%  
LT85% 86.7% 90.60% 90.50% 88.90% 90.30% 90.80%     

• Bury (Cumulative)   93.3% 98.10% 98.00% 98.00% 96.80% 96.00%     
• Horizon (Cumulative)   80.9% 85.90% 86.60% 83.40% 86.70% 87.10%     
• Prestwich (Cumulative)   87.4% 94.90% 92.10% 91.40% 92.10% 93.40%     
• Whitefield (Cumulative)   94.3% 92.20% 92.20% 91.90% 92.30% 92.80%     

Required number of hours to be offered against the Enhanced Access DES (Total) 11170.72 11425.63 930.84 930.84 930.84 930.84 930.92 930.92 930.92 
No. of hours offered against the Enhanced Access DES (Total) 9634.62 11429.04 859 890 891 878 1022 1059 901 
Increase monthly utilisation of Enhanced Access capacity across Bury 85% 69% 92.28% 95.61% 95.72% 94.32% 109.78% 113.76% 96.79% 

Bury - Required 2792.76 2899.62 246.13 246.13 246.13 246.13 226.03 226.03 226.03 
• Bury - Offered 2792.76 2727.00 230 268 251 242 236 228 227 
• Bury - Utilised 85% 51% 53.27% 53.17% 44.72% 49.48% 47.66% 46.27% 51.77% 

Horizon/Prestwich and Whitefield - Required 8377.96 8529.42 684.71 684.71 684.71 684.71 704.89 704.89 704.89 
• Horizon/Prestwich and Whitefield - Offered 8377.96 6857.67 629.00 622.00 640.00 636.00 786.00 831.00 674.00 
• Horizon/Prestwich and Whitefield - Utilised 85% 77% 75.89% 83.01% 79.52% 73.38% 75.43% 74.30% 80.94% 

Reduce the No. of patients on the Special Allocation Scheme 20 41 39 39 40 39 39 40 41 
• Number of telephone appointments per quarter ↓ 413 N/A N/A N/A 334 N/A N/A 305 
• Number of face to face appointments per quarter ↓ 5 N/A N/A N/A 17 N/A N/A 22 

Total Number of Contacts SAS ↓ 459 N/A N/A N/A 390 N/A N/A 368 
GOAL 4 – STRENGTHEN RELATIONSHIPS BETWEEN PROVIDER PARTNERS ACROSS THE BURY 
SYSTEM                   

Increase sit rep reporting informed system resilience discussions ↑ 27.00% 75.00% 72.57% 74.50% 80.44% 75.43% 77.78%   
GOAL 5 – IMPROVE OUTCOMES FOR PATIENTS BY REDUCING INEQUITY AND VARIATION IN 
ACCESS AND QUALITY OF CARE                   

Increase uptake of covid vaccine in identified groups: ↑ 52.60% 32.20% 39.40% 52.70% N/A N/A N/A 31.80% 
• Adults aged 75 and over ↑ 61.10% 19.90% 45.60% 61.10% N/A N/A N/A N/A 
• Adults aged 65 and over     N/A N/A N/A N/A N/A N/A 42.80% 
• Residents in a care home for older adults ↑ 64.00% 7.80% 55.00% 60.60% N/A N/A N/A 59.00% 
• Individuals aged 5-74 who are immunosuppressed ↑ 23.10% 13.90% 16.40% 24.10% N/A N/A N/A 32.60% 
• LD Register     N/A N/A N/A N/A N/A N/A 21.90% 

Increase update of flu vaccines in at risk groups ↑ 74.88% N/A N/A N/A N/A N/A N/A 28.58% 

% of patients identified as having >20% 10yr risk of developing CVD are treated with statins 60% 63.06% N/A N/A 63.33% N/A N/A   N/A 

% of patients with hypertension who are treated to target as per NICE guidance 80% 66.60% N/A 62.60% N/A N/A N/A 63.80%   
Increase in the uptake of cervical screening 80% 72.50% N/A N/A 72.96% 72.90% 72.70% 72.07%   

• 80% of patients, 25-49, attending cervical screening within target period (3.5 year 
coverage) 80% 71.21% N/A N/A 71.00% 70.88% 70.54% 69.85%   
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• 80% of patients, 50-64, attending cervical screening within target period (3.5 year 

