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Paper A

Manchester City Council Minutes
Manchester Partnership Board Tuesday, 25 February 2025

Manchester Partnership Board

Minutes of the meeting held on Tuesday, 25 February 2025

Present:

Councillor Craig, Leader, MCC — in the Chair

Councillor Robinson, Executive Member for Healthy Manchester and Adult Social
Care, MCC

Tom Stannard, Chief Executive MCC (Manchester Place Based Lead)

Tom Hinchcliffe, Deputy Place Base Lead

Sarah Doran, Deputy Director of Public Health, MCC

Vish Mehra, Chair of Manchester GP Board

Dr Sohail Munshi, Chair of Clinical Professional Group

Simone Spray, VCSE Representative

Also present:

David Lynch, Director of Development MCC

Angela Harrington, Director of Inclusive Economy, MCC
Darren Banks, Acting Deputy Chief Executive, MFT
Damien Heakin, Associate Director of Finance, NHS GM
Dr Leigh Latham, Associate Director of Planning, NHS GM
Liz Calder, Director of Strategy and Partnerships, GMMH
Mark Edwards, Director of Operations Performance, MLCO
Sarah Griffiths, North Manchester Strategy Lead / Head of PMO
Jan Kerr

Raj Purewall

Apologies: Mark Cubbon, Cordelle Ofori and Katie Calvin Thomas
MPB/25/1  Minutes of the previous meeting

Decision

To approve the minutes of the meeting held on 22 October 2024
MPB/25/2  ICB Executive update / DPL Update

The Deputy Place Based Lead reported that on 30 January 2025, NHS England
(NHSE) issued the national priorities and planning guidance for 2025/26. The
Government mandate set out a reduced number of national priorities for 2025/26.
NHSE stated that the intention behind this was to give local systems greater control
and flexibility over how funding was deployed to best meet the needs to their
populations.

2025/26 was to be treated as a ‘financial reset’, with systems developing plans that
were affordable within the allocations set, whilst exhausting all opportunities to
improve productivity and tackle waste. The funding envelope remained extremely
tight and although the autumn Budget saw over £22bn in additional funding made


Paper A 


available to the NHS over the coming two years, this was largely taken up by funding
existing pay growth and service pressures.

NHS GM was working with the NHSE regional and national teams to bring together
the GM-level plan. The ICB had agreed a non-recurrent system deficit support
allocation of £200m with NHSE for 2025/26. The ICB was engaged in a process of
analysing the detailed financial guidance issued by NHSE and had stated that while it
was too early to judge the deliverability of achieving a maximum £200m system
deficit in 2025/26, it would be challenging. Whilst final confirmation of Manchester’s
control total as a locality had not yet been confirmed, the assumption was that there
would be a 5% reduction in programme spend, equating to a reduction of £12-18m
for Manchester.

In terms of positive news, a huge amount of work had been going on around mental
health, out of area placements. Whilst mental health pressures remained significant
issue for Manchester, there had been real progress in terms of the numbers of
mental health out of area placements, equating to a reduction of about 75% in those
since the 1 April 2024. The next stage around all of this was ensuring that there was
the right commissioned capacity within the community around mental health and
linking that into the Council’'s neighbourhood approach. In addition, the Care Closer
to Home programme was getting underway and there would be an urgent emergency
care system collaborative planned for 5 March 2025, which would be the formal
launch date of this programme.

The Acting Deputy Chief Executive (Manchester Foundation Trust) welcomed the
good start that had been made with the Care Closer to Home Programme, noting that
there was further work to be done by all partners collectively to really deliver the
benefits.

The Director of Strategy and Partnerships (Greater Manchester Mental Health)
commented on the strong partnership approach around addressing mental health out
of area placements but noted that there was still more work to be done so that people
could be supported back into their communities to recover.

The VCSE representative commented on the VCSE system pressures and
suggested whether it would be appropriate to include some information in the system
pressures paper and the slides around some of the specific issues for the BCSFB.
Decision

The Board note the update.

MPB/25/3  North Manchester Strategy progress update

The Board considered a report that set out the progress that was being made with
progress against the healthcare-led infrastructure developments at North View and

North Manchester General Hospital (NMGH) and the key partnership work that was
taking place under the banner of the strategy.



North View was Greater Manchester Mental Health NHS Foundation Trust’'s new
£105.9m state of the art adult mental health inpatient hospital, located on the NMGH
site. Becoming filly operational on 18 November 2024, North View would significantly
improve patient privacy and dignity, providing 150 single en-suite bedrooms provided
over nine single sex wards, including a purpose-built Psychiatric Intensive Care Unit
(PICU), six adult acute wards for female and male adults, one female older adults
ward, one male rehabilitation ward and a treatment suite that supports research and
innovation studies. In addition, it would provide an assessment suite, specifically for
people needing a place of safety and assessment under Section 136 of the Mental
Health Act and a variety of internal activity areas and multiple outside garden spaces,
specifically designed to enhance the environment and aid recovery.

Since opening, North View was already having a profound impact on the delivery of
care. In the short period since opening, and utilising comparable data to Park House,
the number of incidents and patient interventions had reduced by 54% month-on-
month and was expected to significantly reduce the average patient length of stay
and subsequently reduce out of area placements. In addition, and despite opening
only recently, North View had been shortlisted for the Greater Manchester Chamber
of Commerce Building of the Year award, a prestigious accolade, recognising a
building’s contribution to Greater Manchester in terms of construction and
development.

In terms of the redevelopment of NMGH, on 20 January 2025 the Secretary of State
for Health and Social Care announced the outcome of a review of the New Hospital
Programme. This stated that NMGH would be part of wave one of the refreshed New
Hospital Programme. The projects in this wave had construction start dates spanning
2025 to 2030 and the Secretary of State confirmed that the Trust should expect
construction at NMGH to commence within the date range of 2027 to 2028. The
written announcement confirmed a budget range for the NMGH scheme of £1bn to
£1.5bn.

This was a significant milestone for patients, staff, and the community. The hospital
build would not only transform local healthcare with a world-class facility to treat
patients, but it would also unlock the wider site master plan, which would support
social and economic regeneration and help tackle many of the causes of ill-health
such as housing, skills, and employment opportunities for communities across North
Manchester. Following the announcement, the Trust was working with the New
Hospital Programme to define the roadmap to 2027 to 2028 and to progress the next
stage of site enabling works at pace.

In terms of the wider partnership work progressing through the North Manchester
Strategy, a range of partnership activity that supported the spatial and service
planning of the capital developments would take place during 2024/25, focussing on
four main priorities — Strategic communications, Local communications, Integration
and reform and social value delivery.



Decisions
The Board:-

(1) Note the report and acknowledge the significant milestones achieved in relation
to the opening of North View and the New Hospital Programme announcement
about the NMGH redevelopment.

(2) Agree to continue to provide system support for the delivery of the North
Manchester Strategy and the healthcare-led regeneration encompassed in this

MPB/25/4  The Manchester Locality Sustainability Plan

The Board considered a report which set out the NHS GM Sustainability Plan which
had been developed based on the recognition that system sustainability rested on
addressing the challenges faced across finance, performance and quality, and
population health - and the relationship between these. The Plan aimed to show both
how the system returned to financial balance through addressing the underlying
deficit and secured sustainability through addressing future demand growth and
implementing new models of care.

A population-based approach to developing the plan set out the current and future
pattern of demand and associated costs attributable to Non-Demographic Growth
(NDG), quantified the opportunities to improve population health, and set out the
immediate priorities to inform phasing and sequencing of these opportunities over
time.

The plan was predominantly focused on the reducing prevalence and proactive care
Pillars of the GM plan, although it does include a read across where relevant to the
reform of acute services (eg.as part of the Care Closer to Home programme).
Significant programmes of work were in place against the MPB key areas of focus
related to Mental Health, neighbourhoods, long term conditions management and
other prevention programmes including primary care and public health.

Programmes/commissioned services had been included where leads anticipated that
activity would reduce system costs, reduce the burden on secondary care, deliver
more activity in community or primary care, or reduce the prevalence of health
conditions or costs associated with them through more preventative and effective
care. The plan also included existing 2024/25 work programmes and those planned
for 2025/26 as identified through the locality’s commissioning intentions.

The Plan had also been developed within the context of the 2025/26 NHS Planning
Round. This indicated a tight settlement within a constrained fiscal context. For the
locality, planning assumptions were that this would mean no growth in funding for
2025/26, with an expectation that a 5% Cost Improvement Plan (CIP) would be
achieved. In addition to that, those Cost Improvements either not achieved in
2024/25, or achieved non-recurrently, would be added to the CIP total.

Taken together, this equated to a net reduction in programme funding for the locality
of £12-18m on an overall programme budget of cE170m. This sat within a wider



context of continued funding pressures across the partnership, including on other
NHS bodies and on local government. Achieving a reduction in spend on this scale
would require a full review of NHS-funded services within Manchester. There would
be some savings that could be delivered through transformation and efficiency,
however a cost reduction on this scale, and at this pace, was highly likely to require a
reduction in the delivery of services next year.

It was reported that work was proceeding at pace to develop options for 2025/26 as
part of the planning process. This would bring together the transformation ambitions
set out within the sustainability plan, with the immediate financial pressures apparent
as part of the 2025/26 planning round. These would be presented back to MPB at
the next meeting for review.

Decision

The Board note the Manchester Sustainability Plan and support the next steps to be
taken forward through the Strategy and Planning Working Group in the first instance.

MPB/25/5 Manchester Quality and Clinical Effectiveness Group

The Board received a report of the Deputy Place Base Lead which set out the
purpose and role of the Manchester Quality and Clinical Effectiveness Group
(MQCEQG).

MQCEG formed a key element of the governance structure for both Manchester
locality and NHS GM. The MQCEG was a blending of the previous Manchester
System Quality Group and Manchester Clinical Effectiveness Group. The blended
meeting would report and escalate into the Manchester Partnership Board (MPB),
with parallel routes of reporting as an agreed subgroup for Quality into the GM
System Quality Group (GMSQG) and as an agreed subgroup for Clinical
Effectiveness into the GM Clinical Effectiveness and Governance Committee.

The MQCEG would be the ongoing locality forum of the Manchester system bringing
oversight and assurance of the many facets of Quality and Clinical Effectiveness
which were represented by the shared accountability between NHS GM Chief Nurse
Officer (CNO) and Chief Medical Officer (CMO).

The revised terms of reference for the MQCEG were included for ratification by the
Manchester Partnership Board.

Decision

The Board note the report and agree the revised terms of reference for the MQCEG.
MPB/25/6  Delegated Assurance Board

The Board received a report which provided an update on the matters discussed at

the Delegated Assurance Board meetings held on 4 December 2024 and 8 January
2025.



Decision

The Board note the report.

MPB/25/7  Joint Commissioning Board

The Board received a report of the Deputy Place Base Lead, which provided a
summary of the key discussions and decisions at recent meetings of the Joint
Commissioning Board (JCB).

Decision

The Board note the report.

MPB/25/8 GP Board

The Board received the minutes of the GP Board meeting held on 8 January 2025.
Decision

The Boad note the minutes.

MPB/25/9  Clinical Professional Advisory Group

The Board received the minutes of the meeting of the Clinical and Professional
Advisory Group (CPAG) meeting held on 18 December 2024.

Decision
The Board note the minutes.
MPB/25/10 MLCO Accountability Board

The Board received a report which provided an update on the work of the MLCO
Accountability Board.

Decision

The Board note the report.

MPB/25/11 Date of next public meeting
Decision

The date of the next public meeting of the MPB will be Tuesday 22 April 2025 at
2.00pm
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The National Health Service (NHS) is at a
historic crossroads. Lord Darzi’s Investigation
revealed the sheer extent of its current
failings, concluding the NHS was in ‘critical
condition’. He set out in stark terms that this
government’s inheritance is an NHS where:

* many cannot get a GP or dental
appointment

e waiting lists for hospital and community
care' have ballooned

e staff are demoralised and demotivated?

e outcomes on major killers like cancer lag
behind other countries®.

That is why the NHS now stands at an
existential brink. Demographic change and
population ageing* are set to heap yet more
demand on an already stretched health
service. Without change, this will threaten yet
worse access and outcomes - and even more
will opt out to go private if they can afford
to. People will increasingly wonder why they
pay so much tax for a service they do not use,
eroding the principle of solidarity that has
sustained the NHS. We will be condemned to
a poor service for poor people.

The choice for the NHS is stark: reform or

die. We can continue down our current

path, making tweaks to an increasingly
unsustainable model, or we can take a new
course and reimagine the NHS through
transformational change that will guarantee
its sustainability for generations to come. This
Plan chooses the latter. It represents a break
with the past.

That choice has been informed by the biggest
conversation about the NHS in its history.
Over the past 8 months, we have spoken to
thousands of staff and members of the public
and considered the 250,000 contributions to
the Change.NHS website. The conclusion was
clear: no one defends the status quo. Staff
and patients are crying out for change.

This is a Plan to create a new model of care,
fit for the future. It will be central to how we
deliver on our health mission. We will take the
NHS’ founding principles - universal care, free
at the point of delivery, based on need and
funded through general taxation - and from
those foundations, entirely reimagine how
the NHS does care so patients have real choice
and control over their health and care.

Science and technology will be key to that
reinvention. Today the NHS is behind the
technological curve. This Plan propels it to
the front. The NHS of the future will be a
service that offers instant access to help and
appointments. One that predicts and prevents
ill health rather than simply diagnosing and
treating it. A patient-controlled system, in
place of today’s centralised state bureaucracy,
and one where frontline staff are empowered
to reshape services. A service with the core
principles and values of the NHS but with the
know-how of a wider network of technology,
life sciences, local government, civil society
and third sector organisations, working in
partnership to improve the nation’s health.



It will be a service equipped to narrow health
inequalities. Evidence® shows that people

in working class jobs, who are from ethnic
minority backgrounds, who live in rural or
coastal areas or deindustrialised inner cities,
who have experienced domestic violence,

or who are homeless, are more likely to
experience worse NHS access, worse outcomes
and to die younger. This is an intolerable
injustice. Our reimagined NHS will be
designed to tackle inequalities in both access
and outcomes, as well as to give everyone,
no matter who they are or where they come
from, the means to engage with the NHS on
their own terms.

Despite the scale of the challenge we face,
there are more reasons for optimism than
pessimism. The NHS is the best-placed system
in the world to harness the advances we

are seeing in artificial intelligence (Al) and
genomic science. This Plan describes how we
will use these advantages to propel the NHS
into a position of global leadership. When
coupled with our country’s excellence in
science, innovation and academia, the UK can
lead the world in developing the treatments
and technologies of the futures®.

This Plan will put the NHS at the front of

the global genomics revolution and make

the NHS the most artificial-intelligence
-enabled care system in the world. We will
get upstream of ill-health and make a reality
of precision medicine. We will put the NHS

on a sustainable footing by adopting a new
value-based approach, that aligns resources to
achieve better health outcomes. In turn, we
will unlock broader economic benefits for the
UK, helping to get people back into work and
providing a bedrock for the industries of the
future. This Plan will transform the NHS into
an engine for economic growth rather than
simply a beneficiary of it.

We will reinvent the NHS through 3 radical
shifts - hospital to community, analogue to
digital and sickness to prevention. These will
be the core components of our new care
model. To support the scale of change we
need, we will ensure the whole NHS is ready

to deliver these 3 shifts at pace: through

a new operating model, by ushering in a

new era of transparency; by creating a new
workforce model with staff genuinely aligned
with the future direction of reform, through
a reshaped innovation strategy; by taking a
different approach to NHS finances.

From hospital to community: the
neighbourhood health service,
designed around you

If the NHS does not feel like a single,
coordinated, patient-orientated service, that is
for a simple reason: it is not one. It is hospital-
centric, detached from communities and
organises its care into multiple, fragmented
siloes. We need to shift to provide continuous,
accessible and integrated care.

The neighbourhood health service is our
alternative. It will bring care into local
communities, convene professionals

into patient-centered teams and end
fragmentation. In doing so, it will revitalise
access to general practice and enable hospitals
to focus on providing world class specialist
care to those who need it. Over time, it will
combine with our new genomics population
health service to provide predictive and
preventative care that anticipates need, rather
than just reacting to it.

At its core, the neighbourhood health service
will embody our new preventative principle
that care should happen as locally as it can:
digitally by default, in a patient’s home if
possible, in a neighbourhood health centre
when needed, in a hospital if necessary. To
make this possible we will:

e shift the pattern of health spending.
Over the course of this Plan, the share of
expenditure on hospital care will fall, with
proportionally greater investment in out-
of-hospital care.

e This is not just a long-term ambition. We
will also deliver this shift in investment
over the next 3 to 4 years as local areas
build and expand their neighbourhood
health services



end the 8am scramble by training
thousands more GPs and building online
advice into the NHS App. People who
need one will be able to get a same-day
GP appointment

introduce 2 new contracts, with roll-out
beginning next year, to encourage and
allow GPs to work over larger geographies
and lead new neighbourhood providers

support people to be active participants
in their own care by ensuring people with
complex needs have an agreed care plan
by 2027.

at least double the number of people
offered a Personal Health Budget by 2028
to 2029, offer 1 million people a Personal
Health Budget by 2030, and ensure it is a
universal offer for all who would benefit
by 2035

through the NHS App, allow patients to
book appointments, communicate with
professionals, receive advice, draft or view
their care plan, and self-refer to local tests
and services

establish a neighbourhood health centre
in every community, beginning with places
where healthy life expectancy is lowest - a
‘one stop shop’ for patient care and the
place from which multidisciplinary teams
operate

neighbourhood health centres will be
open at least 12 hours a day and 6 days a
week

increase the role of community pharmacy
in the management of long-term
conditions and link them to the single
patient record

improve access to NHS dentistry, improve
children’s oral health and increase the
number of NHS dentists working in the
system by making the dental contract
more attractive, and introducing tie-ins for
those trained in the NHS

deliver more urgent care in the
community, in people’s homes or through

neighbourhood health centres to end
hospital outpatients as we know it by 2035

e end the disgraceful spectacle of corridor
care and restore the NHS constitutional
standard of 92% of patients beginning
elective treatment within 18 weeks

e expand same day emergency care services
and co-located urgent treatment centres.
We will support patients to book into
the most appropriate urgent care service
for them, via 111 or the app, before
attending, by 2028

e invest up to £120 million to develop more
dedicated mental health emergency
departments, to ensure patients get fast,
same-day access to specialist support in an
appropriate setting

e free up hospitals to prioritise safe
deployment of Al and harness new
technology to bring the very best of
cutting-edge care to all patients. All
hospitals will be fully Al-enabled within
the lifetime of this Plan

From analogue to digital: power
in your hands

Modern technology has given us more power
over our everyday lives. But that same scale
of change has yet to come to the NHS. This
Plan will take the NHS from the 20th century
technological laggard it is today, to the 21st
century leader it has the potential to be.

To do this, we will use the unique advantages
of the NHS' healthcare model - world-leading
data, its power in procurement and its means
to deliver equal access - to create the most
digitally accessible health system in the world.
Patients will have a ‘doctor in their pocket’ in
the form of the NHS App, while staff will be
liberated from a burden of bureaucracy and
administration.

By harnessing the digital revolution, we wiill
be able to:

e ensure rapid access for those in generally
good health



e free up physical access for those with the
most complex needs

e help ensure the NHS' financial
sustainability for future generations.

To make the move ‘from bricks to clicks’ we
will:

e for the first time ever in the NHS, give
patients real control over a single, secure
and authoritative account of their data
and single patient record to enable more
co-ordinated, personalised and predictive
care

e transform the NHS App into a world
leading tool for patient access,
empowerment and care planning.

By 2028, the app will be a full front door to
the entire NHS. Through the app, patients will
be able to:

- get instant advice for non-urgent care and
help finding the most appropriate service
first time, through My NHS GP

— choose their preferred provider, whether
it delivers the best outcomes, has the
best feedback or is simply closer to home,
through My Choices

— book directly into tests where clinically
appropriate through My Specialist, and
hold consultations through the app with
My Consult

— manage their medicines through My
Medicines and book vaccines through My
Vaccines

— manage a long-term condition through
My Care, access and upload health data
through My Health or get extra care
support through My Companion

e manage their children’s healthcare
through My Children, or co-ordinate the
care of a loved one or relative through My
Carer

e allow patients to leave feedback on the
care they have received - compiled and
communicated back to providers, clinical

teams and professionals in easy-to-action
formats

e use continuous monitoring to help make
proactive management of patients the
new normal, allowing clinicians to reach
out at the first signs of deterioration
to prevent an emergency admission to
hospital

e build ‘HealthStore’ to enable patients to
access approved digital tools to manage or
treat their conditions, enabling innovative
businesses to work more collaboratively
with the NHS and regulators

e introduce single sign on for staff and scale
the use of technology like Al scribes to
liberate staff from their current burden of
bureaucracy and administration — freeing
up time to care and to focus on the
patient.

From sickness to prevention:
power to make the healthy choice

People are living too long in ill health, the gap
in healthy life expectancy between rich and
poor is growing’ and nearly 1 in 5 children
leave primary school with obesity®. Our
overall goal is to halve the gap in healthy life
expectancy between the richest and poorest
regions, while increasing it for everyone, and
to raise the healthiest generation of children
ever. This will boost our health, but also
ensure the future sustainability of the NHS
and support economic growth.

We will achieve our goals by harnessing a
huge cross-societal energy on prevention.
We will work with businesses, employers,
investors, local authorities and mayors

to create a healthier country together.
Specifically, we will:

e deliver on our world-leading Tobacco and
Vapes Bill, which will mean that children
turning 16 this year (or younger) can never
legally be sold tobacco. The number of
11 to 15 year olds who regularly vape has
doubled? in the last 5 years, and to crack
down on this unacceptable trend, we will
also halt the advertising and sponsorship



of vapes and other nicotine products

launch a moonshot to end the obesity
epidemic. We will restrict junk food
advertising targeted at children, ban the
sale of high-caffeine energy drinks to
under 16-year-olds, reform the soft drinks
industry levy to drive reformulation; and
- in a world first - introduce mandatory
health food sales reporting for all large
companies in the food sector. We will

use that reporting to set new mandatory
targets on the average healthiness of sales

restore the value of Healthy Start from
financial year 2026 to 2027, expand free
school meals so that all children with a
parent in receipt of Universal Credit are
eligible, and update school food standards
to ensure all schools provide healthy,
nutritious food.

harness recent breakthroughs in weight
loss medication and expand access
through the NHS. We will negotiate new
partnerships with industry to provide
access to new treatments on a ‘pay for
impact on health outcomes’ basis

encourage citizens to play their part,
including through a new health reward
scheme to incentivise healthier choices.
We will also work with the Great Run
Company to set up a campaign to
motivate millions to move more on a
regular basis

tackle harmful alcohol consumption by
introducing new standards for alcohol
labelling. We will support further growth
in the no- and low- alcohol market

join up support from across work, health
and skills systems to help people find and
stay in work. We will work with all ICBs to
establish Health and Growth Accelerators
models

expand mental health support teams

in schools and colleges — and provide
additional support for children and young
people’s mental health through Young
Futures Hubs

* increase uptake of human papillomavirus
(HPV) vaccinations among young people
who have left school, to support our
ultimate aim to eliminate cervical cancer
by 2040. We wiill fully roll out lung cancer
screening for those with a history of
smoking

e create a new genomics population health
service, accessible to all, by the end of
the decade. We will implement universal
newborn genomic testing and population-
based polygenic risk scoring alongside
other emerging diagnostic tools, enabling
early identification and intervention for
individuals at high risk of developing
common diseases.

A devolved and diverse NHS: a
new operating model

To realise the ambition of this Plan, we will
create a new NHS operating model, to deliver
a more diverse and devolved health service.
Today, power is concentrated in Whitehall,
rather than distributed among local providers,
staff and citizens.

Our reforms will push power out to places,
providers and patients - underpinned by
an explicit goal to make the NHS the best
possible partner and the world’s most
collaborative public healthcare provider. To
achieve this, we will:

e combine the headquarters of the NHS and
the Department of Health and Social Care,
reducing central headcount by 50%

* make ICBs the strategic commissioners of
local healthcare services. We will build
ICB capability, and close commissioning
support units

e introduce a system of earned autonomy
and, where local services consistently
underperform, step in with a new failure
regime. Our priority will be to address
underperformance in areas with the worst
health outcomes. Our ambition over a 10-
year period is for high autonomy to be the
norm across every part of the country



reinvent the NHS foundation trust (FT)
model for a modern age. By 2035, our
ambition is that every NHS provider
should be an FT with freedoms including
the ability to retain surpluses and
reinvest them, and borrowing for capital
investment. FTs will use these freedoms
and flexibilities to improve population
health, not just increase activity

create a new opportunity for the very best
FTs to hold the whole health budget for a
defined local population as an integrated
health organisation (IHO). Our intention is
to designate a small number of these IHOs
in 2026, with a view to them becoming
operational in 2027. Over time they will
become the norm

set higher standards for leaders, with
pay tied to performance, and good work
rewarded

continue to make use of private sector
capacity to treat NHS patients where it

is available and we will enter discussions
with private providers to expand NHS
provision in the most disadvantaged areas

work in closer partnership with local
government and other local public
services. We will streamline how local
government and the NHS work together
and make ICBs coterminous with strategic
authorities by the end of the Plan
wherever feasibly possible

introduce a new patient choice charter,
starting in the areas of highest health need.
This will ensure the NHS is receptive and
reactive to patient preference, voice and
choice

trial new ‘patient power payments’, which
are an innovative new funding flow in
which patients are contacted after care
and given a say on whether the full
payment for the costs of their care should
be released to the provider.

A new transparency and quality
of care

The NHS' history is blighted by examples
of systematic and avoidable harm. The
commonality in these tragedies has been
a fundamental lack of transparency. We
will make the NHS the most transparent
healthcare system in the world.

From this foundation, we will reintroduce a
new, rigorous focus on high-quality care for
all. Specifically, we will:

e publish easy-to-understand league tables,
starting this summer, that rank providers
against key quality indicators

e allow patients to search and choose
providers based on quality data on the
NHS App, including length of wait, patient
ratings and clinical outcomes. The App
will also show data on clinical teams and
clinicians

e use patient reported outcome measures
and patient reported experience measures
to help patients when choosing their
provider on the NHS App

e set up a national independent
investigation into maternity and neonatal
services. We will also establish a national
maternity and neonatal taskforce, chaired
by the Secretary of State for Health and
Social Care, to inform a new national
maternity and neonatal action plan, co-
produced with bereaved families

e reform the complaints process and
improve response times to patient safety
incidents and complaints

e change the time limit for the Care Quality
Commission (CQC) to bring legal action
against a provider and review how to
improve patients’ experience of clinical
negligence claims

e reform the National Quality Board (NQB)
with all other bodies, including Royal
Colleges, feeding into it. We will task it
with developing a new quality strategy
as well as the development of modern



service frameworks. Early priorities will
include cardiovascular disease, mental
health, frailty and dementia.

e give all providers new flexibilities to make
additional financial payments to clinical
teams that have consistently high clinical
outcomes and excellent patient feedback
or are significantly improving care

e reform CQC towards a more data-led
regulatory model. When concerns are
identified, CQC will rapidly assemble
inspection teams of highly qualified staff
to assess service quality in greater detail

e make sure persistent poor-quality care
results in the decommissioning or contract
termination of services or providers, no
matter the setting, no matter whether
the provider is in the NHS or independent
sector, and no matter whether they are a
GP practice or an individual NHS trust.

An NHS workforce, fit for the
future

It will be through the workforce that our 3
shifts are delivered. Because healthcare work
will look very different in 10 years’ time, we
will need a very different kind of workforce
strategy.

While, by 2035, there will be fewer staff than
projected in the 2023 Long-Term Workforce
Plan, those staff will be better treated, more
motivated, have better training and more
scope to develop their careers. The NHS will
be not only the country’s biggest employer
but its best. To achieve this, we will:

e ensure every single member of NHS
staff has their own personalised career
coaching and development plan, to help
them acquire new skills and practice at the
top of their professional capability

* make Al every nurse’s and doctor’s
trusted assistant - saving them time and
supporting them in decision making.

Over the next 3 years we will overhaul
education and training curricula with the
aim of future-proofing the NHS workforce

work with the Social Partnership Forum
to develop a new set of staff standards,
which will outline minimum standards for
modern employment. We will introduce
these standards in April 2026 and publish
data on them at the employer level every
quarter

continue to work with trade unions and
employers to maintain, update and reform
employment contracts and start a big
conversation on significant contractual
changes that provide modern incentives
and rewards for high quality and
productive care

reduce the NHS' sickness rates from its
current rate of 5.1%° - far higher than
the average in the private sector™ - to the
lowest recorded level in the NHS

give leaders and managers new freedomes,
including the power to undertake
meaningful performance appraisals,

to reward high performing staff, and

to act decisively where they identify
underperformance

develop advanced practice models for
nurses and other professionals, and work
across government to prioritise UK medical
graduates for foundation and specialty
training

increase the number of nurse consultants,
particularly in neighbourhood settings

over the next 3 years, create 1,000 new
specialty training posts with a focus on
specialties where there is greatest need

accelerate delivery of the
recommendations in General Sir Gordon
Messenger’s review of health and care
leadership'? and establish a new College
of Executive and Clinical Leadership to
define and drive excellence

introduce new arrangements for

senior managers’ pay to reward high
performance and to withhold pay
increases from executive leadership teams
who do not meet public, taxpayer and



patient expectations on timeliness of care
or effective financial management

e reorientate the focus of NHS recruitment
away from its dependency on
international recruitment, and towards its
own communities - to ensure sustainability
in an era of global healthcare workforce
shortages. It is our ambition to reduce
international recruitment to less than 10%
by 2035

e create 2,000 more nursing apprenticeships
over the next 3 years - prioritising areas
with the greatest need. Expansion of
medical school places will be focused on
widening access to talented students from
underprivileged backgrounds.

Powering transformation:
innovation to drive healthcare
reform

Our aim is to be in the driving seat of the
biggest industrial revolution since the 19th
century as we harness technology to create a
new model of care in the NHS. We will use the
UK'’s competitive edge - NHS data, life sciences
prowess, world leading universities - to lead
the world on the innovation that will most
accelerate reform.

We have identified 5 transformative
technologies - data, Al, genomics, wearables
and robotics - that will personalise care,
improve outcomes, increase productivity and
boost economic growth. We wiill:

e create a new Health Data Research Service
in partnership with the Wellcome Trust
and backed by up to £600 million of joint
investment

e make the NHS the most Al-enabled health
system in the world with Al seamlessly
integrated into clinical pathways

e support the Generation Study as it sequences
the genomes of 100,000 newborn babies.
This study will inform our longer-term
ambition to make genomic sequencing at
birth universal

e launch a new large-scale study to

sequence the genomes of 150,000 adults
this year - and assess how genomics can

be used in routine preventive care. A new
globally unique set of studies will explore
personalised prevention of obesity,
applying genomic and other insights to
identify people who are at the highest risk
of developing obesity

make wearables standard in preventative,
chronic and post-acute NHS treatment

by 2035. All NHS patients will have access
to these technologies, which will be part
of routine care. We will provide devices
for free in areas where health need and
deprivation are highest

beginning next year, expand surgical
robot adoption in line with National
Institute for Health and Care Excellence
(NICE) guidelines

establish new global institutes with the
ambition to help the UK lead the world on
science and innovation

speed up clinical trial recruitment. By
March 2026, clinical trials setup time will
fall to 150 days

expand NICE’s technology appraisal process
to cover devices, diagnostics and digital
products. NICE will also be given a new role
to identify which outdated technologies
and therapies can be removed from the
NHS to free up resources for investment in
more effective ones

introduce multi-year budgets and require
NHS organisations to reserve at least 3%
of annual spend for one-time investments
in service transformation, to help translate
innovations into practice more rapidly

expand the role life sciences and
technology companies can play in service
delivery. We will streamline procurement
of technology, and we will move to a
single national formulary for medicines
within the next 2 years.



Productivity and a new financial
foundation

Today the NHS accounts for 38% of day-
to-day government spending - a figure
projected to rise to nearly 40% by the end

of the Parliament™. While the NHS will need
investment in the future, it is now self-evident
that more money alone has not always led to
better care.

The era of the NHS' answer always being
‘more money, never reform’ is over. It will be
replaced with a new value-based approach
focused on getting better outcomes for the
money we spend. Our new financial flows
will incentivise innovation to support the flow
of money from hospital into community and
reward best practice across the NHS.

Our three shifts each help secure financial
sustainability. More care in the community

is cheaper and more effective than care in
hospitals. Digitalisation, as in other industries,
will deliver far more productively for far lower
cost. Prevention bends the demand curve. We
will:

e urgently resolve the NHS' productivity
crisis. For the next 3 years we have set the
NHS a target to deliver a 2% year on year
productivity gain

e restore financial discipline by ending the
practice of providing additional funding to
cover deficits. Over time, our aim is for the
NHS to move into surplus, with the majority
of providers achieving that by 2030

e break the old, short-term cycle of financial
planning, by asking all organisations to
prepare robust and realistic five-year
plans, demonstrating how financial
sustainability will be secured over the
medium term

e deconstruct block contracts - paid
irrespective of how many patients are seen
or how good care is - with the intention
of realigning the activity delivered
and funding being provided by an ICB.
Payment for poor-quality care will be
withheld and high-quality care will attract
a bonus. In addition, we will introduce new

incentives for the best NHS leaders, clinicians
and teams

move from national tariffs based

on average costs to tariffs based on

best clinical practice that maximises
productivity and outcomes. We will also
test the development of ‘year of care’
payments starting in financial year 2026
to 2027. This will drive the shift of activity
and resource from hospital to community

distribute NHS funding more equally
locally, so it is better aligned with
health need. In the meantime, we will
target extra funding to areas with
disproportionate economic and health
challenges.

ensure all trusts have the authority to
retain 100% of receipts from the disposal
of land assets they own, and are able to
use the proceeds from disposals across
multiple financial years

develop a business case for the use

of Public Private Partnership (PPP) for
Neighbourhood Health Centres, ahead of
a final decision at the autumn budget

explore a new mechanism for the NHS to
access low risk pension capital

in the longer-term, move to a new NHS
financial model, where money wiill
increasingly follow patients through their
lifetime. Providers will be rewarded based
on how well they improve outcomes for
each individual, as well as how well they
involve people in the design of their

care, not solely on whether they provide
episodic instances of care on demand.
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Public Manchester Partnership Board
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Manchester Clinical and Professional Advisory Group

Paper prepared by: Adam Hebden, Interim Director of Strategy (MFT LCO / UDHM)

Date of paper: 15% July 2025
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Subject: Left Shift: Moving Care from Hospitals to Communities (and

from treatment to prevention)

Recommendations Manchester Partnership Board are requested to:

i. Note Manchester’s well-established arrangements
for supporting care out of hospital through the city
wide MLCO.

ii. Support the proposed areas for testing further left
shift in diabetes, respiratory, care of the elderly and
Advice and Guidance with oversight arrangements
through the Manchester Clinical and Professional
Advisory Group.

iii. Note the parallel development of the new North
Manchester Hospital Target Operating Model.

iv. Consider frequency of updates into Manchester
Partnership Board on progress — recommended 6
monthly.
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1. Context
1.1 National policy

NHS national planning guidance in 2025/26 followed the Lord Darzi report and recognised that
there is an urgent need to transform the health and care system. This will involve a ‘left shift’,
moving to a neighbourhood health service that will deliver more care at home or closer to
home, improve people’s access, experience and outcomes, and ensure the sustainability of
health and social care delivery. Neighbourhood health reinforces a new way of working for the
NHS, local government, social care, VCSFE and wider partners, where integrated working is
the norm. In Manchester, significant progress has already been made in developing an
integrated local approach to NHS and social care delivery through the Manchester Local Care
Organisation and Integrated Neighbourhood Teams.

In advance of the full vision for the health system which will be set out in the NHS 10 Year
Health Plan, this report sets out the rationale and further focus areas for Manchester’s
approach to supporting people to stay well in communities. The report builds on the
established Long-Term Conditions and Population Health Management programmes which
report via the Clinical and Professional Advisory Group to the Manchester Provider
Collaborative.

1.2 New Neighbourhood Guidance

Published in January 2025, NHS neighbourhood guidance outlined priorities for a
neighbourhood health service for the first time. Over the next year, ICSs are asked in
partnership with local authorities and NHS regions to strengthen ‘core components’ that
enable neighbourhood health.

Focus in 2025/26 is on adult and CYP with complex health needs to streamline access,
decrease pressure on acute care, slow deterioration, maximise community services, improve
staff and patient experience and work better with communities. This group represents the
greatest demand for services and has the highest potential to reduce avoidable hospital and
care home admissions.


https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
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1.3 ICB strategic commissioning

The Secretary of State has tasked ICBs to be ‘pioneers of reform’ through ‘strategic
commissioning’, driving the three shifts for health services: from hospital to community, from
illness to prevention and from analogue to digital. This is to help the NHS better manage rising
demand for services without consuming an ever-growing share of national wealth. Over the
next few months ICBs will finalise their operating model and arrangements for strategic
commissioning and relationship to Place and Neighbourhood health and care delivery.

Although the new arrangements will take some time to be formally established and embedded,
there are several shifts in the approach to commissioning that ICSs will need to make to drive
public service reform, and ensure a sustainable health and care system for the future. These
are summarised below from the recently published ‘Pioneers of reform’ report commissioned
by NHS England:

1. Reactive to proactive — pushing beyond reactive service management to keeping
people healthy by better understanding and then proactively addressing populations’
health needs.

2. Downstream to upstream — shifting a greater share of resources from downstream
acute services to anticipatory interventions in the community and better support for
longer-term and complex conditions.

3. Competition to collaboration — replacing organisational silos with genuine
partnerships across local government, the VCSE sector and the breadth of the NHS.

4. Transactional to transformational- moving beyond just managing contracts for
episodes of care to transforming services and commissioning pathways for population
cohorts in partnership with providers and the public.

5. Cost to value — achieving return on investments, not just managing costs.


https://www.nhsconfed.org/system/files/2025-03/Pioneers-of-reform_0.pdf
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6. Compliance to leadership — empowering local leaders to lead, innovate and listen,
rather than just look upwards for instruction.

Further changes to ICB commissioning and a greater focus on outcomes-based
commissioning is likely to include payment approaches with the potential to accelerate
collaboration and transformation of care pathways. For example, this could include wider year
of care tariffs and incentives for long term conditions which support early detection,
intervention and avoidance of acute and unplanned care.

Whilst this work progresses and will further enable ‘left shift’, this paper summarises the work
already in place under the current commissioning framework to support people to stay well in
their communities. It also outlines the further opportunities to expand these in 2025/26 and
beyond.

2. Supporting people to stay well in communities
2.1 MLCO operating Model

Manchester’s well-developed approach to supporting people to stay well in the community and
access care is recognised nationally as one of the leading neighbourhood health and care
models. The model includes targeted MDT support for the population with most complex
needs and risk. This is led through co-located Integrated Neighbourhood Teams via multi-
disciplinary teams and is summarised in the diagram below (a full size version of which is
included in Appendix A):

The Manchester Integrated Neighbourhood Teams (INTs) coordinate 3 main areas of activity:

1. Acute and chronic community care (aligned with Manchester case management,
Discharge to Access, Crisis Response, Hospital at Home and Macmillan care)

2. Proactive community care through case management of rising risk / patients with a
long-term condition(s)

3. Prevention and targeted in-reach using data led population health management
approach in annual neighbourhood plans. This includes social prescribing to support
patients and wider offers including Citizen’s Advice Bureau, housing, debt and literacy
as well as secondary prevention (smoking, diet and activity).
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Key to prevention and proactive care is the work of social prescribers who help patients with
a wide range of issues, including stress, unemployment, debt, loneliness, lack of education,
insecure housing, and discrimination. They connect patients to groups, activities, hubs and
services in their communities to improve their health and wellbeing. There is strong and
growing evidence that social prescribing services can lead to substantial reductions in
avoidable GP appointments, hospital admissions, and A&E attendances. Studies have shown
improvements in quality of life, emotional wellbeing, mental and general wellbeing, and levels
of depression and anxiety. Social prescribing has also been found to have a positive economic
impact, including reducing pressure on the NHS and delivering a return on investment.

2.2 ldentification of ‘Left Shift’ opportunities

In anticipation of the new NHS long term plan and changes noted above, Manchester
Foundation Trust initiated a strategic review and discussion with Trust Executives and Senior
Clinical Leaders (Medical Directors and clinical group CEOs) in March 2025 led by the Chief
Medical Officer. The focus of the discussion was on the opportunities to expand the movement
of care from hospitals to communities:

e Supporting people to stay well in communities
e Supporting Intermediate tier of complexity out of hospital
e Supporting more proactive admission avoidance

Through the discussion a set of test statements were developed to describe the expected
benefits of supporting people to stay well in communities:

Early intervention in the community can prevent ill-health and improve outcomes for people
and reduce demand on hospital services, ensuring that those people who need hospital
treatment receive it in a timely and efficient way.

= Test statement 1. Proactive LTC management and "case" management can
significantly reduce hospital admissions, LOS and outpatient referrals.

= Test statement 2: Elective care activity can be reduced and provided in a more cost-
effective way for certain people through intermediate services that operate between
primary and secondary care.

= Test statement 3: There are a significant number people for whom a hospital setting
is potentially harmful (e.g. people in hospital with ‘no reason to reside’) and / or
provides a poor experience (e.g. Palliative Care) whose outcomes and experience
could be improved through more cost-effective community-based services.

These test statements provide an overarching indication of outcomes which can be further
quantified for each potential pathway shifting from acute to community. The outcomes and
further metrics will be key to the evaluation of benefits which will support long-term
sustainability and resourcing of the shift and / or any further improvements required.

Following initial discussion within MFT, a clinically led task and finish group has identified
current and potential left shift opportunities (acute to community) and prioritised based on their
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impact (volumes), achievability in the current financial framework, readiness to mobilise and
level of support required.

These are now subject to wider place-based testing and development through the Manchester
Clinical Professional Advisory Group (CPAG). The CPAG will take oversight of the emerging
‘left shift’ programme and ensure co-design and development with primary care, community,
commissioner and acute teams. Each new shift being progressed will require a level of support
for development and translation including data analytics, finance, transformation and strategy.

3. Key opportunities

The table below summarises the list of current and potential further ‘left shift’ opportunities:

3.1 Current areas

Area

Description

Hospital at Home

Step up and Step-Down care for Children and
Adults to avoid or reduce hospital stay and receive
treatment at home often in a virtual ward

Care Closer to
Home

Improving access to urgent care in community
setting, and optimising hospital flow and discharge
with home based and short term bedded care
services

Manchester
Coordinated
Care Pathways

Neighbourhood based for patients with complex
health needs and / or Long-Term Conditions
benefitting from MDT management across primary,
community and acute care

Multi-Agency Neighbourhood based multi partner approach
Prevention and supporting residents to access the appropriate
Support service and reduce demand on front line services
Advice and Consultant advice and guidance services via e-
Guidance referral service for GP / referrers to seek specialist

input into a patient’s care

Tier 2 community
services

Speciality specific services in some localities eg
community diabetes and bladder and bowel service
in North Manchester

Status
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3.2 Potential further areas

A phased approach is proposed with the aim of establishing some pilots in 2025/26, whilst
working others up in preparation for implementation in 2026/27. Areas under consideration
include:

= Respiratory

= Care of the Elderly

= Further development of Tier 2 community services (e.g. ENT, Gynaecology)
= Further development of advice and guidance

= Diabetes

= Palliative Care

= Children and Young People

= People in hospital with no reason to reside

= Frequent urgent care attenders / people with multiple long-term conditions

Those areas for which implementation in 25/26 is being targeted are italicised above. The
work on diabetes is progressing well but implementation in 26/27 is considered more likely.

Opportunities to support improvement in community-based management of long-term
conditions through technology enabled care such as remote monitoring and telehealth are
being explored. Given funding constraints, this may need to consider potential risk / gain share
opportunities in areas where there is demonstrable benefit and will be integrated into the left
shift areas as appropriate.

The outputs from all workstreams will feed into the NMGH Target Operating Model (TOM)
refresh which includes a full review of demand and capacity and assumptions to reduce
hospital-based activity. Further detail on the NMGH TOM is included below.

3.3 Oversight

The design oversight of left shift opportunities will be through the Clinical and Professional
Advisory Group with reporting into Manchester Partnership Board / Collaborative Board.
Supporting task and finish groups will be established as required with membership informed
by the CPAG to ensure appropriate primary, community and acute clinical and NMAHP
involvement.

Where required, additional enabling groups will be coordinated, this could include finance, IT,
data analytics etc.

3.4 North Manchester Target Operating Model

A Target Operating Model (TOM) has been developed for the new North Manchester Hospital
redevelopment. This describes how services will be delivered when the new hospital is built
along with operational and demand assumptions.

The TOM is now being refreshed with the following aims:

e To be reframed as a TOM for MFT, not just NMGH. This enables learnings from the
work to benefit Manchester’s single hospital service and LCO model.
e To capture the latest thinking across the Trust, regionally and nationally
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e To review and revise the demand assumptions to ensure these reflect the latest
thinking and are suitably ambitious

The left shift work described within this paper is highly relevant to the future TOM for NMGH
and the outputs will support optimisation of the refreshed TOM.

Over the next 8 weeks the North Manchester demand and capacity assumptions will be
revisited. Revised trajectories will be based on evidence-based assumptions of best practice
for shifting care out of hospital. This will include a specific focus on outpatients / non admitted
care and opportunities to reduce unnecessary referrals and support care needs in other ways
closer to home.

The output of this work will enable development of an optimum community Target Operating
Model aligned with work already progressed on a North Manchester outcomes framework.
This can be used to test the readiness of community assets and non-hospital estate to support
significant shift to care out of hospital.

4. Next steps
Manchester Partnership Board are requested to:

i. Note Manchester’s well-established arrangements for supporting care out of
hospital through the city wide MLCO.

ii. Support the proposed areas for testing further left shift in diabetes, respiratory,
care of the elderly and Advice and Guidance, with oversight arrangements
through the Manchester Clinical and Professional Advisory Group.

iii. Note the parallel development of the new North Manchester Hospital Target
Operating Model.

iv. Consider frequency of updates into Manchester Partnership Board on progress —
recommended 6 monthly.
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Appendix A — MLCO Operating Model
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Date of paper:
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Item number:

Subject:

NHS GM (Manchester Locality) opening budgets for the
12 months to 315t March 2026

Recommendations:

The Manchester Partnership Board is asked to:
e Support the approach and approve the opening
budgets for Manchester locality outlined in the paper.
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1.2

2.2

REPORT SUMMARY

In January 2025, NHS England (NHSE) released guidance on the allocations
and uplifts to be applied to the budgets for 2025/26. The first finance plan for
NHS GM was submitted in February 2025 with several iterations being
resubmitted since that date. The Final submission being the ....

This report is to provide an Board with the 2025/26 opening budgets for
Manchester Locality of the Greater Manchester Integrated Care Board (NHS
GM ICB) as at April 2025.

2025/26 Budgets

NHS GM ICB co-ordinated the submission of the finance plan across the
organisation with the localities populating their elements of the budgets. The
process for this was:

e Use of month 08 forecast outturn for the locality as the basis for the
2025/26 budgets.

e Pressures were then stress-tested using run-rate analysis.

e Uplift the forecasts for inflation and efficiency as per the national NHSE
guidance.

Table 1 below shows the national uplifts to be applied as per NHSE
Guidance:
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2025/26 Uplift & Growth Inflation Efficiency Locally Locally Total Met
Assumptions Met Uplift Agreed Agreed Uplift

H F] Inflation Growth

% ¥ F F]

Acute - Intra 4.15% [2.00)% 2.15% 0.00% 0.00% 2.15%
Acute - Inter 4.15% [2.00)% 2.15% 0.00% 0.00% 2.15%
Acute - Other 4.15% [2.00)% 2.15% 0.00% 0.00% 2.15%
Mental Health - Intra 4.15% 2.15% 0.00% 1.60% 3.75%
Mental Health - Inter 4.15% 2.15% 0.00% 1.60% 3.75%
Mental Health - Other 4.15% 2.15% 0.00% 1.60% 3.75%
Ambulance - Intra 4.15% 2.15% 0.00% 0.00% 2.15%
Ambulance - Inter 4.15% 2.15% 0.00% 0.00% 2.15%
Ambulance - Other 4.15% 2.15% 0.00% 0.00% 2.15%
Community - Intra 4.15% 2.15% 0.00% 0.00% 2.15%
Community - Inter 4.15% 2.15% 0.00% 0.00% 2.15%
Community - Other 4.15% 2.15% 0.00% 0.00% 2.15%
Placements B 50% 6.50% 0.00% 0.00% 6.50%
FNC 9. 70% 7.70% 0.00% 0.00% 7.70%
Prescribing 5.30% 5.30% 0.00% 0.00% 5.30%
Home Cxygen 7.10% 5.10% 0.00% 0.00% 5.10%
Primary Care Delegated 0.00% 0.00% 0.00% 0.00% 0.00%
CDS/PDS 5.47% 3.47% 0.00% 0.00% 3.47%
Dental Income 5.47% 3.47% 0.00% 0.00% 3.47%
Community Pharmacy 5.47% 347% 0.00% 0.00% 3.47%
Other Pharmacy 5.47% 3.47% 0.00% 0.00% 3.47%
Pharmacy Income 5.47% 347% 0.00% 0.00% 3.47%
Optom 5.47% 3.47% 0.00% 5.00% B.ATH
SCD 5.4T% 3.47% 0.00% 0.00% 3.47%
Primary Care Local 5.47% 347% 0.00% 0.00% 3.47%
BCF 3.90% 3.00% 0.00% 0.00% 3.00%
Estates 2.50% 2.50% 0.00% 0.00% 2.50%
Pay 4 70% 4.70% 0.00% 0.00% 4.70%
Non-Pay 0.00% 0.00% 0.00% 0.00% 0.00%
CIP negative C/F Adj 0.00% 0.00% 5.86% 0.00% 5.86%
Other 0.00% 0.00% 0.00% 0.00% 0.00%
Total

Table 2 below states the impact on the 2025/26 Budgets for Manchester

Locality, including pressures funded, budget realignments, uplifts and CIP.

Services. All Acute services received 2.15% uplift

2.4

Community Services: Community Services include Non-NHS and local

contracts including AQP Audiology, VCSE contracts, the Hospice,

Pressures/Run
24f25 Plan at Rate & Other Budget 25/26 Budget 25/26 Plan 25/26 Plan
Board Heading M8 Adjustments Realignments | Pre-Uplift Uplifts (Pre-CIP cip (post CIP)
Acute £4,128,669 £0 £0 £4,128,669 £88,760 £4,217,435 £0 £4,217,435
CHC £54,175,429 £7,278,866 £1,507,007 £63,361,303 £3,705,879 | £67,071,182 -£2,795,185 £64,275,997
Community £46,013,758 £392,552 -£3,600,378 £42,805,972 £1,541,295 | £44,347,272 -£2,708,815 £41,638,456
Mental Health £43,254,344 £4,342,358 £1,292,226 £48,928,928 £2,707,797 | £51,636,725 -1150000 £50,486,725
Other £2,228,312 £1,209,759 £0 £3,438,071 £52,735 £3,490,806 £0 £3,490,806
Primary Care £16,814,463 £0 £401,145 £17,215,608 £592,392 | £17,808,000 -£500,000 £17,308,000
Total £166,654,976 £13,223,575 f0 | £179,878,551 £8,692,869 | £188,571,420 -£7,154,000 | £181,417,420
2.3  Acute: Acute Services covers Capacity Schemes and Passenger Transport
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2.5

Termination of Pregnancy, the Better Care Fund as well as the Locality’s
contribution to Adults & Children’s Social Care. The Better Care Fund was
uplifted by 3.9% with the remaining contracts being uplifted in line with Non-
NHS Healthcare at 2.15%.

Continuing Care: National guidance advised a 6.5% increase to be applied
to Continuing Care. In previous years, the ICB has moved away from national
guidance to protect placements within the local market. Additionally, there is
also the added complexity of alignment with the relevant local authority (which
the locality was unable to do for affordability reasons in 2024/25). In 2025/26
the locality is broadly aligned to uplifts with Manchester City Council, and in
line with nationally advised uplifts of 6.5%.

As per national requirements Funded Nursing Care has received an uplift of 7.7%

2.6

Mental Health: Mental Health placements (including LD & autism
placements) were initially subject to a 2.15% uplift, per national guidance.
This was then increased locally (at the ICB level) to ensure the growth is in
line with Mental Health Investment Standards (MHIS) levels of investment.
This has resulted in a revised uplift rate of 3.75% for block placements
whereas spot placements were uplifted at 6.5% as per national guidance.

The national guidance for Mental Health placements (including LD & Autism) set an

uplift of 2.15%. To ensure growth is in line with the Mental Health Investment

Standard (MHIS) the ICB increased this to 3.75%. Block / Spot Placements have

been uplifted in line with national quidance of 6.5%,

2.7

2.8

2.9

Other Services: Other Services relate to the Interpretation budgets
associated with General Practice as well as void and subsidy costs for non -
Primary Care services within NHS Property Services (NHSPS) and
Community Health Partnership (CHP) LIFT buildings. The 2024/25 forecast
outturn was then uplifted as per national guidance of 2.15% for Interpretation
and 2.5% for Estates.

Primary Care Services: Primary Care services cover Local Investment in
General Practice as opposed to the national contracts which sit at GM. These
services have had an uplift of 3.47% as per national guidance.

CIP: All localities have been set an initial target of 3.8% which supports the
overall £200m across the ICB. The locality’s CIP target is £7.154m. CIP
schemes are rag rated based on the Locality confidence of achieving these
savings. These schemes can be seen in table 3 below:
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2.10 Table 3 CIP Schemes

Bucket Area Description RAG PYEE'0O00 FYE E'000
Bedded Care Community Dermot Murphy Centre B50 1,700
Subtotal Bedded Care 850 1,700
Contract Review Community Manchester Care & Repair 143 286
Contract Review Community BigLife Group 201 201
Contract Beview Community Call Plus &4 127
Contract Review Community Black Health Agency (BHA) for Equality 106 106
Contract Review Community Broomwell Healthwatch 259 259
Contract Review Community African Caribbean Care Group 10 10
Contract Review Community Indian Senicr Citizen 11 11
Subtotal Contract Review 564 770
Other Mental Health ADHD referral review 50 100
Other Primary Care Incentive scheme review 500 500
Subtotal Other 550 600
Placements CHC High cost enhanced chservation review &00 1,000
Placements CHC Other High Cost Placement reviews 500 500
Placements CHC Joint Commissicning for LDA patients with MCC 150 300
Placements CHC Alignment of Nursing Home rateswith MCC 150 300
Placements cHC High cost enhanced l:bS-EWﬂt.ll:I'l policy implementation (GM 250 500
wide)
Flacements CHC PHE Clawbacks 200 200
Placements CHC Bridging Packages 100 100
Placements Community CYP Sclo placement review 250 500
Placements Mental Health 1:1 funding review 250 500
Placements Mental Health Care Cube review of joint funded placements 150 300
Placements Mental Health LDA high cost patient reviews 150 300
Placements Mental Health LOWA Solo placement review 150 300
Placements Mental Health Creation of dementia framewark rates 150 300
Placements Mental Health Dementia placement reviews by INTs 250 500
Subtotal Placements 3,300 5,600
Pan-GM Gain Share Community Beacon- Mon Head & Meck MRI (1) Tariff Red. 110 110
Pan-GM Gain Share Community Beacon- Mon Head & Meck MRI (2) Decommissicn 687 818
Pan-GM zain Share Community FCMS (Echao) 151 151
Pan-GM Gain Share Community Beacon - Minors 135 268
Subtotal Pan-GM Gain Share 1,083 1,446
Locality Stretch ALL Stretch plans to meet the revised target Bo7 Bo7
TOTAL 7154 | 10923 |
3. RECOMMENDATIONS
3.1 MPB approves the opening budgets for Manchester Locality for the 12 months

to 315t March 2026, including the final CIP target of £7.2m

4, REASON FOR RECOMMENDATION

Overall, the budgets for 2025/26 have broadly been uplifted in line with

national guidance. The CIP target does contain elements of risk, which will be
managed throughout the financial year.

5. ALTERNATIVES CONSIDERED

51 N/A

6. KEY INFORMATION
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6.1 N/A

FINANCE
7.1 (as above)

8. LEGAL
8.1 N/A

HUMAN RESOURCE
9.1 N/A

10. EQUALITY IMPACT
10.1 N/A

11. OTHER CONSIDERATIONS (CORPORATE PRIORITIES, ENVIRONMENTAL IMPACTS,
RISKS)

11.1 N/A

Background Papers: GM ICB (Manchester Locality) Working papers, C/O
Town Hall Extension, Manchester Town Hall
Contact: Damien Heakin d.heakin@nhs.net
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Introduction

« MPB Is asked to:
* Note the financial risks and mitigations for NHS Greater Manchester
» Note the financial position at Month 2 for the Locality
» Note the running costs at Month 2 for the Locality









Call to action — Red Mitigations

CIP £29m - To date, £26m (25.2%) delivered to date, £2.7m ahead of plan — with 78% being recurrent. There is a

@ pipeline of themes being worked through to address the £28m gap and the ICB has a strong track record of
delivering organisational ICB. The ICB has a PMO process which links into Locality Assurance Meetings to drive
improvements and provide assurance on delivery.

GM Mental Health £10.5m - lllustrated on slide 7, GM has a recovery plan, working closely with providers to drive
improvements in-year and recurrently.

Commissioning Decisions £8.1 — Pipeline of additional work already identified, including a further £1m to be
identified on ERF.

Programme Funding £7m — System’s allocation was £181m, £42m has been reduced centrally and £89m included
in contracts — resulting in cE50m that will this will still go through STAR and ICB governance and if necessary, this is
where the £7m is targeted.



Call to action — Red Mitigations

Prescribing £5m — Slide 20 illustrates the mitigations. There are risks in prescribing that new drugs could come
online, but the system has a coherent plan.

Pay award £2.4m - Funding normally includes several non-GM streams and the ICB’s intention would be to follow
national guidance and retain any funding.

Corporate grip and control £1m — Firebreak on all recruitment across the ICB (external and recruitment), delivery
of corporate targets and a freeze on all new non pay, all courses and any new corporate spend. To note, the ICB has
a business-critical panel that reviews all vacancies. Only posts that are linked to the undertakings, statutory must
do’s or will deliver savings above their costs (Mental Health/CHC etc) are even considered against external
recruitment.

Additionally, all expenditure over £10k goes through a STAR panel and is then considered by Chief Officers.



Understanding Risks

Mental Health

0 . MH surplus / deficit £'m
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Mitigations

1. ICB working with PWC to focus where they can accelerate plans and add value
2. Proposal has been developed potentially saving c£3m to reduce Independent Sector Placements.
3. Team deployed in Manchester to try and support the reduction of independent Sector Placements.

Key issues

 £41.7m trajectory — Based on spend at

Month 4 YTD extrapolated.

e £5.2m (M5-12) monthly improvement - To

achieve plan, £41.7m needs to be
recovered over 8 months.

* FOT deficit of £28.1m - Assumes delivery

of £9m CIPs in M5-M12,so a £1.1m per
month reduction



Understanding Risks

— Key issues
CHC surplus / deficit £'m
0
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Mitigations

1. PWC Scope has a workstream to help rapidly understand the challenges within the system’s CHC expenditure.
2. Additionally, the system has deployed Liaison in Manchester and Stockport to support identifying reduction on spend.
3. System efficiency group established (first meeting x) to drive overall improvements.
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NHS GM (Manchester) — Locality Position (M2)

Summary

« The locality has reported a £5.41m forecast outturn overspend at Month 2 across the areas below;

£1.55m Continuing Health Care (Mursing, Homecare, PHBs & FNC)

£3.84m Mental Health (ADHD, MH & LD placements)

£0.03m Community Services (Prior Year recharge)

The locality is reporting a YTD overspend of £1.87m at Month 2 against a budget YTD of £31.63m. The breakdown is
as follows;

£0.30m Continuing Health Care (Nursing, Homecare, PHBs, FNC & Fast Tracks)

£1.50m Mental Health (ADHD, MH & LD placements)

£0.06m Community (Prior Year recharge & activity-based contracts)

At Month 2 we have delivered £0.33m CIP against a £7.154m full year target and forecast outturn assumes CIP
delivery in full.



NHS GM (Manchester) — Month 2 Position Reported



NHS GM (Manchester) — Month 2 Run Rate Analysis

All Services May-25 Jun-25 Jul-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26 Total
Actual £m 15.74 17.77 33.51
Budget £m 15.69 15.94 15.77 15.55 15.55 15.55 15.12 15.51 15.51 14.89 14.89 14.79 184.76
Run Rate 24/25 £m 13.83 14.84 13.50 14.85 13.17 13.43 15.48 12.03 15.06 15.65 15.26 15.00 172.09
Change in 25/26 Run rate £m 0 2.03
Change in 25/26 Run rate 0 13%

There has been a change in run rate of £2.03m between M1 & M2 which is ¢13% change but the spend will related to both periods
at this stage as at month 1 there were several spend items being verified prior to being reported in the position.




High level CIP Programme Summary at Month 2

Manchester Locality: 2025/26 CIP Plan

The total CIP plan for 25/26 is £7.154m as per the table below.

The target by service area and risk ratings are shown in the bar chart

Board Area Service CIP Scheme GMPlanning CIP Category Risk

CHC CHC Dermot Murphy Centre Commissioning

Community  [Community Manchester Care &Repair Community Services G
Community  [Community Big Life Group Community Services G
Community  |Community Call Plus Community Services G
Community  |Community Black Health Agency (BHA) for Equality Community Services G
Community  [Community Broomwell Healthwatch Community Services G
Community  [Community African Caribbean Care Group Community Services G
Community  |Community Indian Senior Citizen Community Services G
Mental Health [Mental Health ADHDreferral review Other G
PrimaryCare |PrimaryCare Incentive scheme review Other G
CHC CHC High cost enhanced obsenation review Individual Packages of Care A
CHC CHC Other High Cost Placement reviews Individual Packages of Care A
CHC CHC Joint Commissioning for LDApatients with MCC Individual Packages of Care A
CHC CHC Alignment of Nursing Home rates with MCC Commissioning A
CHC CHC High cost enhanced observation policy implementation (GCommissioning A
CHC CHC PHB Clawbacks Individual Packages of Care G
CHC CHC Bridging Packages Other G
Community  |Community- Childrens |CYP Solo placement review Individual Packages of Care A
Mental Health [Mental Health 1:1 funding review Individual Packages of Care A
Mental Health [Mental Health Care Qube review of joint funded placements Commissioning A
Mental Health [Mental Health LDAhigh cost patient reviews Individual Packages of Care G
Mental Health [Mental Health LDASolo placement review Individual Packages of Care G
Mental Health [Mental Health Creation of dementia framework rates Commissioning A
Mental Health [Mental Health Dementia placement reviews by INTs Commissioning G
Community  [Community-Pan GM |Beacon - Non Head &Neck IVRI (1) Tariff Red. Community Services G
Community  |Community- Pan GM |Beacon - Non Head &Neck MRI (2) Decommission Community Services A
Community  |Community- Pan GM _ |FCMS (Echo) Community Services A
Community  [Community-Pan GM |Beacon - Minors Community Services A
Estates Estates Monet Lodge \Wids CIP Estates G
Community  |Community- Stretch Stretch plans to meet the revised target Other

Total

Primary Care

Mental Health

Estates

Locality CIP Plan 25/26

Community _
o —
£0 £500 £1,000 £1,500 £2,000 £2,500 £3,000
Green £'000 Amber £000 B Red£000
Board Area Green £000 Amber£000 Red £000 Total £000
CHC £295 £1,650 £850 £2,795
Community £679 £1,223 £718 £2,620
Estates £89 £0 £0 £89
Mental Health £600 £550 £0 £1,150
Primary Care £500 £0 £0 £500
Total £2,164 £3,423 £1,568" £7,154
Percentage 30% 48% 22% 100%




Position as at 31/05/25 (Month 2)

Opening
Budget M2 Year to Date 25/26 Forecast
Summary Book
Net Annual | Net Annual WTE WTE i ]

Cost Centre Budget Budget Budget Worked Actual Variance Budget Actual Variance
CHC Assessment & Support 1,891,849 | 1,891,849 34.3 33.6 315,316 334,920 (19,604) 1,891,849 | 1,902,120 (10,271)
Primary Care 549,477 549,477 9.0 7.0 108,212 85,159 23,053 649,245 515,253 133,992
Safeguarding 936,643 936,643 10.9 9.2 156,112 166,263 (10,151) 936,643 987,453 (50,810)
Service Transformation / Redesign (45,494) (45,494) 16.5 12,5 (7,580) 165,087 r (172,667) (45,494) 999,172 | (1,044,666)
Estates 106,161 106,161 17,694 11,972 d 5,722 106,161 106,161
Locality Administration 358,402 348,080 10.6 9.5 58,018 61,301 r (3,283) 348,080 366,981 (18,901)
Strategic & Operational Partnership Development é 874,403 784,957 17.3 13.6 130,831 r 169,514 (38,683) [ 784,957 r 761,890 23,067
Locality Leadership 843,388 843,388 6.5 7.0 140,564 168,903 r (28,339) 843,388 1,016,850 | (173,462)

Total 5,514,829 | 5,415,061 105.2 92.4 919,167 | 1,163,119 | (243,952) | 5,514,829 | 6,655,880 | (1,141,051)

* Running costs are reporting a £244k deficit as at Month 2, rising
to a year-end deficit of £1.1m

 There remain circa 20 vacancies within the locality structure

e Although 7 are being temporarily filled with CHC agency staff




Points of note within M2 position

Manchester Locality 2526 M1

Budget Forecast

Pay 7,002,194 | 6,219,205 | 782,989
Non Pay 383,087 429,354 | (46,267)
Rollover CIP Target (2425 & 2324) (370,452} (370,452)
Income (1,500,000) | (250,641) |(1,249,359)

Total 5,514,829 | 6,397,918 | (383,089)

Manchester Locality 2526 M2

Budget Forecast

Pay 7,002,210 6,474,924 527,286
MNon Pay 383,071 431,597 (48,526)
Rollover CIP Target (2425 & 2324) (370,452) (370,452)
Additional CIP Target (ex MCC income) (1,250,000) (1,250,000)
Income (250,000) (250,641) 641
Total 5,514,829 | 6,655,880 |(1,141,051)
Movement on variance £ MNotes
Pay (255,703) Increase in CHC agency
Mon Pay (2,259)
Rollover CIP
Additional CIP (1,250,000} Transfer from income
Income 1,250,000 Transferto CIP
Total (257,962)

Forecast variance increased by
£250k from M1 to M2, due to an
increase in CHC agency

£1.25m of planned income has
been converted into an additional
CIP target

Total CIP as at M2 is now £1.6m
(including last year’s rollover of
£370k

25/26 CIP targets have yet to be
calculated / issued

Current Pay & Non Pay costs are
forecast to be £6.9m, against a
budget of £7.4m

Current CIP target is circa 23% of
Pay / Non Pay / Income



eQuestions?



Public Manchester Partnership Board

Report of

Tom Hinchcliffe, Deputy Place Lead, Manchester

Paper prepared by

Carolina Ciliento, Associate Director for Safety,
Quality and Nursing, Manchester (on behalf of the
three co-chairs of the MQCEG including Dr Raja
Mujuresan & Dr Sarah Follon)

Date of paper

July 2025

[tem number

Manchester Quality and Clinical Effectiveness Group

Subject (MQCEG)
= Summary of meetings held on 3™ April and 5" June
2025
Outcome of Impact
Assessments
completed (e.g.
Quality IA or Equality We will demonstrate our ongoing commitment in

IA). Confirmation that
an Equality Impact
Assessment has been
completed where
there is a change to
a service, programme
or policy

undertaking EIAs as a way of meeting our Public Sector
Equality Duty, and to identify key mitigating actions which
will be built into risk logs and programme delivery plans
going forwards.

Activity described in this paper does not advocate for
service, programme or policy change at this time.

Outline public
engagement — clinical,
stakeholder and
public/patient in
support of NHSE
public and patient

Public engagement is embedded in the structure of
MQCEG meetings through attendance of Healthwatch
and contribution from PPAG to the Patient Experience
Subgroup
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engagement and
consultation
requirements

Recommendations

Manchester Partnership Board to:

= note the report includes summaries/highlights of

topics raised, more detailed presentations are|
available on request.

= provide comments on areas of interest or concern.

= note escalations (where relevant)
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1. Introduction
1.1 The Manchester Quality and Clinical Effectiveness Group (MQCEG) forms a key
element of the governance structure for both Manchester locality and NHS GM.

1.2 The MQCEG is a blending of the previous Manchester System Quality Group and
Manchester Clinical Effectiveness Group. The blended meeting reports and escalates
into the Manchester Partnership Board (MPB), with parallel routes of reporting as an
agreed subgroup for Quality into the GM System Quality Group (GMSQG) and as an
agreed subgroup for Clinical Effectiveness into the GM Clinical Effectiveness and
Governance Committee.

1.3 The MQCEG will be the ongoing locality forum of the Manchester system bringing
oversight and assurance of the many facets of Quality and Clinical Effectiveness which
are represented by the shared accountability between NHS GM Chief Nurse Officer
(CNO) and Chief Medical Officer (CMO).

2.  Manchester System Quality Group meeting on 3™ April 2025 (summary):

2.1 Dermatology Al, MFT: Presentation by the Divisional Director — Medicine and
Outpatients, WTWA on the Skin Analytics Al service, which was part of a national pilot
funded by NHS England to try to accelerate the roll out across the NHS. The
Dermatology Al has now been live since May 2024 and is reported as working well.

2.2 Focus is on urgent suspected skin cancer referrals and their assessments. GPs
continue to make referrals in the same way for urgent suspected skin cancer on the 2
week wait pathway. Triage by Al software based on images of skins lesions, skin
analytic dermatologist will review the image and either confirm or disagree with the
initial Al assessment

2.3 Over 2,500 patients seen through this pathway and getting closer to the national ambition
of 50% of suspected skin cancer referrals being seen through Al as primary appointment.
Looking on how to build on this and push further. Survey in place to gather feedback
from patients who have been through this pathway. Push for all GM providers with help
from the Cancer Alliance, to align their pilots to the same end date , end of 25/26, so that
more can be done as a system in evaluating the impact.

2.4 Primary Care Quality Recovery Resilience Scheme BeCCoR: Presentation by Associate
Medical Director (Clinical Quality), Manchester locality. This scheme has been in place
over the last 3 years from 2022-25. Purpose is to helps GPs to plan the workforce and
resources to deliver certain things in Primary Care focused on improving quality beyond
current core contractual obligations.

2.5 1In 2022 the intention was to have one consistent quality scheme across all localities
within an overarching NHS GM Quality scheme for 2025-26. This has been deferred to
2026-27 so further scoping work can be completed. In the interim there have been 3
indicators which have been aligned across GM which include improvement around
diabetes, CVD and Antimicrobial Stewardship. This meant changes to the final year of
the Manchester Locality Quality Scheme for 2024-25. Manchester Primary Care supports
the GM BeCCoR and the locality quality indicators, PQRRS.

2.6 The two additional areas to be included in the NHS GM Locality schemes from 2025-26
are Shared Care of Medicines and Elective Quality Improvement Scheme. Additional

3
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funding for Manchester also allows for the addition of the chronic kidney disease element
to the diabetes and CKD element and Respiratory for enhanced reviews of patients who
continue to experience COPD exacerbations.

2.7 MLCO Quality Report: Presentation by Director of Nursing and Professional Lead,
MTLCO. Patient safety profile, incident reporting remains within control limits across all
localities. The profile indicates good level of reporting with low harm incidents, no harm
incidents which is the right place to be as indicates assurance that people are confident
to report but the harm levels in the main or are none or low harm.

2.8 In the North, Highest reporting area relates to pressure ulcers. Deep dive and quality
improvement programme are underway. Pressure ulcers will also form part of the LCO
PSIRF plan. Safeguarding also an area which remains reasonably static and stable with
small increasing trends across localities. The majority of the safeguarding incidents relate
to concerns raised by teams when visiting patients.

2.9 The South locality medication incident reporting remains reasonably fixed with a slight
decreasing trend. The largest subcategory of medication incidents in the South indicates
66% largely relating to medications processed upon discharge from hospital and transfer
of care challenges. The team are working with the hospital sites in streamlining
processes. This will feed through into some of the work within hospital at home. An
interim head of nursing has been appointed to support the hospital at home programme.

2.10 Complaints and PALS: positive picture across the LCO localities. Since June 2024 have
not have any reopened complaints and all the complaints have been responded to on
time and are of high quality. The trend suggests that issues and concerns are being dealt
with via PALS remains before reaching formal complaint level. Patient experience: “What
Matters to Me” patient survey data used for improvement work in infection prevention
and control, nutrition and hydration.

2.11 Staffing challenges within the LCO, looking at how to further improve efficiency and
productivity within some of those teams including district nursing. IT issues remain a
challenge for community services because of the infrastructure and variety of systems
used, undergoing work to look at EMIS and better connectivity to HIVE. Podiatry waiting
list has improved (no waits over 52 weeks)

2.12 Community rehabilitation standards, implementation of the standards across the 4 LCO
community rehab teams resulted in a gold outcome from the MFT Multi site quality
assurance visit. Manchester case management, looking at programmes of self-care for
diabetic patients particularly patients who are on insulin to empower people to have full
ownership of their health.

2.13 MQCEG Subgroup: Dermatology Conditions Table Amendments- Scabies and standard
treatment resistant Rosacea and Folliculitis, and updated Brook PGDs for Azithromycin
and Doxycycline were ratified.

3.  Manchester System Quality Group meeting on 5 June 2025 (summary):

3.1 Community Mental Health Transformation: Director of Adult Commissioning, Salford
City Council / NHS GM, and Liaison Consultant Psychiatrist, NMGHY/Clinical Director for
the Manchester Care Group for Community Services, GMMH. A community mental
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health design team has been established including key representatives from all
stakeholders. This group will look at the next phase of development of the community
mental health delivery model. Larger stakeholder reference group also established
which meets monthly as a “check & challenge” forum.

Aim to transform the “Living Well” model to neighbourhood mental health teams
alongside of a transformed CMHT offer. Transformation objectives to provide a more
responsive, integrated community offer which better supports people in the community
(where appropriate), provides a streamlined referral and assessment hub, reduces
hospital admissions and out of area placements, and strengthens engagement with the
voluntary and community sector as well as primary care as partners.

Safeguarding Quarterly report: Presentation by Manchester Designated Nurses for
Safeguarding Adults. Brief overview of the current priorities of the Manchester
Designated Safeguarding Team. Reminder that safeguarding assurance is a golden
thread through all aspects of the ICB’s health and care strategic missions, particularly
in reducing health inequalities. Statutory reviews tend to show where the system needs
improvement. Statutory reviews are those which must be done for some adult deaths,
and Domestic Homicides and for Children’s deaths. The themes that have been seen
for adults are self-neglect, domestic abuse and loss of child contact as well as alcohol
abuse. IRIS, domestic abuse service in primary care, Manchester has the highest
compared to all other IRIS services in the country.

Palliative and EoLC Partnership: Presentation by Associate Director of Safety, Quality &
Nursing, Manchester locality on Health Scrutiny Committee report that was delivered in
March 25 with feedback on progress and impact on the system the work that Manchester
Palliative and End of Life Care Partnership Group is going to take forward to the next
phase.

There is a range of contributions from different parts of the system including NHS Trusts.
Dementia is one of the issues that re-occurs in terms of the non-malignant conditions’
pathway. Agreement there should be a very specific pathway for people who are
experiencing dementia in terms of palliative end of life care. One of the goals is to work
with the Manchester Dementia Steering Group alongside of carers and those who are
bereaved to expand the current support offers.

Diabetes Pathfinder: Presentation by Consultant in Public Health, Manchester NHS
Foundation Trust. Demand for diabetes services is increasing due to population and
prevalence growth in Manchester. Workshops have begun in order to review the pathway
working with VCSE partner to reduce inequalities and ensure 3 separate out of hospital
teams work consistently. Current phase is conducting a detailed deep dive into how the
pathway works. This phase of work is coming to an end in July. Focus on experiential
changes for patients who use the service to come back to MQCEG in December 25.

