Agenda

Oldham Integrated Care Partnership Committee

Date Thursday 23 October 2025

Time 10.00am — 12.00 noon

Venue L1 Community Room, Royton Town Hall, Rochdale Road, Royton, Oldham OL2
6QG (Nearest parking: OL2 6QJ, OL2 5QD)

1. 10.00am | Chair Welcome, introductions and Verbal For
(5 mins) apologies information
2. Chair Declarations of Interest — Al Paper For
attendees must ensure any existing information
and new declarations of interest are
declared verbally if in potential
conflict with any items on this
agenda, even if they are already
shown on the register
3. Chair Minutes of previous meeting (25 Papers To discuss
September 2025) and review of and
matters arising via action log approve
4. 10.05am | Dan Cassell | Overview of the review on the Better | Presentation | For
(10 mins) Care Fund in Oldham information

5. 10.15am
(10 mins)

6. 10.25am
(10 mins)

7. 10.35am
(15 mins)

Moneeza
Igbal / Steve
Taylor

Erin
Portsmouth

Anna
Howarth

'Collaborate' Workshop Update

Partnership Assurance Framework

Learning Disabilities and Diabetes
project

Verbal

Paper

Paper

For
information

For
approval

For
discussion
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13.

14.

15.

Chair

Questions from the public — To be
notified to the Chair in advance of
the meeting

Verbal

8. 10.50am | Marion Locality Performance Report Paper For
(15 mins) | Colohan information
Luci Maguire | Focus theme: Long Term Presentation
Conditions: Diabetic and Lower leg
Pilot & COPD Passport
9 11.05am | Keeley Urgent Care Update Verbal For
(15 mins) | Gibbons/ information
Jayne
Ratcliffe
10. 11.20am | Sara Naylor | NHS GM - Oldham Locality — Month | Paper For
(10 mins) 6 September 2025/26 financial information
position
11. 11.30am | Moneeza Updates from: Papers For
(10 mins) | Igbal e Provider Collaborative information
e Live Well
¢ Neighbourhoods
12. 10.40am | Chair Highlight reports from sub-groups: For
information
John ¢ Update from Health and Care Verbal
Patterson Senate (deferred from Sept Mtg)

To receive

Chair

Any other business — To be notified
to the Chair in advance of the
meeting

Verbal

To receive

Chair

Date and time of next meeting:

27 November 2025 at 10 — 12 noon
in L1 Community Room, Royton
Town Hall, Rochdale Road, Royton,

Oldham OL2 6QG (Nearest parking:

OL2 6QJ, OL2 5QD)

Verbal

To note
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NHS GM Integrated Care: Register of Interests

bate Integrated C
Declaration Declared Interest (Name of P Par’[‘neegr’;i Loi;ﬁ”
Decision Made / organisation and nature of Consent to B r!j ® Y
First Name Last Name Job Title Maker Y/N Refresh  business) Declared Interest Type of Interest Date of Interest  Publish Y/N Action Taken to Mitigate Risk oa
. . . ) Husband is Employee of Lancs and Cumbria Academic | . o To be agreed with Chair of respective Commitiee meeting in line
Judith Adams Chief Delivery Officer N 01-Jan-24 | Oldham Locality Team Huseand is Empoyee o Non-Financial Professional Interest Direct 01-Jan-25 Y o e ot orest ey Yes
. . . ) Husband is Employee of Trustee of a Stockdales o o To be agreed with Chair of respective Commitiee meeting in line
Judith Adams Chief Delivery Officer N 01-Jan-24 | Oldham Locality Team Mot o e e Dicaiy ooty Non-Financial Professional Interest Direct 01-Jan-25 Y o e ot orest ey Yes
. - e ) - P o o To be agreed with Chair of respective Commitiee meeting in line
Judith Adams Chief Delivery Officer N 01-Jan-24 | Oldham Locality Team Daughter s trainee solicitor employed by Hill Dickinson | Non-Financial Professional Interest Direct 01-Jan-25 Y o e ot orest ey Yes
. Deputy Chief Executive of Oldham Council and " Strategic Director of Commissioning for Oldham 5 To be agreed with Chair of respective Committee meeting in line
Mike Barker NHS OMs Director of Healih & Care ntegration Y 01-Jan-24 | Oldham Locality Team o od ot Sy Financial Direct 29-Mar Y o e ot orest ey Yes
(Deputy Place Lead)
Deputy Chief Executive of Oldham Council and i i ith Chai i ing i
Mike Barker Doty Chief Excculive of Oldharm S ntegration Y 01-Jan-24 | Oldham Locality Team aula Barker (Wife) member of pariament fo Liverpocl Non-Financial Personal Indirect 13-Dec Y 7o be agreed wih Char %fgy”m“’e Committee mesting in line Yes
(Deputy Place Lead)
Deputy Chief Executive of Oldham Council and ith Chai i ing i
Mike Barker N ST oo of o . Care ation Y 01-Jan-24  |Oldham Locality Team Chair of Liverpool and Sefton YMCA Non-Financial Personal Indirect 27-3ul Y 7o be 2greed with Chait ‘go'ﬁfy"ec“"e Committee mesting in line Yes
(Deputy Place Lead)
) Chair of this Board / Cabinet Member for Health . ) ’ . ) To be agreed with Chair of respective Commitiee meeting in line
Barbara Brownridge CnaLof e B N 01-Jan-24 | Oldham Locality Team Member of Oldham Council Financial Interest Indirect 01/07/2022 Y teichugiibuiat b Yes
Marion Colohan ([mg‘g&') Delivery and Transformation - Oldham Y 01-Jan-24  |Oldham Locality Team Nil Return NA NA N/A Y N/A Yes
Julie Daniels Strategic Direstor Chidren's Services N 01-Now24  |Oldham Locality Team Awaiting return Yes
Assistant Director of Quality, Safety &
Andrea i Y 01-Jan-24 | Oldham Locality Team Nil Retum NIA NIA NA Y NA Yes
Rebecca Fletcher Interim Director of Public Health, Oldham Council N 01-Jan-24 |Oldham Locality Team Nil Return Y NA Yes
) § ) Non Execuive Director Manchester University S To be agreed with Chair of respective Committee meeting in line
Mark Gifford Committee Member N 01-Jan-24 |Oldham Locality Team gmiietheti Non-Financial Professional Interest Direct 01/01/2023 Y i e o torems ey Yes
) § ) ’ ) ) To be agreed with Chair of respective Committee meeting in line
Mark Gifford Committee Member N 01-Jan-24 |Oldham Locality Team Chief Executive Officer — First Choice Homes Oldham | Non-Financial Professional Inferest Direct 01/01/2025 Y i e o torems ey Yes
Employed by Universaity of Manchester on a full time
cir Goodwin Cabinet Member for Don't Trash Oldham N 01-Jan-24 | Oldham Locality Team secondement to Unite the Union as a Senior Convenor / | Non-Financial Professional Interest Direct 01-Jan-25 Y Yes
Board Secretary N/A
Wesley Hand Interim Associate Director N 01-Now-24  |Oldham Locality Team Nil Return NiA NA NA Y NA Yes
Anna Howarth Healthwatch Oldham Manager N 01-Jan-24 | Oldham Locality Team Nil Return Y
'm the Managing Director of MioCare, a local authority
trading company, wholly owned by Oldham Council. We
Rob Jackson Managing Director, MioCare Group N 01-Jan-24 |Oldham Locality Team deliver services across the borough's heaith and social Financial Interest Direct 0171112024 Y To be agreed with Char of respective Committee meeting in line Yes
’ ! > ! with Conflicts of Interest Policy
care system, with the majority of our income derived
from the adult social care budget
Shelley Kipling Acting Chief Executive N 01-Now-24 | Oldham Locality Team Nil Return Y
Manisha Kumar Chief Medical Officer Y 10-Sep-23 |Oldham Locality Team Salaried GP at the Robert Darbishire Practice - 1 Financial Interest Direct 2024 Y To be agreed with Chair of respective Committee meeting in line Yes
session per week with Conflcts of Interest Policy
Manisha Kumar Chief Medical Officer Y 10-Sep-23 |Oldham Locality Team Honorary Professor University of Salford Non-Financial Professional Interest Direct 01/05/2023 Y To be agreed with Chair of respective Committee meeting i line Yes
with Conflcts of Interest Policy
Husband has the following roles:
Manisha Kumar Chief Medical Officer v 10-Sep-23 | Oldham Locaity Team Operations Director - Primary Eye Care Services LTD Indirect Interest Indirect v o be agreed wilh Chair of respective Comites meeting in ine Ves
Case Examiner — General Optical Council 2021 with Conflicts of Interest Policy
2019




To be agreed with Chair of respective Committee meeting in line

Salim Mohammed PCN Clinical Director 01-Jan25 | Oldham Locality Team GP Partner, The Royton & Crompton Family Practice Financial Interest Direct 2013 Yes
with Conflcts of Interest Policy
) - N ) To be agreed with Chair of respective Committee mesting in line
Salim Mohammed PCN Clinical Director 01-Jan-25 | Oldham Locality Team North Oldham PCN Clinical Director Financial Interest Direct 2018 i o ot ioreat ety Yes
) I o Spouse Emily Allcock, Salaried GP, The Mosslands S ) To be agreed with Chair of respective Committee mesting in line
Salim Mohammed PCN Clinical Director 01-Jan-25 | Oldham Locality Team e e ok Non-Financial Professional Interest Indirect 2019 o e ot orest ey Yes
) - o Clinical Director, Oldham Representative Digital First To be agreed with Chair of respective Committee meeting in line
Saiim Mohammed PCN Clinical Director 01-Jan-25 | Oldham Locality Team Frimony core Financial Interest 2024 it G of Inoress ety Yes
Employes of Pennine Care NHS Foundation Trust
Director of Strategy, Pennine Care NHS (PCFT) and will be an Executive Director of PCFT from o be agreed with Ghair of respective Commities meeting in ne
Gaynor Mullins Foundation Trust 01-Jan-24 | Oldham Locality Team 1 April 2022 - PCFT provides mental health and Financial Interest Direct 01/04/2022 o be agre esp 9 Yes
ril 202 " with Conflicts of Interest Policy
Committee learning disability services which are commissioned by
NHS Oldham CCG and other commissioners
) ; ’ ) o To be agreed with Chair of respective Committee mesting in line
Shaid Mushtaq Cabinet Merber for Children and Young People 01-Jan-24 | Oldham Locality Team Director at TMS Properties LTD Financial Direct 01-Jan-25 o e ot orest ey Yes
) ; ) ) ) o To be agreed with Chair of respective Committee meeting in line
Shaid Mushtaq Cabinet Member for Children and Young People 01-Jan-24 | Oldham Locality Team Director at xi Properties LTD Financial Direct 01-Jan-25 iy G o Itoreas ety Yes
Sara Naylor Assosiate Director of Finance 01-Jan-24 | Oldham Locality Team Nil Retum NA NA NA NA Yes
) ’ " ) ) To be agreed with Chair of respective Committee meeting in line
John Patterson Assosiate Medical Director 01-Jan-24 | Oldham Locality Team Member of NHS Health and Inequalities Steering Group Non-Financial Personal Direct 01/08/2020 i e o Itoreas ety Yes
John Patterson Associate Medical Director 01-Jan-24 |Oldham Locality Team Salaried GPHope Citadel HealthCare @ Hollinwood Financial Direct 17/07/2019 To be agreed with Chair of respective Commitiee meeting in fine Yes
Medical Practice with Conflcts of Interest Policy
) ' e Shareholder of Hope Citadel, a not-for-profit Community . To be agreed with Chair of respective Committee mesting in line
John Patterson Assosiate Medical Director 01-Jan-24 | Oldham Locality Team P Comeony Financial Direct 171212019 tesichmgiibuiat b Yes
" i ’ To be agreed with Chair of respective Commitiee meeting in line
John Patterson Associate Medical Director 01-Jan-24 |Oldham Locality Team Proceeds from Health Inequalities book Financial Direct 01/01/2020 fosichungitribalio Yes
John Patterson Associate Medical Director 01-Jan-24 |Oldham Locality Team Co-Chair Elective Recovery and Reform Board, GM Financial Direct 0110712022 To be agreed with Char of respective Committee meefing in fine Yes
y ry : with Conflicts of Interest Policy
) ' y ) ’ ) To be agreed with Chair of respective Commitiee meeting in line
John Patterson Associate Medical Director 01-Jan-24 | Oldham Locality Team Assosiate Medical Director of GM Financial Direct 0110712022 i e o torems ey Yes
John Patterson Assosiate Medical Director 01-Jan-24 | Oldham Locality Team Family member works at Hope Citadel Practice Non-Financial Personal Indirect 01/07/2022 To be agreed with Char of respective Committee meefing in fine Yes
y y D with Conflicts of Interest Policy
" i ’ To be agreed with Chair of respective Commitiee meeting in line
John Patterson Associate Medical Director 01-Jan-24 |Oldham Locality Team HSJ Judge for National Patient Safety Awards Financial Direct 01/07/2023 fosichungitribaio Yes
. v y ) B ) To be agreed with Chair of respective Commitiee meeting in line
John Patterson Associate Medical Director 01-Jan-24 | Oldham Locality Team National GP Clinical Advisor NICE Financial Direct 01/06/2024 i e o torems ey Yes
erin Portsmouth Associate Director of Sirategy, Planning and 014an24 | Oldham Locally Team Fellow and Chartered Member of the Chartered Instiute | oo o o Direct 2610312019 To be agreed with Chair of respective Committee mesting in line ves
Development of Public Relations (CIPR) with Conflcts of Interest Policy
Assosiate Director of Sirategy, Planning and 1Jan2a Non-paid Trustee, Company Director and Company g o 261037201 To be agreed with Chair of respective Commitiee meeting in line
Erin Portsmouth Development 01-Jan Oldham Locality Team Secretary of Emmaus Salford, a homelessness charity. Non-Financial Professional irect 6/03/2019 with Conflicts of Interest Policy Yes
Associate Director of Sirategy, Planning and 1Jan2a Non-paid, Non-Execuive, Co-Opted a Community - o 110512022 To be agreed with Chair of respective Committee mesting in line
Erin Portsmouth Development 01-Jan- Oldham Locality Team Director of Oldham Community Leisure (OCL) Non-Financial Professional irect 01/05/20: with Conflicts of Interest Policy Yes
Jayne Ratcliffe Director of Adult Social Care (DASS) 01-Jan-24 |Oldham Locality Team Ni Return NiA NiA NA NA Yes
Jan- ; ) To be agreed with Char of respective Commities mesting in line
Arooj Shah Leader of Oldham Council 01-Jan-24 | Oldham Locality Team Chair of LGA children and young people policy board Financial Direct 01/08/2024 e e e Yes
Steve Taytor Chief Officer 01-Jan-24 | Oldham Locality Team Nil Return NiA NA NA NA Yes
Employes of Action Together providing ifrastructure
Laura Windsor-Welsh | Strategic Locality Lead - Oldham, Action Together 01-Jan-24 | Oldham Locality Team support to VCFSE in Oldham and delivers contract for | \ - £inoncial Professional Inerest Direct 01/01/2016 To be agreed with Chair of respective Committee meeting in line Yes

Oldham Healthwatch, and delivers Oldham Social
Prescribing contract (as lead partner of a consortium).
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Laura

Advocate for Voluntary, community, faith and social

To be agreed with Chair of respective Committee meeting in line
| ) 1-Jan- '
Windsor-Welsh | Strategic Locality Lead - Oldham, Action Together 01-Jan-24 | Oldham Locality Team e or O Non-Financial Professional Interest Direct 01/01/2016 aith Confiets of Inorest Poloy Yes
Action Together is part of a jeint venture with other LIO's To be agreed with Chair of respective Committee mesting in line
Laura Windsor-Welsh | Strategic Locality Lead - Oldham, Action Together 01-Jan-24 | Oldham Locality Team across GM including; Salford CVS, MACC and Botton | Non-Financial Professional Interest Direct 01/01/2016 o be ag esps 9 Yes
oo with Conflcts of Interest Policy
Laura Windsor-Welsh | Strategic Locality Lead - Oldham, Action Together 01-Jan-24 |Oldham Locality Team r;zg:".rt’g';ﬁg'"ds""we's" who also works for Non-Financial Personal Interest Direct 01/01/2008 To be agreed with Chair of respective Committee meefing in fine Yes
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Minutes

Oldham Integrated Care Partnership Committee

Date: 25 September 2025
Time: 10.00am — 11.35am
Venue: Lees Suite, Civic Centre, West Street, Oldham OL1 1UG

Clir Barbara Brownridge (BB)
Chair

Cabinet Member, Adults, Health & Well Being (Oldham Council)

Mike Barker (MB)

Deputy Chief Executive of Oldham Council and NHS GM’s Director
of Health & Care Integration (Deputy Place Lead)

ClIr Shaid Mushtaqg (SMu)

Cabinet Member, Children & Young People (Oldham Council)

Professor Manisha Kumar (MK)

Chief Medical Officer (NHS GM)

Dr John Patterson (JP)

Associate Medical Director — Oldham (NHS GM)

Mark Gifford (MG)

Chief Executive Officer, First Choice Homes Oldham

Jayne Ratcliffe (JR)

Director of Adult Social Care (DASS) (Oldham Council)

Jude Adams (JA)

Chief Delivery Officer, Northern Care Alliance

Sara Naylor (SN)

Associate Director Finance, Oldham (NHS GM)

Rebecca Fletcher (RF)

Director of Public Health (Oldham Council)

Marion Colohan (MC)

Assistant Director of Delivery and Transformation — Oldham (NHS
GM)

Andrea Edmondson (AE)

Associate Director Quality & Safety (Oldham)

Gaynor Mullins (GMu)

Director of Strategy (PCFT)

Steve Taylor (ST)

Chief Officer, Northern Care Alliance NHS Foundation Trust

Dr Salim Mohammad (SMo)

GP Partner, Clinical Director (North PCN)

Adrian McCourt (AMcC)

Managing Director (Interim), MioCare Group

In attendance

Sheila Garara (SG)
(on behalf of Julie Daniels)

Assistant Director Children’s Services Integration (Oldham Council)

Sophie Spilsbury

Assistant Director of Delivery and Transformation, Oldham (NHS GM)

Erin Portsmouth (EP)

Nikki Boaler iNJBi PA / Administration Support iNHS GMi — Minute taker

Associate Director of Strategy, Planning and Development, Oldham
(NHS GM)

CliIr Arooj Shah (AS)

Leader and Cabinet Member for Growth (Oldham Council)

Laura Windsor-Welsh (LWW)

Oldham Director (Action Together)

Anna Howarth (AH)

Healthwatch Oldham Manager

Moneeza Igbal (MI)

Director of Integration and Provider Collaboration, Oldham Integrated
Care Partnership

Andrew Lakin (AL)

Associate Director — Oldham (PCFT)

Julie Daniels (JD)

Strategic Director Children’s Services (Oldham Council)

CliIr Chris Goodwin (CG)

Cabinet Member, Don’t Trash Oldham (Oldham Council)

Page 1 of 10




Welcome, Introductions and Apologies

BB, Chair, opened and welcomed attendees to the meeting. Apologies were
noted as above.

