NHS

Greater Manchester
Agenda

Place Based Primary Care Commissioning Committee

Date: 27 January 2025
Time: 4.00pm until 5.15pm
Venue: Microsoft Teams Chair: Adrian Crook
Item Time Duration Subject Paper/ For Approval/ By Whom
No. Verbal Discussion/
Information
1. Welcome and Apologies Verbal Information Chair
2. Declarations of Interest Paper Information Chair
3. 4.00-4.10 10 mins | Minutes of previous meeting Minutes Approval Chair
held on 25 November 2024
4. Matters arising and update on Actions Discussion Chair
actions
5. Public Questions Verbal Information Chair
6. 4.10-4.30 | 20 mins | General Practice Leadership
Collaborative Update:
a) General Practice Verbal Information Mark Beesley
Leadership Collaborative
Update
b) Quarter 3 Contracting Paper Information Rachele
Report Schofield
c) Primary Care Highlight and Paper Information Zoe
Risk Report Alderson
7. 4.30-4.40 | 10 mins | GP Resilience Paper Information Zoe
Alderson
8. 4.40-5.00 | 20 mins | Commissioning Intentions Paper Information Zoe
2025/2026 Alderson
9. 5.00-5.10 | 10 mins | Finance Update Verbal Information Simon O’Hare
10. 5.10-5.15 5 mins | Any Other Business Verbal Information All
Date and time of next meeting:
31 March 2025 at 4pm

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

If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC)
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than Friday, 24 January 2025 at
12 noon.

Please note that due to the limited time we have, we cannot respond to public questions within the PCCC
meeting. We will acknowledge all the questions we receive and will respond to them formally in writing within 20
days.
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MEETING: Place Based Primary Care Commissioning Committee
ITEM NUMBER: 2

DATE: 27 January 2025

REPORT TITLE: Declarations of Interest

REPORT AUTHOR:

EXECUTIVE SUMMARY:

NHS GM has responsibilities in relation to declarations of interest as part of their governance arrangements (details
of which can be found outlined in the NHS Greater Manchester Integrated Care Conflict of Interest Policy version
1.2).

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

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

The Local Authority has statutory responsibilities detailed as part of Sections 29 to 31 of the Localism Act 2011 and
the Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012. For other partners and providers, we
understand that conflicts of interest are recorded locally and processed within their respective (employing) NHS and

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

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

Primary Care Commissioning Committee.

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

The specific management action required as a result of a conflict of interest being declared will be determined by the
Chair of the Primary Care Commissioning Committee with an accurate record of the action being taken captured as
part of the meeting minutes.

There is a need for Primary Care Commissioning Committee members to ensure that any changes to their existing
conflicts of interest are notified to NHS GM (Bury Locality) Corporate Office within 28 days of a change occurring to
ensure that the Declarations of Interest register can be updated.
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The Primary Care Commissioning Committee is asked to;
o Receive the latest Declarations of interest Register;

e Consider whether there are any interests that may impact

RECOMMENDATIONS: on the business to be transacted at the meeting on the 27
January 2025; and

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

OUTCOME REQUIRED Approval Assurance Discussion Information
(Please Indicate) U U X U

CONSIDERATIONS

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

[IRisk implications;

CIFinancial implications;

CIClinical implications;

Llimpact on Inequalities;
LICommunication/Public Engagement;
[1Legal Implications;

C1Workforce Implications;
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Committees and Sub-Committees

Place Based PCCC

Declaration of interest as per policy:
- Declare in meetings where relevant

- Not to be sent papers where conflicted
- Not to be involved in any decision making where confiicted (which may then also involve the
following action to be taken at a meting)

- Remaining present at the meeting but withdrawing from the discussion and voting capacity
- Remaining present at the meeting and participating in the discussion but not involved in any

voting capacity

Type of Interest

Date of Interest

Comments

o Financial Non- Non- From To
N CarentEonition Declared Interest- (Name of organisation and nature of inancial inancial (im0 O hEEs
business) Profession | Personal
al Interests | Interests
Voting Members
‘Ashton on Mersey Football Club Trafford X Direct _|Chairman 2018 Present
Manchester Football Association X Direct | Board Champion for Safeguarding 2018 Present
‘Ashton on Mersey Rugby Club Trafford X Direct _|Director 2023 Present
Blandamer wil Deputy Place Based Lead & Eé::“ve Director Health and Adult 15 crester Foundation Trust (Trafford) Indirect | Spouse is a Community Nurse 2024 Prosent | As per policy - see details above (Y,
Francis House Hospice (Manchester) Indirect | Spouse is a Qualified Nurse 2014 Present
University Hospital of Wales Indirect | Daughter is a Junior Doctor 2024 Present
Leeds University Indirect | Daughter is a medical student 2019 Present
Crook ‘Adrian Director of Adult Social Care and Community Services Bolton Hospice X Direct | Trustee Jul-05 Present | As per policy - see details above (Y,Y,Y,Y,Y)
Jackson Catherine ‘Associate Director of Nursing, Quality & Safeguarding Northern Care Aliance Indirect | Partner is a Director at the Northern Care Alliance 2019 Present | As per policy - see delalls above
‘Alderson Zoe Head of Primary Care None Declared Nil Interest Oct-23 Present | As per policy - see details above. (Y.Y,Y.Y,Y)
Schofield Rachele Primary Care Manager None Declared Nil Interest Oct23 Present | As per policy - see details above. (Y,Y,Y,Y,Y)
O'Hare Simon Locality Finance Lead Simkat Shore Holdings LTD X Direct | Director Apr-19 Present | As per policy - see details above. (Y.Y,Y.Y,Y)
Trembath Carolyn Head of Quality None Declared Nil Interest Oct23 Present | As per policy - see details above. (¥,Y,Y,Y,Y)
Ridsdale Lynne Chief Executive for Bury Council Bury Council X Direct | Chief Executive Mar-23 Present | As per policy - see details above (Y,Y,Y.Y,Y)
Non Voting Members
Bury GP Practices Limited X Direct | Chief Officer & Director Jui21 Present
Beesley Mark Chief Officer :
Greater Manchester GP Federation X Direct | Director Oct-21 Present
‘Alamaz Limited b3 Direct | Owns and operates Formans Chemist which trades.
Dalal Al GLMPC Independent Contractor / Bury Locality Lead 'R”"“ the following address: 12 Park Hil, Bury Old 01/10/2011 Present | As per policy - see details above (Y,Y.Y,Y.Y)
0ad, Prestwich, M25 OFX
Hobday Jon Director of Public Health None Declared Nil Interest Nov-23 Present |As per policy - see details above
Passman Ruth Chair of Bury + None Declared Nil Interest Present |As per policy - see details above
Webb ‘Adam Chief Officer, Healthwatch Bury None Declared Nil Interest Nov 23 Present
GM East Local Optical Committee X Direct | Vice Chair 2020 Present
Primary Eyecare Services Ltd X Direct | Clinical Performance Lead 2021 Present
Craven Wendy Primary Care Provider Representative - Optometry As per policy - see details above. (Y,Y.Y.Y,Y)
Craven & Murray Opticians X Direct | Owner 2007 Present
Craven & Murray Oplicians Indirect | Husband - Lewis Craven Director 2007 Present
In attendance
GP Federation X Direct | Practice is a member 2013 Present
o Fines caty Associate Medical Director and Named GP Tower Family Health Care X Direct | Partner in a member practice in Bury Locality 2017 Present | peclaration of interest as per policy as detailed above
Horizon Clinical Network X Direct | Practice is a member 2019 Present  |(Y.Y.Y.Y.Y)
Greater Manchester Foundation Trust Indirect | Husband is employed Present
Tower Family Health Care - Primary Care General Practice X Direct | GP Partner Ju-18 Present |As per policy - see details above (Y,Y,Y,Y,Y)
Bury GP Federation - Enhanced Primary Care Services X Direct | Medical Director Apr-18 Present
Dr Patel Kiran Member of the Locality Board Laserase Bolton - Provider of a range of cosmetic laser and injectable X Direct | Medical Director 1904 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable Indirect | Spouse is a Shareholder 2012 Present
Tower Family Health Care - Primary Care General Practice Indirect | Spouse is a Director Jul-18 Present
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MEETING: Place Based Primary Care Commissioning Committee
ITEM NUMBER: 3

DATE: 27 January 2025

REPORT TITLE: Minutes of the previous meeting held on 25 November
2024

REPORT AUTHOR:

EXECUTIVE SUMMARY:

The minutes of the Primary Care Commissioning Committee meeting in public held on 25
November 2024 are presented as an accurate reflection of the meeting, reflecting the discussion
and any actions agreed.

An action log of those actions captured at the meeting has been included for review and update.

* Receive the minutes of the previous meeting held on
25 November 2024 as an accurate record of the
RECOMMENDATIONS: meeting. .
+ Review and update the actions recorded on the log
accordingly.
OUTCOME REQUIRED Approval Assurance Discussion Information
(Please Indicate) X Ol [ l

CONSIDERATIONS

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

[IRisk implications;

LIFinancial implications;

LIClinical implications;

Lllmpact on Inequalities;
[LICommunication/Public Engagement;
[ILegal Implications;

[IWorkforce Implications;
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Minutes

Place Based Primary Care Commissioning Committee

Date: 25 November 2024
Time: 4.00pm

Venue: Microsoft Teams

Title Minutes of the Primary Care Commissioning Committee

Author Faith Farnworth-Collinge

Version V0.3

Target Audience Place Based Primary Care Commissioning Committee

Date Created 25 November 2024

Date of Issue 17 January 2025

To be Agreed 27 January 2025

Document Status (Draft/Final) JlE]

Description Place Based PCCC

Document History:

Date Version Author Notes
27 November v 0.1 Faith Farnworth- Draft minutes produced. Sent to Zoe Alderson for
2024 Collinge review and asked for any updates to be shared with the
Chair.
6 December v0.2 Zoe Alderson Amendments made by Zoe Alderson.
2024
6 January v 0.3 Adrian Crook Addition made by Adrian Crook
2025
Approved: 6 January 2025
Signature: Adrian Crook
Add name of Committee/Chair
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Primary Care Commissioning Committee

Place Based Primary Care Commissioning Committee
Monday 25 November 2024
via Microsoft Teams

Chair — Mr Adrian Crook

ATTENDANCE

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

Non-Voting Members:

Jon Hobday, Director of Public Health

Wendy Craven, Primary Care Provider Representative- Optometry
Rachele Schofield, Primary Care Lead, NHS GM (Bury)

Mark Beesley, Chair of GP Leadership Collaborative

In attendance
Dr Cathy Fines, Associate Medical Director for NHS GM (Bury)
Adam Webb, Chief Operating Officer, Healthwatch

Others in attendance
Faith Farnworth-Collinge, Governance Support Officer, NHS GM (Bury) (minutes)

MEETING NARRATIVE & OUTCOMES

- Welcome, Apologies and Quoracy

1.1 The Chair welcomed all to the meeting. Apologies were received from:
e Lynne Ridsdale, Place Based Lead for NHS GM (Bury)
e Carolyn Trembath, Head of Quality Improvement and Locality Assurance, NHS GM (Bury)
o Ali Dalal, Community Pharmacy Representative

1.2 The meeting commenced.

- Declarations of Interest
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2.1 The Chair reminded the Primary Care Commissioning Committee members of their obligation to
declare any interest they may have on any issues arising from agenda items which might conflict
with the business of the Place Based Primary Care Commissioning Committee.

2.2 Declarations made by members of the Primary Care Commissioning Committee are listed in the
Register of Interests which is presented under this agenda.

23 Declarations of interest from today’s meeting
There were no declarations of interest.
D |Type imary Care Commissioning Committee:  Owner |
D/11/01 Decision = Noted the register and declarations of interest.
- Minutes of The Last Meeting
3.1 The minutes of the Place Based Primary Care Commissioning Committee meetings held on 30
September 2024 were agreed as a correct record.
The Primary Care Commissioning Committee:  Owner |

D/11/02 Decision | Agreed the minutes from the meeting held on 30 September
2024 as a correct record.

_ Matters Arising and Update on Actions

4.1 The action log was updated as recorded on the action log.

D | Type imary Care Commissioning Committee: Owner
D/11/03 Decision Noted the updates provided in relation to the Action Log.

- Public Questions
5.1 There were no public questions submitted.

_ Out Of Hours (OOH) Commissioning — Virtual Decision Outcome

6.1 The Chair provided a verbal update in relation to the urgent decision which was required regarding
the Out Of Hours (OOH) commissioning intentions.

6.2 Due to time constraints, and that the PCCC meets bi-monthly, it was requested that a virtual
decision be made regarding Out Of Hours (OOH) commissioning intentions.

6.3 An email was sent to all Placed Based PCCC members on 6 November 2024. The Chair
summarised the outcome that the majority of the vote was in support and was received with 5
votes (out of 6) in agreement. The Terms of Reference for PCCC state that the decision will be met
by the majority vote and as such confirmation of the outcome has been provided to David Latham,
Programme Manager.

D Type | imary Care Commissioning Committee: Owner
D/11/04 Decision | Noted and recognised the process that was undertaken.

Part of Greater Manchester
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GP Leadership Collaborative update

7.1

7.2

7.3

7.4

7.5

7.6

7.7

7.8

7.9

7.10

7.11

Quarter 2 Contracting Report:

Rachele Schofield presented the committee with a Quarter 2 Performance report covering several
Primary Care Contracts including the Bury LCS and QAS.

The risk regarding having no service once the existing Quality Assurance Spirometry (QAS)
contract comes to the end of March 2025 was again highlighted to the committee.

Dr Cathy Fines noted the very comprehensive report but wanted to note that within the LCS is the
Dementia diagnosis and pathway. Bury is the only locality that offers this pathway in primary care.
However, the MoCA (Montreal Cognitive Assessment) Training which is critical to the delivery of
the Dementia pathway, is not free of charge to primary care as it is to other NHS employees.