MQCEG Clinical Subgroup: ratified the PGD extension for the Hepatitis B vaccine.
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2.0

Introduction

The Delegated Assurance Board (DAB) forms a key element of the
governance structure for the Manchester Locality, as part of NHS Greater
Manchester Integrated Care (NHS GM). The DAB is a sub-group of the
Manchester Partnership Board (MPB) and is a means for the Place Based
Lead (PBL) to gain support and assurance in discharging their responsibilities.

DAB Update

The DAB met on The DAB met on 8 May 2025 and 5 June 2025, and discussed the
following key areas:

2.1

2.2

2.3

Iltems for Discussion / Escalation

A risk related to the Care Gateway Telephony system was taken to the May
DAB. The telephony system allows for the smooth booking of elective care
appointments in Manchester. The system uses out of date software which is
no longer supported - this presents a significant risk that the system could falil
with there being no option to fix or maintain it. A paper was taken to the June
DAB which outlined the potential options including using email as an
alternative. The recommended option is to procure an updated system with
maintenance included. DAB approved for negotiations to take place to procure
a 1 year contract for the updated version of the current system. A STAR
request will be submitted w/c 16.06.2025 by NHS GM to secure funding for
the project. The long term plan is to procure a single elective care booking
system for the whole of NHS GM.

Financial Context — NHS Planning Guidance 2025/26

Systems have been asked to develop plans that are affordable within the
allocations set.

Additional NHS funding of £22bn nationally has been accounted for by pay
growth and service pressures.

Providers are expected to reduce their cost base by 1% and achieve
increased productivity of 4%.

The NHS GM sustainability plan has been produced; this is linked to locality
sustainability plans in order to deliver cost savings and support the shift of
activity away from secondary care for 2025/26

Financial Position (Cost Improvement Plan update)

The locality running costs were reported as a financial pressure at Month 1,
which is expected to continue throughout 2025/26.
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2.4

2.5

2.6

2.7

It was reported that there were 18 vacancies within the locality at Month 1,
with CHC vacancies currently being filled by agency staff.

A Cost Improvement Plans (CIP) programmes paper was presented. In total
CIP programmes have been identified that could deliver up to £7.1m of
savings in year. For each of the CIP programmes a delivery plan is in place
and initial Equality Impact Assessments have been completed for most
programmes. In order for a significant part of the CIP savings to be delivered
in 2025/26 it is essential that key actions take place urgently. Monthly
meetings are in place between the Planning, Finance and programme teams
that are responsible for the CIP plans to monitor how the plans are
progressing, as well as to identify any risks to the delivery of the plans or
management actions that need to be taken.

Single Improvement Plan (also known as System Improvement Plan)

The Manchester System Improvement Plan focuses on key areas of concern
for the locality, that are regularly raised in the Locality Assurance Meetings
with NHS GM. The Manchester System Improvement plan is based on 4
pillars; People Culture and Leadership, Quality Assurance and Patient Safety,
Performance and Assurance, Finance and Sustainability. Currently activity
against each of these pillars is progressing well and the plan as a whole is
RAG rated green.

Continuing Healthcare (CHC)

A request was put in and approved for the recruitment of a Band 7 CHC
Senior Practitioner on a 9 month contract. The post is now vacant after the
previous post holder secured a new role at GM. Recruitment to the role will be
cost neutral as it will replace an existing role and help to reduce the CHC
backlog of reviews, which could pose financial and clinical risks if patients are
not on the appropriate package of care.

HR Return to Work Interviews

An audit was undertaken to evaluate the compliance of Return to Work
interviews within the Manchester locality for the 6 month period between
October 2024 and March 2025. Key findings were that 56% of return to work
interviews were conducted within the recommended timescales of within 3
days of returning to work. Manchester is partially compliant but needs to
ensure that documentation is completed correctly and in a timely manner.

Safequarding, Quality and Nursing

It was noted in May that a CQC Section 29a improvement notice had been
iIssued to a mental health adult inpatient ward, which had resulted in a
suspension of new admissions. It was suggested that a deep dive be taken
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2.8

into the issue by the Safeguarding and Clinical effectiveness teams. The
locality Mental Health team have worked with GMMH to resolve the issues
and it is now expected that the ward will be reopened in the near future.

Out of Area placements. There remains a high demand for spot purchases of
inpatient beds in Manchester and other GM localities for Manchester
residents. The first phase of improving out of area placements was to reduce
the number of placements outside of Greater Manchester, which are now
largely under control. The next phase is to undertake actions to reduce the
number of spot purchased inpatient placements that are needed within
Greater Manchester.

Risk Management

DAB was provided with the updated high level (15+) risks from the locality
teams. Strategic risks related to the MPB priorities were also presented to
DAB. Details of the risks are enclosed as appendices.
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Expectation from DAB / MPB

Inherent risk
score
(Likelihood x
consequence)

Current risk score
(Likelihood x
consequence)

Target risk score
(Likelihood x
consequence)

Risk level following initial
mitigating actions already|
taken (controls)

Expected risk level once
all remaining mitigating
actions have been taken

Mitigations in place
(Controls and Actions)

12
(4x3)

Controls

Finances are currently being managed in line with local and national guidance.

Grip and control measures implemented in 2023/24, including expenditure >£10k for ICB proposals and >E100k for NHS provider proposals is subject to review and
approval by the ICB Exec team via the STAR process.

The financial position will be monitored on a monthly basis.

Monthly finance reports to be reported through interal governance in the Locality

More focused reporting on key areas of risk such as CHC, Prescribing, CIP delivery
There is participation on key working groups of the ICS. This helps to understand the key issues and milestones, and any future impact

(Actions
Develop Manchester Partnership Board Finance Sub Group report to expand on all partners positions

Monthly Budget Monitoring & reporting
Monthly Budget Holder Meetings and updates

Timely services between finance & services

of changes in and
Embedding a process for monitoring and reporting delievery of CIP plans with services

Review of services with leads to promote financial efficiency & value for money

8
(2x4)

Controls
5.0 WTE staff recruited and undergoing training

CHC are working with MIAA in April 2025 to conduct and audit and implement recovery plan.
|Agency staff continue while staff are being trained - plan so stop agency at the end of April
Liaison are working with the LA to complete oustanding MDTs all reviews have been completed.
Actions

- 12 month recovery plan in place for CHC including phasing into alternative staffing structure

- Recruiting to the team s at different stages
- GM Wide recruitment drive will support appointment of 5 Nurse Assessors

8
(2x4)

Controls

Presentation to Locality Management Team (LMT)/DAB) to identify to enhance

with & scrutiny by MPB, and feedback between MQCEG

(Actions
The Strategy Team and ADQ are planning and arranging a workshop for LMT/DAB. The purpose being to map locality quality enablers against the MPB priorities to ensurl
there are clear governance arrangements in place

Social Workers

Quality & Nursing - Manchester|
Locality

for Finance

Risk Area Risk title Risk number Risk Owner RENASSIED | FEEEmne) .g. for information, to Risk Description
Group MPB Priority? . , °
authorise escalation, action?
(whors provide o DAB or High v ke WA whire itege sk are extema r not i "9EAES K lve
feve) 10 any mitigation
There is a risk that: The ICB fails to deliver the agreed financial outturn for 2025/26
This is because: Failure to develop and / or deliver recurrent saving schemes across the ICS or operational cost pressures
above the planned level of expenditure. Pressures carried forward from prior year unachieved CIP.
The impact, if realised, would be: that GM's credibility would be damaged which may lead to further intervention by NHSE
and delay in release from undertakings applied by NHSE
y Damien Heakin . y
Finance Financial outturm 2025/26 MFO1 Deputy Chief Finance Officer|  Lcaliy Board Both For information
There is a risk that CHC patients will not be reviewed in line with the statutory requirements as set out within the framework. | There are x5 agency band 6 nurses due to cease contracts end of April
after the training of the new x5 band 6 substantive staff.
This is because there are 5 vacancies across the service, 1 staff member on long term absence and episodic sickness
absence across the team. There was a secondary business case to business critical under the guise
of ‘recovery task force, consisting of 12-month social worker (in post) and
The impact will be: a specialist LD nurse provision 12 months (pending)
- lack of assurance
Carolina Ciliento QNS Departmental DAB to retain oversight of CHC | ~ patients will not be in receipt of the correct level of care and support In addition there are two band 5 posts on Trac that were skill mixed from
Mesting through to conditions and performance via | - PAtients could deteriorate and may require additional equipment or equipment renewal 8a to provide some sustainability and lessen the need for agency.
CHC CHC team capacity MQNSO1 Associate Director of Safety, | e i aC o Both SQN monthly report (o DAB whilst | - 12vel of patient harm could increase )
Quality & Nursing — Board CHC remains in business continuity| - NHS could be paying for patient care where the patient may not be eligible for NHS CHC
Locality - As a locality we remain at risk of subsequent PUPOC request (Previously Unassessed Period of Care)
- Lack of resillience within the service at times of increased service risk
- High level of sickness and fatigue within the team at present
- High volume of outstanding reviews
Delayed but proposal will be formulated for further discussion with LMT
- There is a risk that locality quality enablers are not aligned with the MPB priorities
) carolina Ciliento QNS Deparmental - This is because there is an absence of direct systemised interaction with MPB around quality assurance of the system
MQCEG interface with » Weeting through to requiring scrutiny beyond reports for information
QNS Manchester Partnership MQNS02 Associate Director of Safety, | e id/aC o Both N/A as current score <15 - The impact will be a gap in ADQ oversight
Board (MPB) Quality & Nursing — Manchester| oard
Locality
- There is a risk that Manchester locality is unable to meet the statutory functions and roles Al actions in train as agreed with CNO & DPL
- This is because of significant gaps in team capacity including vacancies for both Named GPs (Adults & Children), 1) Now managed in Team
Specialist Nurse Adult Safeguarding 2) DAB to note formal communication between ADQ & MCC Dep CEO on
- Manchester Looked after Children will not have an up to date Initial Health Assessment in timescale to consider their behalf of the Manchester Safeguarding Partnership (MSP)
current health in with their Multi Initial LAC review as per statutory requirements. 3) Continued sit reps to PBL & CNO
Carolina Ciliento Delegated Assurance
. Safeguarding Team Board through to the . 12
Safeguarding capacity MQNS04 Associate Director of Safety, Manchester Both For information - Managed in team (x)
Quality & Nursing — Manchester|  Safeguarding
Locality Partnership
There is a risk that the CIP saving will not be realised within the financial year 2024125 1) DAB has agreed to proceed with a phased approach to
-This is because there are clear governance processes’ in place to support the decommissioning of a service which should [decommissioning of Dermot Murphy - 2 phases, both completed by April
have commenced by this point in time 2026.
- The impact of trying to realise the CIP within this financial year will be:
DAB to note that GM have i) breach of contractual requirements pertaining to the length of time to service
Carolina Giliento QNS Departmental recognised low confidence in notice to:
Meeting through to achieving CIP target MLCOIMFT (service provider)
e crear MOS0 e Nurong - Wanches | Delegated e Dermot Muphy & Licon, | S edeal Cetre(GP provide v and sui
ooy Assurance Board . ii) Compromise of patient safety whilst finding alternative and suitable
programmes not achieving accommodation for clients currently in Dermott Murphy Centre (DMC)
estimated savings in 24 iii) Patients and family satisfaction may diminish during the process
iv) Service Impact assessment on patient, service and finance which will feed into the overall plan and identify what
steps next need to be take i.e consultation
There is a risk that Manchester locality is unable to robustly assure the quality of care delivered by the Independent Sector Provider __|2.. Quality indicators are in place for reporting of Q4 in mid April.
delivering Physical Health and Mental Health services
4. NHS GM Task and Finish group continues to develop the system wide quality
This is due to: oversight of the Independent Sector according to timelines set. It is anticipatef thal
- Absence of NHS GM Indpendent Sector Oversight Framework once this has been through governance for approval this risk will reach its target
- Lack of clarity as to which domains are covered by the Quality Team (i.e does it include Medicines, IPC, E&D and Social Inclusion score and therefore be closed.
- Lack of defined providers to oversee (i.e does it include those with grants, non commissioned spot placements/CHC)
Carolina Ciliento placements.
QNS Departmental - Gaps in collaborative working between contracts, commissioners and quality
QNS Independent Providers MQNS06 Associate Director of Safety, | Meeting through to Both NJ/A as current score <15 - Absence of triggers to define level of scrutiny of providers (i.e what would trigger a Rapid Quality Review)
Quality & Nursing — Manchester| MQSEG - insufficient capacity within the Quality Team
Locality
The impact maybe:
- Poor CQC rating
- -Poor quality of care to patients
- Insufficient Assurance
There is a risk that CHC retains patients that are no longer CHC eligible. There is a contingency plan in place and is enacted. We will complete all
planned activity by the 19th of May where we will cease working with
This is because this is because of social worker capacity and i inthe issi of Liaison Liaison.
Healthcare (3rd party independent provider) by LA - backlog of CHC reviews has been delayed and now also includes a
backlog of MDTS. MCC and CHC are working on standard operating procedures and
pathways to provide a more integrated approach to caseload management
The impact will be: — hopefully negating the need for working with such companies in the
Carolina Ciliento -Inability to meet statutory responsibility future
CHC commission of QNS Departmental Pending option proposals being |-Pressure on the CIP target and overall budget
CHC Liaison Healthcare & MQNSO07 Associate Director of Safety, | Meeting through to Both submitted to PBL, DASS & AD

12
(3x4)

8
(2x4)

Controls

1) Priortisation against CNO statutory responsibilties

2) ADQ weekly control and oversight of Safeguarding pressures

3) Team management of requests outside of statutory functions to mitigate impact on reputation

Actions

1) PIT Desi Nurse for Adults has increased her days until end March 25 . Arrangement will cease from 1st April

2) Deputy Desi for Children's post recruitment - not able to formalise - continue to be filled via internal acting up position to Dec 25

3) Named GP has been recruited to on a temporary basis for 4 sessions per week, addtional sesison required for Primary Care change plan . Contract
until Dec 25

4) IHA's: Comprehensive action plan supported by MCC & MFT with test of change programme for 3 months following which a formal outcomes
assessment will be conducted

12
(3x4)

Controls

Monthly oversight and analysis of spend (with Finance),

Review of application of National Framework protocols - regular training and competence assessment of CHC staff.

Quality assurance by clinical leads of all eligibility decisions.

Case management of all high cost packages is in place

A comprehensive programme of system focussed work will be implemented for Manchester that will include all locality stakeholders working together to
agreed objectives within a joint plan.

Actions
- Noted that at present a block funding approach is in place and most of the patients are *fast track” therefore the ICB is getting more value for money as
the patients would need to be individually funded episodes of care if Dermot Murphy was not available.

12
(3x4)

(2x4)

Controls
The following has been impemented at Locality level
- Annual completion of Quality Risks Assessment Tool by each provider
- Contract Review Meetings in place with most independant providers
- Review of Quality Visit Framework with colleagues from other functions (Medicines,
Safeguarding, General Practice) complete
- Meetings have commenced to progress the NHS GM approach to Quality Oversight of the Indepenedent Sector

Actions

1. Monitoring in place for providers oversee by Manchester Locality

2. The GM Central team confirmed on 23/10/24 that Manchester could roll out Quality KPIs used in previous years. A scorecard will be developed for roll out to support
collection of information from the end of December.

3. The quality team are proactively contacting commissioners and contract leads to ensure that the team is tied into contract monitoring and service developments and that
the team are invited to Contract Review Meetings.

4. Development of system wide oversight of the Independent Sector at NHS GM level has with
developing guidance on Rapid Quality Reviews.

5. The team will continue to monitor capacity and escalate when needed

The Task and Finish group will b

Controls
CHC approached the Local Authority in Mas
rapid pace, , this is

rch 2024 to develop a joint working arrangement that will include availability of social workers to join MDT at a
by social worker ilabilit

CHC have agreed to fund 50% of WTE Agency Social worker to support this project however recruitment is delayed

Actions
The established joint workin
pace is slower

g group (ICB/MCC) is driving to address this with an option in train that will allow for a number of MDTs per week however this
than

Options considered:

1) Liaison using their in house social workers - Manchester City Council have declined this option.

2) Backfill social workers with agency staff to release social work capacity for MDTs. MCC & CHC source funding on a 50/50 basis. This has been
progressed and approved for CHC , awaiting MCC
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Named GP for

Carolina Ciliento

DAB through to the

For DAB to retain on high risk

- There is a risk that Manchester locality is unable to meet the statutory functions and domains 4 & 5 of the National
(Outcomes Framework (NOF)

- This is because an additional component and role (named GP for Safeguarding) has been added to the recently
reviewed i and and delegated to Locality ADQ's. Manchester has
insufficient funding to support the role required.

- Primary Care GPs are a critical partner and absence of these roles will have the following impact:

-Absence of support to Primary Care

risk of GM ICB Locality) as statutory partner
-No Primary Care input into Manchester Safeguarding Partnership (MSP) and Community Safety Partnership (CSP)
subgroups and activity.

Escalation process o GM & MSP already enacted on behalf of DAB

Controls
Interim contract for Named GP in place providing 4 sessions per week across children & adults

Actions
Designated Nurses continue to provide support to Primary Care however change plan is required for designated nurses to be enacted by ApriliMay 25

Safeguarding Sa'eg’\:’a""gg(;’;";”‘s and MQNS09 Associate Director of Safety, Manchester Both ""E’fs'gri‘(‘ & P:"e’ re: "‘”‘alge"‘”“ -Inability to progress primary care learning from statutory reviews and not providing safeguarding assurance that 12
Safeguarding vP Quality & Nursing - Manchester| __Safeguarding ofrisks ;’;c:r’:;f”z";‘ panin have been to the MSP and CSP. &)
guarding Locality Partnership (MSP) -Absence of quality assurance function within all Primary Care Statutory Safeguarding and Domestic Homicide Reviews.
-Impact on statutory inspections — The Named GPs have a pivotal role in ensuring leadership and connectivity with
Safeguarding partnerships and facilitating primary care's ability to meet requirement of national statutory inspectorates such
as JTAl and CQC
-Absence of flow of detailed data and intelligence on a regular basis to the GMICB Primary Care Team’s assurance and
performance process.
-NHS GM Primary Care meetings will cease with a resulting communication and intelligence gap between GM and locality.
There is a Risk that Manchester CHC continues not to meet its KPI for 28 days as over the past Quarterly returns, [Social worker capacity and options to be discussed with LA - reporting back to PBI Controls
CHC has achieved Q2 66% (80 % is the required percentage). & DASS via the Individualised Care Working Group of referrals and progress of MDT by Clinical Leads and discussion at Daily Sitrep. Escalation process in place re S/W Team leads who to contact re delays of
allocatation.
This is because: - " ale e e tned oot cinosa [Weekly CHC leadership meetings and weekly Sitrep submissions
¥ e new referrals where possible are turned around per framework in 28 days as
Carolina Ciliento ONS Departmental Escalation process continues for (L:i:gocr:|:l’;:'a‘llv\é?x‘r;czzsz(spé:;e;g‘y(\;VJSE ,\i;_alg)d 6). per KPI mandated by NHSE. This has been difficult to achieve in some months Actions
epartmental B - when staffing was critical or social worker delays. We have no complaints or o i i i
cHe CHC 28 day KPI MQNS10 Associate Director of Safety, | Meeting through to Both CHCvi‘:fgﬁafc'agaﬂ:";EGM -Availabilty of Social Worker for both PW3 cases and BAU cases and District nurses. Nursing Home availabilty (Qualfied [ ictco faise m terme of el mmpact. P (31)(24) 'mzﬂg‘:j"agg?;';:mg‘;:e‘f‘gg!;‘fg"jeads and escalate any issues in Sitrep.
Quality & Nursing - Manchester reporting staff). +Coninue to support our band 7's and Train our Band 6 to undertake MDT's (WTE 2.8) We have WTE 5.0 Band 6 vacancies.
Locality . +Facilitate our MDT's differently in line with other localities Facilitator will provide the recommendation also. Free capacity D/N and Nursing Home (12 weeks to implement
The impact will be continued action plans s to GM expl measures and as were offering CHC training to LA/D/N and update them with these changes.
resulting in meeting with NHSE non KPI compliance and poor service experience for the patient. +Issues with Nursing homes block contract under PW3, namely Ringway mews, St Mary's and this week Averill House not providing assessments or refusing to provide
records in line with NHSE. A letter is being populated to outline the requirement for this, at times staff not available as an interim Band 6 to attend MDT so MDT can
proceed.
Risk: There is a risk that NHS-GM will be unable to fulfil its statutory in line with NHS and the [The ICB continue to support and monitor IHA data on a monthly basis. Assurance Controls
national timeframe of 20 days. is sought at quaterly LAC assurance meetings and via quaterly MFT assurance The Provider organisation has:
Cause: The provider organisationis is not receiving consent o notification in a timely manner from LA colleagues and this | meetings. A working party met in Jan 2025 with a review period of 1 quarter. 1) The Designated Nurse has regular meetings with MFT to oversee the concerns.
delays assessment and impacts the ability of the NHS to arrange the appointment. Review will take place in April 2025.Lac data to submitted and reported to the ICB 2) regular meetings between provider and LA to ensure clarity of expectation.
Impact: Children do not get their IHA in the appropriate timescale and the organisation is not compliant with statutory quarterly. 3) Training P’:{‘;‘S::sbe'w”" MFT CFC Nursing team and LA
Carolina Ciliento requirements, resulting in breeches / regulatory notices or intervention. meetings with MFT and onward oversight by ICB safeguarding leads / exec leads
QNS Statutory obligations MQSN11 Associate Director of Safety, | QNS, MQCEG Both TBC (31)(24) Actions
Quality & Nursing — Manchester| 'Opportunities to escalate collectively throughout NHS-GM regarding multiple providers having the same issue due to LA processes impacting on NHS functions.
Locality
Liaison with Workstream Leads who attend NW regional LAC meeting to highlight the collective issue.
Escalation to regional and national Safeguarding teams to request support from DHSC to ensure that LA recognise their role in timely notification that a child has become
LAC and the need to obtain health consent.
There is a risk to delivery against the Manchester locality medicines optimsiation CIP target Risk on-going Controls
The risk is due to: PCNs, and of MOT Monthly monitoring meetings
i) the medicines optimisation staffing consulation resulting in staff becoming distracted and disengaged High reports
Delivery against the i) PCNs withdrawing ARRS fudning therefore Manchester locality not having the full workforce quota for delivery staff 1:1
Manchester locality Heather Bury i) Lack of engagement from primary care and general practice resulting in workstreams being slow to start, or not being approved for
MoT medicines optimsiation MMOTL Locality finance group Both For information - low level risk |4€fivery in certain practices 2 o o Actions
CIp target - preseribing Head of medicines GM CIP group The impact of not delivering against the CIP target will result in an overspend of the prescribing budget. (4x3) (2x3) (2x3) PCN engagement
budget. Monthly finance reporting
Staff 1:1s
There is a risk that primary care providers in Manchester reject shared care agreements, particularly from GMMH. Risk increased as impact of GP collective action is realised. Escalated to GM chief|
One practice has written to formally withrdaw from all shared care at GMMH, this could cause a domino effect across other practices.  |pharmacist as SRO for shared care.
The LMC are aware.
The impact will be patients not being able to access their medicines close to home, and an increased in activity in secondary care.
Shared Care agreement Heather Bury oM ceG 12 6 peceoR sndard
MoT are 29 MMOT2 . Both For information - low level risk
rejection . |Joint UEC (4x3) (3x2) Actions
Head of medicines optimisation LMC engagement
GM LCS review
[Manchester locality PCNs who are devolving ARRS funding to NHS GM, have not signed a service level agreement, due to the Risk remains as potential. One PCN have withdrawn ARRS funding in the last
medicines opti affing resulting in as to the staffing model for each PCN. This poses a risk to the quarter.
organisation, as these staff are currently paid for via ARRS funding, employed on NHS GM contracts and will require to be funded via Delivery against joint PCN MOT workplan
Vot ARRS Funding service WNOT3 Heather Bury P Board Both For information - low level risk_|\F*S GM should the PCN vithdraw ARRS funding. AS no SLA has been agreed, there is no exit clause to which the PCNs can be held 8 8
level agreement Head of medicines optimisation| PG\ Board meetings (4x2) (4x2) Actions
PCN engagement
Monthly highlight reports to PCN
Comms
There is a risk that due to the restructure of the medicines optimisation team, Manchester locality pathways and strategies will be Paper presented to LMT on 19th December. Further development of MOT Controls
designed without expert input from the medicines optimsiation team. This will result in cost pressures on the prescirbing budget, patients |workplan needed. MOT HoM to attend LMT. Delegation from LMT
being unable to access medicines in the most efficient manner and non-adherence to formularly. |AMD engagement
[Joint working with MFT
MOoT MOT locality restructure MMOT4 Joint Commissin Both For information - low level risk 3x2) 3x2) Actions
Head of medicines optimisation 20" ¢ 9 (3x2) (3x2) LMT delegation via AMD
Partnership attendance at MPG
CRG representation from MOT
[Work ongoing to redeploy across locality
There is a risk that industrial action is undertaken in primary care due to the rejection of the GP contract. This may result in prescribing |GP collective action has been ceased, as the new contract has been accepted Controls
&P Board support software being switched off. This poses a risk to the CIP and patient saftey, particularly with regard to agreement of However, the LMC response to outstanding commissioning gaps and activities tha LMC engagement
Heather Bury For information - already escalated [ MPlementation of clinical guideline. are perceived to increase GP workload, remains outstanding. 12 3 MOT deployed into practice
MoT Industrial action MMOTS NHS GM industrial Both o O v ehich it | There is also arisk to patient care and continuation of prescribing as non-core contract activtes are ceased. This may cause patient axa) @x2)
Head of medicines optimisation|_ uc® SF PESTE Ly harm. (3x4) Actions
Locality working group to form and create an aciton plan for indiusirial action.
There is a risk that the GM procurement of the prescribing SUpport system (PSS) resulls in a change from Script switch to Optimise Rx. |Go-live date TBC as awaiting contract signature for Optimise Rx. Validation testing| Controls
This change will require practices to install the new software on practice computers. The software includes patient safety alerts and cost |performed in two practices (Manchester) which was successful. Engagement LMC/GP Board engagement
Heather Bur M IPMO Value effective prompts at point of issue of the prescription. session with practices planned 4th June via Manchester Digital Champions Forum MOT deployed into practice supporting implementation
MoT Prescribing support syste MMOTS Y Portiolio Both For information - low level risk | T1€€ i @ isk that due to GP collective action, no practice engages with the change of software. Patient saftey could be impacted and | Not for discussion at GP Board until contract sign-off. 12 12 6
'g Support sys § the CIP target against PSS (£600k/annum) is not realised. (3x4) (3x4) (2x3) Actions
Head of medicines optimisation GP Board P Practie engagement
GP Board discusssion
GM IPMO Value There is a risk that due to the ICB running cost review, that the MOT workplan and CIP will not be realised. This willresult in inequity Controls: MO staffing review
Fortnightly MOT CIP across the locality, as some PCNs are not covered by MOT, a gap in CIP delivery resulting in overspend of the prescribing budget and . Deployment of staff based on greatest need.
- 2025/26 CIP for Manchester MOT finalised and ready for submisson to GM.
MOT Workplan and CIP Heather Bur Review Meetings 3) already escalated to GM via chief|disengagement of PCNs and practices. There is a reputational risk to NHS GM ICB as we will not deliver the support to practices and : P : | o) Ongoing review of and re-deploying based on prioritiy
Mot MmoT? Head of Medicines Optimisation|  Monthly Locality Both pharmacist direct patient care that has been proposed and agreed. Practice-based MOT curently delivering CIP which is monitored and fedback via (3x3)
GM finance assurance routes. .
Assurance/Highlight [Actions: On-going CIP delivery and direct patient care.
Reports
There is a risk that due to the ICB not having a lone working policy, that staff working in practices may come to harm from aggressive Controls
patients, or members of the public behaving inappropriately MO staff maintaining accurate and up to date calendars
MOT Lone Working MMOT8 Heather Bury TBC Both TBC New risk 0 0 TBC
Head of Medicines Oj (2x5) (2x5) Actions
GM ICB to develop lone working policy
There is a risk o the ability to manage patients effectively in the community. This is due (o a shortage of CMHT care coordinators, Being monitored as part of the recovery plan Controls
Need to ensure MPB is aware of the | yariicularly in the North. If realised, there would be an impact on patient care and escalation leading to increased numbers of patients Recovery plan in place. Recruitment of agency staff and GMMH attendance at recruitment fairs. GMMH looking at retention strategy and reviewing role of care
need to P’I“’”'je '“'"""““‘ ’j"h" needing to attend acute services and potentially increased costs from acute length of stay. Circa 400 patients still without allocated care coordinator - causing delays in coordinators.
actions related to Mental Health. discharge
Juliet Eadie, Head of Adult | Monitored as part of While this is an improvement on Actions
Community Mental Health Mental Health, Learning the recovery plan and " 9 Recruitment of agency staff and GMMH attendance at recruitment fairs. GMMH looking at retention strategy and reviewing role of care coordinators.
Mental Health MHO1 ! Both previous numbers 400 patients not
Capacity Disability and Autism Integrated| the community (3x3)
hester locan ormation o having care coordination supportis a
Care, Manchester locality transformation plan Serious issue for the patients not
receiving the required clinical support
and flow of patients into and out of
acute mental health beds
Due to a lack of alternative to admission and community mental health services there is an increased risk that OAPs numbers currently at lowest level for 12 months - although a high Controls
patients will be OAPs. This could result in increased financial pressures across GM and potentially a poorer number of patients (91) in non contracted beds Recovery has been developed across all locality partners including a trajectory to reduce numbers and costings for OAPs by the end of March
patient experience due to distance away from family and community. Additionally this would offer limited
0 i i i i i Actions
lopportunities for clinical oversight, which could lead to further patient complications / escalations. ) ) ) .
§ Recovery plan in place and actions being progressed. Locality escalation MADE continue to meet weekly. Twice daily huddles happening in GMMH identifying clinically
Juliet Eadie, Head of Adult | Assurance through "”:)‘:" ":)";‘35’ a;‘;;:‘;:zg‘[’:ﬁ:‘g ":gl‘l"'d'fndg ready for discharge patients including any barriers.
Mental Health, Learning Mental Health 12
Mental Health OAP risk MH02 Disabilty and Autism Integrated| Strategy Group and Both MPB aware of situation and mitigations @x3)

Care, Manchester locality

through recovery plan

Jactions agreed including with NHS
GM.




Juliet Eadie, Head of Adult

Mental Health

[The Right Care, Right Person approach was implemented in October 24. 1f the police are informed about the mental state of a person
they will riage their mental state and then possibly decide to pass responsbility to Mental Health teams. Due to systemic issues around
how services deal with people referred to them by police, there is  risk to the delivery of this programme and the capacity of mental

[ongoing montoring of capacity and demand
d

23/05/2025 - Cloised as service is running and no issues have been reported

Controls
Managed on a GM footprint by NHS GM. Single crisis line for GM

. R — (T3 Mental Health, Learning ki . o informat health services to manage the increased number of people presenting in crisis. This could result in people going missing at Accident an 6 (Actions
= & TR R FEEED Disability and Autism Integrated|'SC°Ve™Y Plan working or information Emergency, Children's Homes and Nursing Homes. If realised, there could be an impact on patient safety and potentially around the. (2x3) GM wide business case agreed for Mental Health crisis services. Additional workforce going on 111 24/7 crisis helpline
Care, Manchester locality b organisation's ability to provide the correct typeflevel of care.
There is a risk that Manchester locality may not meet the national inpatient targets for the reduction in number of inpatients with a Being monitored as part of the recovery plan around LDA and MH commissioning. Controls
diagnosis of a learning disability and/or autism in a MH/LD specialist mental health bed, commissioned by the ICB. Currently 36 actual |Oversight ongoing within LMT, Senior level MADE and DAB. Fortnighty Assuring Transformation Meetings continue to remain in place to obtain updates fron system re discharge plannign progress, barriers and levers.
Inon secure adult inpatients with a target of 17, 9 actual secre (SPEC COMM) adult inpatients with a target of 7. Children and Young Regular locality escalation MADE meetings in place
People (CYP) target has been met Actual:9 and target: 9. Regulation locality and GM OAPs meetings in place to track admissions, discharges and targets
Recovery has been developed across all locality partners including a trajectory to reduce numbers and costings for OAPS by the end of March
|A number of barriers to some of the discharges to include lack of suitable accommodation, delays in and lack of allocation of Care Health and Social Care joint funding panel can ve held within 24 hrs and at short notice to support expedition of commissioning agreements for funding of care packages,
Coordinators to progres the 12 stages of discharge planning, delays allocation of social worker, delay in completion of Care Act clear processes in place
Fiona Watterson, Associate |Assessments, Capacity Assessments, lack of suitable Providers coming forward to offer support to individuals to meet their needs, lack Social Care internal panel processes have increased in throughput and speed of decision, clear processes in place
Director of Integrated Care Tearn, of cohesion between inpatient and community servicves to work together to move forward the discharge, delays in legal framework Offer of GM Complex Housing Project to support some of the more commplex care and accommodation provisions (although can be costly and up to 12 - 18t month wait
Manchester ocalty processes for CoPDoLs and Court delays for submissions, some MOJ decision making for removal of MH section in some cases is for discharge to some of these provisions due to build, adaptaion, acquiring residential landlord, housing benefits and working weith developers and MDT.
delayed, delays and availability of Community RC for Hospital to Community RC to RC handover for some individuals. 6-8 weekly Commissioner Oversight Reviews undertaken via ICB Integrated Care Team for oversight of care and support for individual, discharge planning progress and
. commissioned service meeting assurance requirements.
Juliet Eadie, Head of Adult Mental Oversight ongoing
Le“’"‘"i‘?“i?:”"y and | National inpatient targets LDAOL ”ej'u"‘;::“"’r""':::":;bc"a"r‘;a"d within LMT, Senior Both For information (41)(23) Actions
> |level MADE and DAB. Recovery plan in place and actions being progressed to continue
Manchester locality Locality escalation MADE continue to meet weekly.
Fortnighty Assuring Transformation Meetings continue
Manchester Local Care Twice daily huddles happening in GMMH identifying clinically ready for discharge patients including any barriers to continue
Origanisation/ Manchester City Improvements to locality DSR, to inc attendance at meetings (leadership support required to help with uptake of GMMH and DSR
Council o be more action focussed on provision/input of community support at home and admission avoidance focus - suggestion of DSR workshop with system partners to
consider improvements.
Encouragement and aim to increase in pre admission CeTRs/CTRs - directed via DSR referrals and notifications or via Care Coordinator/Social Worker escalation for
community CeTRICTR as a supportive mechanism to best support community actions put in place to support indivbidual in the community and at home/admission
avoidance meetings with MDT
Lack of housing/accommodation options - continued comms between health system and Housing and Social Care Brokerage Teams
Limited / lack of resource within the Primary Care Team due (o organisational restructire, running cost savings, fixed term role and long |Recruitment was successful to the 8a role. As this was an internal appointment it Controls
For awareness and to note the on- term sickness. This is impacting upon the teams ability to deliver against its significant work programme. This includes but is not limited [has created a further gap within the team (band 7). Further gaps in the team as a Regular reylew of the ipnmavy care programme plan ‘agamsl available rgsource, On-going discussions with system partners re: joint work programmes. Prioritisation of worl
going capacity / resource issues that to support to GP Board infrastructure and elements of the NHSE Delivery Plan to Improve Access to Primary Care, Primary Secondary [result of running cost challenges and long term sickness. and potential RAG rating of work to identify where primary care input will be ceased / reduced.
Garoline Bradley e Taacting on delivery of a large |C21€ Interface work, GP Collective Action, estates, service monitoring and redesign. The primary care team is regularly reviewing ts | fixed term senor role that eads on specific, high profile areas of work is also
Primary Gare Team orimany care progamme. Ta nota. |¥0r on the programme plan and prirising. However, recent sickness and loss of a member of staff from the locality primary cae tean]due to end March 2025. Unlikely the work can be absorbed without a pause, Actions
Primary Care Capacity MPC02 Associate Director of Primary PCOG Both o further manet the fack of | |T120S future review may include ceasing some primary care work of reducing input int system wide work programmes. High level ceasing of existing work therefore creating a pressure / ability to deliver against th On-going review of PC work programme _
Care (Manchester) rocnitmert and s of & semor _|discussions have taken place with NHS GM primary care colleagues (o explore economies of scale across localites. This will not providework programme. Discussions with NHS GM re: shared resource and economies of scale across priary care work programmes.
ixed term role will reate neluting M€ eS0UTCe required to deliver across all aspects of the. primary care programme plan :No updates from national team re: contract negotiations as yet.
Locality discussion re: programmes of work, prioritisation and most effective use of resource.
the delivery of MPB objectives.
There is a risk to appropriate service delivery due (o a rising demand for services, reducing budgets and complexity of demand. The Controls
impact if realised would be inconsistency and potential closure of services including community services. Early response, including development of the Reform programme, has partially mitigated the risk.
A degree of government assurance is in place.
CRlrEn oo || Servivce delve and cvpoL Sean McKendrick CcYPICG/IcB Both For information NA »
Actions
|As per Reform programme action plan - in development
IF we do not fund and invest in Community led and Community enabled approaches in a long term sustainable way THEN we will not Controls
reduce health in the population Programme of work is discussed through Long Term Conditions Steering Group
Emma Gilbey
Long Term Conditions Actions
Long Term Conditions |~ Community led and LTCoL Emma Gilbey, Programme | Steering Group and Both For information N/A 2 2 S Long Term Conditions are being prioritised as part of the NHS GM sustainability plan as part of proactive care. CVD including Diabetes are programmes with some curren
enabled approach Director for Long Term | Provider Collaborative (3x4) (3x4) (EC) funding attached for 2025/26. No sustainable solutions currently identified.
Conditions Board
MLCO
IF as a Manchester Locality and NHS-GM ICB we do not distribute funding and resources to a proportionate universalism model THEN Controls
we will continue to widen disparities in health outcomes and life chances in our most disadvantaged communities. g of work is discussed through Long Term Conditions Steering Group
Emma Gilbey
Long Term Conditions. Actions
Long Term Conditions Disadvantaged LTCo2 Emma Gilbey, Programme |Steering Group and Both For information NIA 9 9 6 Programme manager has been identified for each of the Long Term Conditions programme areas. Within Manchester Locality specific work has been identified with VCSH
communities Director for Long Term |Provider Collaborative (3x3) (3x3) (23) and community sector to target population segments with the greatest need. However currently no influence or sight on NHS-GM allocated funding and how it reflects
Conditions Board needs.
MLCO
] F we o not estabiish an equitable funded out of hospital Diabetes service THEN we will continue o have nationally poorer outcomes fo Controls
Emma Gilbey ong Term Gondiions people with type 2 Diabetes than other similar areas, with associated year on year increasing activity and costs in secondary care. Programme of work is discussed through Long Term Conditions Steering Group
Long Term Conditions Type 2 diabetes LTCO03 Emma G'":ey‘ Programme 5‘”’;”9 G“"lug and Both For information N/A 253 Actions
D"ec‘g’o:;"agzg Term :’;;’(‘ o Collaborative E8) Diabetes identified as a locality prioirity as part of Commissioning Intentions for 2024/25. Diabetes Pathfinder to be developed as part of the Sustainabilty plan in 2025,
MLCO
F we do not develop the skils and competencies in our workiorce as a Manchester system partnership, and embed a data and nsight Controls
led approach to Prevention and Early Intervention THEN we will not achieve our objectives in improving outcomes overall and reducing Programme of work is discussed through Long Term Conditions Steering Group
health inequalities
Emma Gilbey Actions
Long Term Conditions. INHS GM DIl team now producing data within Curator to meet the generic need of many programme areas. The agreement of the future measures that need to be reporte
Long Term Conditons | Prevention and early Lrcos Emma Gilbey, Programme  [Steering Group and Both For information A 6 on to be developed as partof the Sustainabilty plan for 2025/26. !
intervention Director for Long Term |Provider Collaborative (2x3) Currently the only alterative we have, it seems to me, is to upskill our workforce, particularly in our Neighbourhood teams, otherwise we cannot be confident that our
Conditions Board prevention and early intervention activities are going to be prioritising the ‘right” things.
MLCO
There is a risk to the sustainability of the VCSE sector which affect the delivery of the sustainability plan and MPB priorities. This is due Controls: Working with VCSE leaders to develop impact outcome framework to evidencecontribution of VCSE sector.
0 the decommissioning of VCSE funding in Manchester at a GM level. There are considerable risks as result of the lack of funding for
the locality, which willinclude a lack of engagement with grass roots organisations to inform health priorities which will impede the city's GM have developed strategic commissioning principles - i realised may help to mitigate impact including around inconsistent notice periods, contract lengths etc.
Sharmila Kar progress in tackling systemic health s for our most ies which were exposed by the pandemic
Joint Director Equality & DAB is asked to ensure that they are  |The impact, will be reputational damage, relationships with the sector and fall out from the communities we engage with will be [Actions: Work to mitigate by a more integrated approach to VCSE commissioning across Health and Care. Work ongoing to understand cumulative spend across council
ment fully informed and sighted on the risk significant if we do not have funding going forward as a result of locality and ICB budget presessures. ) . ) 3 12 health and MLCO.
VCSE VCSE funding risk VCSEOL (NHS Manchester Integrated Both land aware of potential impacts. May Risk identified in line with previous DAB discussions (3x4)
Care Partnership/Manchester become a regular agenda item for VCSE funding is granted in small pots - cumulative impact of cuts to these small pots is significant on the sector overall. Further Opportunities to work in more integrated way with VCSE sector - further details to follow.
City Council) discussion. rs include issioning of VCSE contracts for 25/26 that haven't yet gone through the STAR process, the increas
in national insurance with little to no possible mitigation adding to fragility of the VCSE sector overall
A Tack of sufficient funding to Geliver the totality of the plans contained in the North Manchester Strategy mean that the overall vision and Controls
its impact for the local population is reduced. This is a particular risk for the NMGH redevelopment (NHP and Healthy Neighbourhood) Is currently being reviewed as part of the North Manchester Strategy Board. A PMO team is in place and as a partnership alternative approaches are being considered
} and Victoria North (viability of housing development, zero carbon and community infrastructure, and infrastructure works) due to their which relate to the overall funding that is currently available.
Sarah Griffiths scale and reliance on national funders.
North Manchester Strategy Actions
Lead/ Head of PMO North Manchester 0 Stakeholder management plan, key strategic messages, place based funding messages and additionally, specific actions MFT and MCC are making around their national
North Manchester | North Manchester General NMGHO1 Strategy Board.and Both For information NA bodies (e.g. for NMGH proactive involvement in the New Hospital Progi nd working with MCC, GMCA, Bruntwood, Homes England to explore
General Hospital Hospital risk Manchester Local Care PMO team €9 routes to funding for master plan delivery; for Victoria North, optimising density of housing, working with Housing Infrastructure Fund/Homes England to reduce constraints|
Organisation forward purchasing agreements, FEC support in prioritisation of funding, engaging with Homes England to ensure delivery of critical works for housing delivery).
Manchester University NHS
Foundation Trust
There is a risk that there will be a failure of The Care Gateway (TCG) telephony system (Touchpoint) and there will not be any available Controls
support from either Enghouse who created the software / system or NHS GM internal IT. Limited controls are in place. The TCG have made NHS GM IT aware of the situation and they have dicussed with HybrlT a new service contract which would include
upgrading the telephony software to the latest supported version. The cost of the upgraded system is £28,100 as at 20.3.25. STAR approval gained for £25,000 (as per
This is because the software that is currently being used is not the latest version and is not supported within a current contract. The 24/25).
upgraded system will cost approximately £28,100 up front costs + £1854 per month running costs to be provided by HybrIT. The
previous contract with 4Net was ceased by 4Net on 31.3.24 as they are no longer partners with Enghouse. The contract with HybrIT would be to the end of the financial year 2025/26.
DAB to consider the risk to the TCG
telephony system and consider | yypr|T and GM IT colleagues have been working together and there is now a Statement of Work (provided by HybriT) with the costs [Actions
Lesley Johnson, Team Maroger, Lesley Johnson UPT"S"o T ‘a‘:e" '"E'Ud‘"?h stated above. This has taken over 12 months to get to this point and still no confirmed resolution. The above costs are higher than with| I TCG have contacted NHS GM IT and HybriT to discuss options but currently finances are not available to progress.
e e | coordinates updates providing funding to progress the e previous provider (4Net) however, it should be noted that the previous contract was a rolling contract (in place since 2015) and the
o Care Gateway ( to Sara Roscoe, who upgrading of the system or further |new proposalis for one year only due to NHS GM reorganisation. Sara Roscoe is continuing to negotiate on these costs. TCG would like to escalate the situation to the Locality Management Team / DAB for discussion and potential action.
advised to include on escalation to NHS GM to consider a Costs for a new system have been agreed with supplier but this is above current 6
Elective Care Care Gateway Telephony MEC01 Martina McLoughlin Manchester Locality Both solution Also, NHS GM were planning to introduce a GM wide telephony system but this has now been put on hold due to the reorganisation. STAR limit. (2x3) [ The solution to managing this issue would be:

Elective Care Reform Manager
(Manchester) coordinating at
locality level

risk register as it just
effects Manchester
Locality

Itis to be noted that the TCG have &
role as the back office function for

Manchester Primary Care with
managing the referral process

The impact f realised would be:

1. Alack of support for the most vulnerable patients navigating the complex appointment system in secondary care. ~Patients would not
be able to discuss options with TCG administrators and this would impact on patient choice.

2. Without the telephony system in place it would not be possible for patients to make contact with The Care Gateway

3. There would be an increase in calls to provider community services, hospital trusts, GP practices and NWAS as the TCG coordinate
all of these appointments through their online booking system and itis possible that secondary care in particular might be overwhelmed

=

Approve costs for HybriT to install upgraded software £28,100) and also ongoing costs of £1854 monthly management cost.

~

NHS GM IT to work with HybriT to support system access and safe installation of upgraded software.

w

In the background HybrIT to work with 4Net (previous provider) to transfer SIP lines.

=

. Once HybrIT have approval to proceed the process will take approximately 6 weeks to complete.
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1. Introduction

1.0. The Joint Commissioning Board (JCB) is a sub-group of the Manchester
Partnership Board (MPB) and provides a forum in which the NHS, Social
Care and Public Health can convene and take/recommend joint
commissioning decisions relating to health and care spend.

1.1. This integrated forum is intended to enable a different approach to
commissioning across health and care; to be bold and transform how the
needs of the changing population can be met, focusing on driving better
outcomes and experiences for people in Manchester.

1.2. This report provides a summary of the key discussions and decisions at
recent meetings.

2. JCB Highlights

2.1. March

2.1.1. Children and Young People (CYP) Workplan

2.1.1.1. The Joint Commissioning Board received a detailed presentation on the
CYP Workplan, which was commended for its clarity and comprehensive

2.1.1.2. ?%%pgbard emphasised the importance of understanding the additional

resources required to deliver the plan effectively across joint programmes,
particularly considering current financial challenges.

2.1.1.3. There was agreement on the need to strengthen focus on healthy weight,
oral health, and palliative care, ensuring alignment with Manchester Local
Care Organisation (MLCO) priorities.

2.1.1.4. It was confirmed that a resource mapping exercise will be undertaken to
identify gaps and opportunities for integrated working. The importance of
influencing the GM ICB Children’s Commissioning Plan was also noted.

2.1.2. Home from Hospital Service

2.1.2.1. The Home from Hospital Service was strongly supported as a valuable
example of collaborative practice.

2.1.2.2. The Board recognised the risk to system-wide resilience should the service

cease and welcomed the interim funding extension to September 2025.
Manchester City Council confirmed its continued support and commitment
to further evidence gathering.

2.1.2.3. A meeting between the Deputy Place Based Lead and GM ICB’s Chief
Commissioning Officer will be arranged to explore future options and
funding mechanisms.
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Dermot Murphy Close

The commissioning intentions were endorsed by the Board.
Seeking clarification of governance within GM ICB/locality to inform and
progress next steps.

Discharge to Assess (D2A) Model

The D2A transition is progressing well. The Board welcomed the
collaborative approach but highlighted the need for a communications,
workforce, and care pathway review. A close-down report will be prepared
for the September JCB.

April
Community Mental Health Transformation

The paper presented highlights key mental health challenges for adults in
Manchester, focusing on accessibility, funding, and care integration. It
outlines potential system solutions to improve service delivery, patient
outcomes, and equity. System partners, with lived experience input, are
refining options by assessing feasibility, cost, and impact to prioritize next
steps.

Board members emphasised the importance of community-based services
while also addressing discharge impacts and the need for mapping current
plans, funding, and delivery to ensure the model fits Manchester’s needs.
There was a strong focus on addressing disparities affecting Black and
minority ethnic communities, with calls to engage groups like the Caribbean
Community Group and Sounding Boards to influence the work.

Changes in social care governance, particularly MCC'’s decision not to
renew the Section 75 agreement with GMMH, will impact the community
mental health model. Clear system leadership, governance, and alignment
with neighbourhood functions were stressed.

Financial considerations, including high cost supported accommodation,
were noted, with calls to highlight these at the GM Integrated Care Board.
The importance of clear outcomes, delegated budgets, and strategic
ownership at Place level was emphasised to drive reform.

JCB Forward Plan

The JCB Forward Plan outlines May'’s focus on children, young people, and
joint financial planning; June on commissioning specialist weight
management; July on D2A close-down and unintended consequences.
Disability topics (learning disability, autism) and NHS reform impacts also
highlighted for better alignment and flexibility.
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Any Other Business

The Interim Finance Director for the Local Care Organisations will join the
Board, and meeting invites will be sent. The Board was updated on
progress regarding the Home from Hospital service. A commissioning
decision to continue the work has been made.

May
Specialised Education Needs or Disabilities (SEND) Data

An update on SEND data was presented, showing 15% of school-age
children are on SEN support and 7.1% have an Education, Health and
Care Plan (EHCP) — both above national averages.

The most common EHCP needs are Speech, Language, and
Communication Needs (SLCN) and autism, with an increase in social,
emotional, and mental health (SEMH) needs among younger children.
Manchester has completed 9,000 EHCPs — a 110% rise since pre-
pandemic — while maintaining 83% of assessments within the 20-week
timeframe.

More boys are receiving EHCPs, and ethnicity data is expected soon.
Local practice allows schools to purchase extra support, providing more
accurate data. Post-19 provision and budget pressures require corporate-
level discussion.

OFSTED Thematic Review Letter and Learning

The OFSTED thematic review was positive, recognising our commitment to
keeping children in school and proactive work underway.

Key learning included improving data sharing, especially across health and
education, supporting neurodiverse families, and tracking actions.

Plans for a "festival of data" and ongoing multiagency audits will support
future inspections.

Joint Commissioning Children’s Group Terms of Reference

The Joint Commissioning Children’s Group Terms of Reference were
presented, co-produced to provide clearer structure for reporting to the
Joint Commissioning Board.

Discussions covered the inclusion of youth and play services, suggestions
for additional members, and the importance of representing transitions
work.

The updated work plan aligns with upcoming board presentations and
includes initial project outlines. Risks related to changes in health funding

4
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were noted and will be presented at the next board meeting.
Lyndene Update and Overview

The update highlighted ongoing efforts to develop a shared reporting
structure and support young people through targeted interventions.
Currently, 22 young people have been referred, with 18 actively engaged in
the program, showing promising outcomes and significant cost savings.
This initiative is in its early stages, with plans to maintain and potentially
increase engagement numbers. The collaboration between partners is
viewed positively, with an analysis underway to explore opportunities for
scaling the approach. Discussions are also beginning on how to align this
work with broader NHS reforms and identify future investment
opportunities.

The program is commissioned to support 80 children annually,
emphasising the need to target resources effectively. Questions were
raised about tracking prevention costs and clearly evidencing savings, with
ongoing efforts to connect services and quantify cost avoidance.

There is recognition that while initial implementation took time, the program
offers potential for system-wide savings and could serve as a demonstrator
for diverting funding towards early intervention.

Speech and Language Therapy (SALT) Review

An update was provided on the SALT review, highlighting the complexity of
the work amid upcoming NHS reforms affecting providers and
commissioners.

The system now has clearer visibility on funding across localities, with
central funding secured from the Greater Manchester Combined Authority
(GMCA) to develop a new balanced system. Each locality has appointed
leads to implement this system, though local rollout is unlikely within an
optimal timeframe.

Some anticipated tasks for the balance system have already been
addressed locally, but no additional funding is available. The focus is on
optimising current resources and considering interim solutions to bridge
gaps until full implementation.

There is strong consensus on the urgency, especially given high SALT
needs in deprived areas. Past initiatives outside the Integrated Care
Board’s (ICB) funding, such as Kickstart and Flying Start, have yielded
valuable learning, though integration with the balance system remains a
challenge.

A multi-disciplinary approach is expanding in some local schools to better
meet needs, but coordination across separate funding streams is needed.
Concerns were raised about the risk of external decisions if local needs
and expectations are not clearly communicated. The current services do
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not fully meet demand, prompting a need for more strategic conversations.
The Board agreed to advance the SALT position, raise timeline concerns
with GMCA, and meet urgently to develop a clear, integrated model.

2.3.5.7. An update on progress will be provided at the upcoming adults’ meeting to
maintain oversight and momentum.

2.3.6. Special Schools Nursing Review

2.3.6.1. The Special Schools Nursing service faces ongoing challenges stemming
from its original commissioning for five schools, now expanded to 13
without a corresponding increase in resources. Continuity plans are
currently in place for four schools due to staffing shortages and vacancies.
There remains uncertainty over the legislative framework governing funding
responsibilities, with conflicting guidance complicating resolution efforts.

2.3.6.2. Next steps include meeting with special school heads to develop a new
service model within existing funding limits. Data on the children's needs
has been gathered, alongside financial and commissioning information
from the local care organisation. The group emphasised the urgency of
finding a sustainable solution, noting varied funding models in other regions
— some jointly funded, others fully supported by local authorities.

2.3.6.3. It was noted that previous discussions with healthcare partners have not
resulted in increased funding, and the service continues to struggle to meet
expectations. Some participants expressed surprise that model
development was not further advanced, while schools are keen to explore
new approaches.

2.3.6.4. A pressing concern is the current exclusion of some children from
education due to complex health needs. There is a call to involve
additional stakeholders to drive tangible progress and to provide clear
documentation or visual aids to better communicate proposals.

2.3.6.5. While detailed financial breakdowns are still pending, there is confidence
that broad models can be presented soon. The group agrees that
partnership working and collective ownership are crucial to developing
viable solutions. Escalation of delivery is needed to address this recurring
iIssue and its impact on vulnerable young people.

2.3.7. Neuro-Developmental Pathway

2.3.7.1. The neuro-developmental pathway project aims to establish a universally
accessible hub for early support, focusing initially on access rather than
assessments or diagnosis, which will be considered later.

2.3.7.2. Existing services will be reviewed to integrate rather than duplicate
offerings. A designated building within Manchester University NHS
Foundation Trust (MFT) Child and Adolescent Mental Health Service is
available for the hub.

2.3.7.3. The project plan is being finalised and will be submitted for review,
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targeting an October 2025 launch. There is agreement to share the plan
with the Joint Commissioning Board before submission.

The board emphasised the importance of integration with existing family
hubs rather than creating a separate, standalone hub.

Change Programme Partnerships (CPPs) and SEND Reform

A brief overview was given due to time constraints, highlighting the current CPP,
an upcoming meeting next week, potential changes, and continued focus on
workforce skilling and need de-escalation.

Any Other Business

Difficult conversations may be necessary, but focus should shift to
solutions for improving the current situation. Changes in the NHS present
an opportunity to reorganise and enhance effectiveness within the
Manchester system, with unanimous support for this approach.

Recommendation

Manchester Partnership Board is asked to note the report and updates.
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NOTES - GP Board

Date: Wednesday 7 May 2025
Time: 3:00pm -4:00pm
Venue: Microsoft Teams
Item Topic
No.
1. Welcome and Introductions — SA welcomed members to the meeting.
2. Declaration of Interest — No new declarations of interest.
3. Notes of last meeting — Approved as a true and accurate record.
4, Action Log - Discussed and updated (see separate document).
5. Manchester PQRRS / NHS GM BeCCoR Update

The Manchester PQRRS / NHS GM BeCCoR scheme was launched to Manchester GP practices on 17
April 2025 after receiving approval for additional investment for the new NHS GM BeCCoR elements and
going through the appropriate NHS GM and locality governance and. The additional funding covers
additional BeCCoR elements including:

Two that will be implemented on an NHS GM footprint:
e Shared Care of Medicines
e Elective Quality Improvement

Two that will be implemented within the Manchester Locality:
e CKD
e Respiratory

For the Manchester locality specific BeCCoR indicators, we will be a forerunner of the schemes for
potential future wider roll out. In addition, all indicators will be monitored and reviewed for impact and
return on investment as we plan for future years.

The intention remains to have one consistent NHS GM BeCCoR scheme from 2026/27 with this year
acknowledged as an interim / holding year. There are a series of NHS GM BeCCoR Group established to
undertake the review / planning work for 2026/27 onwards.

JC mentioned that all practices have signed up to deliver the scheme for 2025/26.

To support engagement and implementation of the quality scheme, a series of webinars and meetings
have been arranged. These include:

e NHS GM -Two BeCCoR webinars held on 24 April and 30 April already with another taking place
8 May. These webinars have been focused on the refreshed BeCCoR specifications.

e Manchester Locality - Two PQRRS meetings planned for 12 May (Manchester PQRRS 2025/26
Event-Implementation) and 23 May (PQRRS Practice Managers Q&A Session). The Q&A Session
is a mandatory meeting giving Practice Managers the opportunity to raise any questions
regarding the scheme. The resources for PQRRS are in development and will be shared with
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practices at these meetings.

JC mentioned that the 2024/25 achievement will be published shortly and uploaded to the Practice
Manager’s Team Channel.

Update on GP Board T&F Group

Earlier this year, the Manchester GP Board set up a Task and Finish Group to look at the governance
arrangements of the Board and to make recommendations on how the GP Board can evolve.
Considerations included:

e Engagement with practices

e Internal Board governance

e Allocation/ election of key roles

e Meeting structure

e Infrastructure

e Provision of at scale services

Following a few meetings of the T+F Group, JHe has stood down as the Chair of the GP Board Task and
Finish Group. Subsequently, a discussion regarding next steps was held at the GP Board Exec Group
meeting on 17 April. It was suggested that the T+F Group meetings were stood down for the following
reasons:
1) The group no longer has a Chair / facilitator and as a result has lost leadership, links to NHS GM
work and system knowledge that is needed to help deliver outputs
2) Work currently happening at NHS GM level to create a model Terms of Reference (ToR) for all
locality GP Boards. This is likely to duplicate the work of the T&F Group.
3) Complex changes happening at NHS GM level regarding GP Provider structures, which will
have a significant impact on the GP Board

The recommendation from the GP Board Exec Group is to:

1. Stand down the Task and Finish Group, thanking the members and facilitators for the work carried
out.

2. Use the GP Board Exec Group to come up with interim suggestions (for agreement by GP Board)
whilst NHS GM level governance is being finalised.

3. Inthe interim period, proceed with the re-election of the Board Chair, acknowledging that at a later
stage there will need to be a process for agreeing representation at the evolved GM federation
structure.

4. Await the ‘Model ToR’ being created by the GM GP Board for use across all 10 Locality GP Boards.

The pros and cons of standing down the GP Board T+F Group were discussed, in addition to the
membership of the GP Board Executive to undertake further work.

There was a suggestion to dissolve the GP Board Exec Group meetings to avoid duplication and ensure
transparency. However, there is still a need for a subgroup to plan the GP Board including discussions
on agenda setting, recommendations for future items and preparation of documents for Board
discussion. CB and SF explained that GP Board Executive membership is opento all GP Board attendees
and particularly those with an interest and capacity to support. Due to limited people expressing an
interest and capacity issues, the GP Board has evolved out of a coalition of the willing ad would benefit
from further capacity and expertise. CB to share the current GP Board Exec membership and future
dates with the GP Board. The suggestion was to rename the Executive so that it more accurately reflects
the purpose of the Group. CB / SA to liaise with VM regarding this discussion and next steps.
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The group agreed to proceed with the re-election process of the GP Board Chair role.

Action:
e To circulate the membership and details of the GP Board Exec Group to GP Board members for
information.

e To liaise with VM (current Chair) re: the GP Board Exec Group including the name, membership and
future meetings to support GP Board delivery.

Winter 2024/25 Update
This item was deferred to the next meeting.

Recovering Access to General Practice Update
This item was deferred to the next meeting.

Provider Collaborative Update
e No update.

Manchester Partnership Board
e No update.

Clinical and Professional Advisory Group

e No update.

Making Manchester Fairer (formerly Marmot Task Group)

e No update.

Strategy & Planning Board
e No update.

Population Health Management Board
e No update.

Health and Wellbeing Board
e No update.

10.

AOB
There were no AOBs.

11.

Date and time of next meeting (GP Board — Part Two System):

Wednesday 4June 2025, 15:00 - 16:00 via Teams.
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Purpose

 Manchester locality update on progress against the NHS England
Delivery Plan for Recovering Access to Primary Care

« QOutline the challenges, risks and opportunities




NHS E Delivery Plan for Recovering Access to Primary Care

Aligned to the NHS GM Primary Care Blueprint




Empower Patients

Digital

NHS App

e Manchester - 53% of patients (13+) registered with the NHS

App

- 5% increase from Jan 2024

e Since April 2024 there have been 32,591 new NHS App
registrations across the 82 practices

Digital Champions Forum for GP Practice Staff

* Locality investment to support digital enablement

e Focus on:

enhancing access and efficiency through digital
solutions

digital inclusion

Teaching new digital skills to support patients and
practices

Manchester Primary Care Quality, Recovery and Resilience
Scheme (PQRRS)

e Ql approach to digital maturity reflecting variation and
need for flexibility

e Choice of projects (practice choose 1 per year). For
2024/25:
* Improving the quality of the practice website
* Improve usage of Online Consultations

e Use of the NHS App
* All projects supported by an EIA

e By 31 March 2025, all practices will have completed every
project over the last 3 years of PQRRS

Jan 2025, 43,958 repeat

prescriptions ordered via

NHS App in Manchester
locality

35% increase in number of
repeat prescriptions ordered
via NHS App since Jan 2024

Estimated every repeat NHS App usage
prescription ordered via potentially saved 2197

NHS App saves 3-5 mins hours of practice time
practice time in Jan







Implement Modern Modern General Practice
General Practice Access

In last 12 months — significant improvements and progress in Manchester against the NHS E Delivery Plan for Recovering Access

¢ Cloud Based Telephony (CBT)
e 26 Manchester GP Practices upgraded to CBT in phase 1
e 4 upgraded in phase 2
e 3 remaining practices are currently in the process of upgrading in the latest phase

J General Practice Improvement Programme (GPIP)
e In 2024/25 - 4 practices participating in GPIP
e Total for Manchester - 27 practices engaged with GPIP to date

*  Transition to Modern General Practice
e Currently 76 / 82 GP practices signed up to deliver Modern General Practice. Practices are utilising funding to support participation in GPIP, clear backlogs, secure resources and promote remote
triage.

. Capacity and Access planning
. For 24/25 there is a self-declaration process in place. PCNs are currently in the process of submitting their returns covering all three CAP requirements. Three PCNs have so far declared that
they meet all three CAP requirements.

° Booking a GP practice appt
. For 2024/25 — across Manchester 85.86% appts booked within 14 days (Highest of NHS GM localities and above NHS GM average of 81.90% )




PCN Capacity, Access and Improvement Payments (CAIP)
Returns Summary - March 2025

Month Claim Received

Locality CAIP Payment Domain Jul Sep Oct Nov Dec Jan Feb Mar c'li':)atrz;:i
MANCHESTER 1 - Better Digital Telephony 1 1 1 1 2 ! 1

2 - Simpler online requests 1 1 1

3 - Faster care navigation 2 1 1 1 1 1
MANCHESTER Total 4 2 3 2 3 2 2

All PCNs are currently on track and expected to submit their CAIP payment return by the end of March 2025.

18



Implement Modern

General Practice Access Manchester GP appointment data

Increasing number of appts delivered year on year in General Practice
Over 3.5 million appts delivered in Manchester in 2024

Over 2/3rds of appts are delivered face to face
31,606 more appts in Dec 24 compared with Dec 23 delivered
101,160 more appointments in 2024 compared to 2023.




Build Capacit
S SRR Infrastructure development

Estates

* In the previous year, 120+ new clinical rooms were added to the Manchester estates portfolio, the PCN Estates Strategies show us that:

e Total Patient Facing Rooms Now: 753 Room requirement by 2032: 920 Additional Rooms needed: 167 (22% more)

*  Work continues to develop projects related to new builds, reconfigurations of GP and partner-owned spaces, as well as funding for small-scale improvements.

* Work with partners across Manchester City Council, Manchester Foundation Trust, Manchester Local Care Organisation, NHS GM, 3 party developers to realise
opportunities.

e Enabling integration of primary care with wider services and wider discussions about utilisation in all current multi-use properties.

. én Ilr)fr::\jstructure Plan for 'Healthcare-Led Regeneration' across the City has been agreed as a priority for 2024/25 and an NHS GM infrastructure plan is being
inalise

e 14 PCN Estates Strategies have been developed and provide an overview of the current and future-planning required for primary care estates in Manchester.

Workforce: ARRS — Manchester Locality
e 502 whole time equivalent (WTE) at month 11 — this is across 23 different roles, including the GP role
e PCNs are currently forecasting to spend 99% of their budget for 2024-25




Build Capacity

Primary Care — UEC / Winter

* Planned ¢50,000 additional appointments via 2024/25 UEC and Winter
Schemes by Manchester General Practice (appt take up >90%)
* Manchester Acute Respiratory Infections Service (MARIS)

e In 2024/25 - expected to offer 19,000 additional appointments
for children & adults

e For comparisonin 2023/24 MARIS data showed :

. 90.1% of the appts were respiratory presentations

. 50% (c10,000) of patients seen by MARIS reported they would normally have
attended A&E

. 36.4% were for children 0-16 that would have presented at A&E
GP Federation Surge Hubs

* Expected to deliver 8,000 appointments with 15% of patients
being referred from NHS 111 or secondary care

* Only 4.3% of patients referred onto secondary care in 23/24
Additional appts via GP practices
e 22,095 appts offered via patients own GP practice.

Proportionate universalism approach to funding for UEC / Winter
schemes

Additional Capacity - General Practice
Winter Offer 2024/25

GP FED SURGE HUBS

MARIS

19,000 Planned

ADDITIONAL APPTS VIA GP PRACTICES

22,000 planned

0 5000 10000 15000 20000

25000




Cut bureaucracy

Primary Secondary Care Interface

“Cut bureaucracy to give practice teams more time to focus on their patients’ clinical needs”

Manchester Approach

e Oversight Group — Co-chaired by Manchester Foundation
Trust (MFT) Executive Medical Directors, Locality Associate
Medical Director, NHS GM - site Medical Directors,
Manchester GP Board Chair, Manchester LMC Chief
Executive.

e Task and Finish Groups - for all 4 core areas which feed
into the oversight group.

e (Clear, identified Governance

e Collaborative approach - with Trafford Locality

1. Onward referrals

2. Complete care (fit notes and discharge letters)

3. Call and recall

4. Clear points of contact




Cut bureaucracy

Progress against key deliverables

Work is on-going across several areas. This includes:
Onward referrals:

e Work is in progress to get a pilot up and running. The outcome will inform future work to standardise intra MFT referrals for immediate / related needs for
specialty / investigations / diagnostics.

Complete Care:
» Standard discharge template is developed and agreed with MFT Medical Directors. HIVE build has occurred.
* Work progressing on discharge order placement and discharge summary improvements

* Electronic prescribing — pilot to do electronic prescribing unable to progress due to current technical limitations. MFT is keen to progress this and is seeking a
solution within EPIC.

* Electronic Fit Notes — HIVE build currently in progress allowing clinicians in MFT the ability to do Fit Notes electronically. The ability should go live end of
January and a phased roll out will be planned with metrics to be measured.

Call and Recall:

e Improving Patient Communication (ImPaCt) programme is improving MFT communication with patients on the elective pathway helping reduce uncertainty
and confusion for patients. MyMFT (MyChart) also supporting those on the elective pathway. MFT is promoting the app and aims to achieve 70% patient
coverage (currently 41%)

Clear Points of Contact:

* Advice and Guidance — progress stalled due to GP Collective Action. New announcement from National sources of £20 per Advice and Guidance for General
Practice still needs further details.



Challenges, risks and opportunities

* Significant population growth — year on year growth outstripping projections and contributing to increased demand

- Demand challenges / better outcomes cannot be addressed by increasing capacity only — a focus on system shift to prevention
and managing demand differently within the wider primary care system and community services

- Primary/secondary care interface - is key to realising efficiencies and improving patient journey

e Large, diverse population with variation in health inequalities, patient experience and outcomes. There are differing needs across
the city / populations that require a flexible, innovative approach to delivery

- Population Health Management approach to service re-design supporting programmes of work to meet the needs of our
population(s)

- A proportionate universalism approach has been adopted across Manchester, starting with aspects of UEC / Winter and
discretionary Diabetes funding — the principles of this approach have been agreed as a basis for discussion when allocating further
discretionary spend

» Estates infrastructure development and resource to enable this is vital to support primary care transformation and wider system
opportunities. Limited space and physical / financial resource are a barrier to supporting population growth and workforce
expansion. In addition, short term decisions that are required can impact on overall strategic direction

- An Infrastructure Plan for 'Healthcare-Led Regeneration' across Manchester has been agreed as a priority for the Manchester
Partnership Board and will report on findings during 2025/26, initially focusing on North Manchester. This work will incorporate all
health partner requirements.



Challenges, risks and opportunities

* Funding allocations and flow — has hindered timely implementation of certain aspects of Modern General Practice
i.e. Cloud Based Telephony, Modern General Practice

- Streamlined, multi-year funding approaches and processes supported by timely cash flow to enable
implementation of projects

e Enabling an environment with primary care as an equal system partner that recognises the system benefit of
investment into primary care that supports early intervention and a preventative, pro-active approach

- General Practice is scalable and agile — it has the ability to come together and deliver projects, at scale in short
timescales and is a key enabler to the prevention and early intervention agenda

e GP Contract Changes for 2025/26 has been agreed in principle with a £969m new funding uplift across England.

- Understanding the risks and mitigation scenario planning with partners in relation to GP collective action and
understanding how this aligns to Primary Secondary Care Interface developments.
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Escalation and Assurance Report
Clinical and Professional Advisory Group

Report to: Population Health Management Committee
Report from: Dr Sohail Munshi, Joint Chief Medical Officer
Date of meeting(s): 22" May 2025

Key escalation and discussion points from the meeting

None
None
Metric Reason for escalation
Advise:
None

An update on Population Mental Health Management and Neighbourhood Approaches was received
from the Medical Director of GMMH. Work is underway with NHS-GM commissioners to set a standard
service specification across all 5 places, supported by internal group reorganisation. Quality work on
shared care is being linked to commissioning and contracts. A defined delivery plan is in place for shared
care actions supported by commissioners. Limited resources are available within GMMH for Population
Health work however a number of actions are in place to improve collection and analysis of patient data.
Discussion of this item highlighted the need for more engagement and learning from Primary Care in
terms of how the new model can be best implemented. It was also noted that this work needed to join up
with the development of a mental health system transformation and investment plan being overseen by
the Manchester Provider Collaborative Board.

An overview of the Mental Health Interface Work was received from the NHS-GM Associate Medical
Director for Manchester. The proposal is to setup a quarterly group with all partners, involving Trafford as
well if agreed by Trafford locality leadership.

An update on the Diabetes Pathfinder programme was also received from the NHS-GM Associate
Medical Director for Manchester where the following key points of context were noted:




The programme is part of the left shift moving from hospital to community based care.

There is increasing prevalence of diabetes nationally and locally.

Increased outpatient demand — 25% growth in referrals between 2022/23 and 2023.24 (MFT).
Increasing admissions to hospital for diabetes related reasons.

An overarching Programme Board is being set-up with the work being established in 2 phases. Phase 1
through to July 2025 will deliver comprehensive current state mapping including optimisation and
standardisation opportunities. Phase 2 up to September 2025 will oversee development of a proposed
Tier 2 community based model of care across Manchester and Trafford.

A revised draft Terms of Reference for CPAG were reviewed and endorsed, formally incorporating
Trafford Locality governance and membership. These new TOR will be adopted once they have been
reviewed and agreed by the Trafford leadership team.

None

None

Report completed by: Emma Gilbey, Programme Director for Long Term Conditions

Report approved by: Dr Sohail Munshi, Joint Chief Medical Officer

Agenda (insert):
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1.2

2.1

2.2

2.3

2.4

2.5

2.6

Introduction

This paper has been written to provide Manchester Partnership Board with an MLCO progress
update.

The MLCO Accountability Board met on Thursday 19" Jume to consider papers that provided
updates against core operational delivery and performance, and finance.

MLCO delivery

In MLCO’s community health services work remains ongoing to reduce the levels of absence
which remains higher than the target that has been set. Whilst there are underpinning reasons
for this, addressing it remains a key priority and targeted improvement is underway across all
LCO services.

MLCO Accountability Board continues to receive detailed performance packs for both community
health and adult social care. The primary focus for LCO continues to be managing excess waits
and managing demand. Community waits in overall terms have reduced consistently over the
last 12 months (as per the reported national community sit rep) and the LCO continues to pursue
an excess wait reduction programme to maintain the position of a less than 52 week waiting time
across all localities. National reporting has now resumed for 18-week referral to treatment
performance with the LCO achieving in excess of the 92% target in a number of areas.

MLCO activity within community health services is consistently tracking above plan (circa 5%),
despite a small 2% reduction in referrals year to date. In addition to this there continues to be a
shift in balance of urgent care type of activity versus activity to manage long term conditions with
LCO increasingly utilising more of its capacity to manage urgent care type demand.

Timely discharge of patients from hospital to their place of residence through the MLCO Resilient
Discharge Programme continues to be a core organisational priority and MLCO continues to
work to achieve the 240 No Criteria to Reside target that has been set; achievement of this
continues to be subject to detailed and ongoing scrutiny as the Manchester system isn’t quite
achieving this target. MLCO community crisis response teams continue to exceed all
performance targets and remain comfortably ahead of national benchmarking thus supporting a
significant number of people to avoid an unnecessary hospital admission. The Hospital at Home
programme is accepting patients across Manchester with ongoing work planned to increase the
number of beds by September 2025.

Within Adult Social Care reablement performance continues to exceed expectations and has
been identified as an exemplar service, evidencing substantive cost avoidance. Demand for
adult social care services continues to increase including in home care. This continues to
impact on the financial position, with cost avoidance work underway for 25/26 and beyond
through the next phase of Better Outcomes Better Lives, ‘Achieving Better Outcomes
Together'.

The MLCO population health management priorities of bowel cancer screening and
hypertension continue to be implemented across all neighbourhoods and MLCO Integrated
Neighbourhood Teams (INTs) continue to support a range of activities across Manchester’s
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3.1

neighbourhoods. Population health and addressing health inequalities continues to be one of
the core MPB priorities delivered through the LCO. Greater focus on data insights, involving
work with the GM data team is a key priority for 25/26.

As previously reported the MLCO faced significant financial challenges with both adult social
care and community health services through 24/25. Community health services in Manchester
did deliver a breakeven position, however the position for ASC remains challenging. Significant
work is underway to identify improvement opportunities for 25/26 and beyond.

Following the departure of Katy Calvin Thomas, LCO Chief Executive in February, lan Lurcock
has taken up the position of Interim Chief Executive until September 2025 when Patrcia Davies
will take up the substantive role as Chief Executive.

As previously reported the LCO is now aligned with University Dental Hospital Manchester
(UDHM) to create a new Clinical Group within MFT as part of the initial phase of MFT’s change
programme. As part of phase 3 changes to the operating model the UDHM team are exploring
the benefits of alignment to the community dental service, with a focus on population oral
health outcomes to capitalise on the public health commissions.

Recommendations

MPB is asked to note the contents of the paper and note that more detailed papers are
provided to MLCO Accountability Board.
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