Declarations of Interest

The Chair asked if there were any new declarations of conflict of interest which
had been entered on the register since the last meeting. No new declarations
of interest were made.

Members were asked if there were any items on the agenda where a conflict of
interest may arise, and if so to specify what the conflict was. It was added that
if it became apparent during the meeting that anyone had a conflict of interest
as part of discussions, they should declare this immediately.

Minutes and Actions from the meeting of 24 July 2025

The minutes of the previous meeting held on 24 June 2025 were agreed as an
accurate and correct record of proceedings at the meeting.

The action log was reviewed and updated accordingly.

Oldham Section 75: 2025/2026 Q1 Report
SN advised that the report outlines the actual expenditure against the approved
budget for the period April — June 2025 (quarter 1)

The three-year Section 75 (S75) 2024/25 — 2026/27 was approved by Committee
in October 2024 and signed off by both parties on 315t October 2024. A contract
variation was approved by ICP on 22" May 2025 to amend the schedule 1
2025/26 budget.

The total opening budget for the S75 pooled and non-pooled budget between
Oldham Council and NHS GM in the Oldham locality for 2025/26 is £296m. The
quarter 1 budget versus actual (April — June 2025) is detailed in the table on
page 3 of the report.

The key variances between the quarter 1 budget and actual are:

e The majority of the Non-pooled budget overspend is within Council
Services, in the main Adults and Children’s Social Care: £2.3m and £1.2m
respectively. In both cases the overspend is a function of the Council
reported overspends within these Portfolios. The S75 includes gross
controllable costs only, therefore without the benefit of offsetting income the
S75 overspends are higher than those reported in the Councils internal
reporting.

e The Transformation Fund is forecast to budget at quarter 1; £0.4m as at
June 25. Expenditure is matched by a drawdown from a council held
reserve, a programme of planned expenditure is incorporated in the
2025/26 S75 agreement, subject to the appropriate approvals on a case by
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case basis.
e The Better Care Fund is breakeven at Quarter 1.

The Committee received the Q1 report and noted the S75 financial position
for quarter 1 2025/26

Place Report

MB advised members that Mark Fisher has announced his impending retirement
at the end of March 2026, and paid tribute to his 42 years of public service in
high profile roles adding best wishes for a healthy, happy retirement.

He advised that the NHS Planning Framework is now out, with the document
appended to this report. Differences to note are the emerging importance of
neighbourhoods, with the Local Authority pulling people together to build a
Neighbourhood Plan. System-wide there will be differences in governance
arrangements, e.g. the interaction between Health and Wellbeing Boards and
Locality Boards, designed to deliver compliant plans through structured gap
analysis, risk mitigation, and strategic oversight.

Members received an update on progress with the NHS Reforms. To date there
has been no national directive from the Treasury on redundancy packages,
which is not ideal for staff. It is important to move into the next phase in GM,
developing principles for a new operating model for the ICB. The Operating
model is almost complete but will require consultation before reaching formal
agreement. The national context is not very helpful, particularly regarding
redundancy packages which means we are not able to take this forward,
however GM as a system, with a new Operating Model in place, will give staff
some clarity about where they will fit. MB commented that we cannot carry on
in this current state of limbo, adding that there will be some adjustments as to
how the Oldham ICP Committee operates. CHC, SEND and Safeguarding are
exceptions, but there is still not as much clarity as we would like, with a lot of
spend on joint packages of care.

Itis about how the role of Place is perceived going forwards, given the interaction
with GM and Place, the shift from hospital to community, controlling demand
better and bringing a shift into localities. This is the job of the place team to
organise, however there are still questions to deal with, hopefully before
Christmas. Greater Manchester is doing relatively well however the national
picture is disappointing.

MK reiterated that this has been a very challenging 6 months in GM, with the
Treasury needing to agree ‘Plan A’ or confirm a yet undetermined ‘Plan B’. We
are under pressure from pre-winter flu and need to focus on winter and delivering
the financial plan. There is no clarity about where the quoted £19 per head
came from, we now need to align people to our priorities and deliver. Individual
packages of care hit every part of the system and is a ‘wicked problem’. The
GM Chief Officer, Warren Heppolette is moving to GMCA, which was always in
his plan, so GM are looking to early shifts of his portfolio. In the month of
October, we are looking at integration and engagement and seeing great work
with primary and secondary care intervention, there is evidence that prevention
saves money, MK to share GM secondary care prevention slides after the
meeting. Action: MK

MK
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MB stressed the importance of bringing this reality into Oldham, there are
several programmes, Live Well, assets, buildings, public sector space, family
hubs, resident offer, families first partnership etc. across the NHS/LA — all of
these need to converge into one single piece of work.

JP advocated grip and keeping ahead of the conversation, adding that instability
has a cost and affects productivity. Reforms result in instability via a drop in
morale caused by people not knowing if they have got jobs — it's about how we
ameliorate that more by keeping ahead of comms and giving parameters and
guarantees. The lack of certainty about Treasury funding and a possible ‘Plan
B’ affects everything and needs addressing.

Secondly, there is a new Board at NHSE who are still learning how to embed
relationships with the Treasury. Itis hard to serve both Manchester and Oldham
and unless the balance between performance and funding is achieved it will be
the ‘dance of the handbrake’ going forwards.

BB agreed, adding that this applies to Local Authorities as well — it is the
uncertainty that kills, with everyone working under pressure at the same time as
being unsure about job security. We must work on what we need to do in
Oldham and concentrate on that without cutting back on prevention.

MB felt we might be progressing to this new world with £1billion worth of
spending power in this room across health and care. GM now have an
Operating Model that might put us in that place, we now need to get rid of tribal
behaviours and work together.

MG advised that he is a Non-Executive Director at MFT where the place
partnership presents opportunities to be seized, adding that processes are the
hooks to drag through it.

The Committee received and noted the Place Report

Terms of reference review, including governance reforms update

MB advised that the Terms of Reference review has ironed out anomalies with
regards to attendance and reporting arrangements and provides the
Committee with a suite of revised and updated Terms of Reference for the
various sub-committee meetings to ensure robust governing of Oldham
Integrated Care Partnership.

The update encompasses the following, main adjustments:

e Updated reporting arrangements of the Quality, Safety and Safeguarding
Group.

e Revising the meeting membership in line with the actual, current
attendance that takes place.

The Terms of References for the Oldham Primary Care Commissioning
Committee and the Quality Safety and Safeguarding Group will then be
submitted to the relevant NHS Greater Manchester groups for ratification.
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MK stated that one of the clinical or quality committees should feed into GM,
MK to pick up with EP and JP outside the meeting Action: MK /EP / JP

MG noted that Quality, Safety, Safeguarding are all statutory obligations. We
are ‘testing’ the relationship with the voluntary community but more on
assurance rather than governance per se. MB confirmed that once the new
Operating Model is received in April 2026, partnerships will be on a much more
equal footing.

Members received, noted and approved the terms of reference review,
including governance reforms update

MK/EP/JP

Oldham Live Well Update Report

RF presented the above report, advising that Live Well is a strategic and
transformational approach to shifting the whole system towards prevention,
and community led health creation. Co-production with our residents is at the
heart of Live Well and better meeting the needs of those most experiencing
health inequalities.

Members were advised that the Oldham Live Well approach has been
discussed at the Provider Collaborative, and at the Health and Care Senate
which have strong clinical representation.

To ensure that this is a whole system approach which builds upon and brings
together existing workstreams and programmes which contribute to Live Well
and its four key components we are establishing an Oldham Live Well
Sponsorship Group. This group will consist of senior statutory sector partners
such as health, social care, housing, education etc. alongside VCFSE leads
with the intention of being a group who ‘make Live Well happen’ by removing
barriers, enabling rapid decision-making, align services and promote a Live
Well ethos across Oldham.

The focus of the group will be driving forward a Live Well approach across the
Oldham system, specifically by:

e Connecting the building blocks of delivery — there are key elements of
the Live Well model already developing in Oldham which we want to
bring together under one approach

e Driving the Live Well vision and culture across the system & tackling
system barriers

e Leading innovation programmes

e Providing accountability for Live Well implementation funds

e Bringing together learning and evaluation of Live Well approaches

We intend to take a diagnostic approach through our system engagement over
the coming weeks and months. Through this approach we aim to understand
the extent to which a Live Well approach is already embedded in Oldham,
where there are gaps, barriers and opportunities, and therefore where we need
to focus most effort and activity.

There was discussion and RF stressed that health creation is about how we
measure residents living their best lives through measuring impact, not just who
goes to A&E. A plan for the £844K implementation funding from GM has been
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submitted — at least 50% of this will be spent with VCFSE, with a Live Well centre
in each of our 5 districts, making it easier for residents to access support in their
local area. Failsworth Town Hall is the first of the 5 Live Well centres. Family
Hubs are already Live Well Centres for families. East has probably not got a
suitable building, but we are looking at community centres run by VCFSE with
citizen leadership. We are also looking at improving pathways into local support
offers via service directories, to ensure information is at everyone’s fingertips, is
getting delivered and we are creating an infrastructure.

MK thanked RF for her update, noting that it is the clearest locality description
she has heard to date. It is now about how to ensure that the Live Well offer in
Oldham is the same as in the other 9 GM boroughs and how to describe and
benchmark that.

RF advised that a meeting of the 10 Directors of Public Health took place
yesterday with in-depth discussion about how we arrive at an agreed set of
standards and outcomes across GM.

BB commented on the vast differences across the 10 GM boroughs, also citing
the very real differences in our own 5 Oldham neighbourhoods, all of which have
different needs despite common principles.

JP suggested that the JSNA is a good starting point for benchmarking in the 10
areas of GM. He advised that he is joining a Volunteers 15 meeting next month
looking at 15 ICBs chosen to work with consultants to show how VCSFE work
with communities the best. It is important to keep the money flowing as
interventions that get continued investment are the ones that can show data to
prove efficacy.

RF agreed that there is a lot of excess need but also lots of unmet need, and the
risk of finding more. The economic trailblazer is getting people into work and
unlocking DWP money. JP agreed that employment leads to a more structured
use of healthcare — employment equals health, which in turn equals wealth.
Good work leads to good health, however bad work equals bad health.

ST updated that the Oldham Provider Collaborative met for the third time last
week, with a whole array of healthcare providers present. There was a Live
Well presentation from Laura Windsor-Welsh which landed really well and
everyone wants to get involved, it is exciting and fits with the integrated
neighbourhood health agenda.

The decline of public meeting places was discussed, for example churches and
public houses, and the importance of looking at the recreation of belonging to an
area, knowing your neighbours, connecting communities to services etc.

AMCcC felt that the work is encouraging and thanked RF for a great paper,
adding that reaching out into communities and utilising trusted relationships
with VCSFE makes the PHM work and Live Well very powerful, building on
pathways that already exist. MG agreed, advocating working with social
housing in Oldham. He felt that prioritisation and sequencing is key to social
cohesion, as well as inclusion of the housing sector.

Members received and noted the Oldham Live Well Update Report
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Locality Performance Report — Focus theme: Independent sector
contracts

Members received the above report which provided an update on the latest
corporate performance for ‘Oversight’ and ‘Sight’ metrics which form a key part
of the agenda for place assurance quarterly review meetings with the GM
team. The report includes Urgent Care, Elective Care, Cancer, Mental Health,
Learning Disability and Autism, Primary Care and Community Services,
Quality, Maternity, Screening and Immunisation indicators.

There has been fluctuation month on month with the UEC position, but there
was particular reference to the improvement in the ED 4-hour target over the
last 12 months, which puts Oldham in a much stronger position than last year.

MC also highlighted the Winter Vaccination scheme, starting next week. This
year we have been asked for extra assurance on staff vaccinations and
vaccinations in care homes, MC confirmed that everyone will be vaccinated by
3 November, with GoToDoc operating the vaccination mobile outreach service.
We are targeting the markets, mosques etc to promote Covid vaccinations,
with education packs covering all vaccinations, not just winter vaccs. Oldham
West PCN is working with the South Asian community, and PCFT are working
with LD and Autism.

Another highlight was that in August there were 0 people waiting for discharge,
just for a week but a big improvement, showing that partnership working
delivers outcomes.

JA commented that this is good work, but winter will test us as a system — flu
will be worse this year than last, and we need to be ready for that by
implementing and promoting the following:

e The importance of vaccinations, RSV included, for both population and staff
to promote prevention.

e There will be a surge in children’s admissions with RSV.

o Need to push the message that respiratory iliness is better treated at home.
The ED department is the worst place in the world to spread viruses, so we
need to promote hospital at home. In Covid times we were keen to avoid
hospitals which were bad, unsafe places — we need a reminder about how
we did that, thinking about hospital at home, pulse oximetry etc.

e Trauma in the icy weather post-Christmas period — a key focus is ensuring
there are ambulatory trauma pathways in place and utilising the Rochdale
surgical hub.

JR added that the extra bed capacity at Medlock Court might help sustain
improvements. JR chaired the UCDB this week, looking at sub-groups and
the reporting process with work already in train. The next Board will be
focussing on looking at intermediate care with a working group around that
area.

Tools like social media to push the importance of vaccination were also
highlighted, and RF undertook to involve community health champions via
Action Together

Members received and noted the details of the report and were aware of
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the key performance risks and the implications for system recovery.

SS presented an update on Independent Sector Contracts, advising that
Greater Manchester ICB remains extremely challenged, across both finance
and performance. Although much progress has been made within 25/26,
there are still challenges ahead and as a locality we are continually looking at
ways to improve our service provision to ensure patient safety, quality, and
experience remain at the forefront, whilst also addressing financial and
performance pressures.

Oldham Locality have several smaller Independent Sector Partners, providing
elective care services from community basis across our locality. Many of these
services are home grown Oldham providers, hyper-localised, historically
developed and commissioned in response to capacity constraints within local
NHS Trusts.

As part of the continued programme of service reviews, the Locality has
recently put the spotlight on these services. Provider meetings have been
convened, and high-level service reviews undertaken in order to identify
opportunities that will drive unilateral improvements for both patients and the
ICB.

The services in scope are Pennine MSK (Vita Ltd), Lancaster House
Consulting Limited and Inhealth.

In conclusion, members were informed that

+ Oldham Locality have always commissioned several localised independent
elective services- based in our communities. We harness care closer to
home and ensure that where possible patients are seen in the community
and managed outside of the challenged acute providers. This aligns to the
10-year Plan ambitions.

* Development and implementation of the identified proposals will present
meaningful commissioning opportunities, support improve patient
experience, improve performance and reduce overall system spend.

» A further review to be undertaken at specialty level, across localities, to
compare pathways and identify potential further opportunities

* To continue to work in close partnership with these providers to drive
continual service improvements and look to explore further opportunities
including wider social value prospects.

Members received and noted the update on Independent Sector
Contracts.

Quality Report

AE provided a quality update to the Committee in relation to health-related
activity and risks across Oldham and the wider Greater Manchester (GM) system
which may impact upon Oldham residents.