Dr Fines explained that in keeping with the direction of travel that Bury is aspiring to, for the next
negotiation of the LCS, funding for MoCA will need to be negotiated. This pathway is being
delivered on behalf of the NHS and there should be no differential offer. Zoe Alderson advised that
there is £25,000 training budget set aside for the LCS, but if the funding could be provided for free,
this money could be best used elsewhere. Zoe advised that the Primary Care Team continue to
look further in to how this can be resolved, in the meantime a train the trainer model is being
explored.

Catherine Jackson raised the issue that her team is struggling with some practices completing their
infection control self-assessment which is required to deliver Minor Surgery. Dr Fines requested
that Catherine notify the Primary Care Team of which practices are not complying so that this can
be resolved. Rachele advised that previously practices were made to sign a declaration at the start
of the year, Rachele will review if this is still happening.

Will Blandamer thanked Rachele for the comprehensive report and highlighted the issue with the
lack of business intelligence, Will reiterated that this had been raised previously and he will
continue to reinforce the need for this to be a priority for the Bl team across the ICB.

Will also reported that he has raised the issues regarding QAS with the Director of Primary Care
and the Executive Director of Commissioning in the ICB and is awaiting a formal response. Will
suggested that this be highlighted again at the upcoming Locality Assurance meeting.

Dr Fines reported that the DNA rate for QAS is quite concerning, Mark Beesley advised he will
review this and report back. Dr Fines explained that it is important to learn reasons why patients
are not attending, for when future commissioning arrangements for the service are made.

Will discussed that there is large amount of ‘red’ within the report on the chart around
neighbourhood working, frailty and respiratory. Rachele advised this is up to the end of September
and practices and neighbourhoods have up to the end of the year to deliver on these targets and
therefore this is to be expected at this stage.

Adrian also agreed that whilst there is a great level of detail in the report, the red on the charts is
quite stark, however this is a part year effect of having a full year target. Adrian asked if there is a
better way of capturing and showing the part year data in a better way. Rachele discussed that the
practices are used to seeing the data in this way and that they know that anything in red needs
attention.

Zoe raised that this again highlights the lack of Bl, as these data reports are done by the Primary
Care Team. Adrian suggested could there be some wording adding in the text to highlight the
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areas that there are concerns around and what the actions are around these. Consideration will be
made regarding the format of future reports.

John Hobday wished to raise some positive news regarding the progress Prestwich and Whitefield
712 PCN have made on their indicator 'a minimum of 12% of patients over 65 identified as having frailty
as determined by a recording of Rockwood score 5 or 6' with support from the Live Well Service.

Will asked if there are any expected ripple effect consequences of the industrial action, in terms of
713 the likely achievement of targets, as opposed to previous years. Zoe advised in terms of the
reward-based targets, the team do not think there will be an impact and there hasn’t been any
anecdotal feedback from practices. Zoe explained that some of the transactional targets are more
difficult to monitor and include requirements such as ECGs or shared care agreements where
there is no physical target as such. The team are however monitoring activity, and if there are any
noticeable differences in this performance these will be raised with the individual practices.

Dr Fines advised that she, Zoe and Rachele have been very clear with practices that the LCS is a
714 contract and that it is expected that they continue to deliver against that contract, in line with BMA
recommendations.

Commissioning Intentions 2025/2026:

The committee was presented with locality primary care commissioning intentions for 2025/26
7.15 which took into account both GM commissioning intentions and the requirement for work
programmes to make a 5% cost improvement programme (CIP) saving.

The report highlighted several areas that are within the localities gift to affect such as estates
7.16 (subsidies/utilisation) and enhanced services both local and national.

The committee agreed with the recommendation that potential savings around estates require a

717 GM policy approach to ensure that Bury Practices are not disadvantaged. The committee also
agreed that national services such as the Special Allocation Scheme and Minor Surgery should be
standardised across GM though recognised interim arrangements may need to be put in place
given the timeframes involved. These will therefore continue to be worked up and brought back to
a future meeting.

The committee was discussed the Bury Locally Commissioned Service (LCS), the biggest and
7.18 therefore the easiest place to make a 5% CIP and yet the work of GM via the beyond core contract
review group BeCCoR is expecting localities to invest no less than they already invest, in locally
commissioned services. Bury also has the added pressure of not having a QAS for 2025/26 as
detailed in the GM Commissioning intentions. If required to commission this service from locality
delegated/discretionary budgets this would create a further budget pressure.

Dr Fines acknowledged that savings must be made at every level across the health and care
7.19 economy, but the financial pressures and challenges GP Practices face need to also be
recognised. Dr Fines suggested that the Minor Surgery service needs to be scrutinised more,
regarding what minor surgery is offered in primary care. Dr Fines explained that savings could be
made without reducing quality and care. If the same thresholds are applied to minor surgery in
primary care as that in secondary care for example. Whilst this may not be a popular move, it
would maintain funding that is equal, maintain quality and become more equitable as a service.

Dr Fines also noted that there is an opportunity regarding paediatric phlebotomy, not for this year,
7.20 but next year to work differently with local colleagues, as a community primary care and secondary
care offer.
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Will Blandamer recognised that this is a difficult position to be in, the ICB is under enormous

7.21 financial pressure and is facing further enormous growth pressures and challenges next year. Will
noted that it was good to see in the paper some possible cost savings and transformations. Will
explained that the Bury PCCC committee is accountable to the GM Primary Care Commissioning
Committee, and also accountable to the locality board. The Locality Board receives updates on GP
services in the borough and the enormous financial challenges and risks to sustainability of primary
care funding and primary care services. The Locality Board has expressed concern as a committee
about the sustainability of GP services.

Will further explained that it is a difficult for the PCCC to endorse a proposed 5% reduction against
7.22 the PC Budget, unless further information is received from the ICB, in terms of the mitigation and
steps being taken to address the historic underfunding. Will suggested that whilst we can
recognise the opportunities that have been identified to secure some savings, given this has been
the subject of discussion at the Locality Board, the PCCC may wish to reserve a position, pending
further clarification from the ICB around steps taken to address and level up historic deficits.

Mark Beesley discussed that what Will has referred to is the relative funding, and this still has not

7.23 been finalised across the 10 localities yet. It was also noted that this is a potential 5% hit on a
budget that is significantly lower than the other localities. Whilst Mark explained that he recognised
that there is a very difficult financial position in GM, there must be some push back on this request,
especially if the only option is the LCS. Mark agreed with the point raised by Dr Fines regarding
limiting procedures of limited clinical value, and this must be explored further. Mark made it clear
that his view is that we should not be looking at levying 5% against an already depleted LCS
contract. Mark further explained that he has significant concerns of sustainability for some of the
Bury GP practices.

Adrian discussed the balancing of books needs to be done at a GM level. Adrian confirmed that he

7.24 would support a 5% CIP on the GM spend which would take the GM average spent down to
£14.73 per person. Bury is already considerably lower than £14.73 per person, Adrian confirmed
that he fully supports Bury exploring savings and value for money. Any savings that we create in
Bury should be recycled in LCS and when we reach the GM average spend per person. Then we
can begin to put savings into the GM pot, if we put savings into the GM pot at this time, we are
simply subsidising those localities who spend sometimes nearly twice what Bury does.

Simon advised that whilst he does agree there needs to be a wider review and levelling up, but if

7.25 we are not going to take 5% out of this budget, we will have to find 5% from somewhere else,
because that is the incumbent pressure upon us from GM. Simon noted that whilst he realises he
is outvoted by the PCCC voting members, in his position as Locality Finance Lead he must advise
the committee that because there is such a huge deficit, there is an expectation that we will deliver
5% saving all of our budgets at this point in time.

Adrian concluded four voting member opinions to say Bury must push back on the proposed 5%

7.26 CIP as it Bury is already funded at a level more than 5% lower than the GM average. Adrian
explained that with regards to the recommendations in the paper, the PCCC is cognisant of the
issues across GM and the inequity in the primary care discretionary spending for Bury. The PCCC
supports the Primary Care Team and the whole system looking for any possible savings, but the
PCCC cannot support the simple application of a 5% CIP on primary care budgets, in the context
of Bury being the third lowest funded locality in GM. This is the opinion of the majority of the
committee, with the exception of Simon.

7.27 Will noted that we must recognise the veracity of Simon’s advice. Adrian also explained that
primary care spending as a whole also involves medicines optimisation. There have been some
real successes by the Bury Medicines Optimisation Team and that they have met their CIP year on
year, when many other boroughs have not.
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7.28 Mark reiterated that finance colleagues in GM are working off contracting information which does
not yet show an accurate comparative position across the 10 localities despite working on this for
over 18months.

7.29 Lastly it was noted that come April 2025 Bury will no longer have a QAS service unless either
funding is made available by GM or Bury funds as a budgetary pressure and the equivalent saving
made elsewhere. Simon noted that he understood the position of the QAS but advised that if
savings are not made elsewhere, we will not be able to fund QAS.

7.30 Before the committee makes a decision on QAS, Will suggested that the commissioning concerns
of PCCC where formally lodged with GM and should include the need to have accurate relative
funding position before it is able to discuss and consider CIP plans for Primary Care. Zoe and Will
to work on a form of words to raise the concerns made by PCCC, this will be sent by Will as
Deputy Placed Based Lead.

Primary Care Highlight and Risk Report:

7.31 The PC Programme update was shared with the committee, and highlighted the Women's Health
hub and winter pressure schemes (respiratory/surge clinics) which are now up and running with the
support of the fed and well used. Zoe Alderson notes that all outstanding Bury PCN ARRS claims
have been resolved and recruitment plans received, though a refresh is needed for Bury PCN, as it
currently forecasted to overspend.

7.32 Referencing the performance table within the programme update, Adrian reflected on the patient
experience surveys which used to be conducted, the general feedback was that once patients get
into the service, they are happy with the service they receive; however, the dissatisfaction comes
from the issues patients experience when trying to access services. Certain PCN’s fared worse
than others. Adrian said that he cannot see in the system work are any plans to try and resolve
this. Zoe advised the surveys would have been conducted at a time when half of the practices
were on cloud-based telephony and half were not. No work has been carried to date which would
show if this correlates with some of that feedback.

7.34 Zoe noted it was important to advise around the implementation of the modern general practice,
and it will be the next round of the surveys that would show whether practices have implemented
the changes to GP access, which they said they would make. Adrian asked if there was any way
we could explore if this was making a difference, without waiting for the national survey. Zoe
responded to say that they could ask practices to conduct an interim survey, but equally they are
not commissioned or contracted to have to do that.

7.35 Zoe reported that they reviewed the survey results to ascertain which practices had the highest
performance. There were two practices who had good patient feedback, and these practices have
shared their learning with other practices at a recent member engagement event.

7.36 Adam Webb reported that this is what Healthwatch hear daily, the major issue is the
inconsistencies across the borough, around access to GPs. Adam discussed that where
improvements could be made is to update patients when there have been changes around how to
access GP services. Many patient opinions were formed by what happened during COVID and
many patients still have anxiety about the telephone messages during this time or having to sit
through an online consultation. Whilst this is what they may have done before, many patients do
not know what the reality of general practice is now. Adam suggested that practices could
advise/communicate to patients what the reality is now. Secondly, Adam asked if we as a
commissioning system, know what the success processes are for each and every GP practice in
the borough, as these change regularly, certain practices offer services that others do not.
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Dr Fines agreed that once we get patients into the right service they are satisfied, it's just getting
the patient into the right service. Many patients could be better managed across the system in
another environment, but they do not know what service this is. GP practices are almost the
triaging service for the system. Dr Fines further explained that in her role as a GP, many patients
could be better served by another professional, but they just do not know which one. Dr Fines
explained that this is not a short-term piece of work, and needs to include better system coms.

Zoe highlighted a current data issue around appointments within 14 days, which is currently being
clarified with GM. She went on to confirm that a data source for CVD and hypertension targets has
also been established meaning that the team can support improvements in these areas.

Will concluded that he feels the report slight undersells the amount of work going into the primary
and secondary care interface and he thanked colleagues for all the effort going into this work. Will
also updated the committee that the approval, GM wide, regionally and nationally of the next phase
of the Uplands development work has commenced with the practice and NHS property services.

Care Commissioning Committee:  Owner |

D/11/05
D/11/06
A/11/01

A/11/02

A/11/03

A/11/04

Decision | Noted the report
Decision | Noted the risk log provided.

Action The Primary Care Team are to continue to try and source the = Primary
MoCA Training for GPs free of charge. Care Team
Action Rachele Schofield is to check if GP practices still sign a Rachele

yearly declaration regarding Infection Prevention and Control = Schofield
and link in with the quality team as necessary.

Action Mark Beesley is to review the DNA rates and reasons for the | Mark
Quality Assured Spirometry Service. Beesley
Action Zoe Alderson and Will Blandamer to produce a form of words = Zoe
raising the concerns of the PCCC regarding the 5% CIP on Alderson &
the Primary Care budget. Will
Blandamer

_ Finance Update

8.1

8.2

8.3

8.4

Simon O’Hare reported that in terms of specific primary care budgets we are forecasting a very
slight underspend, which is to do with the QAS.

In terms of prescribing, there has been a 0.15% increase in cost, for prescribing, which is £50,000
for the five months this year. Simon highlighted there has been a phenomenal effort from the
prescribing team and from all general practice partners. This budget now sits at NHS GM level.

In terms of the overall budget for the locality, we have an overspend of just over £7million from
£6.8million last month due to two different things, firstly we have some specific high-cost
placements. Secondly, ADHD/ASD assessments, forecasting has increased by £300,000, due to
additional providers entering the market. This is due to a ‘quirk’ in the procurement legislation. NHS
GM are aware of this and are seeking to understand what can be done. Will and Simon attend a
Finance local assurance meeting, and are using this forum to highlight the ADHD/ASD Right to
Choose issues that we are facing.

Simon explained that budget setting and planning for next year will commence shortly, Simon and
senior colleagues are requesting a more refined approach to budget setting, we are waiting to see
how that is transacted in terms of what the expectations will be for 2025/2026. Simon advised that
when this is known, it will be brought to the PCCC meeting.
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Dr Fines discussed some of her concerns regarding private providers for ADHD/ASD

8.5 assessments. There is a triaging model which is out to public consultation, this is not expected to
complete that until next year, however there is anxiety about the implementation of it. Dr Fines
further discussed that there are thresholds on most other things, except this. From a finance point,
Dr Fines said that it is frustrating that within the current position we are trying to save a few
thousand pounds on small contracts such as paediatric phlebotomy, and yet we are paying for
private assessments for thousands of pounds. Adrian concluded that this is a self-referral service
for patients with who want an assessment for ADHD/ASD, we are paying for a diagnosis, and then
ongoing costs of maintaining people who are either misdiagnosed or unnecessarily diagnosed.

o Type imary Care Commissioning Committee: _Owner |

D/11/07 Decision | Noted the financial updates provided.

- Any Other Business

9.1 None.

'ID | Type | The Primary Care Commissioning Committee: ' Owner |

“ Date and time of next meeting

101 Date and time of next meeting:
Monday, 27 January 2025, 4:00pm — 5:15pm via Teams
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Place Based Primary Care Commissioning Committee

Status Rating

»  -InProgress

@ - Completed

/\ - Not Yet Due

. - Overdue

29 January | A/01/01 ZA to work to ob.tam mandgte from IDC Zoe Alderson March 2024 25/03/2024- No updgte to repo_rt, Zoe Alderson
and form a working group in relation to and Mark Beesley will be working to progress
2023 i
Schedule 7. this.
04/06/2024- A meeting is currently being
coordinated to include PCN CDs, the Fed, PC
Team and neighbourhood representatives. An
update will be provided to PCCC in due course.
29/07/2024- Meeting scheduled for Tuesday
30t July, delivery date September, update to
be provided at next meeting.
30/09/2024 — September Meeting cancelled to
be rescheduled for October 2024, update to be
provided at next meeting.
Zoe and Dominic Siddall, Digital Zoe Alderson
30 A/09/02 Champion to look at ways the uptake of & January
September - 2025
the NHS App can be promoted. Dominic
2024 .
Siddall
Will Blandamer and Zoe Alderson to raise Will
30 A/09/03 the issue of the lack of data and support | Blandamer & January
September ) : 2025
2024 for Primary Care as part of the locality Zoe Alderson
assurance work.
Zoe Alderson to seek agreement from Zoe Alderson
30 A/09/04 practices to add Lindsay Mooney to the January
September . . 2025
2024 EMIS Enterprise Data Sharing Agreement
Actions — Place Based Primary Care
29" July 2024 Commissioning Committee Page 1 of 2



and Privacy Notices for NHS Health
Checks.

30
September
2024

A/09/05

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

Carolyn
Trembath

January
2025

29" July 2024

Actions — Place Based Primary Care

Commissioning Committee
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General Practice Contracts Update Q3 2024/2025

Rachele Schofield, Primary Care Lead

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

Dr Cathy Fines

The following paper has been written to provide Primary Care Commissioning Committee with an
overview of performance against Primary Care Contracts across Bury at the end of quarter 3 (Q3)
2024/2025. Quarterly reports are produced to ensure that any areas of underperformance are
addressed early in the year and support can be provided to Practices and/or Primary Care
Networks where needed or requested, ensuring that year end targets are met across the locality. It
is important to note that due to the timing of the paper against the availability of the various data
sets required to monitor the contracts, some information is not yet available. This will be provided
in the Quarter 4 report.

The Primary Care Commissioning Committee are asked to:
¢ Note the contents of this report
¢ Note the risks and mitigating actions

%lfezggmﬁigssumen Approval Assurance Discussion | Information
O O O X

APPROVAL ONLY; (please Pooled Non-Pooled

indicate) whether this is required Budget Budget

from the pooled (S75) budget or | O

non-pooled budget

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

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

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

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

Are the risks already included on the Locality Risk

Redi Yes O No 0 N/A U
egister?

Are there any risks of 15 and above that need to be

considered for escalation via an NHS GM Statutory Yes No N/A
Committee or Board in line with the Risk Escalation

process ?

Are there any quality, safeguarding or patient Yes 0 No 0 N/A 0
experience i mplications?

Has any engagement (clinical, stakeholder or

public/patient) been undertaken in relation to this Yes U No O N/A O
report?

Have any departments/organisations who will be Yes 0 No O N/A 0
affected been consulted ?

Are there any conflicts of interest arising from the Yes 0 No O N/A 0
proposal or decision being requested?

Are there any financial Implications? Yes O No O N/A O
Is an Equality, Privacy or Quality Impact Yes 0 No O N/A 0
Assessment required?

If yes, has an Equality, Privacy or Quality Impact Yes 0 No O N/A 0
Assessment been completed?

If yes, please give details below:

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

Are there any associated risks including Conflicts of

Interest? Yes O No O N/A O
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Governance and Reporting

Meeting Date Outcome
General Practice Leadersip 15/01/2025 Received for information
Collaborative
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General Practice Contracts Update Quarter 3 2024/2025
Introduction

The following paper has been written to provide the committee with an overview of performance
against Primary Care Contracts and contracting requirements across Bury at the end of Quarter
3 2024/2025.

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

It is important to note that due to the timing of the paper against the availability of the various
data sets required to monitor the contracts; some information is not yet available. This will be
provided in the Quarter 4 report.

Background

There are a range of contracts and contractual requirements which require the oversight of the
locality Primary Care Team, this paper will talk in detail about performance against the following:

e Bury Locally Commissioned Service (LCS)

e Quality Assured Spirometry (QAS)

e Paediatric Phlebotomy

e Minor Surgery Enhanced Service (MS ES)

e Special Allocation Scheme (SAS)

e Primary Care Network Direct Enhanced Service (PCN DES) including:
o Overall Assurance
o Impact and Investment Fund Indicators (IIF)
o Enhanced Access (EA)

e Weight Management Enhanced Service (WM ES)

e Friends and Family Test (FFT)

e Primary Care Complaints KO41b

e Capacity and Access Improvement Payment

Bury Locally Commissioned Service (LCS)

The Bury LCS is commissioned via the GP Federation and consists of a suite of additional
requirements to be delivered by general practice, over and above work which is commissioned
via other contractual mechanisms. The overall aim of this service specification is to provide
clinically safe and effective services that will improve the outcomes for patients in Bury. The
Bury LCS is valued at £2.4M per annum serving the registered population of Bury
(approximately 209,682 patients), across 25 Practices working from 29 sites situated across 5
neighbourhoods and is paid 50% block upfront and 50% based on year end achievements to
targets as set.
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In order to receive the block payment each month, practices must comply with all gateway
requirements and deliver the transactional indicators as contracted. To achieve the year end
reward payments, practices must work across the year to deliver a number of measurable
targets at both a practice level (including the GM Metrics introduced this year) and
neighbourhood specific level. To provide assurance for this contract, performance data is both
extracted from Practice systems and provided from Practices and Neighbourhood Leads via a
self-declaration.

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

As at Q3, we have received 17 self declarations in which practices have confirmed
that they are compliant with both the gateway requirements and the self-declared elements
transactional activity. The GP Federation are working to receive the outstanding declarations.

Whilst Transactional Indicators do not have performance targets, by signing up to the LCS
contract and therefore receiving the monthly payments, practices have committed to deliver the
contents of the LCS, non-delivery of any element without agreed justification potentially puts
the whole contract value at risk therefore, we wrote to practices at the end of November to urge
them to work with the GP Federation, the Medicines Optimisation Team and the Primary Care
Team to have robust systems in place to ensure this activity is carried out to avoid year-end
financial penalties being applied.

As 30 November 2024, data across 24 practices indicated that they were not delivering against
one or more Transactional Indicators for which a monthly payment is received and/or against
one or more of the Medicines Optimisation indicators in the LCS.

Practices were advised to respond to the letter no later than 10 January 2025 to advise if there
were any issues with the data, to seek support or to advise us of their intention to delivery
against the areas as detailed. By the deadline, 19 practices have responded and we will
continue to monitor improvement against the contract advising in Q4 of any recoups against
block payments required.

The remaining data for Q3 was not available at the time of writing this paper but will be
presented when published.

Quality Assured Spirometry

The QAS service was commissioned from the GP Federation to provide QAS to any
patient aged 18 years and over who is registered with a Bury practice. As per
recommendations presented at September's PCCC, the service continued from 19
October 2024 to deliver QAS against a contract value of £37K per annum with the
requirement to provide 672 appointments by 315t March 2025. PCCC is reminded that
after this time there will again be no QAS service options in Bury other than those
previously identified in out of borough localities.
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4.2  Activity as at Q3 is detailed below which is slightly under offer for the year with 275.5
appointments offered against a contracted 305.45 year to date. This will be raised with the GP

Federation at the monthly PCN DES contract meeting:

Contract

DNA
rate

Utilisation
rate

Appts
Offered

Month Require Booked Attended DNA

ment

19/10/24-
31/10/2024 61.09 76 58.5 55 3.5
01/11/2024 | 122.18 85 76 67.5 8.5
01/12/2024 | 122.18 114.5 87 74 13
Total 305.45 275.5 221.5 196.5 25

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

52 Child and Adolescent Mental Health Services (CAMHS) now also have the ability to refer
patients directly to Rock Healthcare for Paediatric Bloods rather than having to refer the patients
back to their GP for onward referral to the service. This is a positive outcome of the work to
reduce the unnecessary burden on general practice by allowing direct referrals into providers.
5.3  The service received 372 referrals in Q3 which gives an extrapolated year end trajectory of
1488 which is above the estimated levels against which the contact value was based.

6 Minor Surgery ES

6.1 The Minor Surgery ES is a cost per case contract, comprising of procedures including injections
(muscles and joints), incisions and excisions. Table 5 below shows a breakdown of minor
surgery activity/cost for Q3:

Table 5

. o _ . T Total Cost Q3

Locality Aspirations [Excisions |Incisions |Injections 2024/2025

Bury Tariff £42.18 £84.36 £84.36 £42.18

No of Procedures 0 225 35 462 £41,330.87

Cost £0 £18,959.64 | £2,952.6 | £19,418.63

6.2 The annual budget for minor surgery is £219,000 with a year to date spend of £163,531

indicating a likely year end underspend of £959 based on current activity. Table 6 highlights the

current financial position against the annual budget.
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Table 6
Annual Budget | YTD Budget YTD Spend (M6) | Forecast Forecast
Underspend
£219,000 £164,250 £163,531 £218,041 £959
6.3 PCCC should be aware that a total of 6 practices are not currently delivering MS, with activity

instead being directed to secondary care. A comparative exercise of procedures carried out in
secondary care are outlined in table 7 below:

Table 7
Procedure Primary Care Secondary
Cost Care Cost
Trigger Point Injection for Pain Management £41.29 £325
njection of Therapeutic Substance into Joint for Pain Management £41.29 £569
Aspiration of Joint £41.29 £447.50
Unspecified other excision of lesion of skin (moles, cysts, lipoms) £82.58 £143.50

7 Special Allocation Scheme (SAS)

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

7.2 The overall cost for this service for Q3 is £28,720.01. Table 8 highlights the overall activity and

financial value of activity for the contract at the end of Q3.

Table 8
Monthly retention | Number of contacts | Total costs
October £666.67 164 £13806.67
November £666.67 77 £6846.67
December £666.67 93 £8066.67
Totals for Quarter 3 £2,000.01 334 £28,720.01

Note Octobers contacts / claim includes September, so this is not higher than usual, it is 2 months worth

7.3

The budget for the service is £107,760 therefore based on current activity, there is a risk the
service will exceed its budgeted value. Table 9 shows a comparison of estimated year end
spend vs budget.

Table 9

Part of Greater Manchester
Integrated Care Partnership




7.4

7.5

7.6

8.1

8.2

8.3

8.4

8.5

BURY

INTEGRATED CARE

PARTNERSHIP

Budget YTD Spend Estimated Over Spend
£107,760 £78,628 £2,933

The service level agreement states the scheme should have a maximum of 20 patients and
there are currently 41 on the scheme at the end of Q3, of which 7 are out of area patients. We
are in the process of ensuring all out of area patients are recharged to the appropriate locality.
Having a maximum guideline may not be particularly accommodating as according to the NHS
England Specification, a rigid maximum and minimum number are unlikely to be helpful. We
are continuing to work with the provider to understand both the complexities of the patients on
the scheme but to also rehabilitate patients back into mainstream general practice who do not
require SAS input, aiming to reduce the number of patients on the scheme to more manageable
numbers.

Although there no patients were discharged from the service this quarter, we have identified
with the provider a small number of patients who the provider will review and explore discharge
as clinically appropriate.

We are continuing to look at what work we can do with practices to try and reduce the number
of referrals going forward including patient communication/education or identifying if there is a
training need.

Primary Care Networks DES (PCN DES)

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

Two out of the four PCN’s in Bury have provided assurance against the PCN DES for Q1
Prestwich and Bury PCN have not completed the assurance return due to the PCN Network
Contract not stipulating a contractual obligation to complete a quarterly assurance report. Only
Horizon have completed their assurance return in Q2.

To mitigate non-compliance of the PCN DES assurance document, Data Quality previously
provided data every quarter which provided insight into some elements of each PCN’s
performance. This data however, only provided insight for Bury PCN’s and we were unable to
oversee a true reflection of performance. We have now been able to extract data from a GM
dashboard via Tableau which allows insight into some measurable indicators of the PCN DES
for Bury PCN’s and other PCN’s across GM. We have chosen to include data from Tameside
and HMR localities as they are similar to that of Bury.

Appendix 3 shows Q2 2024/2025 data, Q3 data is not yet available and will be shared with the
Q4 report. This new data will be included in the Q3 assurance returns.

For cardiovascular disease prevention elements of the PCN DES, Bury PCNs performance is
lower than Tameside and HMR’s PCN’s in all indicators except for indicator ‘Percentage of
patients aged 65 years or over and with an irregular pulse who either received an
electrocardiogram or were referred for an electrocardiogram.’
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8.6 SMR indicators show that Bury PCN’s are mostly performing in the middle of both Tameside
and HMR. However, there are a few indicators where some of Bury PCN'’s are performing at
the lower end. ‘Percentage of patients at risk of harm due to medication errors who received a
Structured Medication Review’ Whitefield PCN achieved the lowest at 1.98% in Q2, however
Pennines PCN achieved 21.13%. ‘Percentage of patients using potentially addictive medicines
who received a Structured Medication Review’ Prestwich achieved the lowest at 2.89%,
followed by Whitefield at 3.26%, however Heywood PCN achieved the highest in Q2 at 17.56%.

8.7  There are some indicators where a Bury PCN has performed the highest in Q2 table 10.

Table 10

Number of referrals to the Community Pharmacist Consultation Service per registered
patient.

Prestwich PCN (Bury) 0.04

Percentage of patients aged 65 years or over and with an irregular pulse who either received
an electrocardiogram or were referred for an electrocardiogram.

Whitefield PCN (Bury) 100.00%

Metered Dose Inhaler (MDI) prescriptions as a percentage of all non-salbutamol inhaler
prescriptions issued to patients aged 12 years or over.

Whitefield PCN (Bury) 54.85%

Percentage of registered patients whose care was discussed as part of a shared decision-
making process.

Whitefield PCN (Bury) 1.47%

Percentage of patients aged 18 years or over with a history of peptic ulceration and
prescribed an oral non-steroidal anti-inflammatory drug (NSAID), who were not prescribed a
gastro-protective.

Prestwich PCN (Bury) 21.43%

Percentage of patients aged 18 years or over prescribed amiodarone for at least 6 months
without a thyroid function test (TFT) in the previous 6 months.

Horizon PCN (Bury) 54.55%

Percentage of registered patients with a recording of ethnicity.

Horizon PCN (Bury) 99.38%

Percentage of registered patients who were given the opportunity to state their ethnicity but
chose not to.

Horizon PCN (Bury) 14.56%

8.8 Enhanced Health in Care Homes data was also scrutinised using the GM dashboard. The
Primary Care Team have compared Bury PCNs performance with Tameside, HMR, GM and
England. Table 12 shows that Burys average is below that of GM and England in all of the
indicators except for indicator ‘Percentage of care home residents aged 18 years or over on the
QOF Dementia Register’ This data will also be shared in the Q3 assurance document.

Table 12
5 t . o ot 418 Ho had Bury Locality England GM
ercentage of care home residents age years or over, who had a
Personalised Care and Support Plan (PCSP) agreed or reviewed. Average Average Average
15.5% 28.1% 35.3%
Bury Locality England
Percentage of permanent care home residents aged 18 years or over, Average GM Average Average
and recorded as experiencing acute confusion, who received a delirium g g
assessment. 0.0% 2.1% 6.5%
Bury Locality England GM
Percentage of permanent care home residents aged 18 years or over Average Average Average
who received a falls risk assessment. g g g
0.2% 7.3% 16.0%
b t . t N dont 418 Bury Locality England GM
ercentage of permanent care home residents age years or over
who received a psychosocial assessment. A\(l)e;:/ge A\;e(l;:/ge A\;e;?/ge
. 0 . 0 . (o]
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b . o g 418 he QOF England Bury Locality GM
ercentage of care home residents age years or over on the
Dementia Register. Average Average Average
47.7% 50.0% 53.1%
Bury Locality England
Percentage of permanent care home residents aged 18 years or over Average GM Average Average
with a preferred place of death recorded. g g
12.5% 27.5% 29.5%
Bury Locality England
Mean number of Multidisciplinary Team meetings per care home Average GM Average Average
resident aged 18 years or over. 5 Olg 012 5 38g

To address performance concerns, any issues that arise are escalated through the correct
governance procedures. Variation is addressed by providing PCN’s with the data and trying to
have open conversations about the reasons behind this, but due to lack of engagement with
the assurance aspect of the PCN DES, this has been difficult to obtain. There are no targets
attached to these data indicators and this then allows each PCN to determine the amount of
achievement that suits. However, we can now see a true reflection of Bury PCN’s performance
when compared with other areas of GM. Variation is being scrutinised by the Primary Care
Team on a practice-by-practice basis based on deprivation. This includes cancer screening and

The IIF is a financial incentive scheme within the PCN DES where each PCN can earn a
maximum of 58 points valued at £198 per point (adjusted for list size and prevalence). IIF
focuses on rewarding high quality care in areas where PCNs can contribute significantly

There are only two IIF indicators for 2024/25 ‘Percentage of patients on the QOF Learning
Disability register aged 14 or over, who received an annual Learning Disability Health Check
and have a completed Health Action Plan in addition to a recording of ethnicity’ and ‘Percentage
of patients who have had a lower gastrointestinal urgent suspected cancer referral in the
reporting year where at least one urgent suspected cancer referral was accompanied by a
faecal immunochemical test result, with the result recorded in the 21 days leading up to the

October’s IIF data is shown in appendix 1. All four PCNs are achieving the target for CAN0O4 -
‘Percentage of patients who have had a lower gastrointestinal urgent suspected cancer referral
in the reporting year where at least one urgent suspected cancer referral was accompanied by
a faecal immunochemical test result, with the result recorded in the 21 days leading up to the
referral’. However, in appendix 2 there is variation between practices for this indicator in each
PCN. This is addressed with individual practices during their Primary Care Quality Visit and with

8.9
LD health checks.
9 Investment and Impact Fund
9.1
towards the ‘triple aim’:
9.2
referral’
9.3
PCN Managers.
9.4

No PCNs are achieving the target for HIO3 - Percentage of patients on the QOF Learning
Disability register aged 14 or over, who received an annual Learning Disability Health Check
and have a completed Health Action Plan in addition to a recording of ethnicity. As seen in
previous years GP Practices normally undertake Health Checks towards the end of each
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financial year and therefore there are no concerns regarding likely achievement at this time.
Appendix 2 shows variance in this indicator between individual practices in each PCN. This has
been explained with each practice co-ordinating this piece of work generally towards the end of
the financial year when a patient’s re-call is due.

10 Enhanced Access

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

10.2 To meet this requirement, Horizon, Prestwich and Whitefield (HPW) PCN were required to offer
158.01 hours per week against a PCN Adjusted List Size as at 1 Jan 2024 158,021 (totalling
684.71 hours per month). Performance at the end of Q3 exceeded contractual requirements
with 2162 hours offered against the 2114.67 contracted for the quarter. Utilisation stands at
78% year to date.

10.3 Bury PCN were required to offer 56.8 hours per week against a per week against a PCN
Adjusted List Size as at 1 Jan 2024 of 56, 809. Bury PCN submitted performance data for Q1
and Q2 but, for Q3 have only submitted data for October and November with December 24
data outstanding therefore we are unable to provide a position against contract compliance at
this time.

10.4 As appointment utilisation remains an issue with all PCNs, work is ongoing with Providers to
address this as, whilst not a contractual requirement, access is paramount therefore this offer
cannot continue to go unused.

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

1 Additional Roles Reimbursement Scheme (ARRS)

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

11.2 There have been significant issues relating to payments and claims for Bury PCN since the
schemes inception which continues into 24/25 with the ICB Finance Team working closely with
all PCNs to ensure the requisite evidence is submitted. Currently, claims have been received
up to September 2024 for Bury PCN and up to October for HPW PCNs with total spend claimed
up to October 2024 by each PCN outlined below:

YTD
PCN Entitlement | WTE (7 | ¥ 1D Spend 24/25
mths) (7 mths) Forecast
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""F’,'g;’“ 2,185,419 | 310.17 | 1,195,132.05 | 2,143,094.00
Pre:é",:":h 886,294 | 140.90 | 518,679.08 | 837,980.00
Whitefield
District & 684,449 | 108.05 | 381,973.17 | 679,492.00
Community
PCN
Bury PCN | 1,096,013 | 152.80 | 483,876.31 | 1,127,324.00
Totals 4,852,175 | 711.92 | 2,579,661 | 4,787,890

ICB Finance will be providing a separate paper to the Committee to detail any

remaining issues and risks associated with this contract however, PCCC are asked to
continue to include those risks on the Primary Care Risk Log for formal escalation and
review by the committee.

Weight Management Enhanced Service

The weight management service continued to be commissioned from General
Practice from 1 April 2024 to March 2025 with all practices in Bury participating. The aims of
the service are to:

e support practices to develop and implement a proactive approach to the identification of
patients living with obesity; to work with wider system partners on developing pathways
which incorporate multi-modal access options including online, telephone and face to face
and to empower patients to actively provide and update their practice with this information
online

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

As a minimum requirement the referral allocation will be at least 12% of the number of patients
on the practice’s Obesity Register at 31 March 2023 and practices will be entitled to £11.50 per
referral to one of the services, up to the limit of their referral allocation (only one referral per
patient may be claimed under this ES). Practices have been advised of their allocation for the
year.

At the time of writing this report the up to date activity was not available and will be shared in
Q4 update.

Friends and Family Test (FFT)

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

Part of Greater Manchester
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In terms of Bury locality performance, 96% of practices submitted FFT results in October 2024.
A total of 3,709 responses were received with 91% of patients submitting a positive response.
Overall, for GM, there were 87,987 responses received with 94% of patients submitting a
positive response. Table 14 shows the number of practices submitting and the number of
responses received from April 2024 to October 2024. The average number of responses has
increased since April 2024.

Table 14

13.3

14

14.1

14.2

14.3

14.4

Apr-24 | May-24 | Jun-24 Jul-24 Aug-24 | Sep-24 | Oct-24
Total Number of
Practices Submitted 24 25 25 24 23 24 24
Total Number of
Responses Submitted 2223 2471 2405 2474 2739 2014 3709
Average Number of
responses per 92.63 98.84 96.20 103.08 | 119.09 83.92 154.54
submitted practice

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

Primary Care Complaints Collection (KO41b)

KO41b is a mandatory data collection that captures data and information regarding written
complaints received by General Practice, Dental Practices and Pharmacies. The data for GP
practices will be collected via the NHS Digital Strategic Data Collection Service (SDCS).

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

As a locality, Bury met the requirement within the timeframe and overall we contributed to 100%
submission for GM.

Table 15 shows the number of complaints received for Bury compared to other GM localities
for the past 3 years. The data is a full collection of all primary care (not just general practice),
however on average 75% of our complaints are for general practice.

Locality 24/25 to date 23/24 22/23
(1/4/24 — 7/1/25)

Bolton 41 50 90

Bury 18 45 58

HMR 26 47 78

Part of Greater Manchester
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Manchester 91 187 221
Oldham 26 46 90
Salford 36 63 90
Stockport 33 61 76
Tameside 31 77 85
Trafford 24 47 44
Wigan 27 80 81
Other (accounts for cases 8 10 44
received and never got

information back to identify the

locality, or where an out of

area complaint was received

and closed immediately)

Please note these are formal complaints that have come through to the ICB (and NHSE prior to that) as commissioner led
investigations. It does not include complaints made directly to the practice as we do not have access to these figures.

14.5 There are no ‘average’ numbers for complaints received, as this varies year on year depending
on what’s going on, and also by the size of each locality, however it is positive to see the number
of complaints received has been steadily decreasing over the past 3 years.

15 Capacity and Access Improvement Payment (CAIP)

15.1 In 2024/25, the criteria for the 30% CAIP was revised, and linked improvement directly to the
three domains of the Modern General Practice (MGP) model. For 2024/25, it was specifically
advised that the available CAIP funding should be apportioned equally across all three modern
general practice priority domains such that 100% of funding can only be received if achievement
is demonstrated across all three areas, and by all practices within a PCN.

15.2 Once the PCN Clinical Director has confirmed that the practices are implementing all listed
components for a domain the PCN Clinical Director will notify the ICB through submission of

the CAIP payment form.

15.3 Each PCN can only claim funding for each component of CAIP once and these claims do not
need to be simultaneous. This means there could be up to 3 opportunities for the PCN to claim

for CAIP in-year.

The domains are:

MGPA priority domain

All PCN practices to have the following components in place
and these continue to remain in place

1) Better digital
telephony

Digital telephony solution implemented, including call back
functionality; and each practice has agreed to comply with
the Data Provision Notice so that data can be provided by
the supplier to NHS England.*

Digital telephony data is routinely used to support
capacity/demand service planning and quality improvement
discussions.*

2) Simpler online

Online consultation (OC) is available for patients to make
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requests administrative and clinical requests at least during core
hours. This requirement was introduced as part of the 2021
GP contract. Please see Appendix 3 for FAQs document on
this from November 2021.

Practices have agreed to the relevant data provision notice
(DPN) so that data can be provided by the supplier to NHS
England as part of the ‘submissions via online consultation
systems in general practice’s publication.

3) Faster care Consistent approach to care navigation and triage so there

navigation, is parity between online, face to face and telephone access,
assessment, and including collection of structured information for walk-in and
response telephone requests.

Approach includes asking patients their preference to wait
for a preferred clinician if appropriate, for continuity.

15.4 To date, one PCN has submitted their self which has been submitted to the GM team and we
are waiting their feedback relating to one practice not having cloud based telephony in place
yet (through no fault of their own) but will do in the very near future (previous discussions at
GM level have confirmed PCNs won’t be penalised for issues like this as long as there is a plan
in place going forward and deadline), and also regarding online consultation as it is still unclear
on the platforms GM will be supporting on the framework and timeframes for this, which is
impacting on many practices and could result in PCNs not achieving the funding (10%) for that
domain.

15.5 A further update / position will be brought to a future meeting.

16 Associated Risks

16.1  The main risk for all contracts discussed in this paper relates to the unavailability of real time,
accurate data. This limits our ability to manage issues early in the year which then may impact
on overall contract performance leading to a financial impact on the ICB adding strain to an
already tight budgetary position. To mitigate this, we are working to obtain information from all
available data sources and will be speaking with providers regarding their performance as that
data becomes available to ensure any issues are addressed at the first available opportunity.

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

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

16.4 Under-utilisation of the appointments contractually available within enhanced access
Part of Greater Manchester
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poses a risk with as does the lack of data provided by Bury PCN to assure this service despite
positive results seen in April and May 2024.

16.5 Activity within the SAS continues to grow beyond that originally intended for the service provider
and will be a likely budget pressure for 24/25. Discussions are needed at a GM level to review
and standardise this contract.

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

16.7 Both Prestwich PCN and Bury PCN no longer have access to tier 2 weight management
services offered through the stay/living well team and therefore the Weight management
enhanced service may see an increase in referrals from the practices in these PCNs, however
a practice cannot claim more than their allocation and GM will claw back where necessary.

16.8 If PCNs do not meet any of the 3 domains of the CAIP they will not receive funding (10% per
domain).

17 Actions Required

17.1  Primary Care Commissioning Committee are asked to:
¢ Note the contents of this report
o Note the risks and mitigating actions

Rachele Schofield
Primary Care Lead
Racheleschofield@nhs.net
January 2025

Katie Heselwood
Primary Care Manager
Katie.heselwood@nhs.net
January 2025

Rochelle Milne

Primary Care Project Manager
Rochelle.milne@nhs.net
January 2025
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Appendix 1 —
Bury - October 2024
BURY-BURY PCN BURY-HORIZON PCN BURY-PRESTWICH PCN BURY-WHITEFIELD DISTRICT & COMMUNITY PCN

CANO4 Cancer
Lower GI
2wWw

HI103 QOF
Learning
Disabilities
Register

Appendix 2 —
Number of patients on The number of patients
the QOF Learning who have had a lower
Disability register aged gastrointestinal urgent
14 years or over suspected cancer referral
GP Practice in the reporting year.
P83001 FAIRFAX GROUP PRACTICE 22.06% 82.89%
P83025 ST GABRIEL'S MEDICAL CENTRE 50.00% 84.38%
Prestwich P83027 GREYLAND MEDICAL CENTRE 57.14% 0.00%
PCN P83605 WHITTAKER LANE MED CENTRE 48.57% 80.00%
P83609 THE BIRCHES MEDICAL CENTRE 0.00% 84.62%
P83623 LONGFIELD MEDICAL PRACTICE 40.63% 68.75%
P83005 TOWNSIDE SURGERY 62.16% 88.24%
P83006 RAMSBOTTOM MEDICAL PRACTICE 30.77% 82.76%
P83007 RADCLIFFE MEDICAL PRACTICE 50.00% 91.94%
Bury PCN "Pg3010 MONARCH MEDICAL CENTRE 0.00% 60.87%
P83024 KNOWSLEY MEDICAL CENTRE 30.56% 42.42%
P83611 WALMERSLEY ROAD MEDICAL 10.00% 100.00%
PRACTICE
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P83621 HUNTLEY MOUNT MEDICAL CENTRE 36.84% 85.71%
Y02755 ROCK HEALTHCARE LIMITED 30.61% 70.59%
P83012 TOWER FAMILY HEALTHCARE 56.55% 88.05%
P83015 RIBBLESDALE MEDICAL PRACTICE 13.33% 83.87%
Horizon  P83017 WOODBANK SURGERY 3.03% 97.92%
PCN P83021 PEEL GPS 3.08% 88.46%
P83603 RED BANK GROUP PRACTICE 25.37% 91.23%
P83612 MILE LANE HEALTH CENTRE 36.00% 91.18%
P83004 THE UPLANDS MEDICAL PRACTICE 35.48% 72.41%
Whitefield EBE?\IOTQF% éBLACKFORD HOUSE MEDICAL 40.00% 73.44%
PCN P83011 UNSWORTH MEDICAL CENTRE 57.69% 83.72%
P83608 THE ELMS MEDICAL CENTRE 42.50% 90.48%
Appendix 3 -

-

All Ml Indicators PCN
Bury Tameside & HM|
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SRO: Mark Beesley as GPLC Chair

Programme / Project: | Primary Care

Zoe Alderson January 2025

Lead: Month

RAG Status’: [N

Key achievements / deliverables completed this period:

Key deliverables / milestones planned for next period:

Prog.1 - Alternative at Scale Solutions
e Women’s Health Hub and Respiratory/Surge Clinics continue, discussions ongoing regarding utilisation
e Paediatric Phlebotomy — Provider agreed to revised acceptance criteria and reduced financial rate for 25/26

Prog.2 — Communications and Engagement
e Member engagement event identified several areas of support needed to improve vaccinations, screening and 8 care process
uptake.

Prog.3 — Data and Digital Ambition
e Unwarranted variation - Key areas identified and being raised/addressed through various forums including, sharepoint,
member engagement, and PC Quality Visits (PCQV).

Prog.4 — Effective Pathway Navigation
e Numbers are steadily increasing for pharmacy first services, these will be incorporated into the performance table moving
forward (though GM data suggests Bury has the lowest consultation rates through the Minor Ailment Scheme than any other
locality)

Prog.5 — Current and Future Estate
e Engagement work started regarding the consolidation of Rock sites

Prog.6 — Integration (Wider PC/Neighbourhoods/PSR)
e  Continue with scheduled work and roll out North pilot with practices in North neighbourhood including review of current
processes and refine for roll out. Plan for remaining neighbourhoods, including proposed go-live dates to be finalised. All
approved SOP & paperwork shared with Huntley Mount who have chosen to implement themselves.

Prog.7 — Quality and Assurance
e  PCN Assurance return process continues to be impacted by GPCA
e EA23/24 - Recoup from Bury PCN complete
e EA24/25-Work continues to improve utilisation rates, particularly for Bury PCN practices. HPW have delivered more
hours than they are contractually required as at Q3 however, Bury PCN have not submitted data for Nov or Dec’24
e  MOT continue to focus on savings plans set out by GM.
e GP LCS AMS indicator — All PCN peer-to-peer AMS meetings completed, positive and consideration for future meetings shared
with practices.
eGP LCS MO indicator — second practice/MOT meetings currently being arranged across Jan/Feb, progress with medicines safety
indicator to be discussed, requirements for Q4 and reminder of outstanding documents.
e Bury LCS 2024/25
e Transactional/MOT indicator review undertaken and letters of concerns issued to underperforming practices
e December’s completion rate for the sit rep rose to 96%, the highest we have seen since inception, with 23rd Dec seeing
100% of Practices completing the sit rep for the first time, this was repeated on the 13 Jan 2025
e GM Quality leads meeting to scope what localities need to support their PQCV process
e PCN Assurance - deep dive of EHCH has taken place and shared with PCN leads with Q3 assurance returns
e Horizon PCN confirmed transition to Modern General Practice Access Model and will receive funding in January
e Horizon PCN submitted CAIP 24/25 self declaration to PC team — once queries resolved submission will be sent to GM —
claiming 2 out of 3 domains (CBT / Care Navigation)
e SAS — Q3 contract monitoring meeting taken place

Prog. 8 — System Leadership
eGP Collective Action — Tactical and Strategic meetings established with providers and SOP in place providing structure.
e BeCCoR - Discussions on going regarding both 25/26 and 26/27 — Risk that the delay in confirming 25/26 intentions will impact
the Bury LCS

Prog.9 — Workforce (recruitment/development and retention)

Prog.1 - Alternative at Scale Solutions
e Women’s Health Hub
o wider proposals continue to be developed via the steering group, member engagement, GPLC and H&S Community
o Inclusion in Wave 1 Community Gynae conversations taking place
e Paediatric Phlebotomy 25/26 — STAR and PSR forms to be produced for approval and sign off
e Quality Assured Spirometry - Confirmation needed regarding QAS in 25/26
e  Winter Pressures Schemes (Surge and Respiratory) — Ongoing monitoring with potential for BBC to do a slot on ARH clinics in Jan
25

Prog.2 — Communications and Engagement
e Present back suggested changes to SharePoint based on feedback at future webinar
e  Outputs of Member Engagement Session to be added to sharepoint and actions to be progressed.

Prog.3 — Data and Digital Ambition
e Practices to be asked to support amendment to DSA for EMIS Enterprise access to include NHS Health Checks data
e Unwarranted Variation — continued monitoring and presentation of data

Prog.4 — Effective Pathway Navigation
e Community Self referral road map needed — waiting for update from community services
e DOS and Care Navigation subgroup to be reorganised in order to review the programme’s aims objectives taking into
consideration member engagement session outputs.

Prog.5 — Current and Future Estate
e Rock Healthcare
o Outputs of stakeholder feedback to be submitted by provider
o Formal notification of request to close branch to be received
o Paperto PCCC to be produced upon receipt of above

Prog.6 — Integration (Wider PC/Neighbourhoods/PSR)
e Schedule 7 - A two-part MOU to be created which will describe the principles against which PCNs, neighbourhood with work
together in addition to how wider system partners will support primary care with the ambitions of PCN DES.
e Roll out of prescribing project: Patient led-ordering — engagement with Prestwich neighbourhood lead for next phase.

Prog.7 — Quality and Assurance
e PCQV - Continue with visits and produce a suite of Good practice to be shared with practices
Further meeting with GM Quality leads to scope what localities need to support their PQCV process
e SAS - Continue discussions with provider around reducing 24/25 activity and plans for 25/26.
Minor Surgery — support finance with query from Unsworth and work on PPV / audit process for claims
e  MOT - Continue with second bi-annual meeting, offer support for LCS MO indicators.
Bury LCS
o continue to support practices re: MO indicator submissions. Review outstanding responses to transactional review letters
inc any practice breaching on sit rep submissions
Prestwich, Whitefield and Bury PCNs all working to transition to the Modern General Practice Access Model in January
/ February
e Prestwich, Whitefield and Bury PCNs all working to submit self declaration for CAIP 24/25

Prog. 8 — System Leadership
e  GPCA sharepoint page to be established
e  GPLC Development plan

Prog.9 — Workforce (recruitment/development and retention)
e  Workforce Strategy — Now in a position to develop a proposal and next steps for GPLC/PCCC — Mar 25
e GM Workforce lead presenting at GP Webinar in February re Bury College Health and Social Care students / placements (T level)

v0.2
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Priorities / Projects / Workstreams:

Programme

Project

Key milestones / deliverables completed this period against plan

RAG
Status!

Prog.1 - Alternative at Scale
Solutions

Womens Health Hub

CPCS info re pharmacies offering LARC to be shared with Whitefield practices once identified in order to allow patients to be signposted to them rather than added to existing waiting lists

Planning for future expansion taking place

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

QAS Discussion needed with GM regarding future commissioning/funding model

Prog.2 — Communications
and Engagement

Sharepoint and its use

Feedback from survey and recommended changes at future webinar

Fortnightly Webinar

Topics for webinars planned and sessions facilitated

Prog.3 — Data and Digital
Ambition

Dashboard — Bury LCS

Production of a data dashboard which supports the monitoring/achievement of the Bury LCS

Dashboard - PCQV

Produce of a data dashboard which supports delivery of the PCQV process

Data Awareness

Presentation and discussion of several areas of performance where learning can be gathered with the aim of improving up take

Prog.4 — Effective Pathway
Navigation

Deflection

4 locality partnership group to take forward interface principles

Progress on principles tracked through clinical senate

Recovering Access

Increased number of self-referral options for patients within Community Services

DOS and Care Navigation

Review of programmes aims and objectives

Pharmacy First

Continue to monitor adoption and uptake of Pharmacy First options and raise with those not using it

Prog.5 — Current and Future | Whitefield Practice letter of support needed to progress
Estate Practice Utilisation Support appropriate engagement/authorisation of reduced PC estate
Prog.6 — Integration (Wider | Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align

PC, Neighbourhoods/PSR

Prescribing project

North neighbourhood — agreed go live dates for Garden City & Woodbank, Ramsbottom has pulled out of project, Q&A reflection session planned with Tower & GP practices. SOP & paperwork
finalised and signed off — Bury roll out plan being finalised.

Prog.7 — Quality and
Assurance

Primary Care Quality Visits

‘Good Practice’ proforma to be generated to support collation of information on sharepoint

All practices to receive visit in 24/25

PCN Assurance

Ongoing assurance taking place which includes meeting with PCN CDs (returns effected by GPCA)

Enhanced Access

Ensure contractual offer meet requirements

Increase Utilisation rates

EA 23/24 - Recoup from Bury PCN (complete)

Prescribing Quality

Ongoing savings work & continued support for LCS indicators

MMR Uptake

Improvement plan in development along with regular monitoring/feedback

Post Payment Verification

Process for PPV to be established (GM/Local)

Elton Unit

Continue to work through additional requirements being asked of Rock Healthcare by the provider which are not commissioned (Complete)

Priory Conversations with provider required around move from Hospital to Care home designation inc roles and responsibilities of GP for patients inc PCN alignment
CAIP 24/25 Continue to encourage PCNs to submit self declaration before end March 25
Prog.8 — System Leadership | GPLC Options discussion/agreement around LTls in light of GM review of these (on hold till 25.26 contract discussions start)

Development plan to be produced

Wider Primary Care

Development of TOR for a locality Primary Care Provider Forum

Prog.9 — Workforce
(recruitment/development
and retention)

Workforce Strategy

Implementation Plan to support delivery of the workforce strategy

Implementation of T&F groups in line with main challenges / key areas to address

Bury College Health and Social Care student placements to be explored further and promoted to practices

Current highest scoring risks / Issues:

Risk/Issue Current Mitigation / Controls Gaps in control

to happen?

If being escalated to the programme Board,
IDC Board or Locality Board state where and
what is the reason for escalation — what needs

Risk: There is a risk that GP Collective action

Cause: in response to the BMA ballot outcome, will result in the
Impact: withdrawal from supporting non-contractual services such as requests from hospitals and community services providers.

GM working group established
System SOP in place
Local working group established

This will have varying levels of
impact due to the variation in what
additional services are

communications

Note the likely impact as articulated in local LMC

v0.2
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* Requests for phlebotomy after discharge from hospital

® Requests for sick notes post hospital discharge and from OPD

* Requests from one specialty to refer to another for the same original referral, hospital should refer internally between
departments

¢ Expectation for GPs to refer on standard proforma templates

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

¢ Shared care arrangements where non-contractual

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

* Request from community nurses to arrange diagnostics, these should be directed to NCA as they are employed by the trust
® Requests from A&E, UCC, OPD or post discharge to chase test results

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

Strategic system group in place
Weekly Sit rep reporting

commissioned across localities and
what each individual practice
decides to adopt from the BMA
and LMC guidance.

Support system wide implementation/adoption of
the PC principles which support us in reducing
unnecessary bureaucracy and uncommissioned work

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

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

LEADING TO: The local general practice strategy and GM PC Blueprint not being delivered in full and ultimately poorer outcomes for
the patients of Bury

1.Benchmarking of spend/outcomes and
discussions both locally and at GM (has
revealed investment in Bury is significantly
lower)

2. Ongoing discussions to raise risk in GM and
need for equitable/sufficient funding moving
forward as part of BeCCoR

3. System partners fully engaged in difficult
decisions which may need to be taken as a
result

4. Left shift of services and funding needed

No further clarity on any likely
levelling up monies from GM

Likely additional pressure on
budget due to GM shared care
proposals

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

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

CIP delivery must be prioritised noting other
MO work and support will need to be stepped
down - will continue to monitor impact on CIP
delivery & other MO support to practices.
Awaiting comms from GM re: the function
review and impact on locality to be shared
with practices when available.

Note the risk and potential financial implications.

Decisions required:

Project / Workstream Decision Required

At wha

[programme board, IDC Board,
Locality Board, other?]

t level Impact if no decision

Performance: Finance:
Performance [against targets / outcomes] Financial Tracker for
programme

e Whilst it has been reported to us that all practices are now on Cloud Based Telephony, we have reason to believe that one practice is outstanding due to technical difficulties outside of their control.
e % of regular appointments within 14days data is still being checked as new data suggests these figures are no longer correct, both figures are shown
e A number of indicators have been removed from the monitoring below as several dashboards are no longer available
e Proxy data is being used to gauge achievement of two locality assurance measures due to lack data availability:
o % of patients identified as having >20% 10yr risk of developing CVD are treated with statins (proxi measure CVDPOO3CHOL being used)
o % of patients with hypertension who are treated to target as per NICE guidance S053b (proxi measure CVDPOO7HYP being used)
. 23/24
Measurable Indicators Target Baseline Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24
100% of our practices rated as Good or Outstanding by CQC 100% 92%
Cloud based telephony across all practices 100% 83%
All patients have access to an online platform via their registered practice 100% 100%
100% of practices use the new online patient registration service by 31/10/24 100% N/A 28% 28% 32% 40% 40% 64% 88% 96%
Increase in the uptake of the NHS App (13+) 1 59%
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The no. of prescriptions ordered using the online repeat prescription function 1 N/A
The no. of digital health records accessed 1 N/A Data issue
All practices/PCNs check and update the NWRS each month 80% 40%
Increase no. of WTE staff per 100,000 patients 1 203.31 203.02 203.06
¢ Admin/Non-clinical 1 116.66 -_
¢ Direct patient care (non-ARRS) 1 20.39 20.30 19.82 19.81 20.25 19.95 19.94 19.60 19.41
e GP 1 43.63 42.60 42.95 43.11 43.33 43.02 43.01
* Nurses 1 263 | |
Increase no. of WTE ARRS staff working across general practice (Bury) 117.75 103.82 102.47
® Bury 26.70 24.40 22.99
¢ Horizon 54.17 47.62 44.91 44.91 44.94 44.44 43.37
* Prestwich gies | A | 1938 [ 2038 || 2018 [ 2018 [ 1982 |
¢ Whitefield 15.53 15.20 15.19 15.19 14.46 14.46 14.32
Increase in the uptake of the Active Practice Charter 1 0%
Increase in the uptake of the Good Employment Charter 1 0%
Increase in the % of practices accredited as a unified learning environment 1 16%
Increase no. of staff taking up the 'Return to Practice' Programme 1 0
Increase in % of staff booked onto CPD courses (25 courses from hub) 1 63% 63% 63% 63%
Increase in the number of places on CPD courses booked 1 96 80 80 80 80 80
Increase in the number of staff attending CPD courses 1 80 54 58 58 58
Increase the number of appointments available in general practice 1 986,925
Reduce the No. of DNAs l 50,513
% of appointments within 14days 1 81.5% 79.1% 69.9% 74.7%
% of appointments within 14days (Based on new figures) 80.6% 81.3% _ 79.0% 69.8% 74.8%
Reduction in the % of patients waiting over 28days all modes all HCPs | 4.0% _ 4.2% 4.8% 5.3% 6.1% 12.3% 8.9%
Reduction in % of unmapped appointments ! 12.6% _
Increase in the % of appointments mapped as online/video consultations 1 0.5% 0.4%
Increase the number of referrals via Pharmacy First (was CPCS) 1 2193
Required number of hours to be offered against the Enhanced Access DES (Total) 11170.72 | 11425.63 | 930.84 930.84 930.84 930.84 930.92 930.92 930.92 930.92 930.92
No. of hours offered against the Enhanced Access DES (Total) 9634.62 | 11429.04 859 890 891 878 1022 1059 901 793 695
Increase monthly utilisation of Enhanced Access capacity across Bury 85% 69%
Bury - Required | 2792.76 | 2899.62 | 246.13 246.13 246.13 246.13 226.03 226.03 226.03 226.03 226.03
¢ Bury - Offered 2792.76 | 2727.00 242
® Bury - Utilised 85% 51% 44.72% 49.48% | 47.66% 46.27%
Horizon/Prestwich and Whitefield - Required | 8377.96 | 8529.42 684.71
* Horizon/Prestwich and Whitefield - Offered 8377.96 6857.67 622.00 640.00 636.00
® Horizon/Prestwich and Whitefield - Utilised 85% 77% 73.38% 75.43%
Reduce the No. of patients on the Special Allocation Scheme 20 41
Required Number of hours to be offered in Acute Respiratory Hubs 13000 N/A
No of ARH Appointments Offered at ARH 13000 N/A
% Utilisation of ARH Appointments ?? N/A
Required Number of hours to be offered in Winter Surge Hubs 4460 N/A
No of Appointments Offered at WSH 4460 N/A 716 812
% Utilisation of WSH Appointments ?? N/A 79.02% 88.00%
Required Number of hours to be offered in Womens Health Hubs 130 N/A
No of Appointments offered at WHH 130 N/A 20 59
% Utilisation of WHH Appointments ?? N/A N/A N/A N/A N/A N/A N/A N/A
Increase sit rep reporting informed system resilience discussions 100% 27.00%
Increase uptake of covid vaccine in identified groups: | 1 ‘ 52.60% | N/A | N/A | N/A 80% 41.70% 44.80%
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e Adults aged 75 and over 1 (P78 19.90% | 45.60% N/A N/A N/A N/A N/A N/A
* Adults aged 65 and over 1 N/A N/A N/A 42.80%  55.00%  58.60%
e Residents in a care home for older adults 1 64.00% 7.80% 55.00% 60.60% N/A N/A N/A
¢ Individuals aged 5-74 who are immunosuppressed 1 23.10% [EER:[0}S 16.40% N/A N/A N/A
« LD Register 1 N/A N/A N/A N/A N/A N/A
¢ Housebound 0 N/A N/A N/A N/A N/A N/A N/A
Increase update of flu vaccines in at risk groups 1 74.88% N/A N/A N/A N/A N/A N/A N/A
® <65 at Risk 1 41.84% N/A N/A N/A N/A N/A N/A 28.58% 39.02%
* >65 85% 74.39% N/A N/A N/A N/A N/A N/A 71.44%
® Pregnant Ladies 1 28.80% N/A N/A N/A N/A N/A N/A N/A N/A N/A
e Carers 1 N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A
*28&3yo 1 33.01% N/A N/A N/A N/A N/A N/A N/A N/A
e Care Home Residents 1 67% N/A N/A N/A N/A N/A N/A N/A N/A
RSV Older Adults Catch-up Cohort (75-79yrs) 40% N/A N/A N/A N/A N/A N/A N/A
% of patients identified as having >20% 10yr risk of developing CVD are treated with statins (proxy 60% 63.06%
measure CVDPOO3CHOL being used)
Z’Vcl’)fp%ag;eH”;; g:;zssge”s‘o“ who are treated to target as per NICE guidance S053b (proxy measure 77% 66.60% BN IEEYA- 26.14%  33.65% 40.34% = 44.96%  49.60% = 54.14% = 57.57%
Increase in the uptake of cervical screening 80% 72.50% 71.45% 71.25% @ 71.50% 71.10% 70.90% 70.70% 70.60%
* 80% of patients, 25-49, attending cervical screening within target period (3.6 year coverage) 80% 71.21% 69.70% 69.40% 69.20% 68.80% 68.50% 68.20% 68.10%
* 80% of patients, 50-64, attending cervical screening within target period (5.6 year coverage) 80% 74.87% 73.20% 73.10% @ 73.80% 73.40% 73.30% 73.20% 73.10%
Increase in the uptake of childhood immunisations and vaccinations 95% 88.27% 86.45%
¢ Percentage of children aged 1 vaccinated - Rota 95% 85.93% 84.29%
® Percentage of children aged 1 vaccinated - Men B 95% 72.38% 70.10%
¢ Percentage of children aged 1 vaccinated - PCV 1 95% 93.87% 92.71%
¢ Percentage of children aged 1 vaccinated - DTaPIPVHibHebB 95% 89.23% 86.62%
¢ Percentage of children aged 2 vaccinated - Rota 95% 84.43%
* Percentage of children aged 2 vaccinated - Men B 95% 85.30% 85.01% 85.27% 85.03%
* Percentage of children aged 2 vaccinated - PCV 1 95% 93.55% _- _
» Percentage of children aged 2 vaccinated - DTaPIPVHib 95% 91.98% 91.88%  91.76% 91.91%  91.90% |[JOSIOGUGN 91.04%
¢ Percentage of children aged 2 vaccinated - MMR 1 95% 85.91% _—
¢ Percentage of children aged 2 vaccinated - HibMenC 95% 91.10% 91.09% 90.02% 90.90%
¢ Percentage of children aged 5 vaccinated - HibMenC 95% 92.27% 91.59%
e Percentage of children aged 5 vaccinated - MMR 1 95% 93.97% 93.65% 93.79% 86.49%
e Percentage of children aged 5 vaccinated - MMR 2 95% 87.86% 85.21% 83.76% 83.66% 84.25% 76.37%
* Percentage of children aged 5 vaccinated - Pre-school booster 95% 88.02% 87.66% 86.82%
Increase the dementia diagnosis rate to 66.7% by March 2025 66.7% 76.2%
Lnrzrf::;::gtrzer:/:ﬁ: patients diagnosed with Dementia whos care plan has been reviewed in the 1 75.15% Data validation needed
Increase the number of patients on Learning Disability registers 1 1199
Increase the number of patients on LD register with reasonable adjustment recorded (1 of 5 specified ' 548
codes)
(IIF.) Increasv?a % of_p.atlents aged oyer 14 on QOF LD regls:cers receiving an annual health check & health 60% 75% 11.51% 18.72% 25.62% 30.69% 36.91% 42.63%
action plan in addition to a recording of ethnicity by Mar'25
* Bury 60% 85% 8.63% 12.60% = 21.48% 29.69% 33.33% 39.30%
® Horizon 60% 84% 14.23% 19.27% = 24.25% 29.18% 37.05% 40.86%
e Prestwich 60% 72% 6.51% 16.82% | 22.90% 29.49% 36.28% 48.13%
* Whitefield 60% 59% 16.67% 26.20% | 33.86% 34.39% 42.25% 45.50%
(IIF) Increase % of lower gastrointestinal urgent suspected cancer referrals accompanied by a FIT result 65% 66%
within the 21 days leading up to the referral
* Bury 65% 64%
® Horizon 65% 77%
e Prestwich 65% 58%
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* Whitefield 65% T 643% [N  63.7%
Increase in uptake of the Military Veterans RCGP accreditation 1 80%
Increase in uptake of the Homeless Friendly accreditation across practices 1 72%
Increase in uptake of the Pride in Practice accreditation across practices 1 64%
Increase in uptake of the Gambling Harms GP Practice Accreditation 1 0% 0% 0% 0% 0% 0% (07 0% 0%

One key takeaway message for IDC and Locality Board:

STATUS!
ON TRACK

AT RISK

v0.2
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General Practice Resilience

Zoe Alderson, Head of Primary Care (Bury)

Zoe Alderson, Head of Primary Care (Bury)

Dr Catherine Fines, Associate Medical Director (Bury)

This paper is aimed at making Primary Care Commissioning Committee (PCCC) aware of
the current single-handed contracts in place across Bury so that a strategic discussion can
take place and in addition provide a view of the possible options so that a measured but
speedy decision can be made in the event it is needed.

The Primary Care Commissioning Committee is required to:
Receive the information being presented
Consider the recommendations put forward
Discuss wider implications

Agree approach moving forward

%L/Jezgeomgiggumeo Approval Assurance Discussion | Information
O O X |

APPROVAL ONLY; (please Pooled Non-Pooled

indicate) whether this is required Budget Budget

from the pooled (S75) budget or O d

non-pooled budget

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

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

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

Part of Greater Manchester
Integrated Care Partnership




BURY
INTEGRATED CARE
PARTNERSHIP

To ensure that a greater proportion of local people are playing an active role in managing their 0O

own health and supporting those around them.
Qreegitgtz rr’l?sks already included on the Locality Risk Yes 0 No X N/A 0
Are there any risks of 15 and above that need to be 0 X 0
considered for escalation via an NHS GM Statutory Yes No N/A
Committee or Board in line with the Risk Escalation
process ?
Are there any quality, safeguarding or patient Yes No 0 N/A 0
experience i mplications?
Has any engagement (clinical, stakeholder or
public/patient) been undertaken in relation to this Yes O No O N/A
report?
Have any departments/organisations who will be Yes 0 No O N/A
affected been consulted ?
Are there any conflicts of interest arising from the Yes = No N/A n
proposal or decision being requested?
Are there any financial Implications? Yes U No N/A U
Is an Equality, Privacy or Quality Impact Yes 0 No X N/A 0
Assessment required?
If yes, has an Equality, Privacy or Quality Impact Yes 0 No O N/A 0
Assessment been completed?

If yes, please give details below:

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

This paper is merely providing PCCC with knowledge and information

Are there any associated risks including Conflicts of

Yes No O N/A O
Interest?

These are detailed in the paper

N/A

Part of Greater Manchester
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General Practice Resilience
1 Introduction

1.1.  The long standing strategic ambition of Bury Locality is to have no single handed
General Practitioners working in their own practice and fewer two handed General
Practitioner practices, this ambition was set in order to protect and safeguard the
viability and sustainability of the General Practitioner workforce, and to ensure
continuity of services for patients should the unfortunate circumstances occur that
there is long term sickness or worse still death of a sole primary medical service
contract holder.

1.2. This paper is aimed at making Primary Care Commissioning Committee (PCCC)
aware of the current single-handed contracts in place across Bury so that a strategic
discussion can take place and in addition provide a view of the possible options so
that a measured but speedy decision can be made in the event it is needed.

1.3. The paper is written in a factual fashion but the importance of compassion and
sensitivity if such an event does occur should not be forgotten.

2 Background

2.1. All Primary Medical Services contracts hold provision within them around the actions
that should take place in the event of the death of a named partner. In most cases
there are other partners on the contract and therefore from a contract perspective the
actions are relatively administrative in nature. Where a contract is held by just one
named partner the commissioner has a greater number of factors to consider.

2.2. Official NHS England guidance and policy is contained within the NHS England
Primary Medical Care Policy and Guidance Manual’, which in summary states -
following the death of a sole partner the representatives of the contractor have 7 days
to agree arrangements for the provision of services with the commissioner. These
provisions can be in place for no more than 28 days. After which the commissioner
must decide how it wishes to secure the future service - namely dispersal of the list or
re-procurement of the service. There is also likely to be a need for caretaking
arrangements to be put in place until the two options have been fully implemented.
Full details of the steps to be taken are within the Policy and Guidance Manual, along
with support from the GM H&SCP to manage any such situation.

2.3. Since stating this strategic ambition, Bury has seen the number of single-handed
contracts rise from four to seven (eight depending on Garden City — partnership
details could not be confirmed at the time of writing this paper) with the most recent

1 https://www.england.nhs.uk/publication/primary-medical-care-policy-and-guidance-manual-pgm/
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being as a result of the death of Dr. Irshad Ul Haque, a much-respected GP at
Monarch Medical Centre in Radcliffe.

2.4. Table 1 below highlights which practices in Bury are single handed contracts,
alongside their registered list, latest overall experience result taken from the 2024 GP
Patient Survey and the headcount of GPs working at the practice according to VWIS
(the Virtual Workforce Information System which uses workforce data submitted by
general practices and PCNs as part of the National Workforce Reporting Service
(NWRS).

2.5. Not all practices have declared their whole-time equivalent numbers for their staffing
including GPs and therefore an arbitrary weighting against list size cannot be
accurately made.

Table 1
List Size Growth GP P55
Overall VWIZ

Apr-22 Apr-23 Apr-24 Dec-24 1/ since Apr24 Exp. Dec-24
2023 2024  No.GPs
Locality 208875 209717 211597 212420 823 0.39% 67% 68% 147
Greylands 2023 1917 1868 1838 T— -30 -1.61% 80% 80% 1
The Uplands 7939 7853 7813 7859 T~ 46  0.59% 37% 46% 5
Huntley Mount 3236 3270 3455 3258 -197 -5.70% 66% 67% 1
Walmersley 4195 4141 4313 4534 221 5.12% 57% 87% 1
Garden City 4404 4547 4945 5052 107 2.16% 76% 91% 2
Redbank 9907 9711 9594 9376  T—_ -218 -2.27% 60% 65% 2
Mile Lane 4993 5158 5204 5341 _— 137 2.63% 59% 67% 1
Monarch 3647 3684 3679 3649 7 -30 -0.82% 74% 76% 2

2.6. Table 2 below provides a preferred option and rationale. It does not remove the need
for a full options appraisal to take place, the aim is to get an understanding of the
strategic direction for each site. Full patient mapping would need to be undertaken,
along with discussions with neighbouring practices before a final decision was made.

Table 2

Greyland GMS Privately owned | The reducing list size, the premises
premises condition and the close proximity of other
practices means that dispersal would be
the preferred option

The GMS Property Due to the practices list size and future
Uplands Services - new premises plans, reprocurement would be
premises are in the preferred option
the pipeline

Part of Greater Manchester
Integrated Care Partnership
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Huntley GMS Privately owned | The list size would mean that dispersal is
Mount premises an option however this practice is in one
of the most deprived areas in Bury and
therefore full patient mapping would need
to be considered first. There is also a
pharmacy within the building which is
likely to become unviable if the practice
closed, therefore removing two health
facilities in the area.
Walmersley | GMS Privately owned | The list size and the close-proximity of
Road premises other practices means that dispersal
would be the preferred option.
Garden APMS | Private premises | Partnership details are currently being
City (time (leased from verified as this is a recently
limited) | previous commissioned contract.
owners/family) Whilst this practices list size could be
dispersed previous patient engagement
would suggest reprocurement would be
the preferred option.
Redbank PMS Community Due to the practices list size and its
Health location within one of the most deprived
Partnership areas in Bury reprocurement would be
preferred.
Mile Lane PMS Property Whilst this practices list size could be
Services dispersed, there are no practices within
the immediate vicinity thereby making
reprocurement the preferred option
Monarch GMS Privately owned | The list size would mean that dispersal is
premises an option however this practice is in one
of the most deprived areas in Bury and
therefore full patient mapping would need
to be considered first.

Whichever option was selected it is unlikely that it would be fully mobilised by the end
of a 28-day period. The locality would then need to look at interim arrangements. This
normally involves caretaking where an alternative provider manages the practice until
the list is dispersed or the contract is re-procured.

Caretaking has TUPE implications, and it is likely that the locality would need to agree
to take on any risk associated with redundancies if caretaking is but in place whilst a
dispersal is managed.

Permission would also be needed from the landlord to operate services out of the
current practice.

Part of Greater Manchester
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Redbank and Mile Lane

PCCC will be aware that on March 2023 the then CCG agreed a partnership change
request to include the Federation onto both Redbank and Mile Lane Contracts and
anticipated that this would happen by the 15t April 2023.

The GP Federation are still keen to pursue this however as of today the contractor has
withdrawn from active discussions, leaving one partner clinically responsible for two
practices with a combined registered list of 14,717 patients.

According to VWIS the practice has 1 GP working at Mile Lane and 2 GPs working at
Redbank. The whole time equivalent for both practices is not available.

This equates to 5341 patients per GP at Mile Lane and 4688 per GP at Redbank
assuming they are all work full time. It should however be noted that these practices
also have a higher than average number of Advanced Nurse Practices.

There is no suggestion in this statement that care is being compromised at these
practices, but merely intended to highlight the level of risk associated.

Monarch Medical Centre

Discussions with the contractor at Monarch confirm that there are 2 further part time
salaried GP's and 1 regular locum working in the surgery. Both of these posts were
advertised as "Salaried GP with a view to partnership" and the contract holder is
intending to progress this as soon as they are ready.

Workforce Data Issue

In producing this paper, it has again highlighted that the Primary Care Workforce data
reported through NWRS and subsequently available to us in VWIS needs to be
scrutinised and validated in order to understand any causes for concern or wider
implications. For example, WTE staffing figures are missing for 18 practices and the
number of GPs for some practices are incorrect, hence not providing this level of
detail against all practices detailed in this report. Ensuring these figures accurately
reflect the workforce will be a key component of the Primary Care Workforce Strategy
Delivery.

Associated Risks

Within the practices detailed we have a mix of single partnered practices where a

Part of Greater Manchester
Integrated Care Partnership




BURY
INTEGRATED CARE
PARTNERSHIP

partner is clinically responsible but employs additional GPs to support delivery of care
and then also truly single-handed GPs, who face several unique risks and challenges:

= |solation: Working alone can lead to professional isolation, which may result in a
lack of peer support and feedback. This isolation can contribute to higher levels of
stress and burnout.

= Workload and Stress: Single-handed GPs often have to manage all aspects of
their practice, leading to increased workload and stress. This can impact their
mental health and overall job satisfaction.

= Continuity of Care: If a single-handed GP is unavailable due to illness or other
reasons, it can disrupt the continuity of care for patients. This can be particularly
challenging in managing chronic conditions.

» Quality of Care: While there is no definitive evidence that single-handed GPs
provide inferior care, the lack of a team can sometimes limit the range of services
and support available to patients.

= Vulnerability to High Demand: Single-handed practices may struggle to cope with
high patient demand, especially during peak times or public health crises.

6.2 Despite these challenges, many patients appreciate the personal and continuous care
provided by single-handed GPs. Balancing these risks with the benefits is crucial for
maintaining high-quality patient care.

7 Actions Required

7.1 The Primary Care Commissioning Committee is required to:
Receive the information being presented

Consider the recommendations put forward

Discuss wider implications

Agree approach moving forward

Zoe Alderson
Head of Primary Care (Bury)
January 2025
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Commissioning Intentions 25/26

Zoe Alderson, Head of Primary Care (Bury)

Zoe Alderson, Head of Primary Care (Bury)

Catherine Fines, Associate Medical Director, GM Integrated Care Board

= Paediatric Phlebotomy
= The Special Allocation Scheme
= The Bury LCS

This paper has been written to seek approval from Primary Care Commissioning
Committee (PCCC) regarding contracting intentions for 2025/26 for the following contracts:

Note the contents of this paper

contract in place for 1st April 2025/26.
= Note the risks

The Primary Care Commissioning Committee is required to:

Approve the commissioning intentions for Paediatric Phlebotomy

Support the transfer of savings from Paediatric Phlebotomy to the Bury LCS
Approve Option 1 for the Special Allocation Scheme
Support the transfer of savings from SAS to the Bury LCS

Support the assumptions and funding recommendations being used for the Bury
LCS so that we can engage with our practices accordingly to ensure we have a

OUTCOME REQUIRED Approval Assurance Discussion | Information
(Please Indicate) X O X X
APPROVAL ONLY; (please Pooled Non-Pooled

indicate) whether this is required Budget Budget

from the pooled (S75) budget or | O

non-pooled budget

matches or exceeds the national average by 2025.

To support a local population that is living healthier for longer and where healthy expectancy

Part of Greater Manchester
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To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than
the national rate of reduction. -
To deliver a local health and social care system that provides high quality services which are
financially sustainable and clinically safe.
To ensure that a greater proportion of local people are playing an active role in managing their 0
own health and supporting those around them.
Are the risks already included on the Locality Risk Yes 0 No 0 N/A
Register?
Are there any risks of 15 and above that need to be 0 0
considered for escalation via an NHS GM Statutory Yes No N/A
Committee or Board in line with the Risk Escalation
process?
Are there any quality, safeguarding or patient
experience iquplicat}i/ons? ° 0P Yes No s N/A s
Has any engagement (clinical, stakeholder or
public/patient) been undertaken in relation to this Yes U No N/A O
report?
Have any departments/organisations who will be Yes No O N/A 0
affected been consulted?
Are there any conflicts of interest arising from the Yes No O N/A 0
proposal or decision being requested?
Are there any financial Implications? Yes No O N/A O
Is an Equality, Priyacy or Quality Impact Yes 0 No X N/A 0
Assessment required?
If yes, has an Equality, Privacy or Quality Impact Yes 0 No N/A 0
Assessment been completed?

If yes, please give details below:

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

Are there any associated risks including Conflicts of

Yes No O N/A O
Interest?

Risks are highlighted within the paper. Conflicts of interest as noted on the register and at the
meeting
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Commissioning Intentions 2025/26
Introduction

In November 2024 Primary Care Commissioning Committee was presented with
Commissioning Intentioned for 2025/26 which took into consideration both the GM
commissioning intentions and a 5% Cost Improvement Programme (CIP) Target.

This paper has been written to provide Primary Care Commissioning Committee
(PCCC) with an update against the following contracts, in order to seek approval:

» Paediatric Phlebotomy
= Special Allocation Scheme
* Bury LCS

As in 2024/25, all funding requests supported by PCCC for 2025/26 must go through
the System for Thorough Assessment of Resources (STAR) process which was
introduced across GM to ensure measures are in place to provide more grip and
control on managing the financial position, by reviewing any expenditure requests at
an earlier stage in the decision making and procurement process.

Alongside the STAR process, the Provider Selection Regime (PSR) process must
also be followed, having been introduced in January 2024.
Background

Paediatric Phlebotomy

Currently delivered as a borough wide service by one practice under a block contract
arrangement of £24,394 for an estimated activity of 1,350 referrals per annum. Based
on current activity levels the forecasted year end delivery is 1,664, 314 more referrals
than planned (though this figure has not been rebased since the contract procurement
in 2009)

It is felt that this increase in number is not clinically warranted and therefore the
intention for 2025/26 was to establish a more integrated commissioning arrangement
by aligning the paediatric phlebotomy services across primary care, secondary care
and community care, however there is no appetite to proceed with this at present.

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

Referrals only to be accepted for patients between 5 years old to 12 years of age
testing only for conditions that can be managed within primary care e.g. suspected
menorrhagia, anaemia or celiac disease.
o Any bloods for the above conditions required on patients 12 years and over are
done in practice
o Any children outside of these conditions (of any age), must go through
Paediatric Advice & Guidance first to determine if/why the bloods are needed
o Any patient under 5 is referred to secondary care Paediatrics and not dealt with
in Primary Care following consultation with Advice & Guidance
An adapted referral form will be used to include questions as to what the bloods are
for. This will help us shape future commissioning of this service and has the potential
to further reduce referrals into the current scheme by ensuring practices stop and
question why they are referring the child and is the referral really needed.
A review of 6 months activity in 2024/25 showed that, of the 716 patients seen, 246 of
them were over 12 years old. Extrapolating this up would mean that approx. 492
patients would be seen by General Practice which is new activity which would need to
be commissioned via an increase in value of the Bury LCS.

Firming up the referral criteria will likely result in a reduction in activity which has
allowed for a 5% CIP to be applied to the overall contract value for 2025/26, reducing
the block contract value to £23,360pa. Provider discussions have taken place and
Rock Healthcare have agreed to continue provision of this service on this basis for
2025/26. The STAR form is in train and, once approved, the PSR process will begin.

It is recommended that the saving of £1,035 be transferred into the Bury LCS budget
to support delivery of the additional phlebotomy created for General Practice as a
result of this change.

Special Allocation Scheme

As previously presented to PCCC, whilst Special Allocation Schemes are a national
requirement, across GM they are all commissioned at varying rates, these are detailed
in Appendix 1.

Whilst the current contract states there is a £20* per patient supplement for Out of Area
(OOA) patients, this isn’t paid to the provider and therefore needs amending in the
contract for 2025/26. Further changes will also be implemented to ensure that no face
to face or telephone costs are being reimbursed for OOA patients and that these are
recharged to the appropriate locality, for example Bolton paid £14,750 to our provider
in 2023/24 for OOA patients.
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This contract is performing at significantly higher value proportionally than any other
locality SAS, with a current year end forecast of £110,693 from a budget of £107,760,
meaning a likely £2,933 overspend based on 2024/25 Q1-Q3 figures.

This is in part due to the fact that:

» the budget is structured around a maximum of 20 patients

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

= patients are intended to be repatriated back into mainstream general practice
within 12 mths however there are currently 26 patients who have been with the
service for over 12 months, of which 7 have been on the scheme since 2018.
Several of these patients are very complex and there are multiple service
providers in their care. The provider is regularly challenged on the clinical need for
these patients to remain on the scheme and following the quarter 3 contract
meeting, the provider has identified there are discharge conversations / reviews to
be undertaken for at least 2 of these patients.

= There are a number of patients on the scheme who have not sought care since
being referring into the service, these patients remain on the list but inactive.

» There are also several patients who are repeatedly rereferred into the service.
Further work is needed to reduce this.

= Over the last 12 months there has been 1 appeal, which was upheld. There may
therefore be further work that can be done to support practices with ensuring all
removal and referrals to SAS are appropriate.

= As mode of delivery had switched to mainly telephone consultations, a telephone
tariff was introduced in May 2024. This has helped to minimise spend for
example activity between May 2024 and September 2024 would have cost
£54,240 under the previous rates but instead has costed £41,460, therefore
generating a saving of £12,780 in just 5 months.

Table 1 below presents three options to Primary Care Commissioning aimed at
ensuring this contract remains fit for purpose whilst ensuring value for money in
2025/26. As all three options provide a reduction in contract value, they would still
meet PSR rules for a direct award to the existing provider. All three options would
also enable us to commission at a lower rate whilst working closely with GM central
colleagues to develop a GM standardised model:
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Options

Pros

Cons

Preferred Option 1 - Block contract - £68,346.94

Current GMS rate of £107.57 per patient x 16.5 (ave SAS contacts) =
£1,774.91 x 34 (current no. on scheme.) = £60,346.94

+ 8K retention which the provider uses to pay for administrative support
= £68,346.94

This is minimum saving of £39,653.06 against the current budget of
£108,000 (forecasted 24/25 spend is £111,000).

It would be in the interest of the provider to
keep activity/patients on the scheme low
thereby ensuring mainstream repatriation
much quicker than is currently undertaken.

The provider would receive a block rate
making contractual reimbursement less
administrative.

Gives a guaranteed income to the provider.

Provider may decide they no longer wish to deliver the
service at this rate and should an agreement not be
reached procurement would be required.

Re-referrals into the service may increase as a result of
early discharge.

The current and future increase in population would
further impact the value of the contact the provider
receives.

Option 2 — Tariff based payment - £1,774.91 per patient + 8K
retention fee

Value of the service is based on the same methodology as option 1
but has the ability to return greater or lesser savings dependant on the
number of patients referred into the service.

£1774.91 x 34 = £60,346.94 + 8K retention = £68,346.94

Allows payments to reduce should numbers
on the scheme reduce e.g. removing
inactive patients

The provider would receive a set tariff
making contractual reimbursement less
administrative.

Itis in the interest of the provider to ensure
appropriate contacts take place and
patients are mainstreamed as intended.

This model does not safeguard against an increase in
referrals onto the scheme

Re-referrals into the service may increase as a result of
early discharge generating a new referral tariff.

If inactive patients do not seek to reregister with another
practice until such time that they need to seek help this
may result in further aggressive or inappropriate
behaviour due to the circumstances with which they are
faced.

Option 3 - Reduced rates - £57,360 (estimated value)

£40 telephone consultation / £60 face to face consultation, based on
similar rates to other localities, relative to population/retainer fee being
paid.

Based on activity of the 34 patients on the scheme as at Q2.
42 F2F contacts x £60 = £2,520

554 Tel contacts x £40 = £22,160

Totalling £24,680 x 2 for full year = £49,360

Plus 8K retainer fee = £57,360

This would generate a saving of £50,640 (but is activity dependant)

Based on this years activity to date the cost
would be circa £57,360, reducing current
contract cost by circa £50,640

Ensures rates are in line with other GM
models

Number of patients and activity will continue to drive
increase in spend.

We may see an unintended increase in activity as a result
of reducing rates.
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In summary:

= PCCC are asked to support option 1 which provides sufficient funding to ensure the
service remains viable but also enables a CIP of £39,653.06 against a budget of
£108,000 which could be used to support delivery of the Bury LCS.

= The OOA charge of £20 per patient is to be removed from contract.

» Patients originating locality to be clearly detailed on the activity submitted moving
forward so that this can be charged to the appropriate locality where this isn’t being
done directly.

= The team will continue to work with the service provider to establish any
improvements needed to avoid repeat referrals into the scheme.

The Bury LCS

BeCCoR Update

PCCC will be aware that the Beyond Core Contract Review (BeCCoR) group along
with three further subgroups, are driving a piece of work around standardising and
harmonising Local Quality Commissions Services across GM.

In April 2024 the Bury Locally Commissioned Service (LCS) was significantly adjusted
to allow for the commissioning of the first three GM Standards around CVD, diabetes
and medicines optimisation and a financial envelope of £4.00per weighted head of
population set aside for Phase 1.

Phase 2 subgroup of BeCCoR is currently looking at any small changes which may
be required based on learning and evidence from Phase 1, for example a possible
increase in thresholds for payment. An assumption is currently being made that the
value of this work will remain at the £4.00 value in 2025/26.

Phase 3 subgroup of BeCCoR continues to discuss and construct a GM Standards
Contract for 2026/27, it is acknowledged that there are both GM and Local needs
being funded via the LCS contracts and that this balance will need to be managed
carefully.

Finance subgroup of BeCCor is looking at a rapid financial analysis to support 4
potential scenarios. They are also looking at securing additional investment for
2026/27 aligned with the sustainability plan and strategic financial framework and
designing a methodology of demonstrating ROI of existing and future BeCCoR
investment.

A separate group under the medicines pillar has also been looking for opportunities to
standardise approaches and reimbursement across localities for Shared Care from
April 2025/26. This has been met with resistance from most, if not all, localities and
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therefore we are anticipating something may be issued by GM but that it will not be
mandatory. PCCC should be aware that this will add a level of risk to the agreement
of the Bury LCS by our practices given Shared Care currently forms part of the block
payment and is therefore not currently quantified financially as a standalone
requirement.

4.8. Bury LCS 2025/26

4.9. PCCC is reminded that all programmes had been asked to consider a 5% cost
improvement programme and options put forward at the last meeting which included a
cut against this contract. This was not supported hence finance assumptions do not
take a CIP against this contract into consideration.

4.10. As details around Phase 2 GM Standards and Shared Care are still not known, the
following is being assumed to produce a version of a contract and anticipated
financial value which we can engage practices with:

= 1.65% growth in patient registrations when comparing Jan'24 211,941 and Apr'24
215,432 (awaiting more up to date weighted populations and therefore further
adjustments may be needed)

= The tariff against the block requirements includes the 2.8% pay rise, a 1.3%
employer contribution and 3.5% Inflation

= £4 per head to be set aside for GM Standards and therefore due to an increase in
patient registrations this value will be greater than 2024/25.

» The three GM Standards areas will remain the same for 2025/26, albeit with some
small amendments likely.

» Transactional requirements within the contract will remain as was in 2024/25" and
will include Shared Care valued at £1,031,032 as per table 2 below.

» The ability for practices to call off Protected Learning Time (LTI) support will
remain in the contract however, this element is currently being worked up to
ensure the requirement is in line with GM requirements for 2025/26.

= Local MOT indicators will attract £0.43 per head as in 2024/25 and will be focused
on the same areas again with small amendments.

= Leaving a potential £400,000 to reimburse practices around neighbourhood
improvement targets which are likely to remain focused around COPD and Frailty
identification/management. The following timeline is being used to agree these
with Neighbourhood and PCN Clinical Directors and Practices:

1 A separate discussion is required around Phlebotomy linked to GPCA and Ear Irrigation
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i Member Engagement i * Value for money consideration made
i« Discussion with practices through P Approval via Primary Care
member engagement event : Commissioning Committee

(5 12 Mar. 25 031 Mar. 25

4.11. Table 2 below gives a breakdown of the funding model recommended for 2025/26 in
comparison to 2024/25.

Table 2
2024/25 2025/26

Payable to practices £ 2,209,955| £ 2,385,396
Transactional £ 871,056 | £ 1,031,032
Neighbourhoods £ 400,000 | £ 400,000
GM Standards CVD/Diabetes £ 635,823 | £ 646,296
GM Standards Medicines £ 211,941 | £ 215,432
Local Medicines £ 91135| £ 92,636
5% Management Fee £ 110,498 | £ 119,270
Total Cost £ 2,320,453 | £ 2,504,665
50% upfront £ 1,104,978 | £ 1,192,698
50% reward £ 1,104,978 | £ 1,192,698
weighted population 211941 215432
£/ph (exc. management fee) £ 1043 | £ 11.07
With 25K Dementia Training* £ 2,345,453

*non recurrent

4.12. This would create a budget pressure of £184,212, which could be mitigated as
follows:

» Transfer the savings from phlebotomy (£1,035) and SAS (£39,653) budgets
reducing this pressure to £143,524.

= A consideration which has been put to the GP federation is that the
management fee which they receive for supporting practices with this contract
is either reduced or restricted to non-transactional indicators. This could save
up to £67,718 though this has not yet been agreed.
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» In addition, PCCC should bear in mind the likely underspend against this year’'s
contract. This is currently being calculated.

= GM BeCCoR finance group outputs looking to see additional investment into
this contract for 2025/26.

4.13. PCCC are asked to receive the update presented, support the assumptions and
funding recommendations so that we can engage with our practices accordingly to
ensure we have a contract in place for 1st April 2025/26.

5. Risks
5.1. PCCC is asked to note the following risks:

5.2. Paediatric Phlebotomy:
= We have introduced a referral criteria to the Paediatric Phlebotomy service which

directs patients 12 years and over back to their own GP for phlebotomy.
Previously, this activity has been undertaken by the Paediatric Phlebotomy
service.

= A review of 6 months activity in 2024/25 showed that, of the 716 patients seen,
246 of them were over 12 years old. Extrapolating this up would mean that
approx. 492 patients would be seen by General Practice which is new activity
which would need to be commissioned.

= Current funding for this activity is costed on a block contract of £24, 394 based on
an assumed level of activity of 1350 referrals per annum (£18.07 each)

* Moving this to general practice would need an investment of £8,890.44 taking into
account however, that the PP contract has not had an uplift for several years
whilst costs and list sizes for General Practice continue to rise

= To mitigate, the criteria for taking bloods has been restricted and could therefore
see less patients in number than the 492 for the year which may deem the
recommended investment suitable however, activity would have to be monitored

» This activity is best commissioned via the Bury LCS as part of the existing
Venepuncture indicator provided the additional investment is available.

5.3. Special Allocation Scheme:
» Regardless of which option is chosen the provider my decide that the reducing in
value is too significant to agree thereby putting the service at risk. Should that be
the case an interim solution may need to be sought.

5.4. The Bury LCS
= