Agenda

Oldham Integrated Care Partnership Committee

Thursday 24 July 2025

10.00am — 11.35am

Lees Suite, Level 2, Civic Centre, West Street, Oldham OL1 1UG

10.00am
(5 mins)

10.05am
(20 mins)

10.15pm
(10 mins)

Chair Welcome, introductions and Verbal For
apologies information
Chair Declarations of Interest — All Paper For
attendees must ensure any existing information
and new declarations of interest are
declared verbally if in potential
conflict with any items on this
agenda, even if they are already
shown on the register
Chair Minutes of previous meeting (26 Papers To discuss
June 2025) and review of matters and
arising via action log approve

Mike Barker

Erin
Portsmouth

Place report

Partnership Assurance Framework

Verbal

Paper

For
information

For
approval

6. 10.25am | Marion Oldham Population Health Paper To discuss
(15 mins) | Colohan/ Management Programme Update
Tarig Sharf
7. 10.40am | Mike Barker | NHS Reforms Verbal To discuss
(10 mins)

Page 1 of 2




Thursday 25 September 2025 at 10
— 12 noon in the Lees Suite, Level 2,
Civic Centre, West Street, Oldham
OL1 1UG

8. 10.50am | Marion Locality Performance Report — Paper For
(15 mins) | Colohan/ Focus theme: Long Term Condition information
Luci Maguire | and Diabetes
9. 11.05am | Stuart Oldham Community Leisure update | Paper For
(15 mins) | Lockwood information
10. 11.20am | Andrea Quiality Report Paper For
(5 mins) | Edmondson information
11. 11.25am | Zhara NHS GM - Oldham Locality — Month | Paper For
(5 mins) | Parveen 3 (June) 2025/26 financial position information
12. 11.30am | Chair Highlight reports from sub-groups: Paper For
(5 mins) information
¢ Finance & Sustainability Meeting
bi-monthly
13. 11.35am | Chair Questions from the public — To be Verbal To receive
notified to the Chair in advance of
the meeting
14, Chair Any other business — To be notified | Verbal To receive
to the Chair in advance of the
meeting
15. Chair Date and time of next meeting: Verbal To note
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Minutes

Oldham Integrated Care Partnership Committee

Date: 26 June 2025
Time: 10.00am — 11.20am
Venue: Lees Suite, Civic Centre, West Street, Oldham OL1 1UG

Clir Barbara Brownridge (BB) Cabinet Member, Adults, Health & Well Being (Oldham Council)

Chair

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

Sara Naylor (SN) Associate Director Finance, Oldham (NHS GM)

ClIr Shaid Mushtaq (SMu) Cabinet Member, Children & Young People (Oldham Council)

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

Moneeza Igbal (MI) Director of Integration and Provider Collaboration, Oldham (NHS
GM)

Julie Daniels (JD) — Part Strategic Director Children’s Services (Oldham Council)

Dr John Patterson (JP) Associate Medical Director — Oldham (NHS GM)

Mark Gifford (MG) Chief Executive Officer, First Choice Homes Oldham

Jayne Ratcliffe (JR) Director of Adult Social Care (DASS) (Oldham Council)

Dr Salim Mohammad (SMo) GP Partner, Clinical Director (North PCN)

Jude Adams (JA) Chief Delivery Officer, Northern Care Alliance

Gaynor Mullins (GMu) Director of Strategy (PCFT)

Laura Windsor-Welsh (LWW) Oldham Director (Action Together)

Anna Howarth (AH) Healthwatch Oldham Manager

Liz Harper (LH) Head of Urgent and Emergency Care Oldham (NHS GM)

Dr Charlotte Stevenson (CS) Consultant in Public Health (Oldham Council)

ClIr Chris Goodwin (CG) Cabinet Member, Don’'t Trash Oldham (Oldham Council)

In attendance

Alison Berens (AB) Head of Commissioning and Market Management — Older Adults and
Brokerage, Adult Social Care (Oldham Council)

Rachael Dyson (RD) Community-led Prevention Lead (Public Health)

Deb Waterhouse (DW) Development Officer (NHS GM) — Minute taker

Rebecca Fletcher (RF) Director of Public Health (Oldham Council)

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

Andrea Edmondson (AE) Assistant Director Quality, Safety & Safeguarding Oldham (NHS GM)

Rob Jackson (RJ) Managing Director (MioCare Group)

Steve Taylor (ST) Chief Officer, Northern Care Alliance NHS Foundation Trust

Professor Manisha Kumar (MK) | Chief Medical Officer (NHS GM)

ClIr Arooj Shah (AS) Leader and Cabinet Member for Growth (Oldham Council)
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Welcome, Introductions and Apologies

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

BB and members congratulated MG on receiving an OBE for his contribution to
public service.

Declarations of Interest

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

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

Minutes and Actions from the meeting of 22 May 2025

The minutes of the previous meeting held on 22 May 2025 were agreed as an
accurate and correct record of proceedings at the meeting.

The action log was reviewed and updated accordingly.

Better Care Fund 2023-25; End of Year 2024-25

AB presented the above report to the Committee for information. In order to
meet the national funding conditions of the Better Care Fund, the locality’s
Health and Wellbeing (HWB) Board’s are required to provide approval on
reports to the national team.

It was noted that in order to meet the deadlines set for the above, the end of
year report had already been submitted. It was also noted that the HWB Board
has already approved to delegate the decision to submit quarterly reports to
the national Better Care Fund team, with the understanding that the reports will
be noted at the next available HWB Board.

The year end report contained the details of reporting on set metrics,

capacity and demand, intermediate care for hospital discharge, step down and
community step up, expenditure and outputs achieved for all cost lines and an
end of year impact summary.

Members were also advised on the key successes: -

* Integrated system benefiting residents by allowing them to move
seamlessly between health and social care to meet their needs.
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e Early support and intervention, reduced length of stay in hospital and
better-quality outcomes such as living independently

Following feedback from the HBW, teams were working towards planning for the
next year, to ensure we are clear regarding what services are needed.

JR thanked AB and the team for the report and welcomed the positive joint
approach taken which was challenging due to the dates and targets. JR also
highlighted the importance of looking forward to see what services were needed,
rather than being reactive.

Members received and noted the content of Oldham’s Better Care Fund
End of Year Report 2024-25.

Place Report

There was no place report presented at this month’s meeting.

Primary and secondary care interface

JP started his verbal update talking about the expectations of our patients that
we were much more joined up in our working that was truly the case, at the
moment.

JP highlighted that works pays off when we all work together and advised that
in 2023 Royal Colleges collaborated to help and identify the existing gaps. 50
clinicians got together to thrash out the problems within pharmacies,
commissioners, mental health workers, GPs and hospital clinicians. Members
noted that the one thing we do well in Oldham is that mental health are involved
in our plans.

Principles and plans started with values and were currently with the Local
Medical Committee (LMC).

Consultants can now send 2-week referrals to each other instead of referring
back to the GP. This work is about getting the hospitals to undertake more
prescribing and follow ups.

Call and re-call was being worked on what would probably be a 3 year plan
involving patients within secondary care. NHS Trusts should establish their own
call/recall systems for patients for follow-up tests or appointments. This means
that patients will have a clear route to contact secondary care and will no longer
have to ask their practice to follow up on their behalf, which can often be
frustrating when practices also do not know how to get the information

District nurses are also undertaking more prescribing. The LMC are involved in
this process and have a program called “Mind the gap”.

Pennine Care Foundation Trust have written to all staff to advise that Mental
Health can now issue sick notes and working on referrals and shared care.

There is also now a Greater Manchester (GM) scheme benchmarking primary
care referrals into secondary care, which will help shorten the waiting times.
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It was noted that Oldham is the second lowest referrer into secondary care, as
we have access to a digital consultant connect service. 91 GPs have an app on
their phone to connect them with a consultant.

JP also advised members on the setting up of a local interface group with
specialties and 11 voluntary members. There may also be some money for a
tool for Mental Health, which will help our population.

JP appreciated the Committee’s work and asked for any feedback.

MB thanked JP for this work and advised that 2 years ago a strategy was
developed and progress made with the creation of a public health outreach
programme and connecting primary and secondary care. We have also re-set
the relationship with the public and work well with the voluntary sector and the
need to continue this great work.

(Julie Daniels left the meeting at this point).

GM fed back that she was pleased that Living Well was also being picked up
and the need for secondary care mental health support.

JA echoed MB’s comments and reflected back to 9 years ago, and when in the
process of delivering it is often difficult to reflect back. Thanks to JP we have
made a lot of positive changes.

MI emphasised that it was amazing that this has happened with all the current
pressures in primary and secondary care and looked forward to building on the
progress made but also mindful of the other pressures within the system.

MB highlighted that it had often been difficult and a lot of positive progress had
been made, and that we could not afford to fall back, as we needed resources
to focus on the tasks and the outcomes.

SMo highlighted the collective action taken and that it looked like a quality
improvement project. JP emphasised that this feels different and that tracking
meetings were being held weekly with Project Management support.

Members of the Committee welcomed and noted the update.

Live Well Update

MI provided an update on the above which launched in May 2024. Live Well is
Greater Manchester's movement for community-led health and wellbeing. It
aims to support healthier, happier and fairer communities by growing
opportunities for everyone to Live Well and providing everyday support in
neighbourhoods. Oldham has been using a similar approach for some time,
through building and supporting a strong Voluntary, Community, Faith & Social
Enterprise (VCFSE) sector, developing our place-based approach to public
services and range of activities intended to support strong resilient
communities. The report outlined an Oldham Live Well approach and the
governance to implement this locally, utilising the implementation funding from
Greater Manchester.
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Members were reminded of Andy Burnham'’s pledge around community health
and growing community wealth.

The main message was “Live Well is an approach, not a programme or
intervention”.

Members noted that this approach was more than plugging the gaps, but about
getting the broader public sector working together. This needs to thrive in
Oldham to get this to work and it aligns with Oldham’s priorities.

Further projects were also being undertaken which supports Living Well and
comes together as part of this approach.

RD advised on the huge amount of other work which needs to align with this and
that we now have information from Greater Manchester around funding available
with a £94K investment. At least 50% of this funding will be for the
voluntary/enterprise sector. A small working group have started to identify areas
in the system where changes are needed. Resident engagement with the
community sector was planned for the following week to understand what Live
Well means to the people of Oldham.

In the report members noted the governance structure and the system
leadership group to take forward as the Live Well Programme Board, although
this was not a statutory Board. It was proposed to use our existing Council and
Integrated Care Partnership governance.

LWW highlighted that back in December 2024, workshops were held to help
identify where the strengths and gaps were. Live Well builds on conversations
held over the last 10 years around how do our Oldham residents live well. Good
progress has been made in Oldham and progressing further than other Greater
Manchester localities. This is an opportunity to focus on accelerating this work
and growing the capacity and capability of our public services.

LWW advised that we will also be liaising with The National Lottery Board to bid
for further funding, together with the need to understand where the system
barriers are.

JR expressed that this area of work was excellent and perfect timing as OMBC
were preparing for a CQC inspection. From our information on self-assessment
this this also fits perfectly with the next steps. JR advised that we still have
people who need statutory services and the need to ensure this is a whole
system support and fits with the vision and strategy exceptionally well. We also
have a good prevention offer and JR welcomed this work progressing.

SMu highlighted that to assist progress this needs to be right and patients need
to take responsibility for their own health. Community groups could assist in
getting this message across best, with physical actions and changing the culture
on the ground. SMu felt this was vital and welcomed this approach.
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MG highlighted this is great from a housing perspective and having spoken to
other chief executive officers this is a different way to work and supports
resident’s voices better. We are well placed in Greater Manchester, but at risk
of duplication, and the need to see what the barriers and gaps are. Project
funding needed to be sustainable, and MG hoped that the integrated model
allows us to do this.

BB emphasised that health needs to be at the forefront of each action.

MB thanked colleagues and encouraged all not to convert this into a control
programme. We need some co-ordination, MB suggested getting the
Universities to contribute with the economics around this, as we need to prove
this approach is sustainable

The next stage would be to develop an evaluation framework.
The Committee:

Endorsed the approach described to Live Well in Oldham which will
include grant funding allocated to Public Health to enact and ensure the
funding criteria are met.

Agreed to the formation of the Live Well Programme Board, reporting to
ICP, to support the implementation of a Live Well approach in Oldham to
accelerate and intensify the existing focus on supporting residents in our
communities in partnership with a resilient VCFSE sector.

Locality Performance Report

Members received the above report which provided an update on the latest
corporate performance for locally selected indicators. The report included
Urgent Care, Elective Care, Cancer, Mental Health, Learning Disability and
Autism, Primary Care and Community Services, Quality, Maternity, Screening
and Immunisation indicators.

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

NHS GM - Oldham Locality — Month 2 (May) 2025/26 financial position

SN presented the above report which provided an update on the NHS GM —
Oldham Locality financial position to the end of May 2025 (Month 2), including a
Healthcare budget update, details of the Locality’s Corporate budget, and the
savings or Cost Improvement Programme (CIP) plan for 2025/26.

For Oldham, the net healthcare budget at Month 2 stands at £81.127m, reflecting
a positive movement of £0.478m from Month 1 and the opening plan due to
additional Beyond Core Contract (BeCCOR) investment.

Committee members noted and received the financial position for Month
2 (May) 2025/26.
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10. Highlight Reports
The Committee received the Health and Care Senate highlight report to ensure
that members were kept up to date with areas of discussion, priority actions,
risks and mitigations.
Members of the committee received and noted the highlight report for
information.

11. Questions from the public
There were no questions from the public received for this month’s meeting.

12. Any other business
There were no other items of business raised.

13. Date and time of next meeting:

Thursday 24 July 2025 at 10 — 12 noon in the Lees Suite, Level 2, Civic
Centre, West Street, Oldham OL1 1UG
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Action Log

Oldham Integrated Care Partnership Committee - Action Log (updated after meeting of 26 June 2025)

Performance Report

letter.

27.6.24 | 9 - Community Grants At the launch a high-level dashboard on what we hoped | LWW 26.9.24 | In progress
Programme to achieve be included. Launch date to be confirmed
shortly.
BB to launch the event. BB/LWW 26.9.24
26.9.24 | 5- New s75 template Elected members to be reviewed and amendments Oldham Ongoing | In progress 11.7.25
agreement made as needed to ensure attendance and quoracy. Councll
23.1.25 | 8 - Start for Life and Clarification required around 2 members of staff LWW / Ongoing
Family Hub Programme MBu
24.4.25 | 5— Better Care Fund To complete a deep dive on what is in the Better Care | CH Dec Work is about to commence
Fund already and also what else is required. 2025 shortly in order for us to be
prepared for the next funding
years.
24.4.25 | 9 — Live Well Primary care links — to pick this up outside of the meeting | MK Ongoing
24.4.25 | 11 — Locality To write out to practices a ‘thank you and well done’ | BB/JP 22.5.25
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Report

Oldham Integrated Care Partnership Committee

24 July 2025

5

Partnership Assurance Framework — 2025/26 quarter 2

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

Information [ Assurance Discussion [ Approval

Reduce the time people wait for elective care

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

Improve access to general practice and urgent dental care

Improve mental health and learning disability care

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

Maintain our collective focus on the overall safety of our services

Live within the budget allocated, reducing waste and improving productivity

Financial resources

Delivery and demand

Workforce and capacity

Health inequalities

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

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

Our Associate Medical Director is the lead for one of the strategic risks.
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The new 2025/26 Partnership Assurance Framework and its associated starting quarter 1 review
was presented at Oldham Integrated Care Partnership Committee meeting on 24 April 2025.

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

This paper brings to the Committee the quarter 2 update of the Framework for the 2025/26
financial year.

Included in the paper is an overview of the risk score changes since quarter 1, and the full
dashboard, risk analysis and action plans are also included in the appendix.

The Committee is asked to approve the quarter 2 update of the 2025/26 Partnership Assurance
Framework.
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Partnership Assurance Framework — 2025/26 quarter 2

1

1.1

1.2

2.1

2.2

2.3

2.4

Introduction

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

This paper brings to the Committee the quarter 2 update of the Framework for the
2025/26 financial year. Included in the paper is an overview of the risk score changes
since quarter 1, and the full dashboard, risk analysis and action plans are also
included in the appendix.

Partnership Assurance Framework: Q2 updates

Out of the six strategic risks, one has reduced its risk score since the quarter 1 review,
one has increased its risk score, and the rest remain static.

The risk that has reduced its score (from an overall score of 20 to 12) is the area of
“financial resources”. This reduction is due to several key actions being completed,
enhancing the mitigations (controls and assurances).

The risk that has increased its score (from an overall score of 16 to 20) is the area of
“workforce and capacity”, due to an increasing amount of uncertainty regarding the
potential impact of the NHS reforms.

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




2

3

4

Delivery and
demand

Workforce
and capacity

Health
inequalities

There is a risk that

health and care
transformation
plans cannot be
delivered fully,
resulting in
continued high
demand for

services, continued
system pressures,

and poorer
outcomes for
people.

There is a risk that
workforce capacity

pressures
escalation,
particularly in
relation to new
running cost
pressures and
changes to the
health service,

resulting in a lack
of ability to deliver

care closer to
home, and a lack

of ability to improve
service quality and

experiences for
people.

There is a risk that
we fail to make real

change with, and
on behalf of, the

most marginalised

groups, and that
we fail to make
inclusion and

deprivation-driven
decisions, resulting

in a deepening of

health inequalities

and a reduced
ability to achieve
true equity for
everyone.

(2x4)

controls on this to
ensure we stay on
plan.

The risk score has
remained static as
whilst there has
been progress on
a number of areas,
no further actions
have been
completed.
Actions in relation
to the delivery
collaborative
development have
had their
deadlines
extended in line
with the ongoing
engagement work
that is currently
taking place with
partners.

The risk score has
been increased,
as whilst the high-
level workforce
action plan has
now been agreed
by the Partnership,
there are many
unknowns as to
how the broader
workforce will be
impacted by the
current NHS
reforms, and it is
anticipated that
additional actions
will need to be put
in place for this
risk to enhance
the mitigations.

The risk score has
remained static, as
whilst one action
has been
completed, most
actions are not yet
at deadline, and
additionally, a new
action has been
added in relation
to co-production
and Live Well.



Delegations  There is a risk that This risk score
and the local remains static due
. . . to actions being
deqsmn- Partnership d(_)es outstanding and
making not have the right also some actions
delegations, needing to have
autonomy or their deadlines
extended because
control processes of the links to the
in place, resulting NHS reforms and
in the lack of ability uncertainties in
to make robust relation to the
.. impact and actions
decisions and, needed for that
therefore, real and work. Some new
timely change for actions have been
health and care added to further
. . help enhance the
services _":‘ our mitigations in this
communities and area.
neighbourhoods.

2.5 New actions in relation to the Live Well approach have been weaved into some of the
strategic risks.

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

3 Recommendations

3.1 The Committee is asked to approve the quarter 2 update of the 2025/26 Partnership
Assurance Framework.



Partnership Assurance Framework (PAF): 2025/26

Likelihood
| 1 2 k ¢ b
Unlikely Possible Almost certain
5 Catastrophic
l s 4 Major
€
5]
3
t g PR Moderate
@
c
8 2 Minor

1 Negligible

Partnership Committee strategic risk descriptions

Risk
PAF RISK # Treme Risk description Initial risk Q2 risk score Q3 risk Q4 risk mpvement Risk target ~ Action plan in
score / Q1 score score since last score place?

analysis

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

1 Financial resources

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

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

quality and experiences for people.

There is a risk that we fail to make real change with, and on behalf of, the most
marginalised groups, and that we fail to make inclusion and deprivation-driven
decisions, resulting in a deepening of health inequalities and a reduced ability to
achieve true equity for everyone.

4 Health inequalities

Prevention and There is a risk that limited resources, a lack of system coordination, and increasing
5 population health health acuity means that we cannot focus on planned prevention models of care, 9 9 - -
management resulting in poor health and wellbeing for our communities.

There is a risk that the local Partnership does not have the right delegations,
Delegations and autonomy or control processes in place, resulting in the lack of ability to make
decision-making | robust decisions and, therefore, real and timely change for health and care services
in our communities and neighbourhoods.

11| =1

12 12 - -




PAF RISK 1

Financial resources

PAF risk descriptor:

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

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

Committee lead:

Existing controls:

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

Full 2025/26 section 75 agreed
Full 2025/26 Better Care Fund agreed

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

*Estates plan and priorities for 2025/26 in place

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

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

Existing assurances:

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

«Joint Commissioning Group in place
Finance and Sustainability Group in place
«Strategic Estates Group in place

Gaps in mitigations:

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

Initial Risk Score: - Current Risk Score: -

Target Risk
Score:

CONSEQUENCE

4 CONSEQUENCE 4

CONSEQUENCE 3

LIKELIHOOD

5 LIKELIHOOD 3

Revise Cost Improvement Plan further to
confirmation of budget allocations and

LIKELIHOOD 3 The risk score has reduced due to some key actions being completed and

the likelihood score decreasing - a risk score of 12 is still deemed appropriate
due to financial pressures, however, a number of controls and assurances
are now in place to help mitigate the issues as much as possible. And whilst
we are slightly overspent in the forecast, there are tight controls on this to
l ensure we stay on plan.

savings instructions. Sara Naylor Completed and outlined at April ICP Committee. Complete
Make updates to the 2025/26 section 75

agreement as needed. Sara Naylor Completed and agreed via May and June Committees. Complete
Make updates to the 2025/26 Better Care Completed and agreed at June ICP Committee and the Health and Wellbeing

Fund arrangements as needed. Sara Naylor Board (meeting and via its agreed delegations). Complete
Deliver the priority actions for enhancing

joint commissioning arrangements, as Mike Barker / Sara

outlined in the 2025/26 delivery plan. Naylor In progress. 31-Mar-26
Work across the Partnership to ensure

that system-wide / shared finance and

sustainability plans are in place as Mike Barker / Sara

needed. Naylor In progress. 31-Mar-26

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

Deadline moved to the end of the current financial year - control process not

processes. Sara Naylor being delivered by GM due to NHS reforms. 31-Mar-26
Ensure there is a financial plan in place
for 2025/26 Sara Naylor Completed and agreed at the April ICP Committee. Complete




PAF RISK 2

Delivery and demand

PAF risk descriptor:

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

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

*ICP Committee sub-group governance in place, all of which can discuss delivery and demand areas as needed
*Oversight of a range of delivery areas are brought regularly to the ICP Committee
Existing assurances:  *Alocal Urgent and Emergency Care Group is established
*Regular reports are provided to the Committee on performance of services, against specific Constitutional areas and targets
*'Deep dive’ update and performance conversations take place in relation to a range of themed specialities

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

Gaps in mitigations:  *Reporting needs to be agreed to show delivery against all of the 2025/26 plan areas
«Specific plans and strategies as needed, such as a strategy for urgent care and demand management

*Robust data analysis reporting and support
Score:

CONSEQUENCE 4 CONSEQUENCE 4 CONSEQUENCE 3

LIKELIHOOD 4 LIKELIHOOD 4 LIKELIHOOD 3 The risk score has remained static as whilst there has been progress on a

number of areas, no further actions have been completed. Actions in relation
to the delivery collaborative development have had their deadlines extended
in line with the ongoing engagement work that is currently taking place with

l partners.

Establish engagement activity in relation
to urgent and emergency care.

In progress - deadline extended so it can be informed by the urgent care and

Celeste Bain demand management work. 31-Oct-25
In line with changes being made across
GM, review work in relation to on-call and This action has been removed in line with the removal of '1st responder’
how this better supports system responsibilities due for NHS Greater Manchester, and locality on-call
pressures across local partners. Erin Portsmouth arrangements due to cease. Closed
Agree workstream and update reporting In progress - work has continued extensively in this area but the deadline has
to the Committee for the delivery Moneeza Igbal / Erin been extended in line with the on-going engagement work taking place with all
programme / Collaborative work. Portsmouth partners. 31-Aug-25
Produce an urgent and emergency care
strategy. Marion Colohan In progress. 30-Sep-25
Produce a demand management plan. Marion Colohan In progress. 30-Sep-25
Establish new provider delivery
collaborative and action plan. Moneeza Igbal Completed. Complete
Put in place support governance as In progress - work has continued extensively in this area but the deadline has
needed for the new provider delivery Moneeza Igbal / Erin been extended in line with the on-going engagement work taking place with all
collaborative. Portsmouth partners. 31-Aug-25

NEW ACTION Agree the approach to the 'Moneeza Igbal /

health and care elements of Live Well, Rebecca Fletcher /

including the funding streams and how Laura Windsor-

these will be delivered. Welsh In progress. 30-Sep-25



PAF RISK 3

Workforce and capacity

PAF risk descriptor:

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

Locality

Committee lead: Andrea Edmondson

Existing controls:

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

*Allocality ICB team workforce action plan is in place

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

Existing assurances:

*Workforce is discussed in various meetings as part of Oldham ICP governance
*Oldham ICP representatives link into NHS GM workforce-related meetings as needed

Gaps in mitigations:

planning

«There is no information yet on how the 50% running cost reductions will impact the locality and wider health workforce

*Workforce issues to be embedded into pathway design, service change and delivery programme work and activities

There is no dedicated system workforce lead in place / agreed

There is no formal discussion, updates or meetings in relation to system workforce specifically, including any discussion on system-wide workforce data and/or

Score:
CONSEQUENCE 4 CONSEQUENCE 4 CONSEQUENCE 3
HICELIFOOD N HIKELIHOOD 5 LIKELIHOOD 3 The risk score has been increased, as whilst the high-level workforce action

plan has now been agreed by the Partnership, there are many unknowns as
to how the broader workforce will be impacted by the current NHS reforms,
and it is anticipated that additional actions will need to be put in place for this
risk to enhance the mitigations.

1

Ensure the system collaborates in

relation to the workforce and capacity

impacts created by the running cost Mike Barker / Erin

reductions. Portsmouth In progress. 31-Mar-26

Ensure that workforce issues are built

into collaborative delivery programmes.  Moneeza Igbal In progress. 30-Sep-25

Explore whether a specific workforce

programme, meeting, and/or lead needs In progress - deadline extended to allow for alignment with discussions in

to be assigned for the system. Erin Portsmouth relation to how workforce links into the delivery collaborative work. 30-Sep-25

Ensure that any potential safety impacts

are assessed in relation to workforce and

capacity issues. Andrea Edmondson ' Ongoing. 31-Mar-26

Explore areas in relation to workforce

behaviours and culture to support patient | Andrea Edmondson

safety / experience work. / Jayne Ratcliffe In progress. 30-Sep-25

Establish work to see what ways of

working and workforce integration can

take place within Oldham partners and Mike Barker / Erin

beyond. Portsmouth In progress. 31-Dec-25
Completed - high-level workforce action plan agreed at the June 2025 Oldham

Agree a system workforce action plan. Erin Portsmouth ICP Committee. Complete




PAF RISK 4

Health inequalities

PAF risk descriptor:

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

to achieve true equity for everyone.

Locality

Committee lead: Dr John Patterson

Existing controls:

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

Existing assurances:

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

Gaps in mitigations:

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

Score:
CONSEQUENCE 2 CONSEQUENCE 2 CONSEQUENCE 2
LIKELIHOOD 4 LIKELIHOOD 4 LIKELIHOOD 2

The risk score has remained static, as whilst one action has been completed,
most actions are not yet at deadline, and additionally, a new action has been
added in relation to co-production and Live Well.

=

Build an 'inclusion health' checklist into | . . h .
local decision-making and prioritisation. ) Completed - embedded into new Committee cover sheet and reporting
Erin Portsmouth templates. Complete
Connect the Health and Care Senate to
mechanisms for generating patient voice | jonn Patterson /
and lived experience. Celeste Bain In progress - deadline extended. 30-Sep-25
Work across partners to utilise potential
social prescribing data to support Laura Windsor-
learning sessions for general practice. Welsh / Tariq Sharf | In progress. 30-Sep-25
Examine how proactive local health and
care communications can be led by the  Laura Windsor-
needs of the communities, via the Welsh / Celeste
Engagement Network Group. Bain In progress. 30-Sep-25
Laura Windsor-
NEW ACTION Examine options for Welsh / Celeste
embedding full co-production into the Bain / Erin
health and care elements of Live Well  Portsmouth In progress. 30-Sep-25




PAF RISK 5

Prevention and population health management

PAF risk descriptor:

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

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

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

Existing controls:

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

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

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

«Community services design plans to support this area

Gaps in mitigations: | *Plans to evolve the integrated neighbourhood teams

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

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

plans
Score:
CONSEQUENCE 3 CONSEQUENCE 3 CONSEQUENCE 3
LIKELIHOOD 3 LIKELIHOOD 3 LIKELIHOOD 2

The risk has remained static as it is inextricably linked to the collaborative
development work, and most action deadlines are not yet due for completion.

—>

Ensure all PHM modelling plans are
established, including implementation

actions. Marion Colohan In progress. 30-Sep-25

Agree a design plan for community
services as linked to the development of ' Marion Colohan /
neighbourhood teams. Moneeza Igbal In progress. 30-Sep-25

Ensure there is integration of relevant
public health campaigns and activities
into wider health work. Rebecca Fletcher | In progress. 31-Mar-26

Agree with the PCNs key opportunities
and implementation activities in relation
to PHM at neighbourhood level. Tariq Sharf In progress - deadline extended. 31-Aug-25

Agree a plan for evolving the INTs. Moneeza Igbal In progress. 30-Sep-25

Enhance information and governance
flow from this area to other Committee Erin Portsmouth / In progress - deadline extended in line with the work to enhance the delivery
sub-groups / discussions. Moneeza Igbal collaborative model and approach. 30-Sep-25




PAF RISK 6

Delegations and decision-making

PAF risk descriptor:

There is a risk that the local Partnership does not have the right delegations,
autonomy or control processes in place, resulting in the lack of ability to make
robust decisions and, therefore, real and timely change for health and care
services in our communities and neighbourhoods.

Locality

Committee lead:

Erin Portsmouth

Existing controls:

*Agreed section 75 agreement in place

+Local ICP governance handbook and SORD in place

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

Existing assurances:

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

Gaps in mitigations:

*Allack of understanding in relation to the role of place and place partnerships in the future

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

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

Score:
CONSEQUENCE 3  CONSEQUENCE 3 CONSEQUENCE 2
LIKELIHOOD 4 LIKELIHOOD 4 LIKELIHOOD 3 This risk score remains static due to actions being outstanding and also

some actions needing to have their deadlines extended because of the links
to the NHS reforms and uncertainties in relation to the impact and actions
needed for that work. Some new actions have been added to further help
enhance the mitigations in this area.

=

Revise all local governance as needed

in relation to changes across Partners

and NHS GM. Erin Portsmouth New governance handbook completed and agreed at ICP Committee in April. | Complete
Implement new templates to support Completed and circulated to those creating reports and taking decisions to the
decision-making in meetings. Erin Portsmouth Committee. Complete
Enhance the existing clinical and care

professional input into all decision- John Patterson /

making. Erin Portsmouth In progress - deadline extended. 30-Sep-25
Embed NHS Greater Manchester

recommendations on locality governance Completed - this was embedded into Oldham ICP's governance handbook that

via the Good Governance Institute. Erin Portsmouth the Committee approved in April 2025. Complete
Influence GM in relation to gaining a

financial control total and operating Sara Naylor / Mike |In progress - deadline extended due to uncertainties around the NHS reform

autonomy. Barker work. 30-Sep-25
Chase up any new governance

instructions and/or documentation from In progress - deadline extended due to uncertainties around the NHS reform

NHS GM for implementation locally. Erin Portsmouth work. 30-Sep-25
NEW ACTION Influence and lead work to

design the new Place-Based

Partnerships as part of the design work

for the NHS reforms. Mike Barker In progress. 30-Sep-25
NEW ACTION Influence work in relation

to the governance of the new systems

across GM and in place, via participation

in the governance design work. Erin Portsmouth In progress. 30-Sep-25
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Oldham Population Health Management Programme Update

Tariqg Sharf, Head of Primary Care Operation

Information Assurance [ Discussion Approval [

(] Reduce the time people wait for elective care

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

Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

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

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

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

U] Financial resources

L] Delivery and demand

1 Workforce and capacity

Health inequalities

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

Our population is growing and ageing — over 65s fastest than any others — and so is consuming
more and more resource to manage complex health needs — both electively and non-electively.

Despite the need for community-based care, the NHS model continues to focus on hospital-based
acute care creating a huge sustainability challenge.
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Digital advances, the Al revolution, life sciences advances and patients desire to make choices
about their own lives means paternalistic care does not work. We need a health service that
changes the relationship between citizen and service.

A new policy direction is required - the NHS needs to move from treatment to prevention, hospital
to home, analogue to digital.

Population health management (PHM) uses a data-driven approach to identify groups that would
benefit from more proactive and holistic care. It takes account of wider determinants of health,
helping to address health disparities.

The Population Health Management programme has been established in the locality for around 18
months, with regular engagement from clinical colleagues and other stakeholders / system
partners.

Each neighbourhood has a clinical lead for PHM, and most have involvement from other clinicians
and professional support.

This report uses information updates provided by neighbourhoods and PCNSs, using data gathered
by clinical staff and teams.

A version of this information, focusing on the older people and frailty elements of the programme,
was presented at committee in February 2025.

To provide an update on the PHM programme.

The Committee is asked to note the content of the update and acknowledge the progress made to
date.
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The national health system is facing a significant challenge

Our population is growing and ageing — over 65s fastest than any others —and so is 1
consuming more and more resource to manage complex health needs — both electively A_

and non-electively 1
Of people’s lives are

now spent in poor
health

Despite the need for community-based care, the NHS model continues to focus on

hospital-based acute care creating a huge sustainability challenge

1.6 million

Digital advances, the Al revolution, life sciences advances and patients desire to

make choices about their own lives means paternalistic care does not work. We people over the age
need a health service that changes the relationship between citizen and service. of 65 have unmet
needs for care and
support

A new policy direction - the NHS needs to move from treatment to prevention,
hospital to home, analogue to digital

References: 1) King’s Fund (March 2024), Latest ONS data provides evidence of declining state of people’s health in England, Age UK State of health and care for older people



Against this national context, we have sought to better
understand population needs and challenges across Oldham

High deprivation and linked demographic factors I High UEC demand
High health, car : : e :
I% e It ! cade High rates of risk factors and ‘risky’ behaviours
and sociatnecas Higher community,
High rates of physical and mental health illness I mental health, social and
primary care use
Insufficient early Relative lack of prevention and early intervention
intervention and More complex and
prevention and Need for more proactive case management deteriorating health,
‘late’ service care and social needs
access Barriers to accessing primary and community care o
m High CYP demand and
Demand sometimes directed to the wrong place complexit
3“ Lack of service &P P Y
integration, ) .
communication Uncertainty on how to navigate a complex system ‘ More referrals and
and signpostin e
Al - Service fragmentation and lack of integration longer system backlogs
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More proactive care - population health management - sits at
the heart of addressing some of these challenges

Population health management uses a
data-driven approach to identify groups
that would benefit from more proactive
and holistic care.

It is data driven — to support
proactive identification

Aims to understand and meet
* the holistic needs of an

individual

o

Links across NHS providers,
g the wider public sector and

voluntary sector in integrated

neighbourhood teams

Target
those
who
would
benefit
from
proactive
care

High
risk
patients

Rising risk
patients

Stable patients

High risk patients (most complex,
severe or acute presentation) with the
highest use of health and care services

Identifying people proactively to
provide holistic care. Typically
escalating needs and slows/
prevents progression to high risk

Stable patients with lower
use of health and care
services, requiring timely
access to episodic services



This programme requires a shift in system focus to keeping
people healthier for longer, slowing progression to high risk

* NHS care models focus on sick, high-risk
patients who are highest service users,

typically ending up in secondary care Highest resource use

* This has been worsened by operational
patients pressures leading to crisis management

Current system
focus High

risk

PHM
proactive

focus * |dentifying people early in need and

providing preventative care or early

Rising risk patients intervention keeps them healthy for longer =0 =l e = TS
* This slows down/prevents progression

moving to the top of the triangle

» Stable patients require timely access to Lowest
episodic services as isolated needs arise

Stable (lower risk) patients e.g. GP visits, community pharmacy

* |tis important they are supported to
self-manage and access services

resource

Use



Building relationships, collaboration and co-design across

sectors has been and is core to enable PHM system redesign

The Oldham PHM programme has rested upon extensive engagement to co-design the programme in each
neighbourhood around the population and its needs. 180+ stakeholders have been engaged in the design.

=)

[ HeaIthcareJ &7

[ VCSE ]@\

-

Vs

Adult social care

N

Vs

Children’s services

N

Drugs and alcohol
services

. J

District and youth
coordinators

Public health

! Learning disabilities and |
mental health services

. J

. Primary care (including )

([ Mental health services

( )

GM ICB and Oldham

. PCNs) JIN (PCFT) I locality )
( 2 ( o 2 ( 2
Community health . _
] Secondary care | services (NCA) ] Social prescribing |
TOGMind Age UK Action Together
Positive Steps Home Start Oasis UK




Each neighbourhood has selected a local priority group to
focus on more proactively through their PHM programme

e [PHM Programmes across Oldham] -~ \\
Over 65s 50-64s
with mild/moderate frailty at at risk of becoming frail through
risk of becoming more frail multi-morbidities combined with
\other complex factors )
/Children )
at risk of developing
low/mid severity EAST
mental health
\ conditions -
/()ver 65s A
with mild/ moderate Children
frailty at risk of and their families in good health but at rising risk of
\becoming more frail Y, developing poor health in a high risk familial environment
- J




We know these PHM models deliver a wide range of benefits
that address some of the issues being faced in Oldham

é * Manage existing conditions better and prevent or delay new conditions developing so

@ PRI patients stay healthier for longer
outcomes * PHM takes account of wider determinants of health, helping to address health disparities

Personalised, holistic care plans and better care coordination based on an individual’s needs
Residents more active in their care, empowered to manage health with professional support
Focusing care around individual means care more closely matches array of needs

Patient
Experience

* More integrated working drives collaboration amongst staff across skillsets and organisations
Staff . : .
. * Supports more efficient use of staff time and helps reduce duplication and pressures — these
Experience : re : : : : . :
patients aren’t just using hospitals already, but also primary and community care services

* Reduces duplication of effort across out-of-hospital services, enabling better coordination of

‘M Demand services and maximising synergy across service delivery
management gy Keeping more of the population healthier for longer will reduce demand on acute services

e Focusing on prevention moves activity out of acute care into more community driven health
Value for and care services, and can also potentially reduce wider out-of-hospital and social care spend
Money * Holistic care interventions allow resources to be concentrated to where needed the most

(EI&\

Y,




More specifically what does it mean for Oldham & how does
It address some of the challenges we face?

Breaking down health and care siloes in terms of
care planning, coordination and ways of working

'Working closely as a system across organisational

' barriers; bringing together primary care, acute care
. and community services to jointly plan care to

| . . . oy e

 address multiple patient priorities at once, and

. ensuring you are able to access key advice/input

N oo o oo oo oo e o o o e e e e e e e e e e e e e e e e e e e e = e -

Intervening early to help better manage system
pressures — including primary and community care

oo T o e e M e e e M e M e M e M e M e M e M e M e M e e e e e ey

'These patients are already high users of primary/

' community care (frail, children with mental health
' needs) or will become so through deterioration (at-
' risk children). More proactive care improves self-

. management, reduces need for urgent

_____________________________________

\
1
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I
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I
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1
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Ensuring that we learn from past experiences of
population health programmes to deliver impact

We have sought to understand what has worked
and what hasn’t in the past. Impact measures will

' be realistic and achievable, tracking programme

. implementation and patient impact/outcomes. Not
. simply whether a process step is completed

_____________________________________

Creating shared accountability at system-level for
proactive care and patient management

—————————————————————————————————————

| Cross-system working, including as a PCN and with

. the NCA, VCSE, Council and others, enables you to

. share responsibilities, ownership and management
. for more proactive patient care across the

: neighbourhood. A shared care coordinator and ANP

—————————————————————————————————————

—— - - = —



The PHM programme will work across organisations at a

system level

Frailty example

Wider health and care
services

Community mental
health services

-
\_

Ve

Neighbourhood
qguad

Community health

services

primary care convener
at neighbourhood-
level, with patients
from practices going
‘into’ the PHM
pathway and managed

§ystem level

Advanced Nurse ) Care :

Practitioner @D co-ordinator .
1 1

Y patients
mild/mod
frailty

W patients
mild/mod
frailty

V patients
mild/mod
frailty

X patients Z patients Total patients
mild/mod mild/mod with mild/
frailty frailty mod frailty

e e o e o o o mm mm mm Em mm mm m mm Em mm mm o mm mm e mm o mm mm e mm o M mm e M M mm e M mm M mm m mm e M mm e M M e M mm M e M e e M mm M e e mm e M e M e e mm e M e e e e e mm e e mm e e e = =




We are now in the delivery phase of the PHM programme,
Implementing the PHM models in each neighbourhood

Where are we now and
what are our needs?

~

( N

Assessed local population needs and realities of
delivering PHM through a current state
assessment

J/ U

What do we need to do
to address them?

( N

Co-designed care pathways/model needed for
PHM in priority segments in each neighbourhood

A J

Developed resourcing model reflecting
characteristics of each PHM model and priority
segment

How can we assure
success?