AE highlighted the following key points:

1. Carecubed training has been completed, and the initial screening forms
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have been sent out to providers for completion. Upon receipt of completed
forms healthcare funded packages will be run through the system.

2. Assurance walkarounds are taking place in September at both NCA (Royal
Oldham site) and PCFT (Aspen & Oak wards), with specific focus on
patient safety and culture.

3. Royal Oldham are at times experiencing pressures in capacity caused by
presentation of asylum seekers with no medical or immediate health
concerns. Partnership working is taking place to review resolution
pathways, prior to the winter pressures starting.

4. The all female mental health unit situated in Oldham has had both
safeguarding and patient safety concerns raised, these have been
appropriately escalated and are under joint investigation.

5. The Long term vent team (LTVT) have encountered some challenge from
families receiving care in relation to male members of staff.

6. The NHS reforms continue to present unknown challenges regarding
partnership representation at the Oldham safeguarding Boards.

Members received and noted the quality report update.

10.

NHS GM - Oldham Locality — Month 5 August 2025/26 financial position

SN presented the above report which provided an update on the NHS GM —
Oldham Locality financial position to the end of August 2025 (Month 5), including
a Healthcare budget update, and the savings or Cost Improvement Programme
(CIP) plan for 2025/26.

Members noted the Oldham Locality is reporting a year to date (YTD)
underspend of £0.073m at Month 5 against a total YTD budget of £32.5m. The
full-year budget is £77.9m, with a forecast outturn FOT of £77.9m, reflecting a
projected very small underspend position.

The YTD position is being driven by continued underspends in CHC and
Estates, which are offsetting cost pressures within Mental Health services.

SN flagged S117’s as emerging risk. Members were advised that a S117 task
and finish group has commenced to review the end-to-end process of a S117,
assure the data capture for all parties (OMBC, NHS GM and Pennine Care) is
aligned, and inform any actions required to meet the needs of current and
future demand.

The mental health rehab budget has been successful in delivering CIP and
reinvesting funding into the Get Moving On (GMMOP) supported
accommodation project. However, the pace of repatriation and new cases are
providing a financial risk to ensuring a balanced budget for this area.

Committee members noted and received the financial position for Month
5 (August) 2025/26.

11.

Highlight Reports

The Committee received the Oldham Strategic Estates Group, Primary Care
Commissioning Committee, Finance & Sustainability Meeting, Joint
Commissioning Group and Health & Care Senate highlight reports to ensure
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that members were kept up to date with areas of discussion, priority actions,
risks and mitigations.

JP to give a more in-depth update on Health & Care Senate at the October
meeting. Action: JP

Members of the Committee received and noted the Highlight reports for
information.

JP

12. Questions from the public

There were no questions from the public received for this month’s meeting.
13. Any other business

There were no other items of business raised.
14, Date and time of next meeting:

Thursday 23 October 2025 at 10.00 — 12.00 noon in L1 Community Room,
Royton Town Hall, Rochdale Road, Royton, Oldham OL2 6QG (Nearest
parking: OL2 6QJ, OL2 5QD)

Please note that the only access to Royton Town Hall is through the library
entrance, which is open from 9:00 AM. Once inside the Town Hall, you will be
required to sign in and out of the building. There are no catering facilities on-
site, please bring your own drinks if required. **The building is a nut-free
site—no nuts should be brought in or consumed on the premises**
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Action Log

Oldham Integrated Care Partnership Committee - Action Log (updated after meeting of 25 September 2025)

27.6.24 | 9 - Community Grants At the launch a high-level dashboard on what we hoped | LWW 26.9.24 | In progress 15.9.25 —
Programme to achieve be included. MB is continuing to work with
procurement colleagues in the
BB to launch the event. BB/LWW 26.9.24 | council.
26.9.24 | 5- New s75 template Elected members to be reviewed and amendments Oldham Ongoing | In progress 11.7.25
agreement made as needed to ensure attendance and quoracy. Council
24.4.25 | 5 - Better Care Fund To complete a deep dive on what is in the Better Care | CH Dec Ongoing - Work is about to
Fund already and also what else is required. 2025 commence shortly in order for
us to be prepared for the next
funding years.
25.9.25 | 5 - Place Report GM secondary care prevention slides to be shared with | MK Oct
members 2025
25.9.25 | 6 —Terms of reference | One of the clinical or quality committees to feed into GM | MK/ EP / Oct
review, including ICB. To be agreed outside the meeting JP 2025
governance reforms
update
25.9.25 | 11 — Highlight Reports A more in-depth verbal update on Health & Care Senate | JP Oct Complete — on the agenda for
to be given 2025 23 October 2025
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Better Care Fund Service

Review

Dan Cassell: Head of Service Improvement



Background

The Better Care Fund (BCF) requires areas to jointly
agree to deliver health and social care services
supporting improvement in outcomes against the
following BCF policy objectives:

— Enable people to stay well, safe and independent for
longer

— Provide the right care in the right place at the right time.

The Hospital Discharge Fund, Disabled Facilities Grant
and the Improved Better Care Fund (IBCF) are elements
of the Better Care Fund 2024-25



Purpose

The Purpose of the BCF Review was to:

 Review the BCF performance indicators at individual
scheme level

« Consider an enhanced approach to the performance
and assurance approach the BCF investments at
scheme level

* Review the current assurance processes, monitoring
of impact and value for money

* Review the current governance of the assurance
process



Oldham’s allocation 2024/2025

Funding source 2023/24 2024/25
Disabled Facilities Grant £2,343,287 £2,55,942
Minimum NHS contribution £21,951,512| £23,193,968
Improved Better Care Fund (iBCF) £11,187,623 £11,187,623
Additional LA contribution £0 £0
Additional ICB contribution £822,739 £762,916
LA Hospital Discharge Fund £1,568,487 £2,615,146
ICB Hospital Discharge Fund £1,420,360 £1,975,895
Total £39,294,008| £42,290,490




Oldham’s allocation 2025-26

Sources
DFG £2,907,639

NHS Minimum Contribution £26,081,512§

Local Authority Better Care Grant £13,801 ,769%

Total £42 790,920



Reporting and timelines

« The Health and Wellbeing Board signed off the BCF plan for
2024-25 at the July Health and Wellbeing Board and agreed to
delegate sign off to approve the quarter reports to the Chief
Executive of the Council and Deputy Place Lead at this time, in
consultation with DASS and Lead Member.



Reporting

The Better Care Fund (BCF) uses specific metrics to track its impact on
health and social care integration and outcomes. These metrics are used in
reporting to assess progress against BCF plans and identify areas for
improvement. Key metrics include: avoidable admissions to hospital,
admissions to residential and care homes, effectiveness of reablement, and
hospital discharges to a person's usual place of residence.

Whilst as a Health and Social Care economy we report nationally at a
macro level on these indicators, we have little data and analysis at
investment / scheme level.

There is potentially the opportunity to increase value for investment and
improve efficiency and outcomes for residents by have a better local
understand of the granular activity of the service we commission.




Metrics — ICB Led

Avoidable Admissions
« Unplanned hospitalisation for chronic ambulatory care sensitive
conditions (NHS outcome Framework indicator 2.2i)
— Data not available for Q4 however performance to date suggests on
target
Discharge to normal place of residence
* % of people who are discharged from acute hospital to their normal
place of residence
— Data not available for Q4 however performance in first three quarters
was on track

Falls
« Emergency hospital admissions due to falls in people aged 65 and
over directly age standardised rate per 100,00

— Target not met, data not available for Q4 but performance up to Q3 was
below target



Metrics — LA Led

Residential Admissions

« Rate of permanent admissions to residential care per 100,000
populatlon (65+)

Based upon local data, anticipated year end position for this measure is 256
admissions which would equate to a per 100,000 rate of 659 which would be
below target of 685 admissions per 100,000.

» We continue to work to ensure we meet the needs of residents who are
experiencing rapid discharge from hospital due to hospital trusts pressures.
This has meant that individuals are not healthy enough to be reenabled. We
are working closely with enable to ensure the in-reach offer to individuals in
residential, nursing care & short stay care is utilised.

* Anticipated year end position for this measure is 246 admissions which
would equate to a per 100,000 rate of 634 which would be below target of
685 admissions per 100,000.

» We continue to work to ensure we meet the needs of residents who are
experiencing rapid discharge from hospital due to hospital trusts pressures.
This has meant that individuals are not healthy enough to be reenabled. We
are working closely with enable to ensure the in-reach offer to individuals in
residential, nursing care & short stay care is utilised.



Capacity and Demand

* Monitors pathway 1, 2 and 3 hospital discharge
demand against activity

— Tracking consistent with demand, with the exception of
Reablement and Rehabilitation at home, this has seen a
reduction in Quarter 4, this is related to historic data quality
issues, with quarter 4 provider a more accurate picture than
previously.

« Community Activity
— On track or above, except for the Community Reablement
Issue as above

— Other short term social care as zero due to end of Home
from Hospital which had reported on this line up until the end
of October 2024

10



A new approach to metrics?

Triple bottom line theory expands conventional business success metrics to
include an organization's contributions to social well-being, environmental

health, and a just economy. These bottom-line categories are often referred to
as the three “P's”; people, planet, and prosperity

Triple Bottom
Line

Ready for the
Future

Great Place to live

Green and Growing




Benefits of the triple bottom line approach

1. Improved financial performance

« Cost Savings: Sustainable practices can lead to reduced operational costs,
such as lower energy consumption, less waste generation, and streamlined
shipping processes.

» Increased Productivity and Employee Retention: Fair hiring practices, a
healthy and safe work environment, competitive compensation, and opportunities
for development can improve employee morale and productivity, and lead to
higher retention rates.

2. Risk mitigation

« Reduced Regulatory Penalties: Adhering to TBL tenets can help businesses
comply with evolving environmental and social regulations, reducing the risk of
penalties and legal issues.

« Enhanced Business Resilience: Proactively addressing environmental and
social risks (e.g., resource scarcity, community backlash) can lead to more
resilient and sustainable business operations

« Stronger Supply Chain: Focusing on people and planet within the supply
chain can lead to more stable and ethically sound sourcing, reducing risks
associated with unsustainable or unethical practices.



Benefits of the triple bottom line approach

3. Stronger orgnisational culture and social impact

 Enhanced Corporate Culture: Fostering fair hiring practices, providing a safe
and supportive work environment, and promoting employee development can
contribute to a positive and engaged company culture.

» Positive Societal Impact: By prioritizing social and environmental factors,
businesses can contribute to positive change in communities by supporting
local businesses, investing in development, volunteering, and addressing
issues like diversity and equal opportunity.

4. Fit for the Future

« Meeting Consumer Demand: A growing number of consumers prioritize
sustainability and social responsibility when making purchasing decisions,
giving TBL-focused businesses a competitive edge in attracting and retaining
customers.

* Innovation and New Opportunities: Embracing sustainability can lead to
innovation, new product development, and access to new markets.



Benefits of the triple bottom line approach

For each BCF investment area the system has explored:

Output measure x 3 (examples)
 How many did the service see
« Waiting time

« Waiting list

Outcome measures x 2-3 (examples)

* Reduced care package (avoided LTC)

» Delayed input from statuary services (SC or hospital)
» Positive patient / service user / customer experience

Triple Bottom Line Measure/added social value (examples)
« Each area would agree 1-2 TBL measures

« To create 2 volunteering opportunities

» To employ a % or local people

« To introduce recycling



Current Governance and Assurance

Health and Well Being Board

Integrated Commissioning
Partnership Board

ICB (Oldham) ASC (Oldham)
Commissioning Commissioning
Contract Contract
Management Management
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Future Governance and Assurance?

Health and Well Being Board

Integrated Commissioning
Partnership Board

|ICB (Oldham) ASC (Oldham)
Commissioning Contract Commissioning Contract
Management Management

16



Impact Summary

Key Strengths

Currently robust reporting and is meeting statuary reporting functions
Existing schemes performing well against national metrics

Good informal communication / collaboration at operational commissioning
level

Good understanding of services commissioned by individual
commissioners

Key challenges

Contractual arrangements and pressure across the whole system means it
is difficult to ‘shift’ anything in line with demand, when pressures and
demand are being seen throughout

Increased acuity at discharge remains a challenge

Elements of silo working and silo decision making in terms of
commissioned services

Lack of data and system visibility of outcome data to support system wide
decision making 17



Recommendations

* Note the good progress and performance of the
current BFC programme

» Support the further development of enhanced
performance indicators at services level

« Support the development of the collaborative
governance group (Terms of Reference to be
approached by ICP)

18



Questions?
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Report
Oldham ICP Committee

23 October 2025

6

Partnership Assurance Framework — 2025/26 quarter 3

Erin Portsmouth - Associate Director of Strategy, Planning and
Development (Oldham Place Team, NHS Greater Manchester
Integrated Care)

Information [ Assurance Discussion [ Approval

Reduce the time people wait for elective care

Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

X Improve access to general practice and urgent dental care

Improve mental health and learning disability care

Address inequalities and shift towards prevention (including long term conditions identification
and management)

Maintain our collective focus on the overall safety of our services

Live within the budget allocated, reducing waste and improving productivity

Financial resources

Delivery and demand

Workforce and capacity

Health inequalities

X Prevention and population health management
X Delegations and decision-making

This area is supported a specific strategic risk linked to health inequalities within the Partnership
Assurance Framework.

Our Associate Medical Director is the lead for one of the strategic risks.
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The quarter 2 review of the 2025/26 Partnership Assurance Framework and its strategic risks took
place at the Oldham Integrated Care Partnership Committee meeting on 24 July 2025.

The aim of the Partnership Assurance Framework is to provide a robust method for managing
strategic, Committee-level assurance and risk for Oldham Integrated Care Partnership.

This paper brings to the Committee the quarter 3 update of the Framework for the 2025/26
financial year.

Included in the paper is an overview of the risk score changes since quarter 2, and the full
dashboard, risk analysis and action plans are also included in the appendix.

The Committee is asked to approve the quarter 3 update of the 2025/26 Partnership Assurance
Framework.
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Partnership Assurance Framework — 2025/26 quarter 3

1

1.1

1.2

2.1

2.2

3.1

3.2

3.3

Introduction

The aim of the Partnership Assurance Framework is to provide a robust method for
managing strategic, Committee-level assurance and risk for Oldham Integrated Care
Partnership.

This paper brings to the Committee the quarter 3 update of the Framework for the
2025/26 financial year. Included in the paper is an overview of the risk score changes
since quarter 2, and the full dashboard, risk analysis and action plans are also
included in the appendix.

Partnership Assurance Framework: Amends made during the quarter 2 review

During the quarter 2 review of the six strategic risks, the Committee agreed to change
the proposed overall risk score for ‘financial resources’ from 12 to 16, making 16 the
revised benchmarked overall score for that quarter.

In addition, following conversations in the Committee meeting in July, the health
inequalities overall target risk score has been changed from 4 to 6 to make this more
realistic within the current environmental context.

Partnership Assurance Framework: Quarter 3 review

Out of the six strategic risks, three have reduced their overall risk scores score since
the quarter 2 review, with the other three remaining static.

The risks that have reduced (delivery and demand, health inequalities, and
delegations and decision-making) have moved this way due to the completion of a
number of actions within the specific strategic risk action plans.

The table that follows highlights the updates to each strategic risk area, providing
commentary against each.

The overall risk
score has
remained static
due to a number
of actions not
being due until the
end of the
financial year, and
because there are
still a number of
system ‘unknowns'
in relation to the
NHS ICB finances

Financial There is a risk that

resources there is reduced
locality control in
relation to the
already limited
financial resources
and escalating
budget and
running cost
pressures,




2

4

Delivery and
demand

Workforce
and capacity

Health
inequalities

resulting in a lack
of ability to
transform care,
improve services,
deal with system
pressures, and
improve health and
care for people.

There is a risk that
health and care
transformation
plans cannot be
delivered fully,
resulting in
continued high
demand for
services,
continued system
pressures, and
poorer outcomes
for people.

There is a risk that
workforce capacity
pressures
escalation,
particularly in
relation to new
running cost
pressures and
changes to the
health service,
resulting in a lack
of ability to deliver
care closer to
home, and a lack
of ability to
improve service
quality and
experiences for
people.

There is a risk that
we fail to make (2x3)
real change with,
and on behalf of,
the most
marginalised
groups, and that
we fail to make
inclusion and
deprivation-driven
decisions, resulting
in a deepening of
health inequalities
and a reduced

and planning
processes.

The overall risk
score has reduced
due to a reduction
in the
consequence
score, due to a
number of actions
being completed,
and enhanced
working taking
place across
system partners
and teams.

The overall risk
score has
remained static,
not only due to a
number of actions
still being
outstanding, but
because there are
still a high number
of uncertainties in
relation to
workforce
arrangements in
the system and
beyond.

The risk has
reduced and also
met its overall
target risk score,
due to almost all
of the action plan
being completed.



ability to achieve
true equity for

everyone.