coverage) 80% 74.87% N/A N/A 74.91% 74.91% 74.86% 74.29%   

Increase in the uptake of childhood immunisations and vaccinations 95% 88.27% 88.27% 88.21% 88.40% 88.60% 88.72% 88.82%   
• Percentage of children aged 1 vaccinated - Rota 95% 85.93% 85.93% 86.47% 86.60% 86.61% 87.02% 86.75%   
• Percentage of children aged 1 vaccinated - Men B 95% 72.38% 72.38% 72.65% 73.70% 74.92% 74.13% 72.80%   
• Percentage of children aged 1 vaccinated - PCV 1 95% 93.87% 93.87% 93.93% 94.05% 94.15% 94.40% 94.65%   
• Percentage of children aged 1 vaccinated - DTaPIPVHibHebB 95% 89.23% 89.23% 89.91% 89.94% 90.33% 90.78% 90.87%   
• Percentage of children aged 2 vaccinated - Rota 95% 84.43% 84.43% 84.46% 84.52% 84.77% 84.62% 85.07%   
• Percentage of children aged 2 vaccinated - Men B 95% 85.30% 85.30% 85.13% 85.01% 85.27% 85.39% 85.53%   
• Percentage of children aged 2 vaccinated - PCV 1 95% 93.55% 93.55% 93.94% 93.92% 93.91% 93.84% 93.91%   
• Percentage of children aged 2 vaccinated - DTaPIPVHib 95% 91.98% 91.98% 91.99% 91.88% 91.76% 91.91% 91.90%   
• Percentage of children aged 2 vaccinated - MMR 1 95% 85.91% 85.91% 86.29% 86.34% 86.16% 87.05% 87.59%   
• Percentage of children aged 2 vaccinated - HibMenC 95% 91.10% 91.10% 91.05% 91.13% 90.91% 91.91% 91.35%   
• Percentage of children aged 5 vaccinated - HibMenC 95% 92.27% 92.27% 92.67% 92.80% 93.28% 93.52% 93.79%   
• Percentage of children aged 5 vaccinated - MMR 1 95% 93.97% 93.97% 93.65% 93.79% 94.09% 94.45% 94.77%   
• Percentage of children aged 5 vaccinated - MMR 2 95% 87.86% 87.86% 85.21% 83.76% 83.66% 82.62% 83.62%   
• Percentage of children aged 5 vaccinated - Pre-school booster  95% 88.02% 88.02% 88.07% 87.66% 88.67% 88.98% 89.09%   

Increase the dementia diagnosis rate to 66.7% by March 2025 66.7% 76.2% 76.20% 77.30% 76.70% 76.20% 75.00% 76.10%   

Increase in the % of patients diagnosed with Dementia whos care plan has been reviewed in the 
proceeding 12mths ↑ 75.15% 75.15% 

Data 
validation 
needed 

          

Increase the number of patients on Learning Disability registers ↑ 1199 1251 1255 1252 1253 1253 1249   
Increase the number of patients on LD register with reasonable adjustment recorded (1 of 5 
specified codes) ↑ 548 548 618 630 642 656 667   

(IIF) Increase % of patients aged over 14 on QOF LD registers receiving an annual health check & 
health action plan in addition to a recording of ethnicity by Mar'25 60% 75% 2.27% 5.62% 11.51% 18.72% 25.62% 30.69%   

• Bury 60% 85% 2.57% 5.74% 8.63% 12.60% 21.48% 29.69%   

• Horizon 60% 84% 4.22% 8.86% 14.23% 19.27% 24.25% 29.18%   

• Prestwich 60% 72% 2.29% 3.78% 6.51% 16.82% 22.90% 29.49%   

• Whitefield 60% 59% 0.00% 4.09% 16.67% 26.20% 33.86% 34.39%   

(IIF) Increase % of lower gastrointestinal urgent suspected cancer referrals accompanied by a FIT 
result within the 21 days leading up to the referral  

65% 66% 72.97% 77.59% 74.04% 74.33% 75.42% 81.00%   

• Bury 65% 64% 70.00% 77.98% 70.52% 70.14% 71.96% 75.78%   

• Horizon 65% 77% 83.91% 88.30% 88.33% 88.24% 88.52% 90.96%   

• Prestwich 65% 58% 73.68% 73.02% 73.56% 70.80% 72.79% 80.45%   

• Whitefield 65% 64% 64.29% 71.05% 63.73% 68.15% 68.42% 76.82%   
Increase in uptake of the Military Veterans RCGP accreditation  ↑ 80% 80% 80% 80% 88% 88% 88%   
Increase in uptake of the Homeless Friendly accreditation across practices ↑ 72% 72% 72% 72% 72% 72% 72%   
Increase in uptake of the Pride in Practice accreditation across practices ↑ 64% 64% 64% 64% 64% 64% 64%   
Increase in uptake of the Gambling Harms GP Practice Accreditation  ↑ 0% 0% 0% 0% 0% 0% 0%   

 

 

 

One key takeaway message for IDC and Locality Board: 
 

• Providers have yet to detail any supportive action they are undertaking to implement service improvements around un-commissioned general practice work as part of the sit rep reporting process as part of GPCA.  The majority of which echo 
what has previously been asked through the GP Strategy bureaucracy work as well as the Primary Care/Secondary Care Principles requirements.  
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A functional area within a regional team or a 

service area within a directorate
Where the risk is attributed to

Date when the risk 

was last reviewed 

and/or updated

Date risk will be 

mitigated by

Select 

Current 

Status of Risk

Reasons outlining why the risk was closed

038

Estates - The delivery of 

the Uplands practice 

estate solution - PCCC

Both 23/08/2012 W Blandamer

BECAUSE an affordable scheme cannot be achieved to enable move of Uplands practice from current 

premises,

THEN there is a risk that patients will have a poor experience of healthcare due to the condition of the 

estates.

4 4 16 ↓ 12+ months

• NHSPS continually monitors statutory compliance 

and H&S at the site and if critical works are 

identified these would be addressed in the 

appropriate manner as landlord works. A specific 

lifecycle and maintenance programme has been 

developed for the property. 

• Bury Business continuity plan cover major/adverse 

incidents. 

• Bury monitor the NHSPS maintenance plan  

4 4 16

Work continues to achieve a redevelopment in this area due to the state and 

limited remaining life of the current Uplands Health Centre site. 

A preferred option has been agreed subject to financial and contractual 

agreements being reached with all parties.

Greater Manchester ICB and regional approval for the proposed scheme has 

now been confirmed, national approval is awaited.  

If national approval confirmed, the current aim is to achieve the majority of 

development costs for this as a capital funded schemes prior to the end of 

March 2025.

Note the risk and implications W Blandamer 31/03/2024

 • Updates given to the Bury Strategic 

Estates Group as required. 

• Ad hoc reporting to Primary Care 

Commissioning Committee (for 

information)  

• Reported to Place Based Lead 

December 2023 in context of update 

on wider scheme

2 2 4 14/11/2024 Open N/A

041
MOT - CIP Delivery - 

PCCC
Both 05/07/2024 S Callighan

IF:  The significant reduction in staffing in the MOT team (caused by the MO review) is not addressed quickly 

THEN: support to deliver savings and monitor quality of prescribing will be limited (noting 25 practices shred 

between 2 technicians 

LEADING TO: A lack of financial savings as a result of the capacity available and instability within the 

remaining team, which is likely to continue for 6-12 months which may lead to further sickness/absence.

4 4 16 ↑ 9-12 months See actions 4 3 12
CIP delivery must be prioritised noting other MO work and support will need 

to be stepped down - will continue to monitor impact on CIP delivery & other 

MO support to practices.

Note the risk and potential financial implications.
Head of Medicines 

Optimisation
01/07/2025 Via the GM Medicines Optimisation 

review group
2 2 4 23/09/2024 Open N/A

042 PC Contract - PCCC Both 15/07/2024 Z Alderson

Risk : There is a risk that GP Collective action 

Cause: in response to the BMA ballot outcome

Impact:  withdrawal from supporting non-contractual services that support requests from the hospitals as 

well as community services. These services include:

• Requests for phlebotomy after discharge from hospital

• Requests for sick notes post hospital discharge and from OPD

• Requests from one specialty to refer to another for the same original referral, hospital should refer 

internally between departments

• Expectation for GPs to refer on standard proforma templates

• GPs to undertake non-contractual diagnostics including phlebotomy, spirometry and ECGs

• Shared care arrangements where non-contractual

• GP to undertaken pre-op or post-op checks

• Request from community nurses to arrange diagnostics, these should be directed to NCA as they are 

employed by the trust

• Requests from A&E, UCC, OPD or post discharge to chase test results

This is not an exhaustive list; GPs will add to the list as clinical scenarios arise.

3 4 12 New 0-3 months
GM working group established

Local working group established

Weekly Sit rep reporting 

This will have varying levels of impact due to the 

variation in what additional services are 

commissioned across localities and what each 

individual practice decides to adopt from the BMA 

and LMC guidance.

3 4 12

1. Sit rep reporting taking place weekly

2. Local working group established

3. Providers/commissioneres asked to consider required changes in 

process/pathways in support of our practices

Note the amended likely impact as articulated in local LMC communications
Head of Primary 

Care
Ongoing A weekly situation report to GM 

every Monday
Guidance not yet available 2 4 8 The system 23/09/2024 Open N/A

015 PC Funding - PCCC Both 01/04/2023 Z Alderson

IF: the money invested into Primary Care is not sufficient/ nor equitable across GM 

THEN: the whole of PC will be limited as to what they can support/deliver

LEADING TO: The local general practice strategy and GM PC Blueprint not being delivered in full and 

ultimately poorer outcomes for the patients of Bury

4 4 16 ↔ 0-3 months As described in the actions 4 4 16

1.Benchmarking of spend/outcomes and discussions both locally and at GM 

(has revealed investment in Bury is significantly lower)

2. Ongoing discussions to raise risk in GM and need for equitable/sufficient 

funding moving forward

3. System partners fully engaged in difficult decisions which may need to be 

taken as a result

4. Left shift of services and funding needed

Note the likely impact that reduced funding has on general practice capacity 

and therefore also their ability to support transformation delivery
varied 31/03/2025 Working with GM colleagues to 

benchmark funding
4 3 12 Primary Care Bury as a whole 23/09/2024 Open N/A

Period:                           

Inherent Risk 

Score

Current Risk 

Score

Target Score (anticipated 

score when mitigation 

complete)                                                                                                                                                                                   
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