? How do we do it?

Established enabling requirements including
governance, implementation and outcome
measures and key infrastructure

Developing and implementing delivery plans for
each neighbourhood

Neighbourhoods are at different stages of
preparing for implementation, but all are
preparing for delivery through:

* Co-designing detailed delivery plans

e Establishing project management,
governance, and reporting (e.g.
establishing quads, INTs)

*  Mapping out detailed PHM processes
and tools (e.g. clinical questionnaires),
to capture in a PHM handbook

e Establishing the digital infrastructure
and processes for identification and
monitoring impact and outcomes of

the programme /




Each PHM model or ‘pathway’ follows the same five stages
but tailored to the local priority population

4 i

Identify Assess

A suite of criteria Proactive reach-out Delivering a person-  Collaborative shared Ongoing effective
(metrics) and case to the cohort through  centred single trusted care planning to case management of
finding through a care co-ordinator to  holistic assessment of  holistically address person with a single
clinical practice will engage on the a person’s needs that  needs with the full ‘voint person’ - the
be used to identify programme and covers all of their range of care coordinator —

and prioritise the triage onto the right needs including professionals involved  checking in regularly
cohort atrising risk ~ pathway according to  physical, psychological in person’s care and supporting their
tier of need and social inputting to the plan plan

Supported by new cross-system governance in the neighbourhood Quad and Integrated Neighbourhood Team



And these models are underpinned by process maps which
outline the steps involved in delivering the PHM pathways

PHM pathway for older age frailty models

High level process for each step of the pathway




And in each neighbourhood, delivery planning is underpinned
by detailed mapped processes and PHM handbooks

The handbooks set out how to deliver each stage of\
the process, the identification criteria and outcome
measures and full process maps like that above.

In addition, each neighbourhood has agreed its
clinical tools such as triage questionnaires

)







Centrally, we have established the PMO function, key
architecture and shared processes to support the programme

Setting up the Clearly set out roles and responsibilities of different groups, and reporting lines A

governance, oversight Set up quads and integrated neighbourhood teams in each neighbourhood

and reporting Established the centralised Oldham ICB PMO function

mechanisms Set up the PHM Oversight Group, with monthly updates provided )
With GM and Oldham BI, established processes for providing cohort lists for enrolment to each N

Establishing processes neighbourhood (manual process in interim, future desire is Tableau Curator)

for identification and Agreed criteria for identification in each neighbourhood and embedding in approach to pull cohort lists, as

risk monitoring well as manual risk-scoring method (in absence of automated risk score in ADSP) and prioritisation methods
Future: consider automated risk scoring and pulling of cohort lists (e.g. curator based on risk flags) J

Monitoring of Set out and agreed implementation and impact/outcome measures (KPIs) with each neighbourhood A

implementation and Created caseload trackers to manually track implementation (in absence of being able to code into EMIS)

impact/outcome GM and Oldham BI establishing dashboards for monitoring KPIs

measures Future: Dashboard and KPIs need iteration as learn more about outcomes from implementing programme )
Mapped different systems that care settings can access — Graphnet has the coverage across the most people )

Establishing shared Met with GM partners to understand how Graphnet can better meet needs of Oldham PHM programme by

care planning enabling 1) Uploading of care plans to Graphnet as a new habit; 2) Using Graphnet to see patient data and

processes plans; 3) Manual input to care plan whilst co-editing function established

Future: All settings to upload care plans to Graphnet and Graphnet shared care plan functionality setup )




Governance for the PHM programme: A central oversight
group and neighbourhood quads supported by INTs

Oldham Population

Health Management
Oversight Group

Bringing together ICB, Council, NHS health providers and VCSE, amongst others
Senior oversight of PHM programme, helping troubleshoot issues and
providing a point of escalation

Reviewing programme implementation and impact using KPI dashboards —

accountable for outcomes and tracking benefits

Community Primary care

mental health (@

teams
Neighbourhood _Integrated Ca_re
neighbourhood coordinator C it
quads Social ommunity
teams (INTs) ocCla () ® physical
care \ / health teams
* Oversees and is accountable for decision- e Multiple sectors and care settings collaborating

making and management of PHM proactive across a neighbourhood to provide a holistic, VCSE ‘v‘ Acute specialist
schemes, including operational oversight (e.qg. joined up approach that addresses all of a sector advice

reviewing caseload management) person’s needs
* Include a primary care clinical lead, * Responsible for delivering the PHM pathway
neighbourhood-wide operational lead, and creating shared ownership across sectors
specialist care worker* and Council district for proactively managing their population
coordinator. Others will likely attend meetings. *  The integrated neighbourhood team is empowered
«  *Could be district nurse/occupational therapist for to make day-to-day decisions about the PHM
older age models, or Early Help for CYP pathway



Governance: Reporting lines and logistics

Oldham
ICB/ICP Oldham Population Health
Management (PHM) Oversight

Group
Meet monthly

[Monthly reports sent from }

quads to PHM Group
Bl support

Integrated neighbourhood
teams (INTS)

Neighbourhood quads

Meet regularly as needed
and informally

Meet weekly or at a
minimum, fortnightly

Oldham neighbourhoods x 5

* There are Terms of Reference for both the PHM Group and each neighbourhood quad. The quad Terms of Reference are largely the same across each
neighbourhood with the exception of the membership which is tailored to the priority group focused on by that neighbourhood, and their specific role.

* There is a reporting template which is intended to be used for monthly reporting into the PHM Group, this will require Bl support around KPI reporting
from the dashboard in Tableau.




The outcomes we are tracking for each programme will be
compared at different levels

"PHM aims to: N\ ) ¢
__ o - . Current Future

1. Reduce existing activity in a group already at rising risk

2. Delay or prevent future activity in the high severity group

. . . High ri G o
by preventing deterioration igh risk High risk

/ Moderate risk

To understand whether these aims are being met, we need to
not only understand changes for the cohort but also measure

changes for the target population, and changes against a m_ T T
\similar control group to determine if we have avoided activity. ) | ) L

Moderate risk

Approach 1: Comparing changes in the cohort

Aggregated data for cohort (e.g. hospital activity), compared to a baseline to see where we have reduced existing activity, and also compared to
those not enrolled on programme with eligibility to see any changes compared to the control group

-

Approach 2: Comparing to a ‘baseline’ for the population

Aggregated data for the whole population (e.g. for south, all >65s with frailty (mild through to severe) at the PCN), and seeing if there are any
changes from year 1 (2024) vs onwards year in average resource use at this population level (on the assumption that you will reduce the number
L of people who are high resource users so there will be some population-level reduction in activity)

Approach 3: Comparing to PCNs not implementing the programme

Comparing outcomes of patients in PCN where programme implemented with those of another PCN not implementing programme e.g.,
comparing cohort of patients in North who have gone through the programme and are on the case management list, to a similar cohort of
patients in central or west. Bl also suggested to could look at peers in GM, e.g. such as Salford, by matching GP practice registered lists.

.







Each PHM model or ‘pathway’ follows the same five stages
but tailored to the local priority population

2.E : 4. Sh
1. Identify @ enrcr:lgage/ 3. Assess - :n ared care

Identify key people within Proactive reach out to Deliver a person-centred Collaborative care planning  Ongoing effective case

each cohort as defined by cohort to engage into the single trusted holistic to holistically address management of person

set criteria (using data and programme and triage assessment of a person’s needs with professionals with a single ‘point person’

case finding) onto the right pathway needs that covers all needs involved in person’s care (the care coordinator)

/- Using data insights A /- Care co-ordinator A f- Trusted holistic needs A [- Development of a ) (- Planning, co-ordinating
from population proactively reaches out assessment covers all personalised shared and reviewing the
segmentation and risk to identified people of a person’s physical, care plan, with the ongoing effective case
stratification to and triages them using psychological and patient and management of a
prioritise individuals a short questionnaire social needs, to enable collaborating with key person through a
before risk increases to ensure they enter development of a professionals involved named, known person

» Professionals may also the right pathway (tier) personalised care plan, in someone’s care to — the care co-ordinator
case find additional * Those who do not done collaboratively review assessment * Care co-ordinator
people as they present engage receive a with the patient findings proactively checks in

* Care coordinator follow-up via an e This may include * Also consolidating and also responds to
reviews data to set a appropriate means to assessment of a existing care plans and flags, engaging with
single caseload encourage engagement person’s activation in preventing duplication the integrated

S ) L where possible ) L their own health )\ across sectors ) L neighbourhood team )




S u m m ary P H M pathway 65+ Wlth fral |ty There is continuous iteration of a person’s

shared care plan based on changes in needs or
preferenies and what works best

1. Identify 3. Assess 5. Manage
A 4 |
(" Rockwood score 4-6 ) f h Primary care nurse drafts care plan ( Referred to appropriate services from care plan,
(latest from primary Tier 2 and notifies relevant integrated including referral to social prescribing where
care, acute or and Rgferred for neighbourhood team professionals appropriate. Proactive case management and
community health) for Tier 3 primary care 10% for offline review and input. MDT signposting by care coordinator (activities listed
initial identification, nurse-led. _ used to discuss complex cases as on detailed summary slide). Complex cases are
later supplemented by comprghepswe required (either remote or meeting). escalated to fortnightly MDT meeting. Access to
(eFI2 or other (see detail), asizzjxécnt Primary care confirms care plan continuous advanc.ed care Planning. Annual care
Data and case lorine clinical with person and owns the plan N plan review by primary care J
exploring clinical, . .. - - : N
finding list is Care social and from hereon.-GP |n|t|at¢-es adv.anced Referred to appropriate services from care plan,
consolidated to coordinator psychological care planning (EoL) discussion. |ncIud|r?g referral t(? social prescribing where
a single list conducts needs, as well as appropriate. Proactive case management and
triage call an activation Primary care nurse drafts care plan signposting by care coordinator (activities. listed
to assess CCEEEE T 0% and notifies relevant integrated on detailed summary.sllde). Access to contmuf)us
I People complexity Includes co- neighbourhood team professionals advanced care planning. Annual care plan review
Additional ' notified of|  and need* development of a for offline review and input. _ by primary care J
c;Slzna : upcoming skeleton care plan Primary care confirms care plan " “Low-activated’ patients who could benefit from )
Al o ' ca.II _ based on with person an.d owns the plan better self-management also referred into health
those who : (via email, preferences from hereon..GP |n|t|at(.es adv-amced L coaching )
meet | text etc) care planning (EoL) discussion. /" Referred for a session with social prescribing if )
criteria for : ~ g appropriate, with care coordinator to signpost to
moderate I 30% relevant VCSE and community support services.
frailty : 45% o Patients with low activation also invited to health coaching | Care coordinator conducts check-in calls every six
I months to identify any change in needs, and
v 5% ensures relevant annual health/screening checks
fPeopIe not suitable People who do not want to are scheduled such as structured medication
removed from list progress are followed up by Continued access to universal services \_ reviews )

primary care (e.g. 111, GP, Social Prescribing through self-referral)



Summary PHM pathway: 50-64 year olds at risk of frailty

There is continuous iteration of a person’s shared care plan based on changes in needs or preferences and
what works best

-

v v \ |
1. Identify 3. Assess 5. Manage
( )
f forred f . h . ¢ | ( Referred for appropriate service support N
Identify 50-64 vear Referred for a primary Primary care nurse drafts care plan ) } i
Y y led holisti b . L according to care plan, including referral to a
lds atriskor frailt care nurse-led holistic ased on discussions in assessment. : : ) o ;
o Yy . . . . session with social prescribing if appropriate.
2 hvsical assessment of clinical, Relevant integrated neighbourhood . . .
(2 or more physica ial and hological fessionals (includi Care coordinator signposts to relevant services
LTCs and a mental social and psychologica team professionals (including GP) ) X
o I : poe . . h and continues supporting management and
el R Er G .. People are 20% needs, as well as an provide offline review and input to the L s .
Caseload list Branch . | . navigation of patient’s healthcare. Ongoing
disability or social | ic priarit notified of activation assessment. —> care plan. Primary care nurse engages .
is prioritised 2 lud All ith th further i q proactive case management by the care
determinant) upcoming Includes co- with the person to further iterate an . el .
€ toan I £ . coordinator (activities listed on detailed
. call development of a agree the support to be put in place. . ) o
appropriate kel lan based Th he ol ing f dsi summary slide). A bi-annual care plan review is
\_ ) o (Vi il skeleton care plan base ey own the plan moving forwarads in . . .
caseload size (VIa email, hoi L . | led by primary care, pulling on advice and
text etc) on person-choice and an ongoing, iterative cycle to ensure . :
Care . . guidance from relevant neighbourhood
. preferences continued personalised care ) .
coordinator  \_ ) \_ professionals on a case-by-case basis J
undertakes - ~
triage call to | Low-activated people are referred into a series of
I assess L health coaching sessions )
Additional case : complexity ~ S . Alongside care plan and/or other 4 )
finding of 50-64 I and need* Re errerin(:arranc:)r(:en € support, people with low activation will | Referred for a session with social prescribing if
year olds at risk of | ! a o?ntmeny; to assess also be invited to health coaching needed, with care coordinator to signpost to
frailty (2 or more : 60% — (assumed 30% of Tiers 1 and 2) other relevant VCSE and community support
1 2 management of both . . .
physical LTCs and a I Branch their lone-term _| services. Care coordinator conducts check-in calls
mental health [ 1 conditions cgo—existin every six months to identify any change in needs,
disorder, disability ! . ! . & and ensures relevant annual health/screening
; I issues and their
or social I activation in their own checks are scheduled such as structured
determinant) 1 20% medication reviews
health
I o J \_ J

Continued access to universal services
(e.g. 111, GP appointments, Social Prescribing through self-referral)

People who do not want to progress are followed up with by a J

People not suitable removed .
primary care nurse to encourage engagement

&




Summary PHM pathway: CYP in good health but rising in risk
In high-risk familial environments

1. Identify
Identify a cohort of
CYP who potentially
require early
intervention and
support by:

* A set of data driven
criteria (including
missed vaccinations,
A&E attendances
and missed primary
care appointments)

* School teams
(through high
absences)

( Children and \

young people living
in ‘high risk’
households with
complex lives with
no identified health
conditions
currently that could
benefit from more
proactive and

holistic support
\_ J

receives
list and contacts young

person or families, if patient

agrees to be part of the

programme, they are triaged

using a questionnaire to

understand their needs.