Delegations  There is a risk that

and the local

decision- Partnership does

making not have the right
delegations,

autonomy or
control processes
in place, resulting
in the lack of ability
to make robust
decisions and,
therefore, real and
timely change for
health and care
services in our
communities and
neighbourhoods.

II 6

6 The overall risk
score has
decreased
because of the
likelihood score
being reduced due
to a number of
actions being
completed.

3.4  The appendix features the full risk dashboard, analysis and action plans of the
Framework.

4 Recommendations

4.1 The Committee is asked to approve the quarter 3 update of the 2025/26 Partnership
Assurance Framework.



Partnership Assurance Framework (PAF): 2025/26

-—)

1
1

Consequence

Likelihood
3 4 5
Possible Likely Almost certain
5 Catastrophic 5
4 12
3 Moderate 9 12
2 6 8 10
1 Negligible 1 3 4 5

Partnership Committee strategic risk descriptions

PAF RISK # Risk description

financial resources and escalating budget and running cost pressures, resulting in
a lack of ability to transform care, improve services, deal with system pressures,
and improve health and care for people.

1 Financial resources

There is a risk that there is reduced locality control in relation to the already limited

There is a risk that health and care transformation plans cannot be delivered fully,
2 Delivery and demand | resulting in continued high demand for services, continued system pressures, and
poorer outcomes for people.

There is a risk that workforce capacity pressures escalation, particularly in relation
Workforce and to new running cost pressures and changes to the health service, resulting in a

capacity lack of ability to deliver care closer to home, and a lack of ability to improve
service quality and experiences for people.

There is a risk that we fail to make real change with, and on behalf of, the most
marginalised groups, and that we fail to make inclusion and deprivation-driven

Initial risk
score / Q1

Q2 risk score Q3 risk score

Risk

movement Risk target ~ Action plan in
since last score place?

analysis

4 . -
Health inequalities decisions, resulting in a deepening of health inequalities and a reduced ability to 8 8 6 Yes
achieve true equity for everyone.
Prevention and There is a risk that limited resources, a lack of system coordination, and
5 population health increasing health acuity means that we cannot focus on planned prevention 9 9 6 Yes
management models of care, resulting in poor health and wellbeing for our communities.
There is a risk that the local Partnership does not have the right delegations,
s Delegations and autonomy or control processes in place, resulting in the lack of ability to make 12 12 Y
decision-making robust decisions and, therefore, real and timely change for health and care 6 es

services in our communities and neighbourhoods.




PAF RISK 1

Financial resources

PAF risk descriptor:

There is a risk that there is reduced locality control in relation to the already
limited financial resources and escalating budget and running cost pressures,
resulting in a lack of ability to transform care, improve services, deal with Locality

system pressures, and improve health and care for people.

Existing controls:

Existing assurances:

Gaps in mitigations:

Committee lead:

*Section 75 agreement, incorporating Better Care Fund arrangements, in place

*Full 2025/26 section 75 agreed

*Full 2025/26 Better Care Fund agreed

*Cost improvement plan and schemes, including business cases and impact assessments, for 2025/26 in place

*Estates plan and priorities for 2025/26 in place

*Priorities in relation to national budgetary / waste reduction priorities are embedded into 2025/26 delivery plan

*Priorities in relation to enhancing joint commissioning and contractual opportunities are embedded into 2025/26 delivery plan
*Final 2025/26 budget allocations and savings totals agreed

*Quarterly section 75 updates and decisions brought to Oldham ICP Committee
*Quarterly Better Care Fund updates and decisions brought to Oldham ICP Committee
*Process in place for agreeing spend at part 2 meetings of Oldham ICP Committee
*Monthly finance updates brought to Oldham ICP Committee

«Joint Commissioning Group in place

*Finance and Sustainability Group in place

*Strategic Estates Group in place

«Awaiting confirmation of locality control total authority
*System-wide finance plans to be agreed, as needed
*No confirmation of financial impact / planning in relation to 2026/27 and also in relation to the NHS reforms



Initial / Q1 Risk Current Risk Score: Target Risk
Score: Score:

CONSEQUENCE 4 CONSEQUENCE 4 CONSEQUENCE 3

LIKELIHOOD 5 LIKELIHOOD 4 LIKELIHOOD 3

The overall risk score has remained static due to ¢
being due until the end of the financial year, and b
number of system 'unknowns' in relation to the NH
planning processes.

)

Revise Cost Improvement Plan further to
confirmation of budget allocations and

savings instructions. Sara Naylor Completed and outlined at April ICP Committee.

Make updates to the 2025/26 section 75

agreement as needed. Sara Naylor Completed and agreed via May and June Committees.

Make updates to the 2025/26 Better Completed and agreed at June ICP Committee and the Health and Wellbeing
Care Fund arrangements as needed. Sara Naylor Board (meeting and via its agreed delegations).

Deliver the priority actions for enhancing
joint commissioning arrangements, as Mike Barker / Sara
outlined in the 2025/26 delivery plan. Naylor In progress and action not yet due.

Work across the Partnership to ensure
that system-wide / shared finance and

sustainability plans are in place as Mike Barker / Sara
needed. Naylor In progress and action not yet due.




Support the locality and wider
Partnership in implementing agreed
budget delegations and control total

processes. Sara Naylor In progress and action not yet due.
Ensure there is a financial plan in place
for 2025/26 Sara Naylor Completed and agreed at the April ICP Committee.




Sara Naylor



1 number of actions not
ecause there are still a
IS ICB finances and

Complete

Complete

Complete

31-Mar-26

31-Mar-26




31-Mar-26

Complete




PAF RISK 2

Delivery and demand

PAF risk descriptor:

There is a risk

that health and care transformation plans cannot be delivered

fully, resulting in continued high demand for services, continued system Locality

pressures, and poorer outcomes for people.

Existing controls:

Existing assurances:

Gaps in mitigations:

Initial / Q1 Risk
Score:

CONSEQUENCE

Committee lead:

sLocal ICP five-year strategy agreed
*Local ICP one-year delivery plan for 2025/26 agreed
*The majority of local commissioned service funding for Oldham is agreed, including some specific ring-fenced delivery areas

+ICP Committee sub-group governance in place, all of which can discuss delivery and demand areas as needed

*QOversight of a range of delivery areas are brought regularly to the ICP Committee

*Allocal Urgent and Emergency Care Group is established

*Regular reports are provided to the Committee on performance of services, against specific Constitutional areas and targets
*‘Deep dive’ update and performance conversations take place in relation to a range of themed specialities

*Formal provider-led delivery collaborative and associated governance / sub-groups / project groups not yet in place
*Revised delivery programme / workstream reporting process needs to be agreed

*Reporting needs to be agreed to show delivery against all of the 2025/26 plan areas

*Specific plans and strategies as needed, such as a strategy for urgent care and demand management

*Robust data analysis reporting and support

. Target Risk . —
- Current Risk Score: 12 Sgcore' 9 Narrative description of current status:

4 CONSEQUENCE 3 CONSEQUENCE 3



LIKELIHOOD 4

Establish engagement activity in relation
to urgent and emergency care.

LIKELIHOOD

Celeste Bain

LIKELIHOOD 3

The overall risk score has reduced due to a reduct
score, due to a number of actions being completer
taking place across system partners and teams.

!

In progress - deadline extended so it can be informed by the urgent care and
demand management work.

In line with changes being made across
GM, review work in relation to on-call and
how this better supports system
pressures across local partners.

Erin Portsmouth

This action has been removed in line with the removal of '1st responder’
responsibilities due for NHS Greater Manchester, and locality on-call
arrangements due to cease.

Agree workstream and update reporting
to the Committee for the delivery
programme / Collaborative work.

Moneeza Igbal / Erin
Portsmouth

This has now been discussed amongst the provider collaborative group and
the wider system leadership group.

Produce an urgent and emergency care
strategy.

Marion Colohan

In progress - deadline extended so it can be informed by the urgent care and
demand management work.

Produce a demand management plan.

Marion Colohan

In progress - deadline extended so it can be informed by the urgent care and
demand management work.

Establish new provider delivery
collaborative and action plan.

Moneeza Igbal

Completed.

Put in place support governance as
needed for the new provider delivery
collaborative.

Moneeza Igbal / Erin
Portsmouth

This has been agreed amongst the group.




Agree the approach to the health and Moneeza Igbal /
care elements of Live Well, including the | Rebecca Fletcher /
funding streams and how these willbe  Laura Windsor-
delivered. Welsh Completed with discussions embedded into Live Well




Mike Barker




tion in the consequence
3, and enhanced working

31-Dec-25

Closed

Complete

31-Dec-25

31-Dec-25

Complete

Complete




Complete




PAF RISK 3

Workforce and capacity

PAF risk descriptor:

There is a risk that workforce capacity pressures escalation, particularly in
relation to new running cost pressures and changes to the health service,
resulting in a lack of ability to deliver care closer to home, and a lack of ability
to improve service quality and experiences for people.

Locality

Committee lead: And

*Workforce priorities have been embedded into the 2025/26 delivery plan

A locality ICB team workforce action plan is in place

*Development plan for ICP Committee, delivered via themed ‘deep dive’ sessions, has been scheduled
*A high-level system workforce action plan is in place

Existing controls:

*Workforce is discussed in various meetings as part of Oldham ICP governance

Existing assurances: *Oldham ICP representatives link into NHS GM workforce-related meetings as needed

*There is no information yet on how the 50% running cost reductions will impact the locality and wider health workforce
*Workforce issues to be embedded into pathway design, service change and delivery programme work and activities
Gaps in mitigations: <There is no dedicated system workforce lead in place / agreed
*There is no formal discussion, updates or meetings in relation to system workforce specifically, including any discussion on system-w
planning

Initial / Q1 Risk . Target Risk . L.
” QLRI Current Risk Score: 9 ! 9 Narrative description of current status:
Score: Score:

CONSEQUENCE 4 CONSEQUENCE 4 CONSEQUENCE 3




Ensure the system collaborates in
relation to the workforce and capacity
impacts created by the running cost
reductions.

LIKELIHOOD 4 LIKELIHOOD

Mike Barker / Erin
Portsmouth

LIKELIHOOD 3

The overall risk score has remained static, not onl

actions still being outstanding, but because there «
uncertainties in relation to workforce arrangement:
beyond.

=)

In progress and action not yet due.

Ensure that workforce issues are built
into collaborative delivery programmes.

Moneeza Igbal

In progress - deadline extended to allow for alignment with discussions in
relation to how workforce links into the delivery collaborative work.

Explore whether a specific workforce
programme, meeting, and/or lead needs
to be assigned for the system.

Erin Portsmouth

This action has been closed due to the work on this area that was taking place
across the NHS GM system on it ceasing during this financial year, in light of
the NHS reforms.

Ensure that any potential safety impacts
are assessed in relation to workforce and
capacity issues.

Andrea Edmondson

In progress and action not yet due.

Explore areas in relation to workforce
behaviours and culture to support patient
safety / experience work.

Andrea Edmondson
/ Jayne Ratcliffe

In progress - deadline extended to allow for alignment with discussions in
relation to how workforce links into the delivery collaborative work.

Establish work to see what ways of
working and workforce integration can
take place within Oldham partners and
beyond.

Mike Barker / Erin
Portsmouth

In progress.




Agree a system workforce action plan.

Erin Portsmouth

Completed - high-level workforce action plan agreed at the June 2025 Oldham
ICP Committee.




rea Edmondson

ide workforce data and/or




y due to a number of
are still a high number of
5 in the system and

31-Mar-26

31-Dec-25

Closed.

31-Mar-26

31-Dec-25

31-Dec-25




Complete




PAF RISK 4

Health inequalities

PAF risk descriptor:

There is a risk that we fail to make real change with, and on behalf of, the

most marginalised groups, and that we fail to make inclusion and deprivation- |
. . . . . . . " L it
driven decisions, resulting in a deepening of health inequalities and a AN Dr.

reduced ability to achieve true equity for everyone.

*Health inequalities work embedded into the 2025/26 delivery plan as a specific action plan and priorities section
Existing controls: *Health inequalities included as a focus in the local ICP five-year strategy
*Health inequalities date linked to provider level data, wherever possible

*Eormal links in place between the ICP Committee and Health and Wellbeing Board
Existing assurances: +Locality health partners linked to work in relation to local inequalities action plans
*Health inequalities / inclusion health aligned to meeting paper cover sheets to aid decision-making

+2025/26 engagement plan to specifically support inequalities work, including the Live Well approach
Gaps in mitigations: | *Agreed approach to co-production with communities for Live Well and also general health and care reforms, pathways and progress
+Lived experiences embedded into all elements of pathway work and service redesign / improvements

Initial / Ql_RISk 8 Current Risk Score: 6 Target R_ISk 6 Narrative description of current status:
Score: Score:
CONSEQUENCE 2 CONSEQUENCE 2 CONSEQUENCE 2
LIKELIHOOD 4 LIKELIHOOD 3 LIKELIHOOD 3

The risk has reduced and also met its overall targe



all of the action plan being completed.

Build an 'inclusion health' checklist into
local decision-making and prioritisation.

Erin Portsmouth

Completed - embedded into new Committee cover sheet and reporting
templates.

Connect the Health and Care Senate to
mechanisms for generating patient voice
and lived experience.

John Patterson /
Celeste Bain

In progress - deadline extended.

Work across partners to utilise potential
social prescribing data to support
learning sessions for general practice.

Laura Windsor-
Welsh / Tariq Sharf

In progress.

Examine how proactive local health and
care communications can be led by the
needs of the communities, via the
Engagement Network Group.

Laura Windsor-
Welsh / Celeste
Bain

Completed and embedded - and linked to work across Live Well, the NHS and
the Council with the VCFSE.

Examine options for embedding full co-
production into the health and care
elements of Live Well

Laura Windsor-
Welsh / Celeste
Bain / Erin
Portsmouth

Complete and the work is underway.







John Patterson

>t risk score, due to almost



Complete

31st Dec 2025

Complete

Complete

Complete







PAF RISK 5

Prevention and population health management

PAF risk descriptor:

There is a risk that limited resources, a lack of system coordination, and
increasing health acuity means that we cannot focus on planned prevention
models of care, resulting in poor health and wellbeing for our communities. Committee lead: M:

Existing controls:

Existing assurances:

Gaps in mitigations:

Initial / Q1 Risk
Score:

CONSEQUENCE

Locality

*Prevention and population health embedded into 2025/26 delivery plan

*Neighbourhood health model and population health (as part of Live Well) outlined as key areas of delivery focus in the 2025/26 delive
*Neighbourhood level models and priorities agreed for population health, in line with the PCNs and risk stratification / scale of opportui
*Prevention and population / neighbourhood health prioritised in the national NHS planning guidance

*Population health and prevention issues and updates discussed at a range of meetings within the local ICP’s governance, including r
Committee on the local Prevention Framework
*These areas are prioritised at an NHS GM and wider partnership governance level

*The formal establishment of a provider-led collaborative delivery group / programme, which will have this area at its heart

*Clear links from PHM to other key Committee sub-groups

*Community services design plans to support this area

*Plans to evolve the integrated neighbourhood teams

*Assurance that funding will continue to be available for prevention and PHM

*No final agreement of the GM-wide plans around this area, including any clinical services review, the work of GM system boards, and
plans

Target Risk

9 Current Risk Score: 9
Score:

6 Narrative description of current status:

3 CONSEQUENCE 3 CONSEQUENCE 3



Ensure all PHM modelling plans are
established, including implementation
actions.

LIKELIHOOD 3 LIKELIHOOD

Marion Colohan

LIKELIHOOD 2

The overall risk score has remained static, as alth«
have been completed, there are still operational w
be confirmed in this area.

=)

In progress.

Agree a design plan for community
services as linked to the development of
neighbourhood teams.

Marion Colohan /
Moneeza Igbal

In progress - deadline extended in line with provider collaborative work.

Ensure there is integration of relevant
public health campaigns and activities
into wider health work.

Rebecca Fletcher

In progress and action not yet due.

Agree with the PCNs key opportunities
and implementation activities in relation
to PHM at neighbourhood level.

Tariq Sharf

Completed.

Agree a plan for evolving the INTs.

Moneeza Igbal

In progress and deadline extended to allow further discussions within the
provider collaborative group.

Enhance information and governance
flow from this area to other Committee
sub-groups / discussions.

Erin Portsmouth /
Moneeza Igbal

Completed.







arion Colohan

iry plan
nity work

egular updates to the ICP

the detail of prevention




ough some further actions
orking plans that need to

Complete

31-Dec-25

31-Mar-26

Complete

31-Dec-25

Complete







PAF RISK 6

Delegations and decision-making

PAF risk descriptor:

There is a risk that the local Partnership does not have the right delegations,

autonomy or control processes in place, resulting in the lack of ability to make

robust decisions and, therefore, real and timely change for health and care  Locality
services in our communities and neighbourhoods. Committee lead:

*Agreed section 75 agreement in place

*Local ICP governance handbook and SORD in place

*[CP Committee Terms of Reference, with clear voting rights outlined, in place
*Committee business cycle for 2025/26 agreed

Existing controls:

*Governance structure in place to support the work of the Committee, via a range of themed sub-groups
Existing assurances: *Meeting groups providing regular highlight reports to the ICP Committee
«Joint Commissioning Group established to help prioritise the work of place in Oldham

A lack of understanding in relation to the role of place and place partnerships in the future

*No confirmation on any changes to the ICP Committee’s delegations by NHS GM for 2025/26 or beyond
*No provider-led delivery collaborative or revised delivery programme yet in place

*No systematic workstream reporting in place to update the ICP Committee yet in place

Gaps in mitigations:

Initial / Q1 Risk . Target Risk . .
Q 12 Current Risk Score: 9 arget <is 6 Narrative description of current status:
Score: Score:

CONSEQUENCE 3 CONSEQUENCE 3 CONSEQUENCE 2



Revise all local governance as needed
in relation to changes across Partners
and NHS GM.

LIKELIHOOD 4 LIKELIHOOD

Erin Portsmouth

LIKELIHOOD 3

The overall risk score has decreased because of t
reduced due to a number of actions being complef

!

New governance handbook completed and agreed at ICP Committee in April.

Implement new templates to support
decision-making in meetings.

Erin Portsmouth

Completed and circulated to those creating reports and taking decisions to the
Committee.

Enhance the existing clinical and care
professional input into all decision-
making.

John Patterson /
Erin Portsmouth

In progress - deadline extended to take into account NHS GM governance
changes that may impact here.

Embed NHS Greater Manchester
recommendations on locality governance
via the Good Governance Institute.

Erin Portsmouth

Completed - this was embedded into Oldham ICP's governance handbook that
the Committee approved in April 2025.

Influence GM in relation to gaining a
financial control total and operating
autonomy.

Sara Naylor / Mike
Barker

Action completed - embedded agreements are still TBC.

Chase up any new governance
instructions and/or documentation from
NHS GM for implementation locally.

Erin Portsmouth

Action closed in line with revised action added (see below).




Influence and lead work to design the
new Place-Based Partnerships as part of
the design work for the NHS reforms. Mike Barker

Influence work in relation to the

governance of the new systems across

GM and in place, via participation in the

governance design work. Erin Portsmouth

Completed - place model within wider operating model soon to be shared.

In progress - deadline extended due to reforms timeline extending.



in Portsmouth




he likelihood score being
ted.

Complete

Complete

31-Mar-25

Complete

Complete

Closed




Complete

31-Mar-26




Report
Oldham ICP Committee

23 October 2025

7

Your Experiences of living with a Learning Disability and Diabetes

Healthwatch Oldham

Information Assurance [ Discussion Approval [

(] Reduce the time people wait for elective care

LI Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

I Improve access to general practice and urgent dental care

Improve mental health and learning disability care

Address inequalities and shift towards prevention (including long term conditions identification
and management)

L] Maintain our collective focus on the overall safety of our services

U] Live within the budget allocated, reducing waste and improving productivity

U] Financial resources

L] Delivery and demand

1 Workforce and capacity

Health inequalities

1 Prevention and population health management
[ Delegations and decision-making

This report discusses the findings of the Healthwatch Oldham research project exploring the
experiences of people with a learning disability (LD) and diabetes navigating the healthcare
system. It recommends three improvements to reduce the health inequalities of people with LD.

Clinical and professional input has been gathered in response to the report, which will be included
within the presentation on the 23 October
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Oldham Safeguarding Adults Board
Oldham Good Health Group

Public Health Business Development team
Oldham Diabetes Service

Healthwatch Oldham (HWO) has conducted research into the experience of people living in
Oldham with a Learning Disability (LD) and diabetes (or pre-diabetes), providing a deeper insight
into their experience of the healthcare system and the support available in Oldham.
A total of 20 surveys and 4 focus groups were completed, whereby a total of 71 people attended
and participated (59 people with LD (and either diabetes or pre-diabetes), and 12 support workers).
Our findings highlight key challenges which are negatively impacting the ability of people with LD to
prevent diabetes, self-manage, and access appropriate support, including:

e Access to Structured Diabetes Education Courses
Communication with healthcare professionals
Accessible information and advice
Experience at diagnosis
Specialist support

1. Access to Structured Education Courses
At the point of diagnosis or within 6-12 months, all people with LD should be referred to the
relevant structured education diabetes course and provided with additional support to increase
accessibility. Including a review of the content to ensure the courses are accessible for people with
LD, and the offer of bespoke arrangements for where the course is held
¢ In addition to this, we would recommend an additional education option aimed at supporting
workers/families to support their understanding of diabetes and their specific role in
supporting the person with LD that they care for
2. Experience at Diagnosis
Before the initial GP appointment, people with LD should be provided with reasonable adjustment
options, including:
¢ Phased and/or extended appointments
o Invitation for a support worker/carer to be present
o Facilitation through an LD professional
3. Accessible Information and Advice
Patients with LD should be provided with easy-read information, with simple explanations, visual
information (e.g., diagrams of meal ideas) at each healthcare appointment, to support self-
management.
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Introduction

Healthwatch Oldham (HWO) have conducted research into the experience of people
living in Oldham with a Learning Disability (LD) and diabetes (or pre-diabetes); providing
a deeper insight into the support available in Oldham and their experience of the
healthcare system. This report contains a methodology, results, desk-based research, key
findings and recommmendations. We welcome working collaboratively with services to

explore changes that can be implemented with people with diabetes and LD.

Background:
Oldham has a total registered population of 268,256 (figures correct as of 31/10/24 and
obtained from NHS Greater Manchester/Northwest Health Checks Performance data and
Oldham Council). Of these:
e 19,837 of people aged 18+ had a confirmed diagnosis of diabetes (this figure
includes Type 1& Type 2),
e 21,093 of people aged 18+ had a confirmed diagnosis of NDH (non-diabetic
hyperglycaemia) i.e. pre-diabetes,
e 1,490 people on the LD Register,
« 178 people on the LD register with diabetes (either type 1 or 2).
According to the Greater Manchester (GM) Tackling Diabetes Together Strategy
2022-2027 (2022), the number of people with diabetes in GM has increased from
5.7% to 7.4%, compared to 7.1% nationally (between 2009 and 2021), with Oldham
prevalence rate being at 7.9% in 2021. At the time of this report being produced, it

was reported that diabetes causes over 1,000 premature deaths in GM each year.

The overall GM strategy is to reduce the incidence of type 2 diabetes. We hope
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that this report will be informative of steps that need to be taken for people with

LD to achieve this goal.

Limitations:

Whilst planning this research project, we had expected a limited response via our survey
for several reasons, including the additional need people with LD may have for support
from a care/support worker to complete the survey. We did mitigate this by ensuring
availability of an easy-read version of the survey (which was also reviewed by OPAL — an
Oldham charity providing advocacy support and activities for people with LD and autism
in Oldham), and prioritising focus groups to ensure we were able to gather rich
intelligence. We received 20 responses to our survey over the 2 months that it was live,
and we were able to reach out to 59 people with LD (and either diabetes or pre-diabetes),

and 12 support workers through our focus group which mitigated the low survey numbers.

Unfortunately, the ethnicity demographics of our focus group attendees

are not representative of the population of Oldham. As per the ONS Census (2021), 68.1%
of Oldham’s population are White, 13.5% Pakistani, 9% Bangladeshi, 0.7% Indian, 3.4% Black
(African/Caribbean), 5.3% Mixed and Other. Our focus groups were attended by white-
British people. Our focus groups were helpfully organised through local day services,
which draws the wider question of accessibility to local services for people from ethnic
minority groups. Our surveys had a small number of non-white respondents (1 Arabic, 1
black/white Caribbean background) — equal to 20% which is still lower than the 30% non-

white population in Oldham.

In addition to this, our focus groups did not involve people with LD and diabetes/pre-

diabetes outside of local services, and it's difficult to say what the level of need was for

Page 4 of 24



those completing our surveys/if they were engaging with services. The diversification of
responses (e.g. those who have their care needs met at home/are independent) is
therefore limited. We did, however, try to mitigate for those who do not have the capacity
to share within a focus group/survey by encouraging support workers to either complete
the survey or attend the focus groups to represent their client’s voice. We do understand,
however, that this will never quite fully reflect the voice of those with the lived experience.
We would therefore recommend further research into this area to ensure all corners

Oldham'’s population can have their voice heard.

Oldham Diabetes Support Pathway (for information only):

Pre-Diabetes:

The National Diabetes Prevention Programme (NDPP) (also known as Healthier You)
should form part of the treatment plan for pre-diabetes and should be offered to any
patient identified as NDH (pre-diabetic), this has been rolled out across GM. Other than
this, patients should be provided with advice and information to self-manage their

health.

Type 1 Diabetes:

Patients with type 1 diabetes should be managed by their GP and provided with
education and advice. They can be referred to a specidalist service, like Oldham Diabetes
Service, if additional support is needed or if an insulin pump is needed. After the initial 6
months post-diagnosis, the patient should be referred to the Dose Adjustment for Normal
Eating programme (DAFNE), which aims to help adults with type 1 diabetes lead as
normal a life as possible, maintain blood glucose levels within healthy targets, and

reduce the risk of long-term diabetes complications.

Type 2 Diabetes:

Patients who develop type 2 diabetes will usually be managed by their GP and should
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receive an annual diabetes review. Patients should also be referred to the Diabetes
Education and Self-management for Ongoing and Newly Diagnosed (DESMOND)
programme within the first 12 months; where they will be provided with risk factors and
complications associated with diabetes, what happens in the body in relation to diabetes
and glucose, in addition to monitoring and medication to help self-manage their

condition.

Methodology

e Project planning took place from November to December 2024

e The survey went live between January and February 2025

e Focus groups were conducted between January and March 2025

The survey was compiled for people with LD and diabetes/prediabetes to better
understand their experience of living with this condition and navigating the
healthcare system. The survey could also be completed by a family member,
carer, or support worker to represent the voice of people with LD. The survey was
available online as well as in paper format and in easy-read version to ensure
inclusivity. The HWO team also offered additional support either by phone or in
person to anyone who needed/wanted it. We wanted the survey to enable people
with LD to tell us, in their own words, what support they have received from
diagnosis to the present day, and what they feel would help them manage their
condition moving forwards. A total of 20 surveys were completed.

HWO also completed 4 focus groups which were held on the following dates - 22"

January 2025, 5™ February 2025, 26 February 2025 and 6" March 2025. A total of
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71 people attended and participated (59 people with LD (and either diabetes or

pre-diabetes), and 12 support workers).

Demographics (survey respondents)

Age:
10
7
[ I I
25-49 50-64 65-79 80+ Didn't answer
Gender:

85% (17) of respondents were female and 10% (5) were male, 5% (1) did not answer
the question. All respondents had the same gender identify at birth.

Ethnicity:

White: Any other White background
Mixed/Multiple ethnic groups: Black Caribbean and White

White: British [ English / Northern Irish [ SCOttis [ WS s

|

|
Arabic  mmm

Sexual orientation:

m Bisexual
m Heterosexual/Straight
m Prefer not to say

m Didn't answer
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Do you have a disability?

= Yes ®mNo = Didn'tanswer

Where do you live?

Respondents mostly lived in Chadderton and Oldham (20% each). Hollinwood,
Royton, and Shaw and Crompton were each reported by 10% of participants.
Smaller proportions resided in Coldhurst, Hathershaw, Holts Estate, Mossley, or
Waterhead (5% each). A minority did not specify their area (5%).

Respondents were....

| A family member of someone with LD
B A paid carer of someone with LD

I A social worker

B An unpaid carer of someone with LD

B Completing this as a person with LD

W Didn't answer

Respondents were diagnosed with...

Page 8 of 24



m No - Do not have diabetes
H No - pre-diabetes

Yes - Not sure what type
B Yes - Type 1 diabetes
B Yes - Type 2 diabetes

Information and advice
Ql. What advice/support has been provided to help you/they manage your/their
diabetes?
Of the 4 survey respondents who were pre-diabetic, 1 was not given any
advice/support on diagnosis. 2 were referred to the ‘Healthy You’ pre-diabetic
course, and 1 was given information regarding healthy eating and lifestyle
choices.
Focus group responses regarding advice/support received (at pre-diabetic, type 1
or type 2 stage) included:

e GP verbally advised to lose weight and exercise

e Generic leaflet, which was not easy read from GP

e Verbal information from GP

e Provided with written information from GP

e Provided with a visual paper showing foods to eat from GP

¢ Member of staff at the day centre who gives advice on diet

“I was told | was pre-diabetic after having bloods taken at my annual LD health
check, it was a shock to me | was on my own at the GP appointment (I was asked
to attend a follow-up appointment). The GP explained everything clearly to me
but didn't give me any written information to take away, he did however, refer me
to the pre-diabetic course” Survey respondent

“GP gave me a sheet of foods which | should eat, | understand it but it’s difficult to
keep to” Focus group participant
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“I recently saw a poster in the GP surgery that showed portion sizes and food that
you should eat. The poster made me think” Focus group participant

Diabetes management

Q2. How do you/they manage your/their diabetes?

Most respondents managed their Type 1 Diabetes with insulin pump (75%), and
insulin injections (25%). Respondents managed their Type 2 Diabetes with diet and
exercise (36%), oral medication (73%), and insulin injections (9%).

Focus group responses to diabetes management:

Made changes to diet and walk more (pre-diabetes)

Manage by diet and exercise (pre-diabetes)

Eat smaller plates of food and exercise (walking and dancing) (pre-
diabetes)

Manage with diet and some exercise (mainly walking, support workers help
by giving ideas for healthier meal choices (pre-diabetes)

Uses a Libra pump now which has helped keep sugar levels stable, a district
nurse will also visit to check sugar levels, and is awaiting a referral for a
dietician (Type 1)

Uses a Libra pump and regularly monitors sugar levels, feels confident doing
so (Type 1)

Takes Metformin tablets (have refused insulin) which aren't working well, so
trying to manage through diet and exercise (Type 1)

Takes insulin and use a Libra pump, and learn from others living with
diabetes (Type 1)

Takes insulin, has been offered a pump but doesn’t think they could cope
with it (Type 1)

Takes Metformin twice a day, nurse checks sugar levels at their GP every 2
months and support worker calls twice a day to prompt medication (Type
2)

Takes metformin, monitors sugar levels, and with help from support workers
has improved diet (Type 2)

Takes Metformin tablets, watches what they eat, e.g., cuts out chocolate
(Type 2)
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“Thank goodness | was given a Libra pump, it has really helped me” Focus group
participant

“I don’t do very well and need some help in knowing what foods to not eat. | like it
when you see the labels that show if a food is red, amber or green, so | know
what to avoid” Focus group participant

Q3. What support do you need to manage your/their diabetes?
Survey respondents selected the following:

Diabetic nurse drop-in Social Support Accessible transport

Information on healt se;\;ice 5% 3% Diet guidance /
walks ° Information on food and
5% cooking

Exercise motivation

Blood sugar monitoring 0

7%
Anxiety management
4%

Medication
support/reminders
10%

Specialist course
accessibility (LD friendly)
17%

Specialist
Information in easy-read Carer training referrals/support
10% 2% 12%

Focus group responses:
e Advice on exercise and options available to me

e Written easy read information about diabetes and what foods to avoid/eat

e Posters, leaflets and recipe cards

e Diabetic nurse to attend the day centre and run a ‘diabetes awareness
session’

¢ Simple meal ideas and diagrams to display amount of carbohydrates in
food

e Simple explanations

e Easyread posters

e Referral to a dietician
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e Attend a diabetes course, with a support worker who will help with the
course content

“I want a better understanding of Diabetes — in a format that someone with a
learning disability can understand” Survey respondent

“I don’t do very well and need some help in knowing what foods to not eat. | like it
when you see the labels that show if a food is red, amber or green, so | know
what to avoid” Focus group participant

“I would like written easy read information about diabetes and what foods to eat
and avoid; | thought it was just about not having sugar when | first got diagnosed
and it is all very confusing and not always sure what food is carbs?” Focus group
participant

Health checks
Q4. How often do you/they see a healthcare professional for their diabetes?

1
4

| Daily

B Once a month
1 Once a year
W Don't know

W Didn't answer
8

Q5. Do you/they attend a diabetic eye check?

1

4 2

B Never been asked
B No
[ Yes

W Didn't answer

13

When asked for additional information, 2 respondents said they experienced a
great service, and 2 others said the staff were helpful. However, 2 felt they were not
regular enough, and 1 refused to attend because they do not like to leave their
home.
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Q6. Do you/they attend podiatry appointments to check your/their feet?

B Never been asked
H No
M Yes

W Didn't answer

Q7. Do you/they have annual health checks?
Nearly all participants reported annual blood pressure checks (95%), followed by
blood tests (90%). A smaller majority underwent urine tests (60%).

Structured Diabetes Education courses

Q8. Have you/they ever been referred to a diabetic course (structured diabetes
education course)?

Of the 4 who were referred, only 1 attended the course, who commented that the

1

B Healthy You for pre-diabetes
m DESMOND course for type 2 diabetes

= No

16

course was difficult to understand. Reasons for not attending included, not
receiving any follow-up information, and the course being held too far away.
Focus group responses:

e Focus group 1 were not aware of any diabetes courses, but that if they could

attend (both service users and support workers) and the courses could be

adapted, this would be invaluable
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“I'm shocked that we didn’t know about these courses, we know so little about the
condition so these courses would help us support our clients” Focus group
participant — support worker
“If my client had been referred to this course at diagnosis, it would have made a
difference to how they manage their condition” Focus group participant —
support worker

e Focus group 2 spoke about hold their own internal ‘Me Learning courses’

which focus on diabetes, but commented that going on external courses
(had they known about them) would be helpful for both clients and support
workers

¢ Infocus group 3, 1support worker and 1 service user knew about the courses,
the others did not

“Sometimes if people have LD, it is assumed that this sort of support isn’t
required, but it is” Focus group participant — support worker
¢ Infocus group 4, none of the service users were aware/had been referred to

any of the diabetes courses. However, 5 of the support workers had

attended training at the Royal Oldham Hospital.

Diagnosis

Q9. Can you tell us what your/their diagnosis was like?

Focus group 1- “My client was visited by a diabetic nurse, but | felt she had little
understanding of how to communicate with someone with a learning disability,
my client was lectured to on what she should and shouldn’t be eating, it wasn't
the right way to get the message across” Focus group participant - support
worker

Focus group 2 — “My client said that they felt judged and told off by their GP, it
didn’t sound like the communication was appropriate for someone with a
learning disability” Focus group participant - support worker

Focus group 3 - “It was a shock | was on my own at the appointment, couldn’t
take everything in that they told me and didn’t give me any information to take
away” Focus group participant

“I got diagnosed when | had just come back off my holiday and went to see the
GP by myself, | was very scared and didn’t understand what they were telling me.
| felt | needed more support and still do” Focus Group participant
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Desk-based research

The prevalence of rates of both Type 1 and Type 2 diabetes have been identified
by NHS England to be higher in people with LD than the general population (NHS
RightCare Pathway: Diabetes, 2017), with a suggested prevalence of 9-11% (House,
et al., 2018) compared with 3.9% (Diabetes UK, 2024). It's also been found that
people with LD may experience a delay in diagnosis, potentially leading to more
severe health concerns (Taggart et al,, 2013). Reasons for this include that people
with LD typically:

e Lead a more sedentary lifestyle,

e Consume high fat diets,

e Are prescribed higher levels of prescription medications, all of which can

contribute to obesity (Taggart & Cousins, 2014).

NHS England (NHS RightCare Pathway: Diabetes, 2017) have listed recommended
reasonable adjustments for people with LD and diabetes, including:

e Structured support programmes,

e Weight management programmes,

e Supported self-management of diabetes,

e Personalised care planning,

e Carerinvolvement in healthcare assessments (especially initial

assessments and diagnosis),
e Checking understanding of diabetes during diagnosis, and making

reasonable adjustments to consider emotional wellbeing,
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» Considering delivering parts of the initial assessment (e.g,, referral for
diabetic retinopathy screening) at a later appointment or conducting a
phased assessment approach,

¢ Initial assessment meetings to be facilitated by a LD health professional
(e.g., an LD nurse),

e Accessible materials to increase opportunity to make informed decisions.

NHS England have indicated that these reasonable adjustments will not only
improve diagnosis and detection, but will also result in reductions to:

e Diabetes related A&E attendance,

e \Visits to GP,

e Missed appointments.

In relation to the structured diabetes education courses, GM Tackling Diabetes
Together strategy (2022) reported that only about one in eight diagnosed with
type 1 diabetes and fewer than one in ten are reported to have attended
structured education in England. The report made it clear that structured
education should be available to those newly diagnosed and to people already
living with diabetes who have not previously attended. The report also recognised
that the person with diabetes retains the choice as to whether or not they do
attend, clinicians should express the expectation that education will form part of
the treatment pathway.

According to Diabetes UK, diabetes can lead to severe complications if not
managed well, including strokes, heart attacks, amputations, and heart failure. It
reports research which was carried out by York Health Economics Consortium

evidencing that the NHS spends £10.7bn a year on diabetes, which is roughly 6% of

Page 16 of 24



the UK health budget. The study reports that investing more in better diabetes

care may help to reduce these costs.

Access to Structured Education Diabetes courses
As already demonstrated, at diagnosis (or within 12 months of diagnosis), patients

should be referred to either Adjustment for Normal Eating (DAFNE) programme
(Type 1), the Diabetes Education and Self-management for Ongoing and Newly
Diagnosed (DESMOND) programme (Type 2), or the Healthy You programme (pre-
diabetic) (Diabetes UK, 2024). Feedback from our participants was that this is not

routinely happening.

80% of survey respondents said they were not referred to a structured education
diabetes course, in addition to this, focus group participants were either not
aware of these courses, or were also not referred on or after diagnosis. This issue
was exacerbated by our focus group participants raising that when they were
referred, there were complexities that either made it too difficult to attend (e.g.,
not being able to attend due to restricted accessibility of venue), or to properly
engage with the course content.

“Some of the information was difficult to understand/take in for both them and
myself’ Focus group participant - support worker

This was viewed as a missed opportunity, both for support workers and service
users. Several focus group participants commented that they have limited
knowledge of diabetes, and therefore limited ability to self-manage their

diagnosis; commenting that attending the diabetes courses would be helpful.

Page 17 of 24



This is further evidenced by our desk-based research which shows that structured
education for people with LD can support self-efficiency (Maine et al., 2018).
Alongside the GM Tackling Diabetes Together strategy (2022) which evidences
that structured education programmes can improve diabetes management,
including, improved nutrition, physical activity, reduced smoking, and compliance
with medication and care processes.

“I would like to attend the Desmond course to learn about what foods to eat and
avoid, as only know to avoid sweet things” Focus group participant

“If [a referral] had happened on diabetic diagnosis, it may have made a
difference on how the clients had/do manage their condition” Support worker

It was clear that accessibility to these courses is an important factor to consider,
both in the form of location and content, and that support workers would also find
the course content helpful. Again, this was also evidenced through our desk-
based research, Mieke et al,, (2012) found that support staff need training to
support self-management in diabetes.

“Deliver the diabetic courses in the day centres and allow everyone to attend so
everyone can benefit and not just those with diabetes” Focus group participant

“I want a better understanding of Diabetes — in a format that someone with a

learning disability can understand” Survey respondent

Communication with healthcare professionals

Several participants highlighted that healthcare professionals did not
communicate well with people with LD. Focus group participants (both service

users and support workers) commented on healthcare professionals being too
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direct in their communication or not properly explaining things, which was

exacerbated by not having long enough appointments.

The meant that service users felt they had been lectured to, dismissed, not had
enough encouragement, and that healthcare professionals had minimised the
complexity of the diagnosis for people with LD. Service users also felt that there
was not enough time to discuss either concerns, or have things explained in a way

that works for them.

“They sometimes don't know how to talk to people with learning disabilities,

therefore don't explain things properly” Support Worker

“I have my annual health check and bloods taken to check for diabetes, but |

don’t really have the results properly explained to me” Focus group participant

“I was just advised to lose weight and exercise” Focus group participant

Accessible information and advice
Comments across focus groups and surveys indicated that participants felt they
were not receiving accessible (e.g, visual) information from healthcare

professionals, and instead were given verbal information/instructions.

When asked within our survey and focus groups what would be helpful, the
majority response was more accessible information (e.g., pictures, simple
explanation, meal ideas, etc.,). Most of our respondents/participants said that this
has not been provided to them. Some participants within our focus groups

commented they have only been given verbal advice by healthcare professionals.
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However, some also commented that when they have been provided with written

information, leaflets, or seen posters in GP practices, they have found this helpful.

A lack of accessible information meant that service users felt they had a poor
understanding of their diabetes and were thus not well equipped to manage their
diabetes. The GM Tackling Diabetes Together strategy (2022) describes lifestyle
changes having the capacity to reduce the risk of developing type 2 diabetes by
up to 58%. Therefore, if people with LD are provided with more accessible
information to self-manage their condition, it could have a significant impact. The
GM Tackling Diabetes Together strategy (2022) also states that information
should be provided to all people living with diabetes at diagnosis, in a variety of

formats to meet the needs of people with LD.

“They have not been given any leaflets about the condition or written information

on diet and exercise” Support worker

“My client has a LD and Autism and struggles to understand the full extent of his

diabetes” Support worker

“I recently saw a poster in the GP surgery that showed portion sizes and food that

you should eat, the poster | saw made me think” Focus group participant
Experience at Diagnosis

At diagnosis, several participants commented the commmunication was not
appropriate for someone with LD. Participants in our focus group discussed feeling

confused, shocked, judged, and scared.
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“It was a shock | was on my own at the appointment, couldn't take everything in

that they told me and didn’t give me any information to take away” Service user

“My client said that they felt judged and told off by their GP, it didn’t sound like the
communication was appropriate for someone with a learning disability” Support

worker

This resulted in some patients saying they were not able to understand nor digest

their diagnosis.

“I got diagnosed when | had just come back off my holiday and went to see the
GP by myself, | was very scared and didn’t understand what they were telling me.
| felt | needed more support and still do” Service user

It can be daunting and overwhelming for people with LD to absorb information
regarding a health need, especially when they do not have trusted support or
someone who understands how to effectively communicate with them.
Sometimes information needs to be delivered in phases, or over longer

appointments to increase levels of person-centred care.

Access to specialist support

There seemed to be a lack for ongoing specialist support, e.g., diabetic nurse, for
those on an annual check-up plan. Several patients responded that they would
benefit from ongoing specialist support to manage their diabetes/health if pre-

diabetic.

For those who participated in our survey/focus groups, this meant that there was

an increased reliance on their support workers (despite support workers feeling as
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though the lack adequate knowledge), and an over-reliance on self-

management when they do not feel equipped to do so.

“I have always had to look out for myself as after any review a lot can happen in

12 months” Focus group participant

“I know | need to do some exercise, but | haven't been given any medical
direction/support around this” Focus group participant

“The day care centre staff do support us to take care of ourselves, promoting
walking, exercise and fitness, along with education about different food types”

Focus group participant

“If myself and the people | support could attend one of the diabetic courses this
would be great, and help us all to manage the condition more effectively and

understand what diabetes actually is” Focus group participant - support worker

To overcome this, additional consideration should be given to the Health Check
Annual Plan (HCAP) for people who have LD, with a particular focus on additional
support they may need from Diabetes Specialist Nurses/Community Learning
Disability Teams (CLDTs) or equivalent. To establish this, a full review of the
person’s daily routine and lifestyle, including diet, activities, food shopping and

food preparation should take place.
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In conclusion, it’s firstly important to state that there are some positive
experiences for people with LD and diabetes/pre-diabetes. Including, the high
rates of annual health checks. However, our findings highlight key challenges
which are negatively impacting the ability for people with LD to prevent diagnosis,
self-manage, and access appropriate support.
Our key findings include the following:

- Access to Structured Diabetes Education Courses

- Communication with healthcare professionals

- Accessible information and advice

- Experience at diagnosis

- Access to specialist support

These findings have been used to guide and create our recommendations. Our
recommendations are what we consider to be realistic and achievable to help
create a positive impact for patients, clinical staff and teams, and the system
more widely. We hope that these recommendations would support not only the
experience that people with LD have but also work towards preventing either
diabetes or the progressiveness of diabetes and thus reducing costs and impact
on the healthcare system. Therefore, we hope that healthcare services, providers
and commissioners in Oldham can act on these recommendations. Our
Healthwatch commitment is to monitor progress and revisit in 12 months to see if

changes have been made.
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Recommendations

Access to Structured Education Courses

1. At the point of diagnosis or within 6-12 months, all people with LD should be
referred to the relevant structured education diabetes course and provided
with additional support to increase accessibility. Including a review of the
content to ensure the courses are accessible for people with LD, and the offer
of bespoke arrangements for where the course held
- In addition to this, we would recommend an additional education option

aimed to support workers/families to support their understanding of
diabetes and their specific role in supporting the person with LD that they

care for

Experience at Diagnosis

2. Before the initial GP appointment, people with LD should be provided with
reasonable adjustment options, including:
- Phased and/or extended appointments
- Invitation for support worker/carer to be present

- Facilitation through an LD professional

Accessible Information and Advice
3. Patients with LD should be provided with easy-read information, with simple
explanations, visual information (e.g., diagrams of meal ideas) at each healthcare

appointment, to support self-management.
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Oldham Locality Performance Report

David Flint - Locality DIl Lead

Information Assurance Discussion Approval [

Reduce the time people wait for elective care

Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

X Improve access to general practice and urgent dental care

Improve mental health and learning disability care

(1 Address inequalities and shift towards prevention (including long term conditions identification
and management)

Maintain our collective focus on the overall safety of our services

U] Live within the budget allocated, reducing waste and improving productivity

U] Financial resources

Delivery and demand

1 Workforce and capacity

[ Health inequalities

1 Prevention and population health management
L] Delegations and decision-making

Page 1 of 2



This report provides an update on the latest corporate performance for ‘Oversight’ and ‘Sight’ metrics
which form a key part of the agenda for place assurance quarterly review meetings with the GM
team. The report includes Urgent Care, Elective Care, Cancer, Mental Health, Learning Disability

and Autism, Primary Care and Community Services, Quality, Maternity, Screening and Immunisation
indicators.

To be aware of the key performance risks and the implications for system recovery.

To discuss possible amendments to the report to ensure that it reflects progress against Oldham’s
key priorities.
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Introduction

This report is based on the first iteration of the Greater Manchester core performance product which is intended to service the needs of all GM localities. The GM product focusses on
the ‘Oversight’ and ‘Sight’ metrics. These metrics are prioritised as they form a key part of the agenda for place assurance quarterly review meetings with the GM team.

¢ Oversight: The locality is responsible for delivering (or plays a significant contribution to delivering).
¢ Sight: The wider system has the responsibility for delivery. However, delivery affects citizens within localities, and it is therefore appropriate to monitor on a locality footprint.

The majority of these metrics are included in the report and more will be included in subsequent reports as they are worked up by the GM team. Further development in the coming
months will also introduce metrics to provide locality views of:

o NHS services under the scope of place level planning and oversight of delivery (Primary Care, Community Services etc.).
e Integration of health and care system at place (status of the health and care system in place e.g., system demand, integration, and outcomes monitoring).

Please note that metrics, for which there have been no recent updates, have been removed from the main report. They will be reintroduced when new data becomes available.

Contents

Section Page
Scorecards 2
Urgent Care 5
Elective Care 8
Cancer 10
Mental Health 11
Community 19
Learning Disability and Autism 20
Primary Care and Community Services 21
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Screening and Immunisations 24
Oversight and Sight Metrics Glossary 25









Urgent Care

A&E Performance (OVERSIGHT)

The data displayed describes
performance for Oldham registered
patients at all A&E departments.

Performance has declined in Sep-25 after
two months of improvement and remains
below the national recovery target of 78%.

Oldham performance was ranked 10" of
10 GM localities in Sep-25.

Performance at the Royal Oldham
Hospital declined in Sep-25 with 60.5% of
all A&E attendances at the site waiting
less than 4 hours (64.2% in Aug-25).



No Criteria to Reside (OVERSIGHT)

The data displayed to the left describes
performance for Oldham registered
patients at all acute trusts.

NCTR occupation decreased to 7.8% in
Sep-25. Oldham patients had the lowest
rate of NCTR occupation in GM.

The NCTR rate at the Royal Oldham
Hospital was 6.8% in Sep-25. Ongoing
strong performance at the site is a very
significant factor in the overall Oldham
position.



NWAS Response Times: Cat 2 -
Emergency Incidents (SIGHT)

Category 2 ambulance calls - classed as
emergency or a potentially serious
conditions that may require rapid
assessment, urgent on-scene intervention,
and/or urgent transport. For example, a
person may have had a heart attack or
stroke.

Target - 18-minute average (1,080
seconds).

Sep-25 - 23:24 minute average (1,394
seconds).

Oldham performance was ranked 5" of 10
GM localities in Sep-25



Elective Care

0
0'0

RTT Incomplete: 65+ weeks (SIGHT)

The 2024/25 target was to eliminate 65+
week waits by Sep-24 at the latest.

Deterioration in Jul-25 with 134 patients
waiting 65+ weeks. Recently published
data for Aug-25 indicates a substantial
reduction in 65+ week waiters from 134 to
3.

Ranked 10" of 10 GM localities on an
absolute numbers basis in Jul-25.
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Diagnostic Waiting Times % waiting > 6
weeks (SIGHT)

6-week breaches remained substantially
above the national recovery target of a
maximum 5% breach rate by Mar-25.

Deterioration in Jul-25 with 12.5% of
patients waiting over 6 weeks. Recently
published data for Aug-25 indicates a
further decline, with 16.0% waiting over 6
weeks.

Ranked 31%t of 107 localities nationally and
5" of 10 GM localities in Jul-25.



Cancer

10

Patients meeting the faster cancer
diagnosis standard (SIGHT)

In Apr-25, the national target increased to
80% (up from 75%). Performance
remained substantially below the 80%
national target during the first four months
of 2025/26.

Ranked 641" of 106 localities nationally and
8" of 10 GM localities in Jul-25.



Mental Health
Dementia Diagnosis Rate (OVERSIGHT)
+ Oldham performance was  again
substantially higher than the 66.7% target
in Aug-25.

< Ranked 13" of 106 localities nationally and
5" of 10 GM localities in Aug-25.
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Number of children and young people
accessing mental health services
(OVERSIGHT)

Oldham access numbers decreased
further in Jul-25, reflecting the continued
decline over the first quarter of 2025/26.

Rate per 1,000 (0-17s) — 2" lowest of 10 GM
localities.
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Inappropriate adult acute mental health
placement out-of-area placement bed
days (OVERSIGHT)

Increase in inappropriate adult acute mental
health out-of-area placement (OAP) bed
days in Jul-25. However, there has been a
48% reduction between Jul-24 and Jul-25.

Rate per 1,000 — Ranked 3™ of 10 GM
localities in Jul-25.
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Adults discharged from mental health
inpatient settings with a length of stay of
over 60 days / 90 Days (OVERSIGHT)

% Oldham reported an increase in mental
health discharges with a length of stay
exceeding 60 days to 30.0% in Jul-25.

< Ranked 80™ of 105 localities nationally and

8 of 10 GM localities in Jul-25.
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Mental health patients with no criteria to
reside (OVERSIGHT)

NCTR occupation reduced to 11 in Sep-25.
Oldham mental health patients had the 5™

lowest rate of NCTR occupation of 10 GM
localities in Sep-25.
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Access to community mental health
services for adult and older adults with
severe mental illness (OVERSIGHT)

Oldham access numbers continue to increase
steadily although the rate per 1,000 was the
2" [owest of 10 GM localities in Jul-25.
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Number of people accessing talking
therapies services (OVERSIGHT)

Small reduction in the number of patients
accessing talking therapies in Jul-25.

Ranked 82" of 111 localities nationally on an
absolute number’s basis in Jul-25.

Access rate per 1,000 — Ranked 9th of
10 GM localities.
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Women Accessing Perinatal Mental Health
Service (OVERSIGHT)

« The strong upward trend observed between
May-23 and Oct-24 appears to have stalled in
the 9 months to Jul-25.

< Access rate per 1,000 — Ranked 6" of 10 GM
localities in Jul-25.



Community

19

2-hour urgent community response
(UCR) first care contacts (OVERSIGHT)

Oldham  2-hour  performance has
consistently surpassed the 70% target in
each of the 20 months to Aug-25.

Oldham ranked 15t of 10 GM localities in
Aug-25.



Learning Disability and Autism

20

Aged 14 and over with a learning
disability on the GP register receiving
an annual health check (OVERSIGHT)

¢ Oldham has demonstrated strong year-
on-year improvement in the percentage of
patients aged 14+ with a completed
Learning Disability health check. However,
the cumulative position to Jul-25 position
was slightly weaker than Jul-24.

Ranked 65" of 106 localities nationally and
8" of 10 GM localities in Jul-25.



Primary Care and Community Services
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Regular general practice appointments
delivered within 14 days of request
(OVERSIGHT)

Target is the national median relevant to
the reporting period.

Oldham performance exceeded the
national median in Aug-25.

Ranked 38! of 106 localities nationally and
5" of 10 GM localities in Aug-25.



Quality

E. coli blood stream infections
(OVERSIGHT)

¢ Infection rates fell slightly in Aug-25 but
remained more than 1 standard deviation
above the mean with a general upward
trend.

7
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*,

Aug-25 rate per 1,000 — Ranked 8" of 10
GM localities.
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Broad-spectrum antibiotic prescribing
(OVERSIGHT)

Target 10% maximum of all antibiotics
prescribed.

All GM localities continue prescribe less
than the 10% target.

Ranked 14" of 113 localities nationally and
15t of 10 GM localities in Jun-25.



Screening and Immunisations
MMR2 Uptake at 5 years old (SIGHT)

% Substantially below the national 95% target
in Jun-25.

«» Oldham was ranked 7th of 10 GM localities
in Jun-25.
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Report
Oldham ICP Committee

23 October 2025

8.2

Diabetes and Vascular Leg Project

Luci Maguire, Head of Long Term Conditions

Information Assurance [ Discussion [ Approval [

(] Reduce the time people wait for elective care

LI Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

Address inequalities and shift towards prevention (including long term conditions identification
and management)

L] Maintain our collective focus on the overall safety of our services

U] Live within the budget allocated, reducing waste and improving productivity

L1 Financial resources

L] Delivery and demand

] Workforce and capacity

Health inequalities

Prevention and population health management
[1 Delegations and decision-making

Increasing access to specialist knowledge at primary care level, reducing the need for onward
referral and supporting those disproportionately affected by Long Term Conditions to live well.
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The slides are reflective of a detailed, clinically supported pathway that has been designed using
data about existing care models. The team involved has included clinicians and care
professionals. The slides have been supported at Primary Care Commissioning Committee.

Primary Care Commissioning Committee

Details of previously shared new service to support increased specialist diabetes care and support
at primary care level, including a vascular well leg offer

The Committee are asked to provide any comments on the service as presented and to note the
intended deliverables around health inequalities and the management of Long Term Conditions
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Luci Maguire,
Head of Long-Term Conditions
October 2025



Indications of Need:

* Oldham diabetes prevalence: 9.3% vs 7.7% national
 High-risk demographics: South Asian, obesity, deprivation
« Foot ulcers & amputations = major human & financial burden

« Gaps in current care and diagnostics: Lack of ABPI/Doppler access,
variation across PCNs, avoidable secondary care referrals

* Increasing use of A&G, deflections from onward referral to secondary care
when advice utilised

 Data is illustrating positive movement in PC delivery when activity is
retained



Overarching Aims

* Integrated, primary care facing diabetes & vascular assessment service
 Earlier diagnosis and prevention

* Reduce avoidable hospital admissions

* Improve patient outcomes



Key Service Objectives

* Primary Care access to ABPl/Doppler & vascular assessments

e Upskill opportunities for PCNs to high-quality foot & diabetes
care

 Reduce inappropriate referrals to secondary care

* Promote prevention and lifestyle education opportunities



Service Model Overview

12-month pilot | Dual focus model:

* Diabetes Management Clinic Support
* Insulin initiation support
* GLP1 management support
* Diabetes Education offer promotion
* Weight Management offer promotion



Service Model Overview

12-month pilot | Dual focus model:

* Well Leg / PAD Screening Service
« ABPI/Doppler access without secondary care referral
« Support for complete leg assessments for diabetes or complex foot
* Development of DVT pathway integration, prescription avoidance

 Delivered via PCN-based locations

« Multidisciplinary workforce: Nurse specialists, podiatrists, GPwSIs,
HCAs



Mobilisation Plans

Phase
Planning

Mobilisation
Go-Live
Evaluation

Scale / Exit

Timeline
Months 0-2

Months 2—4
Month 4
Ongoing
Months 10-12

Key Activities

Finalise model, premises, staffing
scope

Onboard staff, IT setup, governance
Launch across selected PCNs
Monitor data & outcomes

Decision point



Potential Evaluation Metrics

« Reduction in foot-related admissions

 Increased ABPI/Doppler usage/ reduction in diagnostic requests
» Referral deflection from secondary care

 Patient satisfaction & engagement/ care closer to home

* Increased primary care performance around foot checks

* National Diabetes Audit performance



Financial Opportunity

*Oldham population & age split (2023 MYE): total 246,130; adults (18+) = 77.3%.
Oldham diabetes prevalence (adult, 2021): ~7.9% (Healthwatch Oldham citing GM
strategy).

Benchmark rates (per 10,000 people with diabetes, PwD):

* Major amputations: 7.7 (2020/21).

« Minor amputations: 22.1 (recent England estimate).

» Hospitalised diabetic-foot disease spells: 176.2 (per 10k PwD).

*Unit costs (hospital):

« Major amputation incremental cost: ~£17,887. fingertips.phe.org.uk

« Minor amputation: £6,720 in 2013/14 (NICE tariff); we show a range up to ~£9,000 to
reflect price growth since then.

» Ulceration macro-savings (England): a one-third reduction in DFU prevalence =
>£250m/year saved; we scale this to Oldham by diabetes population share.



https://fingertips.phe.org.uk/profile/diabetes-footcare?utm_source=chatgpt.com

Financial Opportunity

The data on the previous slide has been used to illustrate potential savings over a twelve-month period.

_ Majors Minors
Reduction avoided avoided
10% 1 3
20% 2 ’
30% 4 10

Hosp. DFU
spells
reduced

(approx)

26

53

80

Savings —
Majors

£17,887

£35,774

£71,548

Savings —
Minors
(mid)

£23,580

£55,020

£78,600

Savings —
Minors
(range)

£20,160-

£27,000

£47,040-
£63,000

£67,200-
£90,000

Ulceration
macro-
savings

(scaled)

~£292k

~£584k

~£876k



Discussion: PCN Readiness & Capacity

* What staffing models do PCNs feel are preferred?
 Are there existing clinics we can align with?
* Any IT/system barriers we can anticipate?



Discussion: Referral Thresholds & Ownership

 Managing the split between community and secondary care
« Understanding the responsibility for the patient
* How do we ensure we are utilising all offers? i.e. Advice & Guidance



Discussion : Success Criteria

 What KPIls would matter most?

 How would we measure the success of the service?

* What would make this pilot valuable?

« How would we justify making this pilot a scaled model?



Next Steps

« Confirm PCN partners or links for Task & Finish Groups
« Agree mobilisation window
 Finalise governance and KPI's
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Oldham Locality Finance Report Month 6 (September) 2025/26.

Sara Naylor Associate Director of Finance (Oldham)

Timothy West Finance Business Partner (Oldham)

Information Assurance [ Discussion [ Approval []

(] Reduce the time people wait for elective care

LI Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

(1 Address inequalities and shift towards prevention (including long term conditions identification
and management)

1 Maintain our collective focus on the overall safety of our services

Live within the budget allocated, reducing waste and improving productivity

Financial resources

L] Delivery and demand

] Workforce and capacity

L1 Health inequalities

L] Prevention and population health management
[1 Delegations and decision-making

All funding within locality budgets supports population health agenda.

Page 1 of 5



No

N/A

The purpose of this report is to present the financial position for Month 6 (September) 2025/26
including any identified financial pressures for 2025/26 and delivery of the Locality’s saving target
(CIP).

Oldham ICP Board to note the financial position for Month 6 (September) 2025/26.
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1.

Introduction
This report provides an update on the Total NHS Greater Manchester (NHS GM) Integrated Care
System (ICS) position, the NHS GM — Oldham Locality financial position to the end of September

2025 (Month 6), including a Healthcare budget update, and the savings or Cost Improvement
Programme (CIP) plan for 2025/26.

Report summary

NHS Greater Manchester Position

Month 6 position as of 15" October not included in most recent GM Finance Committee papers.
Month 5 figures presented to Oldham ICP Committee in September are the latest position.

NHS GM Oldham Locality Financial Position at Month 6 (September) 2025/26

For Oldham, the net healthcare budget at Month 6 is £77.8m, a £65k adjustment to the capacity
funding has taken place following revised locality allocations (M5 budget £77.9m). The movement

from the opening position to the current Month 6 budgets is presented in figure 1 below:

Figure 1: Oldham Locality M6 budget position

Key areas to note:
e Capacity funding to Oldham has been reduced in Month 6 by £0.066m as part of the wider
GM actions to deliver financial balance.
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The summary finance position is shown in table 1 below:

Table 1: Oldham Locality Year to Date (YTD) budget and Actual vs Forecast Outturn as at

Month 6

Oldham Locality Month 6 Position

Directorate YTD Budget YTD Actual YTD Variance Annual budget  Forecast Outturn Forecast Variance
Acute £1,210,632 £1,210,631 (E1) £2,421,277 £2,421,276 (£0)
Community £11,847,714 £12,004,163 £156,449 £24,095,445 £24,188,887 £93,442
Mental Health £9,281,726 £9,992,387 £710,661 £18,563,440 £19,803,135 £1,239,695
CHC £10,566,296 £9,975,740 (£590,556) £21,142,603 £20,987,298 (£155,304)
Other £1,224,729 £884,039 (£340,689) £2,449,471 £1,875,571 (£573,901)
Primary Care £4,483,086 £4,483,089 £2 £9,194,176 £8,779,018 (£415,158)
Total Oldham Locality £38,614,183 £38,550,049 (£64,134) £77,866,413 £78,055,186 £188,773

The Oldham Locality is reporting a YTD underspend of £0.064m at Month 6 against a total YTD
budget of £38.6m.

The full-year budget is £77.866m, with a forecast outturn FOT of £78.055m, reflecting a
projected overspend of £0.188m.

The YTD position is being driven by continued underspends in CHC and Estates, which are offsetting
cost pressures within Mental Health services.
Key Drivers and Programme Variances:
e Mental Health: Continued YTD overspend, driven by £175k of backdated Select Support
costs, two new Mental Health placements in-month, and a 5% uplift for Cygnet placements.
Additional pressure arises from increased Section 117 and Section 3 case numbers, with

£200k of joint-funded Section 117 cases identified (pending panel confirmation).

¢ Continuing Healthcare (CHC): Impact of a high-cost case transfer from the Neuro
Rehabilitation cost centre to CHC, contributing to increased YTD costs.

e Primary Care: No material movement in YTD position; underspend emerging against the GP
investment scheme not yet committed.

Overall Position:
The Month 6 forecast reflects increased pressure from Mental Health placements (£300k) and
Section 117 (£300K) cases, partly offset by non-recurrent mitigations including pausing of expected

pend not yet incurred.

The forecast remains broadly balanced, with underlying Mental Health pressures carefully monitored.
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Month-End Accruals and Technical Adjustments:

The majority of prior year accruals have now been released, with only a small number of balances
retained pending resolution of ongoing queries and reviews.

Emerging Risks and Forecast Considerations:

1. The Mental Health forecast assumes current case levels and activity trends continue around
S117 cases. A S117 task and finish group has commenced to review the end to end process
of a S117, assure the data capture for all parties (OMBC, NHS GM and Pennine Care) is
aligned and inform any actions required to meet the needs of current and future demand.

2. The locality Attention Deficit Hyperactivity Disorder (ADHD) forecast assumes delivery to plan
of £1.7m. The locality has entered into a joint contract with other North East Sector localities
to formally contract with a provider to manage the Right to Choose (RTC) referrals. Enhanced
contract monitoring and scrutiny of activity will be required by the mental health
commissioning team to ensure the assumed reduction in RTC occurs to remain within current
budgeted levels for the year. From Month 7 all ADHD and ASD budget will be moved centrally
to NHS GM as part of the ADHD/ASD ‘Closing the Gap’ financial recovery plan.

3. The mental health rehab budget has been successful in delivering CIP and reinvesting
funding into the Get Moving On (GMMOP) supported accommodation project. However, the

pace of repatriation and new cases are providing a financial risk to ensuring a balanced
budget for this area. Two new cases landed in September presenting a risk of £300k.

4. NHS GM Oldham Locality Cost Improvement Plan as at September 2025 (Month 6)

The CIP target for 2025/26 is £3.275m with 100% transacted as at Month 6; of which £2.6m is
recurrent and £0.675m non recurrent in line with the NHS GM requirement of 80% recurrent and 20%
non-recurrent requirements.

5. Recommendation

Oldham ICP Board to note the financial position for Month 6 (September) 2025/26.
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Report
Oldham ICP Committee

23rd October 2025

11

Provider Collaborative Update

Moneeza Igbal, Director of Integration and Provider Collaboration,
Oldham ICP and Provider Collaborative

Information Assurance [ Discussion [ Approval []

(] Reduce the time people wait for elective care

Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

Address inequalities and shift towards prevention (including long term conditions identification
and management)

1 Maintain our collective focus on the overall safety of our services

U] Live within the budget allocated, reducing waste and improving productivity

L1 Financial resources

Delivery and demand

] Workforce and capacity

Health inequalities

Prevention and population health management
[1 Delegations and decision-making

A strong Provider Collaborative in Oldham which brings key providers together to develop strong
working relationships and opportunities for joint-working increases the ability of the system to
before respond, adapt and tailor interventions which meet the needs of the entire population in
Oldham.
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Firstly, PCN Clinical Directors are at the heart of the developing Provider Collaborative in Oldham
and the highlighted areas in this paper. The ‘reducing delay related harm’ objective described has
been informed and driven by clinical and care system leadership.

This report has not been presented in this form to any other committees, but is a summary of the
activities of the provider collaborative. The Provider Collaborative scope shared has been
endorsed by the Provider Collaborative Group.

The report summarises the progress of the developing Provider Collaborative Oldham including;
the scope of the provider collaborative and agreed priorities for 25/26, as progress against key
areas including Live Well and End of Life Care.

¢ To note the progress in Oldham to developing a strong Provider Collaborative
e To endorse the scope and priorities of the Provider Collaborative
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The Provider
Collaborative is
continuing to
develop and has
agreed a shared
scope, which
includes some
principles of
working
principles and

Building on these
principles, the
collaborative has
agreed three key
priorities which
support the
Oldham ICP and
Oldham
population

Previous
experience of
‘cluster working’
in Oldham will be

In the current climate of change its more important than ever that
providers of health and care services in Oldham are able to come
together to collaborate positively for Oldham residents. The Oldham
Provider Collaborative has been developing since August 2025 and
its membership has now agreed a scope which includes the
following principles;

e To bring together key health and care providers in Oldham to
promote collaboration between their teams and services which
deliver better outcomes and experiences for the population of
Oldham.

e To work collaboratively to develop ways to adapt and respond to
national and local policies and priorities.

e To break down potential barriers to collaboration between
providers which may arise from poor communication and
competing priorities.

e To understand opportunities for joint problem-solving and
development which support the best outcomes for Oldham
residents, and manage common risks.

e To improve the effective working of the health and care system in
Oldham through agreeing joint priorities.

e To identify ways to support a shift in resources and service
delivery from high-cost treatment interventions to lower cost
prevention over time

e To use data and insights to devise responses to population need

While the membership of the provider collaborative continues to
support and contribute to all the broader priorities and objectives of
the ICP, members believe that identifying a small number of core
priorities for the collaborative will enable a focus on activities which
will deliver the most improvement.
These priorities are;

1. ‘Reducing delay related harm’

2. Developing integrated neighbourhood teams

3. Supporting Live Well approach in Oldham

This does not mean establishing parallel governance or
workstreams to those which may already exist, but ensuring that
collaborative members are part of the leadership of system work
and/or develop and delivery specific aspects e.g. neighbourhood
teams.

Frontline health and care colleagues in Oldham have previous
experience of working more closely and collaboratively together in
clusters, however a number of factors stalled some of this
integration. Nationally and locally Neighbourhood health and care
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support
developing
integrated
neighbourhoods
health and care
teams

teams are fundamental in the NHS 10-year plan to delivering the ‘left
shit’, and are an essential part of Live Well.

The Provider Collaborative will lead work to develop and implement
an approach for Oldham which brings core health and social care
colleauges together on recognised footprints in Oldham which align
with PCNs and District teams, incorporating social prescribing
approaches and PCN priorities. Further updates will be shared as
this work develops.
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Scope: Oldham Provider Delivery Collaborative

Purpose and remit of group

To bring together key health and care providers
in Oldham to promote collaboration between
their teams and services which deliver better
outcomes and experiences for the population of
Oldham.

To work collaboratively to develop ways to
adapt and respond to national and local policies
and priorities.

To break down potential barriers to collaboration
between providers which may arise from poor
communication and competing priorities.

To understand opportunities for joint problem-
solving and development which support the best
outcomes for Oldham residents, and manage
common risks.

To improve the effective working of the health
and care system in Oldham through agreeing
joint priorities.

To identify ways to support a shift in resources
and service delivery from high-cost treatment
interventions to lower cost prevention over time

To use data and insights to devise responses to
population need

Membership

= Steve Taylor, Chief Officer, Oldham Care
Organisation, NCA (Chair)

= Jayne Ratcliffe, Director of Adult Social Care

= 5 PCN Directors for Oldham

= Laura Windsor-Wesh, Director, Action Together

= PCFT-TBC

= Rebecca Fletcher, Director of Public Health,

= Adrian McCourt, Interim Managing Director,
Miocare

= Paula Baker, Divisional Manager for Adult
Community services, NCA

= David Beckett, GTD Chief Executive

= Moneeza Igbal, Director of Integration and Provider
Collaboration

= Broader provider membership through sub-groups

Shared risks

Risk that failure to manage demand for services which
results in delays to care and treatment for Oldham
residents

Risk that financial challenges across health and social
care impacts ability to focus and deliver joint
programmes of work

Risk of ICB organisational changes and planning re-
organisation of NCA structure undermining future
system arrangements and locality focus

Principles & behaviours

Members will agree a key or small number of priorities for the
collaborative to focus on (see attached)

Members commit to open communication and mutual respect for
each other, and a commitment to shared success.

Members commit to ensuring their organisation is briefed on
relevant discussions which take place at the collaborative to ensure
there is no disconnect.

Members will seek and consider opportunities to collaborate which
benefit and improve outcomes for Oldham residents.

Membership of the collaborative does no preclude bilateral
developments between partners.

25-26 priorities

Reducing delay related harm (Urgent and Emergency Care
Programmes)

Building strong Integrated Neighbourhood Teams (part of broader
Live Well, and building relationship with population health etc)

Supporting Live Well approach in Oldham



Scope: Oldham Provider Delivery Collaborative

Not agreed as a
permanent group yet
but being tested

Urgent and
Emergency Care

(sub groups)

Oldham Integrated Care
Partnership

Provider Delivery Collaborative

Provider Delivery Collaborative
Operational Leads

Integrated
Neighbourhood
Teams (part of

Live Well)

End of Life?

The Collaborative will meet monthly face to face at a
location in Oldham.

The Collaborative will seek to regularly inform the
Oldham Integrated Care Partnership Committee of its
progress and work.

Supports work of Provider Delivery Collaborative by
bringing together operational leads who’s joint working
is essential to collaboration

Enables members of team to come together to co-
ordinate across the health and care system and reduce
duplication of meetings

Enables identification of common issues and pressures
which can only be addressed through joint working



Report
Oldham ICP Committee

23 October 25

11.2

Oldham Live Well Update

Moneeza Igbal, Director of Integration & Provider Collaboration
Rebecca Fletcher, Director of Public Health, Oldham Live Well SRO
Laura Windsor-Welsh, Director, Action Together

Information [ Assurance Discussion [ Approval []

1 Reduce the time people wait for elective care

LI Improve A&E waiting times and ambulance response times (including neighbourhood health
model and end of life)

U] Improve access to general practice and urgent dental care

1 Improve mental health and learning disability care

Address inequalities and shift towards prevention (including long term conditions identification
and management)

] Maintain our collective focus on the overall safety of our services

L1 Live within the budget allocated, reducing waste and improving productivity

[ Financial resources

Delivery and demand

] Workforce and capacity

Health inequalities

Prevention and population health management
L] Delegations and decision-making

The Live Well approach is;

*  Community-led - led by communities who determine and take action on what is important to
them. This means supporting leadership, voice and capacity within communities of place,
identity, interest and experience — particularly those most impacted by structural inequalities,
racism and injustice.
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+ System-enabled - it works to transform the system to enable community action, power and
wealth to flourish. This means unblocking persistent barriers and building shared purpose,
collective accountability and responsive leadership across neighbourhoods and public services.

A range of engagement has taken place across clinical and care professionals, and indeed across
wider public sector and VCSFE colleagues to inform the development of the Live Well approach
and milestone plan for Oldham. This engagement and outputs is shared in the papers.

These papers have previously been presented the Live Well Sponsorship Group on Monday 13"
October.

The report summarises the progress to develop Live Well in Oldham and shares the updates
recently discussed at the first Live Well Sponsorship Group on Monday 13™ 2025. This includes
o System highlight report — highlights key activities, risk and assurances
e System milestone plan and progress - this is used to monitor progress against the
implementation plan
¢ Outputs of engagement across VCSFE, frontline public sector workers and system

To endorse the progress of Oldham’s Live Well approach
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Workstream Tracker: Live Well

SRO: Rebecca Fletcher Oct 25

socio-economic status.

Aligns with Oldham Plan (Great Place to Live, Healthier
Happier Lives, Green and Growing)

Aligns with NHS 10 year plan priorities

Aligns with GMICP and GMCA priorities

The goal of Live Well is for everyone in every community in Oldham to have daily access to support and advice to improve their physical and mental health, and

Recruitment to project management support has taken longer than anticipated and has impacted on team capacity. Post now out to advert.

Measures TBC

= Failure to align existing programmes of work which contribute to Live Well way of
working in Oldham (incl. resident offer, neighbourhood health and care, family
hubs). This could undermine the Live Well approach and lead to fragmentation of
programmes and effort.

» Capacity of frontline teams to engage in Live Well activities during period of
broader changes, financial pressures etc

* Developed and submitted Oldham’s Live Well implementation plan for 25/26

» Undertaken engagement across public and VSCFE sector

*  Working Group established with lead from Family Hubs, Oldham Council
Customer Offer, NHS, Social Care etc Housing input to be identified

* |dentified Oldham colleauges to receive GM Live Well leadership support and
coaching provided by GM

» Signed MOU with GM for Grant Agreement for Live Well implementation fund

Advise Regular VCSFE leads have not yet been identified to join the sponsorship group however a clear plan is in place for this to be resolved before the next
sponsorship group
Oldham Live Well Accelerator received excellent feedback, and interest from partners, at the latest GM Live Well showcase

Assure o1 ) , o
Colleauges across Oldham have engaged well with Live Well messaging, and the concept of empowering communities through

» Utilise Live Well Sponsorship group to identify how programmes can be aligned

» Ensure Live Well is not seen as a separate additional initiative (linked with above), continue
engagement with teams

» Secure strategic capacity to release VCSFE leadership

* Interview and secure project management support for Live Well

» Continue engagement with frontline colleauges

* |dentify leads for key areas in implementation plan which currently do not have leads
assigned

» Commence scoping of broader integrated neighbourhood working

* Provider delivery collaborative commence health and care neighbourhood development

* Develop measurement indicators




Action complete

Action on target

Oldham Live Well Milestone Plan - October 25 Action is delayed but activity is being taken. It does not need to be escalated but is being carefully monitored

Action overdue and matter needs to be escalated

Action not due to start

Uses Live Well

Category Proposed action implementation Milestone Due Status Progress
fund
1. Establish & embed Live Well Sponsorship Group — including Moneeza Igbal Sponsorship group established, first meeglng taking place 13th October. Identification of regular VCSFE leads to be
y 0 Oct-25 completed by 10th November Sponsorship Group.
VCFSE representation
2. Create strategic capacity within Local Infrastructure Laura W-W Backfill for Laura W-W to release capacity to Live Well System Leadership - job description developed
et T £ Nov-25
Organisation
A A P A Rebecca Project manager being recruited by Council Transformation team, funded by Live Well monies. Post out to advert until
Enablers ‘?;\.Iglecrun Project Manager to support system coordination for Live £ Nov-25 Fletcher 12th October
4. Develop approach to evaluation — aligned to GM objectives & TBC No Approach to be developed
£ Dec-25
measures started
Moneeza Igbal Engagement with Live Well briefings has been excellent across the range of stakeholders, two way engagement with
5. Continuous system engagement, including Live Well launch 0 Ongoing continue
TBC Feedback from engagement sessions so far that this would be welcomed by teams, however focus could be on ensuring
L . . . Not that organisations own entires on google etc are accurate and how to pull these into one place. More work requried once
1. Scope and commission system wide service directory £ Mar-26 started project manager in place and identification of lead.
. X . . X TBC More detailed scoping to be undertaken building upon 'resident offer'. Health and care neighbourhood teams to be taken
2. Identify teams / services in scope for integrated neighbourhood Not forward by Oldham Provider Collaborative, and aligned with PCN population health work as well as broader

working & extent of existing integration — including focus on 0 Dec-26 i i
Neighbourhood integra?ion of employment Es]uppc?rt ¢ started | neighbourhood working

Jon Bloor Implementation and delivery has commenced. Economic inactivity trailblazer reporting through Employment and Skills
3. Delivery of economic inactivity trailblazer 0 Mar-26 Board, Trailblazer Governance and Refugee Welcome & Trailblazer Operational Group.
4. Scoping and co-design of neighbourhood volunteering support Laura W-W Not _Enga_gement in Communty Centres Network on Live Well implementation and 10 GM bid has led to to this concept being
£ Mar-26 identified.
systems started
1. Scale Live Well Accelerator participatory funding approach in at Laura W-W Not Need to determine additional district but current suggstion that South aligns with Failsworth as Live Well Flagship
- - £ Mar-26
least one additional district started
2. Develop a VCFSE Strategy for Oldham through VCFSE & Public Rachel Dyson Identified priorities with VCSFE & Public Sector forum and developed action plan, full strategy to be developed next
VCSFE 0 Mar-26
Sector Forum
R . . Laura W-W Conversations with national experts who can support this work has commenced
3. Develop training in community organising and scope £ Mar-26
participatory governance
1. Develop full map of Live Well ‘campus’ of centres and spaces — TBC Some mapping has taken place via Faml_ly hubs and 'Resident offer' work, require further work on community spaces to
. . 0 Dec-25 then bring campus together. Require project manager support.
including current offers
2. Complete benchmarking of centres and spaces against Live TBC Not Plan to undertake benchmarking of Live Well Flagship in teh first instance, and ensure process involves residents
0 Feb-26
Well hallmarks started
Centres & Spaces - -
3. Engage Locality to undertake bespoke strategic planning and Laura W-W Not Locality have informally been engaged
. . . = Mar-26
sustainability support for Community Centres started
4. Provide operational grants to Community Centres to operate as . s Laura W-W Not Plan is to align with VCSFE capital grants funding programme - likely go live Feb 26

Live Well spaces started




Laura W-W Not Engagement has commenced via Local Motion
1. Develop Community & Citizen Leadership Programmes Mar-26 started
e af - e el y : I TBC Not Dependency upon Neighbourhood actions above
- . Scope core 'Live Well workforce ar- started
TBC Understand any GM offer. Links made with workfroce and OD for resident offer have been made and will continue.
3. Identify organisational development needs of workforce and co- Mar-26 Not
) started

design relevant interventions







Approach to engagement

Background

« Engagement with residents to date via East Oldham Live Well Accelerator
 Engaged VCFSE through range of existing groups

» Series of virtual sessions for frontline council and NHS colleagues across different
teams and disciplines

* Briefings at key meetings, committees and forums (e.g. Place DMT, Oldham ICP
Health & Care Senate




Engagement with residents
What residents are telling us — East Oldham

“Getting out in nature and having time to
do what is important to me.”

“Being able to provide your family of
children with great opportunities and fun

without having to worry about the burden
of costs.”

“Safer, local, outdoor parks or activities
which can occur on a regular basis — low
cost or free!”



Engagement with VCSFE

We talked to various forums and
groups

 Community explorers — each district

e Community Centre and spaces
forum

e VCFSE & Public Sector Forum
e VCFSE Leadership Group



What VCFSE leaders are telling us

An optimised integrated neighbourhood model:

Ensure we have the information sharing and digital infrastructure to support neighbourhood working

Community-led centres are crucial to neighbourhood working and they want to be more involved in neighbourhood leadership
and governance

Make connections with place-based partnership work, integrate structures and unblock system barriers

A network of integrated centres, spaces and offers:
« Accessibility and inclusivity is a priority
» A better understanding and visibility of the offer for residents across all services and community-led activity is key

Need to make the most of our centres and spaces outside of usual hours
Creating a sustainable economy for community-led centres and spaces to operate is key

A culture of prevention:

Public services need ongoing and consistent training

Person centred and strength-based approaches to delivering all services and activities is a priority

Sufficient and consistent funds are needed which support ongoing costs for prevention work (not just new initiatives)
Recognise the existing evidence base — avoid trying to continuously prove the case for prevention

Recognise and value the things that happen in communities that improve wellbeing even before prevention




Talking
to public sector colleagues

144 colleagues joined the virtual sessions

Community mental health workers,

District co-ordinators and teams,

Youth workers and community safety officers
Library officers

Social workers and leads

District Nurses and leads

Physiotherapists and OTs

Family hub manager and reps

Dementia ward and intermediate care nursing leads
Council customer support centre members
And more



Summary of feedback

* Need to break down silos between teams
A single directory of services or way of knowing what is available would be helpful

 Build on learning from Operation Vulcan and Family Hubs — colleauges and teams
talking to each other and breaking down barriers

* |T systems are sometimes barriers to

* Need more support for isolated older people — and could we bring older people into
family hubs?

 How do we share practice more?






We asked people to share
their thoughts verbally, in
the chat or on Miro

e What should we continue to do ?



What will stop us
working in a Live
Well way?

| have recently joined Oldham
Council from another area, and | am
used to working in a whole systems
way (my old role was funded by GM
Moving/Sport England). I think
Oldham would really benefit from a
whole system approach, as many
services work in silos, and lots of
systemic barriers exist. A lot of
partners feel like they don't have
the "permission” to collaborate



What do we need
to start doing?

Throughout the presentation the
only thing that sprang to mind was
the not knowing what is out there
which has already been highlighted
- for me a directory is vital - what is
available on what days times to
which client groups. | think this
needs to be shared with ASC, GP
practices, housing, info sent out to
communities - i think it is very much
about getting the word out !



What tools do you
need?

* Directory of services, online,
updated in single place

* More spaces to come together
and share and learn from each
other across team and
organisations
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