Discussion with quad to
triage will happen after this.

10%

Higher need

40%

Medium need :
(Universal

Plus)

Lower need

3. Assess
A holistic assessment is

conducted by a trained care
professional exploring physical,
educational, SEND and mental

health and social needs

{ 3

Referred to MASH (multi-
agency safeguarding hub)
and invited to a holistic
assessment

Invited to a trusted
holistic assessment by
ANP, who completed the
Family Help Tool with the
family.

The assessor co-designs a with
the child and their family, with advice and input
from school pastoral team and integrated
neighbourhood team. The assessor will inform
the care coordinator of the care plan and refer
to additional services such as a paediatrician or

social prescriber if needed

Shared care planning by MASH
practitioners as per existing pathway

The assessor owns and co-develops a
Family Action Plan with the child and
their family identifying the best clinical,
social, educational, and psychological
support requirements accounting for
the family’s priorities. The plan is
contributed to by social prescriber,
GP/health visitor and community
mental health practitioner with advice
and guidance as needed from
educational psychologists, early help
and others as required

1

| ™

|
|
| 45%
|
|
|

If family do not want to engage, Positive
Steps follow up in 4 weeks to encourage
enrolment through VCSE engagement

v

5. Manage
Primary care, social care, and social
prescribing with schools will manage
moderately complex children/families
according to care plans

~

Managed by relevant specialist
service depending on needs, and
being signposted to Kooth, social

prescribing and other relevant

services whilst awaiting care

(" Family Action Plan informs the A
services required, most of which
should be available in the family

hub, acting as a one stop shop. This

includes access to a social prescriber
and services for wider social support
e.g. housing support, physical
exercise programmes, as well as
parental support. Care coordinator
reviews Family Action Plan and
contacts family every 4 weeks to
. assess any changesinneed )

Self-care and signposting into
resources, incl. family hub / self-
support such as Kooth, with no
ongoing care required




Summary West PHM model: CYP at risk of developing
MH conditions

Beyond the initial pathway engagement, the care coordinator will continue to proactively engage with
the case load on a regular basis, and act as a single point of contact for any health or care concerns

Constant feedback to
validate patient list
' }
Identify

Identify a cohort of CYP
who potentially require
early
intervention/preventati
ve support to manage
their mental health
needs by:
School health teams
Through absence data
and routine outcome
measure
Case finding from GPs
through household
risk data

Children and
young people who
are not currently
engaged with
mental health
services, will benefit
from early
intervention but do
not need to be
referred to CAMHS

will work
collaboratively with GP
practices and a selection of
education settings to identify a
cohort. Care Coordinator will
complete a triage to assess

programme suitability
10%

High risk

40%

Medium risk

45%

3. Assess

A is conducted

by a

exploring

physical, psychological and social

requirements

Referred to MASH / CAMHS
and invited to a holistic
assessment with Early Help/
CAMHS professional as per
existing pathway

Invited to a holistic
assessment with a trusted
assessor — TOG Mind Care

Navigator

o

S

4. Shared care and support planning
The Care Navigator leads on developing shared
care plan with the child / young person, with
input from relevant professionals. The Navigator
will inform the care coordinator of the care plan
and refer to additional services as needed

!

5. Manage

Early Help and social prescribing with
schools and other appropriate specialists
will manage moderately complex patients

according to the care plans

Shared care planning by MASH practitioners as
per existing pathway

Managed by Early Help or CAMHS

ﬁl’OG Mind Navigator will draft the shared cara
plan. They identify clinical, social, educational,
SEND, neurodevelopmental and psychological
support requirements needed, taking into
account the child’s priorities and living
circumstances. If clinical input is needed this
will be sought from the GP and care plan
discussed. The GP will also act as a point of
escalation if relevant. Further review and input
is sought from other professionals. Care plan is
hosted on PCMIS and shared with GP
regardless of individual clinical input. TOG
Mind Navigator and Care Coordinator are
responsible for overseeing completion of care

il

according to need and further referrals
onwards to specialists if required

{ N
Integrated, holistic management of
mental health and wider health and

social needs by combination of school
teams, GP, and TOG Mind. Care
Navigator provides 5 week therapeutic
intervention. Onward referrals to social
prescribing, community offers where
required. Care coordinator checks in with
child / young person every 4 weeks

(regularity to be agreed with them)
\ J

~

\ plan. )

Self-care and signposting into resources

»

Low risk

If CYP does not want to engage, a TOG Mind Care Coordinator follows up
in 4 weeks to encourage enrolment through VCSE engagement

"l incl. family support, Kooth and VCSE
organisations, with no ongoing care
required







Population Health Management Progress Summary

¢ Key themes & areas:

- Speech & Language issues

- health issues / improving pathways

- Family issues (employment / parenting / behavioural)
- School attendance impact due to health-related issues

PCN Progress to Date PCN Progress to Date
¢ Oldham West Stakeholder engagement session held on 19th June
® Programme will start in July 2025
» Data collection to start over summer, with view to planning & ¢ Clinical & care co-ordinator roles both commenced on 6 May
intervention delivery commencing in September 2025 ¢ 136 people contacted, 20 Tier 1 people with shared care plan
¢ Cohort identified, with initial focus on Y5 pupils about to go into Y6 ¢ EMIS templates & coding devised to aid recording
e Est. cohort size for year 1 is 270 children & young people (c. 100 in Tier e Care plan template designed
Milltown Alliance |2) Oldham North |e Plans developed for contacting patients
¢ Local schools engaged e Patient cohort divided into priority order with agreement on Tier 1,2 &
¢ Draft pathway shared with system partners, some further work required 3 actions
with GP practices e MDTs progressing using patient cohort data
* Impact measures identified ¢ Additional data requested to show NWAS & 111 calls
 Navigator / Mind roles recruited to
* DPIA being completed to enable TOG Mind to receive data directly
¢ Pathway implementation commenced in September 2024
* 218 people contacted, 8 people with shared cared plan. 17 plans cased « Staff in post
completed & closed . .
* School referrals now being accepted from Harmony Trust * 240 people c?ntacted ',4,8 people Wl,th a shared care planin place
« Case studies included in update (see later slides) ¢ Implementation of h.0|IStIC c‘ommunlty-based assessments
Oldham Central Oldham South | e Falls Awareness sessions being arranged for patients, run by NCA /

Physio Falls Team
e Positive patient feedback
*Good engagement with / support from practices

Oldham East

* Anticipated start date of September 2025
¢ |dentification / dataset agreed

® Patient comms agreed

¢ Pathway model agreed

e Outcome measures close to agreement

e Suitable estates identified




Population Health Management Risks & Issues

Issues / Risks

RAG

Mitigation

Sustainability

¢ Funding agreed for 2 years (starts from commencement of delivery in
each PCN). Now delivery has commenced in most PCNs, focus will switch
to monitoring and evaluation to quantify cost savings, using information
to inform future commission decisions.

¢ Short-term utilisation of workarounds (e.g. manual / written care plans)

Inflexibility of IT tools (particularly GraphNet for care planning) IZ:- -:I ¢ Engagement with system partners (Graphnet, Health Innovation

Manchester) to influence changes to systems
N e Offset in short-term by extension of programme from 1 year to 2 years.

Recruitment of staff on fixed term contracts IZ: :. ¢ Focus on monitoring & evaluation to articulate successes of programme
(both quantitative & qualitative)
e Escalation of issues (e.g. falls assessment waiting times) to senior

. _— . ~, |system leaders via PHM Oversight Group
Increased demand on / responsiveness of existing services ()

* Monitoring of activity to quantify issues, use of data to inform
commissioning decisions

Estates

¢ Issue mainly in East PCN due to nature of estate. Short- to medium-term
solution identified

Resilience of model due to staff numbers

¢ Management of expectation regarding realistic service delivery
¢ Acceptance of inherent risk due to nature of programme (funding only
available for 2 staff per neighbourhood)

Demonstration of short-term impact for long-term pathways

¢ Looking at options for software package that will allow closer case
tracking and measurement of qualitative outcomes

e Use of case studies to demonstrate impact

¢ Close working with Data Intelligence teams to produce dashboards using
agreed evaluation methodology

Timeliness of data refresh

¢ Data now refreshed for most PCNs (others in progress)
¢ Regular feedback of issues via PHM Operational Group, escalation of
issues where required

Bottlenecks caused by waiting times for other services in system

e Escalation of issues (e.g. falls assessment waiting times) to senior
system leaders via PHM Oversight Group







Oldham Central PCN Case Study February 2025 (1)

Child highlighted due fo
multiple attendances fo
A&E.

Discussed potential
benefits of the PHM
programme with mum.

Mum opted into the
PHM programme.

Physical: 3/3

Mental
Health/Emotional
wellbeing: 3/3

Initial assessment took

place using the PHM
assessment tool.

Initial assessment score

15. — Education: 3/3

Family and Community:
3/3

= Dehaviour/routines: 3/3



Oldham Central PCN Case Study February 2025 (2)

Physical Education

Mental Health /
Emotional Wellbeing




Oldham Central PCN Case Study February 2025 (3)

Family & Community

The child lives with her birth parents and sibling who is 17
months. Mum is the full-time carer and father works full time.
The child also has a family member who is the carer for 32
hours per week (two 12-hour nights and the remaining hours to
help with the child's appointments).

The child attends school.

Due to the child's complex needs most of the family's time is
spent supporting their child and sibling. Any time while the
child is at school is crucial for mum to spend time with the
other child and run household errands and co-ordinate admin
for the child such as appts and medication and supplies.

The child is known to the children's community nursing team;
there has been difficulties in obtaining supplies and accessing
support for the child. The child does not seem to have a regular
point of contact.




Oldham Central PCN Case Study (6)

Challenges / Barriers

PRIMARY CARE SECONDARY CARE
* Delays to prescriptions being released. * No changing facilities for children with disabilities in
e Delays to medications being ordered or received by A&E.
community pharmacy. * No quiet spaces for children with sensory needs in
e Additional prescriptions for schools. A&E.
e Access to equipment or multiple trips to obtain * Increased risk of infection to children with low
correct supplies. immunity who must attend A&E for functional reasons
* Contacting 111 and having to take child to ICC late at i.e. inability to pass urine or blocked jejunostomy
night. tube.
* Access to assessment/treatment for child once GP
closes.
* |f staff not experienced having to then take child to
A&E to receive care that potentially could be delivered
in the community.




Oldham Central PCN Case Study February 2025 (4)

Plan According to Priority




Oldham Central PCN Case Study February 2025 (5)

Outcomes

Prescriptions have now been rationalised, and the child has 2 separate prescriptions
for school and home. This has resulted in minimising wastage of medications.

Every month prescriptions are now readily available for the child and mum is not
having to chase both GP and community pharmacy.

Community pharmacy orders the medications in plenty of time so there are no delays
to access of medications.

Mum is not having to contact 111 or take child to A&E.

Appointments will now be prioritised for the child after they turn 6. This will also
reduce the impact on secondary care services and the patients experience.

The ACP is liaising with the community nursing lead to improve access to supplies
and attempt to have a dedicated clinician to oversee the care for the child in the
community. This will aim to improve the link between primary and secondary care for
children with complex healthcare needs. This is ongoing.







Oldham Central PCN Case Study June 2025 (1)

GP referral.

Discussed potential benefits of
the PHM programme with mum.

Mum optedinto the PHM
programme.

Initial assessment tookplace
using the PHM assessment tool

Mental Health/Emotional
via telephone interpreter.

vellbeing: 2/3

Initial assessmentscore 11 . Housing: 2/3

Family and Community: 1/3

Behaviour/routines: 3/3




Oldham Central PCN Case Study June 2025 (2)

Physical Mental Health /

Family & Community

Emotional Wellbeing

Single parent family with low income. The child lives with his birth mother. Limited contact with Father .

There are no siblings. His mother is unemployed due to multiple ongoing health comorbidities and
does not speak English.

The child also has family members from his mother's side, but he does not engage with them.
Nheighbours offer support and take son to school and will offer to watch him while mum goes to the
shop.

The child attends school and has an EHC plan.

The child has autism and is doing well at school despite his social and communication difficulties.
Due to his mother's health needs most of the family's time is spent either at home or at appointments.
Any time while the child is at school is needed for mum to rest.

Neighbours sometimes complain about her son's behaviour.

Housing




Oldham Central PCN Case Study June 2025 (3)

Challenges / Barriers

PRIMARY CARE SECONDARY CARE

Difficulties in understanding what is available within
local communities.

Difficulty in accessing parenting groups due to weekly
travelling to the venue.

Language barrier; lack of Bengali support groups for
women.

Financial struggles to attend appointments; access to
hospital transport.

Having to attend A&E when having an exacerbation
and having to take child with to receive care that
potentially could be delivered in the community.
Access to assessment/treatment for her health
conditions once GP closes.

e Letters sent are not in her language so does not
always understand the information.

e Pathway for acute exacerbations of long-term health
conditions.

* No support for single parent families when parent is
unwell and needs to attend A&E.




Oldham Central PCN Case Study June 2025 (4)

Plan According to Priority




Oldham Central PCN Case Study June 2025 (5)

Outcomes

Referred Mother to Parenting team for a one-off workshop with the aim to help with
management of son's behaviour . This being more realistic due to her current health.
Family did not meet Early Help criteria through Referral and conversation/advised to
access universal offer initially.

Offered a referral to TOG mind to support son’s mental health. She has also been
offered a referral for family counselling however at this stage her son does not wish

to engage in either of these.

Contacted community hub to access free pair of school shoes for her son but mother
had already purchased a pair.

The PHM practitioner is liaising with the GP with the aim to improve access between
primary and secondary care for mothers' health needs to reduce A&E attendances.







PHM Programme Feedback (1)

Patient Feedback

Oldham South

* “Fantastic. Professional but didn't look or talk down at me. Felt really good after visit.”

* “Excellent service”, patient said “I have not felt this looked after in 20yrs!”

* Patients have really appreciated the follow up calls - being checked in on and kept in the loop.
* Some patients are surprised and disappointed with the waiting time for services.

Oldham Central

e To be able to speak to someone tell them your issues and work together and them to advocate on your behalf to make life that little bit easier is such an amazing
programme to have in place. To not have the stress of myself having to do this, as | probably wouldn’t, is amazing.

* One of the best things about this programme is how person centred it is and it’s not an additional stress. | have not had to do much at all just let Pam know what my
issues was, and she did the rest. | am kept informed of any progress / conversations had asked for my opinion, if this would work or what could be changed or
tweaked. It’s not overwhelming. Expectations are managed and if something can’t be done it’s not a no other options are explored.

* As someone whose daughter has a multiple services involved to have someone else on your behalf see how services could work together to better our experience, |
think is a vital service to have.

* | wish this programme was around years ago as it seems so silly how long we’ve struggled with certain things that have been somewhat an ‘easy’ fix that wouldn’t
have been fixed without this programme. Though these matters may seem minor to others they really have made such a positive impact to our lives.




PHM Programme Feedback (2)

Patient Feedback

Oldham Central (continued)

* | have found this programme to be very helpful . | do not speak English and am a single parent. Apart from my neighbours and close family | can feel isolated and
unsure how to gain support. Kelly and the team have helped me to start to understand things a bit better and | feel like | now have Kelly on my side to support me
and my son. Kelly has even offered to take the stress away and look at a place that helps with clothing . | can’t thank her enough for what she has done for us. | would
highly recommend this programme to others like me can feel very isolated.

* At this moment my son does not want to engage with TOG MIND but Kelly has now given me very useful contacts so that | do not feel as isolated. | now know where
to get help for my son’s mental health and mine too. When | am stronger, | hope to engage with this.

* Kelly has gone above and beyond to support my health concerns and has also met with the GP practice to see if there is a better pathway for me when | am having a
flare up of my health so that | do not have to sit for hours in A&E for a treatment that is needed when my chronic condition deteriorates. Is this happens, it will have
a massive positive impact for both my son and me. | am a single mother with limited income and have to spend a significant amount on taxis to attend my
appointments because | am too unwell to get public transport.

* |am due to attend a workshop that will help me to better manage my son's behaviour.
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Oldham Locality Performance Report

David Flint - Locality DIl Lead

Information Assurance Discussion Approval [

Reduce the time people wait for elective care

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

X Improve access to general practice and urgent dental care

Improve mental health and learning disability care

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

Maintain our collective focus on the overall safety of our services

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

U] Financial resources

Delivery and demand

1 Workforce and capacity

L] Health inequalities

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

n/a

n/a
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n/a

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

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

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

This report is based on the first iteration of the Greater Manchester core performance product which is intended to service the needs of all GM localities. The GM product is in the
early stages of development with the initial focus being on the ‘Oversight’ and ‘Sight’ metrics. These metrics have been prioritised as they will form a key part of the agenda for place
assurance quarterly review meetings with the GM team.

e Oversight: The locality is responsible for delivering (or plays a significant contribution to delivering).

e Sight: The wider system has the responsibility for delivery. However, delivery affects citizens within localities, and it is therefore appropriate to monitor on a locality footprint.

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

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

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

Contents
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Scorecards 2
Urgent Care 5
Elective Care 8
Cancer 10
Mental Health 11
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Urgent Care

0
0'0

0
0'0

0
0'0

A&E Performance (OVERSIGHT)

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

Performance remained substantially
below the national recovery target of 78%
in Jun-25.

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

Performance at the Royal Oldham
Hospital deteriorated in Jun-25 with
57.2% of all A&E attendances at the site
waiting less than 4 hours (58.7% in May-
25).



No Criteria to Reside (OVERSIGHT)

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

NCTR occupation increased to 8.7% in
Jun-25. Despite the increase, Oldham
patients had the lowest rate of NCTR
occupation in GM

The NCTR rate at the Royal Oldham
Hospital was 7.0% in Jun-25. Ongoing
strong performance at the site is a very
significant factor in the overall Oldham
position.



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

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

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

Jun-25 - 24:08 minute average (1,445
seconds).

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



Elective Care

RTT Incomplete: 65+ weeks (SIGHT)

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

« Deterioration in May-25 - 15 patients
waiting 65+ weeks.

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

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

Substantial deterioration in Apr-25 with
12.7% of patients waiting over 6 weeks.
Provisional data for May-25 suggests
improvement with 10.5% waiting over 6
weeks.

Ranked 30" of 107 localities nationally and
6™ of 10 GM localities in Apr-25.



Cancer

10

Patients meeting the faster cancer
diagnosis standard (SIGHT)

From Apr-25, the national target increased
to 80% (up from 75%). Performance was
substantially below the 80% target in the
first 2 months of 2025/26.

Ranked 715 of 114 localities nationally and
10" of 10 GM localities in May-25.



Mental Health

11

Dementia Diagnosis Rate (OVERSIGHT)

Oldham performance  was again
substantially higher than the 66.7% target
in May-25.

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

Oldham access numbers decreased in May-
25, but there continues to be a general
upward trend.

Rate per 1,000 (0-17s) — 3™ lowest of 10 GM
localities.
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Inappropriate adult acute mental health
placement out-of-area placement bed
days (OVERSIGHT)

Significant reduction in inappropriate adult
acute mental health out-of-area placement
(OAP) bed days, falling from 835 in May-24
to 545 in May-25

Rate per 1,000 — Ranked 4" of 10 GM
localities in May-25.
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Adults discharged from mental health
inpatient settings with a length of stay of
over 60 days / 90 Days (OVERSIGHT)

A reduction of Oldham mental health
discharges had a long length of stay of more
than 60 days was reported in May-25 —
55.6% Vs 83.3% in Apr-25.

Ranked 77" of 105 localities nationally and
4" of 10 GM localities in May-25.
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Mental health patients with no criteria to
reside (OVERSIGHT)

There was a substantial increase in the
NCTR rate in Jun-25.

Despite the increase, Oldham mental health
patients had the 2" lowest rate of NCTR
occupation of 10 GM localities in Jun-25.
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Access to community mental health
services for adult and older adults with
severe mental illness (OVERSIGHT)

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

Significant deterioration in the number of
patients accessing talking therapies in May-
25.

Ranked 87" of 108 localities nationally on an
absolute number’s basis in May-25.

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

« The strong upward trend, which has been
evident since May 2023, appears to have
stalled in recent months.

< Access rate per 1,000 — Ranked 5" of 10 GM
localities in May-25.



Community

19

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

Oldham  2-hour  performance  has
consistently surpassed the 70% target in
each of the 18 months to May-25.

Oldham ranked 1%t of 10 GM localities in
May-25.



Learning Disability and Autism

20

0
0'0

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

In May-25, Oldham continued to show
strong year-on-year improvement in the
percentage of patients aged 14+ with a
completed Learning Disability health
check (Apr—-May).

Ranked 36" of 106 localities nationally and
joint 5" of 10 GM localities in May-25.



Primary Care and Community Services

21
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Regular general practice appointments
delivered within 14 days of request
(OVERSIGHT)

Target is the national median relevant to
the reporting period.

Oldham performance was above the
national median in May-25.

Ranked 31 106 localities nationally and 4"
of 10 GM localities in May-25.



Quality

22

7
°e

E. coli blood stream infections
(OVERSIGHT)

Infection rates continue to rise with the 9
most recent reporting periods being more
than 1 standard deviation higher than the
mean average.

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

Target 10% maximum of all antibiotics
prescribed.

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

Ranked 13" of 111 localities nationally and
1%t of 10 GM localities in Apr-25.



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

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

«+» Oldham was ranked 8th of 10 GM localities
in Mar-25.
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Luci Maguire, Head Of Long-Term Conditions
July 2025



Oldham at a Glance

Population: 246,130
(2023)

Age Distribution:
22.7% under 18;
61.4% aged 18-64;
15.9% aged 65+

Life Expectancy: 80.1
years (women) 77.2
years(men)

Deprivation: 35% of
areas in Oldham
among the 10% most
deprived in England




Wider Determinants of Health

Income: Average household ®
income of £30,414, below v

. (11
the national average

Education: 68.1% of children

achieve a 'good level of

development' by the end of tGD\
reception year, lower than O
the national average of

71.8%

Employment: 77.3%
employment rate, slightly
below the national average
of 75.7%

Air Quality: 5.6% of deaths in
Oldham for those aged 30+
are attributable to air
pollution, similar to the
national average of 5.3%

Housing: 7.5% of households
are overcrowded, higher
than the national average of
4.3%



Oldham Prevalence Data

Stroke: 5,024 people (2024)
Diabetes: 19,334 people (2024)

Cancer: 3.17% of population (2023/24)

Asthma: 7.2% prevalence (above national average of 6.5%)

Hypertension: 13.5% prevalence (below national average of 13.9%)

Coronary Heart Disease: 8,020 people (3.1% prevalence)




Diabetes in Oldham — current status

Prevalence: Approximately 17,754 diagnosed (2022/23), one of the highest rates in
Greater Manchester

Type 2 Diabetes: Accounts for ~90% of cases, linked to lifestyle and deprivation
factors

New Diagnoses: Around 1,200 new cases annually

Hospital Admissions: Increased emergency admissions related to diabetes
complications by 8% over past 2 years

Mortality: Diabetes-related deaths are slightly above the national average,
influenced by co-morbidities such as cardiovascular disease



Diabetes in Oldham — Key Drivers and Challenges

e High levels of obesity (28% of e Late diagnosis and missed early
adults overweight or obese) intervention opportunities

e Physical inactivity linked to e Patient engagement and self-
socioeconomic deprivation management adherence

e Poor diet and food insecurity in e Health inequalities across

deprived areas Oldham's diverse communities



Diabetes in Oldham — Responses and Initiatives

Enhanced Diabetes Prevention Programmes: Targeting at-risk populations through community outreach and digital tools

Integrated Care Pathways: Collaboration between primary care, diabetes specialist nurses, and community services for
personalized care

Digital Monitoring: Remote glucose monitoring and telehealth consultations expanded post-pandemic (GMMMG

guidance pending)

Education and Support: Digital Education offers enhanced

Focus on Reducing Inequalities: Tailored interventions for high-risk groups, including ethnic minorities and deprived
neighborhoods




Oldham: Diabetes

Primary Care Incentive Scheme Indicators
2025/26

Measures

% of those with Q Diabetes score >10.0 who have an Hbalc between 01.04.2025 and
31.03.2026

Those with missing values and Q Diabetes score > 10.0 (estimated value) should be
given priority for an NHS Health check so the missing values can be identified.

People identified as at risk of diabetes targeted for review between 01.04.2025 and
31.03.2026

People with diabetes with all 8 care processes completed between 01.04.2025 and
31.03.2026

Targets and thresholds for payment

85%

85%

95%

75%

90%

90%

97%

85%

95%

95%

100%

95%



Respiratory in Oldham — current status

COPD Prevalence: 10, 602 cases, likely underdiagnosed in some communities,
above national average

Asthma Prevalence: 7.2% of the population, above national average of 6.5%

Children are disproportionately impacted by Asthma in Oldham, with higher rates
of diagnoses linked to deprivation and urgent care admissions.

Hospital Admissions: Rising urgent care visits, especially during winter months and
pollution peaks




COPD in Oldham — Key Drivers and Challenges

e Smoking and second-hand smoke e Late diagnosis and lack of spirometry
exposure access in primary care

e Air pollution and poor indoor air e Exacerbations leading to frequent
quality in deprived areas hospital admissions

e Occupational exposures in certain e Patient adherence to inhaler
industries therapies and pulmonary

rehabilitation attendance



Asthma in Oldham — Key Drivers and Challenges

e Prevalence: 7.2% population, with e Medication Use: Concerns over over-
higher rates among children and some reliance on short-acting beta-agonists
ethnic minority groups (SABA) inhalers indicating poor asthma

e Emergency Admissions: Notable spikes control
linked to viral infections and seasonal e Environmental Triggers: Poor housing
allergies conditions, indoor allergens, and air

pollution affecting symptom contro



Respiratory in Oldham — Responses and Initiatives

Smoking Cessation Services: Expanded outreach and support programs, including tailored services for pregnant women
and young adults

Pulmonary Rehabilitation: Increased capacity and access to community-based programs

Early Diagnosis Campaigns: Spirometry clinics in GP surgeries and mobile screening

Integrated Care Model: Multidisciplinary care teams managing complex COPD patients to avoid admissions

Virtual Ward: Continued increase in virtual ward activity to manage patients in the community




Oldham: COPD

Primary Care Incentive Scheme Indicators
2025/26

Measures

Proportion of people identified as at risk of COPD screened and diagnosed using any objective diagnostic
test — spirometry or FENO as appropriate - between 01.04.2025 and 31.03.2026

People on COPD Register prescribed an inhaler with Inhaler Technique between 01.04.2025 and 31.03.2026
disease in adults

People on COPD register with severity of disease recorded confirmed using an objective diagnostic test as
per NICE guidance on COPD - Recommendations | Chronic obstructive pulmonary disease in over 16s:
diagnosis and management | Guidance | NICE — and NICE Quality Standard for COPD - Overview | Chronic
obstructive pulmonary disease in adults | Quality standards | NICE

Targets and thresholds for payment

45%

90%

90%

55%

95%

95%

65%

98%

98%



Oldham: Asthma

Primary Care Incentive Scheme Indicators
2025/26

Measures

Diagnosed since 01.04.2025 with the diagnosis confirmed with an objective test suitable for children 5 - 16,
implementing the updated NICE guidance for the diagnosis of asthma in children and young people -
Overview | Asthma: diagnosis, monitoring and chronic asthma management (BTS, NICE, SIGN) | Guidance |
NICE — implementing NICE guidance for those <5 or those aged 5 where a child is unable to perform an
objective test.

With asthma receiving a full asthma review between 01.04.2025 and 31.03.2026, implementing the
updated NICE guidance into for the diagnosis, monitoring and management of those with diagnosis,
including an appropriate objective test for children under 5 and children 5 — 16 - Overview | Asthma:
diagnosis, monitoring and chronic asthma management (BTS, NICE, SIGN) | Guidance | NICE

Including implementing NICE guidance for those <5 or those aged 5 where a child is unable to perform an
objective test.

Adults diagnosed with asthma since 01.04.2025 confirmed with a supporting objective test

Reduce the prescribing of Metered Dose Inhalers (MDI) and increase the prescribing of Dry Powder Inhalers
(DPI) by identifying and reviewing those with poor control, defined as those prescribed any Short Acting
Beta Agonist (SABA) inhaler >3 times in the preceding 12 months or a recent exacerbation within the
preceding 12 months - reducing MDI prescribing by 10% and increasing DPI prescribing by 10%.

Targets and thresholds for payment

95%

90%

70%

MDI reduced by
10%
DPl increased by
10%

97%

95%

75%

MDI reduced by
15%
DPl increased by
15%

100%

98%

80%

MDI reduced by
20%
DPl increased by
20%



National Guidance: NHS Prevention Plan

National Aims of the NHS
Prevention Plan

Shift from Treatment to Prevention

Tackle Health Inequalities

Empower People to Stay Healthy

Reduce Pressure on Services

Build Health into Every Policy

® Focus on early detection and management of conditions before they become
serious or costly

e Target deprived communities with tailored interventions

® Use digital tools, education, and lifestyle support to help individuals manage their
health

* Prevent avoidable hospital admissions and long-term care dependency

¢ Collaborate across housing, education, employment, and local government



What does this mean for Oldham?

Improved Early
Intervention for LTCs

Integration with Wider
Determinants

Expansion of NHS Health
Checks, cancer screening,
and CVD risk profiling in
deprived neighbourhoods

Support from Greater
Manchester ICS to align
housing, employment, and
youth support with health
outcomes

Reduced Emergency
Pressure

Targeted Prevention in
High-Risk Groups

Digital and Community
Engagement

Proactive prevention to
reduce A&E attendances
and unplanned admissions
linked to unmanaged
chronic conditions

Community-based initiatives
for diabetes, smoking
cessation, and mental

health, especially in BAME
and lower-income
populations

Use of digital health tools
and trusted community
groups to reach
underserved populations




National Guidance: NHS Long Term Plan

The NHS Long Term Plan sets out a 10-year vision to improve
health outcomes, reduce inequalities, and make the NHS
sustainable through prevention, integration, and innovation

Boost Prevention & Health Inequalities ® Focus on smoking, obesity, alcohol, and air pollution

Integrated Care Systems (ICS) e Local partnerships like Greater Manchester ICS to coordinate health and social care

Personalised Care & Digital Access e Patient-centred services using digital tools and self-management

Strengthen Primary & Community Care o Shift resources from hospital to community settings

Mental Health Expansion e Parity of esteem and improved access to mental health support




What does this mean for Oldham?

Closer Integration of
Services

Expanded Primary &
Community Care

Enhanced Mental Health
Access

Better coordination
between GPs, hospitals,
community services, and
social care via Oldham’s
Integrated Delivery Board

Investment in primary care
networks (PCNs) to manage
long-term conditions like
diabetes, COPD, and heart
disease at the local level

Increased support for
children and young people
(via school partnerships),
and community-based crisis
support

Addressing Health
Inequalities

Digital Health Innovations

Workforce Development

Targeted interventions in
Oldham's most deprived
wards through community
outreach and prevention
models

Rollout of virtual
consultations and remote
monitoring tools to improve
access for housebound and
working-age patients

Multidisciplinary teams to
address shortages and meet
diverse population needs




Shared Outcomes

Reduced inequalities

Empowered self-management

Preventable illness reduction

Population health improvement

Early detection & intervention



Influences : What else Is driving our LTC interventions?

Live Well

Digital Health Tools :
MyGM Care

Greater Manchester
Population Health Plan

CORE20PLUSS5 Localised
Delivery

GM Moving

Making Smoking History
in Greater Manchester

GM Specific Programme
boards for

e Diabetes and CVD prevention

¢ COPD/ Long Covid/
Respiratory Interventions



Oldham System Structure for LTC Management

Self Management &
Education

e Workshops & Group Education
e Online Support
e Peer support

Primary care &
Clinical Support

e GP & Practice Nurse LTC reviews / care plans
e Community Specialist Nursing
e Case Managers/Care co-ordinators for complex

needs

Community Clinics & °
MDT

Specialist Clinic models, MDT and Referral
streams

e Home Visits
e Hospital @ Home




Responsive Interventions

Collaboration with Oldham Community Leisure to strengthen and support offers

to our underserved communities, those facing the increased impact of deprivation
and those at higher risk of developing long-term conditions:

e Health Check provision via community groups including WFCD, Oldham Indian Association and
Support & Action Women’s Network

* Training on GLP1 for health & wellbeing staff, Primary Care colleagues and other relevant
professionals

* Train the trainer support for community groups to better equip members with knowledge and self-
advocacy on topics such as post-menopausal heart health, weight management and diabetes

e Wellbeing clinics in women only and community spaces

e Creation of Video content for ease of sharing and reference in Bengali and Urdu with further
development possible



Responsive interventions

Pilot of a diabetes and vascular leg health offer directly with PCN and

GtD in response to data highlighting a gap in current provision:

e Consultant Connect support of triage for diabetes has highlighted practices are
responsive to the deployment of advice & guidance

e Activity is being retained at primary care level, with overall reduction in referrals to
primary care

e |nsulin initiation and GLP1 management for diabetes remains a pressure

e Vascular leg referrals are increasing, with lack of support for completed leg check at
primary care level

e Offer developed to provide clinical support and funding for a 12-month pilot to test
the case for change in upskilling practices and establish capacity & demand

e Develops delivery vehicle for PCNs to move into the wider provider space



Responsive interventions

Utilisation of LTC networks to increase VCSFE and third sector collaboration:

e VCSFE and Third sector providers deliver responsive, specialist interventions closer to home for
more prolonged periods of time with rounded offers based off client needs and feedback

e By creating space for these colleagues in commissioning spaces we stabilize the role of the sector in
our systems, ensuring that they benefit from the broad network of contracting and engagement

e Patients with Long-Term conditions are more likely to face co-morbidities diagnosis and have
increased contact with services outside of health care. Connecting our citizens with these services
closely to health interventions increases the opportunity for support and engagement.

e LTC Oversight Group is bridging the gap between our strategic planning with provider partners and
VCSFE provision in Oldham



Challenges?

Workforce

Community based nursing relies on
skill-mixing and MDT approach to
staffing models

Impact of recruitment issues and
financial pressure is significant

Respiratory, Diabetes and
Cardiology community services all
carrying risk

Capacity & Demand

Oldham has a higher prevalence in
its population than the England
average

Mapping the increased pressure in
the system is outpaced by change
and financial pressures

Governance

NHS Reform and previous NHS GM
changes have hindered the
system’s ability to map, resource
and deliver transformation.

Delays to GMMMG guidance
challenges clinical capacity to
adhered to NICE guidance and
creates further inequity for GM
residents (postcode lottery)
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Oldham Community Leisure Update

Lauren Connis / Stuart Lockwood

Information Assurance [ Discussion [ Approval [

(] Reduce the time people wait for elective care

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

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

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

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

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

U] Financial resources

L] Delivery and demand

1 Workforce and capacity

Health inequalities

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

Our GP referral offer continues to play a significant role in reducing health inequalities across
Oldham by engaging residents from high-need populations, particularly those living with long-term
conditions, low levels of physical activity, and those from deprived or marginalised communities. By
offering clinically guided, community-based support, the programme helps address key barriers to
engagement, including affordability, accessibility, and low health confidence. It promotes behaviour
change, supports condition management, and contributes to a more equitable distribution of
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preventative health services. Its alignment with local population health priorities and place-based
models of care ensures it remains an asset in tackling health disparities at scale.

| |
(@)

N/A

Exercise Referral Scheme Programme Update and Development Overview:

Over the last financial year, the Exercise Referral Scheme has continued to demonstrate its value
as a key preventative health intervention across Oldham. The programme received a substantial
number of referrals, with 1958 individuals engaging in and completing the structured intervention.
Referral numbers have shown consistent month-on-month growth, reflecting both increased
awareness of the scheme and strengthened referral pathways.

A contributing factor to this growth has been the development of new partnerships, most recently
with WorkWell (managed by Action Together), who have begun referring clients into the
programme who are out of work or at risk of worklessness. This has expanded our reach, allowing
us to engage with a broader cohort of individuals who may benefit from structured lifestyle support.

We also continue to maintain a strong and collaborative relationship with Oldham Central Primary
Care Network. Through this partnership, referrals are made directly into the programme by multiple
GP surgeries and health sector colleagues across the locality, such as those delivering MSK
treatments. Patients are supported by our Health and Wellbeing Coaches, who deliver
personalised interventions focused on improving physical and mental health, promoting
sustainable lifestyle changes, and reducing long-term risk of chronic disease.

In response to evolving population health needs and priorities identified by local clinical leaders, we
have recently secured targeted funding from the Integrated Care Board. This funding will enable
the expansion of our programme to support several high-need clinical areas, including:

e Type 2 Diabetes Prevention: Early intervention for individuals at risk, incorporating physical
activity, nutrition guidance, and behaviour change support.

e Cardiovascular Disease Management and Recovery: Supporting patients post-diagnosis or
at elevated risk, with structured activity and education.

e Support for Patients Prescribed GLP-1 Receptor Agonists: Integrating physical activity and
lifestyle interventions to enhance outcomes alongside pharmacological treatment.

e Menopausal Heart Health: Tailored support for women experiencing menopause-related
cardiovascular changes, with a focus on prevention and management.

e Women-Only Provision: Expanding safe and culturally sensitive spaces for women to
engage in physical activity and wellbeing services.

e Targeted Community Engagement: Increasing access and uptake among
underrepresented groups, particularly South Asian communities, who are disproportionately
affected by health inequalities.
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This expansion aligns with our strategic aim to reduce health inequalities and deliver person-
centred, community-based interventions that contribute meaningfully to population health
improvement. Our model continues to demonstrate strong potential for scalable impact within
integrated care pathways, and we will continue to monitor outcomes and refine delivery in
collaboration with clinical and community partners.

The Committee is asked to receive and note the update.
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Oldham Active & our current offer:

 We’'ve been operating as a charitable Community Benefit Society since 2002, managing the Council’s
Leisure Estate and delivering community-based programmes

» OQur strategic mission is: /nspiring people to lead active, healthy lives.
 We deliver classes to target groups in our centres as well as in community settings, examples include:

e Chair-based exercise classes to residents in Care Homes as well as Community Centre classes to
those suffering with Dementia and Alzheimer's

e Women’s exercise classes in Asian Community venues
 Prehab 4 Cancer programmes to improve outcomes for those undergoing treatment

 We deliver programmes to patients who have undergone heart surgery, some of whom go on to
support the programme as volunteers

 We have recently undertaken over 1000 health checks in Workplaces across Oldham.

lo
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An Academic Assessment of Effectiveness:

 We worked with 8 GM locality providers to commission an evaluation of how effective our exercise
referral programmes were in improving health and wellbeing

e The study by State of Life (advisors on the 2021 HM Treasury Green Book guidance on wellbeing
for appraisal) provided evidence on the social value of physical activity using Treasury-endorsed
methods, building on their work on a new model of social value for Sport England.

 Asurvey dataset of over 3,000 took part; around 2,000 were current or previous participants in the
programmes, taking exercise prescribed by a healthcare professional or self-referred and a further
1,000 on the waiting list, providing an essential control group.

 The findings revealed that taking part in the programme is associated with significant improvements
in personal and mental wellbeing, community cohesion, individual development, physical health,
and reduced reliance on NHS services.

of the community

lo
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How effective are our programmes?

 Theyshowed a 1.32-point difference in life satisfaction between participants and those on the
waitlist, which is almost 3 times greater than the improvement seen in the national data when moving
someone from unemployed to employed .

 The biggest boosts to life satisfaction were seen among those with a lower baseline wellbeing, such
as being physically inactive, having a disability or a long-term health condition, or those living in more
deprived communities.

e Specifically, it was found that the greatest wellbeing gains came from those who took part at least 4-6
times a week, attended supervised sessions, attended specialist classes and stayed in the
programme for at least 4-6 weeks.

 Wellbeing value is up to 8 times higher for those participating in exercise referral schemes compared
to the average adult.
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Are we Value For Money?

e The WELLBY or ‘Wellbeing-adjusted Life Year’ = a change in life satisfaction of 1 pointon a 0 to 10 scale.
Given a value of £16,500 (2025 prices) by HM Treasury’s Green Book

Participating in a GM Active physical activity referral scheme (compared to being on the waitlist) leads to
improvements of 1.32 points worth roughly:

£21,800 per person, per year of wellbeing benefit

The NHS QALY or ‘Quality-Adjusted Life Year’ = a year of life lived in perfect health. Given a value of £70,000
by HM Treasury’s Green Book.

One way of measuring health-related quality of life is the EQ-5D index.

Participating in a GM Active physical activity referral scheme results in an EQ-5D Index rise of 0.08, which is
equivalent to a per-year QALY gain of 0.08 worth roughly:

£5,600 per person, per year of health benefit

[J
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What’s next for Oldham Active:

 We have recently appointed a new Head of Health & Wellbeing (Lauren Connis) to the senior team and
are embarking on a restructure which will:

 Consolidate and standardise the existing programmes around a new performance data set

e Broaden the skill set of our existing fitness staff, ensuring more are qualified and confident to deal
with a wide variety of health conditions, working with specialist partners to provide a holistic solution

 We want to ensure our offer is clear, welcoming and supportive for ALL residents, whether they are
referred by Health professionals or self referring.

 Oldham Residents live an average of 21 years in ill-health - we want to help to improve this. The ask for
commissioners is to recognise and support Oldham Active as a credible partner in improving population
health

e CONTACT: lauren.connis@ocll.co.uk orstuart.lockwood@ocll.co.uk

lo
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Quality Report

Andrea Edmondson Associate Director of Quality
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(] Reduce the time people wait for elective care

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

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

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

Maintain our collective focus on the overall safety of our services

Live within the budget allocated, reducing waste and improving productivity

U] Financial resources

Delivery and demand

Workforce and capacity

Health inequalities

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

The report gives information which is specifically highlighting upcoming risks in relation to the
changes which are going to occur with the NHS reforms.
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As outlined within the paper.

Not previously reported.

To provide oversight to the partnership in relation to health related activity and risks across
Oldham and the wider GM system which may impact upon Oldham residents.

Report Summary

1. Comprehensive section 117 reviews are taking place which is reviewing both financial and
clinical elements of the care.

2. Court of Protection Deprivation of Liberty Safeguard processes in Oldham need to be
reviewed. The NHS reforms have announced that Commissioning Support Units which is
the current pathway for CoPDoL cases in Oldham are to be disbanded.

3. Oldham ICB has 340 personal health budgets which all need reviewing. A joint piece of
work has been commenced with the Local Authority.

4. There continues to be a delay in the Individual Health Assessments for Children looked
after, this posses a risk for our most vulnerable children.

5. The NCA have given notice for the contract of the Long Term Vent Team. The ICB are
preparing to go out for tender for future providers.

6. Complex Safeguarding Hub currently has no health representation. There is a recruitment
freeze on due to the NHS reforms, and a CSH peer review is due to take place in October,
the lack of health representation will be highlighted as a risk.

Section 117

Section 117 reviews are underway in joint partnership with the Local Authority, this is a two fold
piece of work which is looking at the financial arrangements in place to assure there is grip and
control of the finances.

The second arm of the work is to ensure that the individual cases are reviewed to assure the
patients are placed in the correct care facility for the correct periods of time. Patients who remain
in highly restrictive placements once they are optimised to move onto supportive living or shared
housing, can be further affected psychologically which impacts upon their future independence.

Court of Protection Deprivation Liberty Safeguards
The COPDOLS are progressing well and 7 have now been completed with 16 still in progress.
The latest case which was presented was challenged by the Judge and a COP24 statement was

submitted to the courts. The case was reheard at Manchester and an interim order was granted.
The challenge was given as the individual had been living at the property for 20 years and no
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previous application had been made. The Judge applied the 2014 Cheshire West ruling. Learning
has taken place within the Case Managers.

Consideration needs to be given to these cases as the NHS reforms move forward.
Commissioning Support Units are being disbanded, which has been the current process which has
been used within Oldham. Currently the Continuing Healthcare Team does not have the capacity
to be able to progress these, which would leave some of the most vulnerable individuals at risk.

Personal Health Budgets

A significant piece of work needs to take place in relation to Personal Health Budgets across
Oldham. Working in partnership with the Local Authority this piece of work has commenced.

It is necessary for oversight of the allocation of individual packages and provide a higher level of
assurance.

The ICB currently commission 340 personal health budgets, with the vast majority of these being
managed by Brokers. This is a significant piece of work.

Individual Health Assessments

There is a delay in the timely processing of IHA's.

Reports are received a month in arrears however the data for May showed that review compliance
for children looked after within Oldham was 20%, with children looked after outside of Oldham
compliance being 18%.

- NCA are continuing to escalate cases where all paperwork has not been received in order
for them to progress with scheduling and completing IHA assessments. An escalation call
was scheduled and took place last week, no further meetings are currently scheduled to
take place.

- NCA raised discrepancies between LA and health data at Corporate Parenting Board — LA
data suggests compliance is much higher than it is — this is believed to be due to limitations
of software (Mosaic) used in LA and the data this can pull. Agreement is in place that there
should be a joint piece of work carried out between LA and NCA, so that data can be
agreed on prior to presentation at CPB. A Partnership health assessment workshop is due
to take place on 23 July.

The delay in timely IHA’s leaves our looked after children at risk.
Long Term Vent Team

The LTVT within the NCA have informed the ICB that they can no longer continue to fulfil the
contract, this would leave a gap in provision.

ICB commissioners are preparing to go out for tender for a new provider.

Conversations have taken place with the NCA, to ensure that the care of the patients will continue
until new providers are sourced and all training has been completed for each child.

The impact would affect a number of children across the Borough, which would pose a risk to the
clinical safety of the children.
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Complex Safeguarding Hub

The recruitment freeze which is currently in place due to the NHS reforms means that there is a
vacant health position within the Complex Safeguarding Hub. When the position became vacant
conversations took place with the NCA Safeguarding Team and a service specification was drawn
up with the plan for the position to move across to the NCA and sit within the Safeguarding Team.
The transfer of money has been stopped by the reforms.

A complex safeguarding hub peer review is due to take place within Oldham and there will be no
health representative sat within the hub.

The Committee are asked to note the content of the report and provide feedback and support for
the positive outcomes of the points raised.
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Oldham Locality Finance Report Month 3 (June) 2025/26

Tim West Finance Business Partner (Oldham)

Information Assurance [ Discussion [ Approval [

(] Reduce the time people wait for elective care

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

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

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

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

Live within the budget allocated, reducing waste and improving productivity

Financial resources

L] Delivery and demand

1 Workforce and capacity

L] Health inequalities

L1 Prevention and population health management
L] Delegations and decision-making

All funding within locality budgets supports population health agenda.
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N/A

The purpose of this report is to present the financial position for Month 3 (June) 2025/26 including
any identified financial pressures for 2025/26 and delivery of the Locality’s saving target.

Oldham ICP Committee to note the financial position for Month 3 (June) 2025/26.
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1.

Introduction

This report provides an update on the NHS GM — Oldham Locality financial position to the end of
June 2025 (Month 3), including a Healthcare budget update, details of the Locality’s Corporate
budget, and the savings or Cost Improvement Programme (CIP) plan for 2025/26.

Report summary

NHS GM'’s 2025/26 opening allocation totals £8.9bn, reflecting growth, adjustments, and specific
funding streams including Elective Recovery and Service Development Funds. The plan also
includes £200m of deficit control funding for the ICS, with £50m retained by NHS GM, contingent on
financial plan delivery.

Undelivered savings from 2024/25 have been carried forward, with a total savings target of £175m
set for 2025/26, encompassing these prior savings.

For Oldham, the net healthcare budget at Month 3 stands at £78.12m, reflecting a movement of £3m
from Month 2. This change is due to the transfer and centralisation within GM of budgets totalling
£3m related to mental health Out of Area Placements (OAPS) previously held within the Pennine
Care footprint for Oldham. The movement from Month 2 to the current Month 3 budgets is presented
below:

3. NHS GM Oldham Locality Financial Position at Month 3 (June) 2025/26

The summary finance position is shown in table 1 below:
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Table 1 Oldham Locality Year to Date budget and actual vs Forecast outturn as at Month 3

Oldham Locality Month 3 Finance Position

Directorate YTD Budget YTD Actual YTD Variance Annual budget  Forecast Outturn Forecast Variance
Acute £605,316 £604,799 (E517) £2,421,277 £2,421,276 (£0)
Community £6,023,856 £6,029,899 £6,043 £24,095,445 £24,168,887 £73,442
Mental Health £4,640,864 £4,926,492 £285,628 £18,563,440 £19,420,508 £857,067
CHC £5,278,148 £5,094,153 (£183,995) £21,142,603 £21,057,544 (£85,058)
Other £645,882 £494,665 (£151,217) £2,583,542 £2,014,214 (£569,328)
Primary Care £2,468,494 £2,468,493 (E1) £9,312,497 £9,312,497 £0
Total Oldham Locality £19,662,560 £19,618,502 (£44,058) £78,118,805 £78,394,927 £276,122

The Oldham Locality is reporting a YTD underspend of £0.044m at Month 3 against a total YTD
budget of £19.6m. The full-year budget is £78.1m, with a forecast outturn FOT of £78.4m,
reflecting a projected overspend of £0.276m.

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

Key Drivers and Programme Variances:

¢ Community Services, Primary Care, Acute and Other Programme Services are broadly on
plan, with minor immaterial variances at M3.The forecast outturn anticipates increasing run
rate demand in line with 24/25 trends.

¢ Mental Health reports a YTD overspend of £0.285m, mainly due to increased demand within
Learning Disabilities & Autism and ADHD services. LD & Autism is reporting three additional
high-cost cases compared to the prior year run rate, while ADHD continues to see rising
activity across Greater Manchester. The forecast position reflects a full-year pressure of
£0.857m, including an emerging overspend of £0.277m on Section 117 packages due to
rising case numbers.

e Continuing Healthcare (CHC) is currently reporting a YTD underspend of £0.183m, driven by
a favourable shift in run rate and underspends across Fast Track and Personal Health
Budgets. While pressures exist within adult joint-funded and fully-funded cases, these are
offset by lower-than-expected activity in other areas. The forecast outturn for CHC is an
underspend of £0.085m.

e Estates continues to show a favourable variance, with a YTD underspend of £0.150m and a
forecast underspend of £0.569m. This reflects void cost reductions from NHSPS / CHP due to
data cleanse and lower actuals than anticipated within accruals.

Month-End Accruals and Technical Adjustments:

A prior year (PY) accrual benefit of £0.582m (£0.287 OAPS/ £0.295 CHC Private providers) has been
released to the GM position following a detailed review of legacy balances. NHS GM are scrutinising
all accruals within locality positions an where the actual is not invoice backed the requirement is to
release to offset the wider NHS GM position. The YTD impact is neutralised centrally. Further work is
ongoing to validate all accruals prior to the GM deep dive review at Month 4.
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Emerging Risks and Forecast Considerations:

1. The Mental Health forecast assumes current case levels and activity trends continue around

S117 cases. A triumvirate S117 task and finish group has commenced to review the end to
end process of a S117, assure the data capture for all parties (OMBC, NHS GM and Pennine
Care) is aligned and inform any actions required to meet the needs of current and future
demand.

The locality ADHD forecast assumes delivery to plan of £2.4m. The locality has entered into a
joint contract with other North East Sector localities to formally contract with a provider to
manage the RTC referrals. Enhanced contract monitoring and scrutiny of activity will be
required by the mental health commissioning team to ensure the assumed reduction in RTC
occurs to remain within current budgeted levels for the year.

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

4. NHS GM Oldham Locality Cost Improvement Plan as at June 2025 (Month 3)

The CIP target for 2025/26 £3.275m with 100% transacted as at Month 3 of which £2.6m is recurrent
and £0.675m non recurrent in line with the NHS GM requirement of 80% recurrent and 20% non-
recurrent.

CIP FOR 2025/26 has been delivered via:

Approximately £1.8m (around 50% of the target) is being delivered through efficiencies in
Continuing Healthcare (CHC) and Mental Health (MH) packages of care.

A key enabler has been the joint package of care review and data reconciliation between
OMBC'’s Mosaic system and Broadcare (Adults and CYP). This work is now on schedule and
has already reduced over 1,200 invoices, delivering an estimated saving of 200 processing
hours—equivalent to 0.1 WTE at Band 3 level.

Community contracts; a 3% reduction on 24/25 contract values for those larger value
contracts minimising impact on Voluntary Community, Faith and Social Enterprise (VCFSE)
Sector.

Estates through minimising voids and ensuring CHP and NHSPS issue accurate bills to
current occupiers, alongside a clean-up of historic accruals.

5. Recommendation

Oldham ICP Committee to note the financial position for Month 3 (June) 2025/26
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(] Reduce the time people wait for elective care

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

I Improve access to general practice and urgent dental care

L] Improve mental health and learning disability care

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

Maintain our collective focus on the overall safety of our services

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

U] Financial resources

Delivery and demand

Workforce and capacity

Health inequalities

X Prevention and population health management
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N/A

N/A
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n/a

To ensure that members of the Oldham Integrated Partnership Committee are kept up to date with
the areas of discussions, priority actions, risks and mitigations of the various sub-groups that sit
underneath the Oldham ICP Committee as outlined in the governance structure.
Following the recent meetings, highlight reports have been completed for the groups below:-

e Finance and Sustainability

Members are asked to receive and note the highlight report for information.
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Chair: Sara Naylor
Reporting period: May — July 2025
Attendance: Good.

This report updates/informs the Oldham ICP
Committee/NHS GM on the work to date. It also
provides an opportunity to raise any issues and
inform of any changes that may affect the
progression of work

Key updates: 14t July 2025

Updates from partners - Each member gave an update on their financial position. Positive approach to
understanding fiscal pressures across the Oldham system.

System partners shared savings plans to get one view of savings areas. Delivery of CIP remains a challenge.
NHS GM Oldham locality fully delivered CIP for 2025/26 - £3.8m.

JIGSAW update

NHS GM are leading on the health costs of the locality these know as ‘JIGSAW’. The aim is to show the total spend
on health costs for a locality. The work is due to be shared with GM Chief Officers and further on with Deputy Place
Based Leads early August. The aim will be to build on top with Oldham Public health and local authority spend to
get a view of total spend on health and social care services across the locality.

Projects in train
» System spend on transport

Priority actions in next 2 months:

e System wide finance report
e JIGSAW shared with partners

Top risks & mitigation:

RAG
rating

Delivery of CIP
Delivery of financial balance across partners
Capacity funding subject to review

Any other information Key escalations for ICP Committee/NHS Greater Manchester:

N/A None
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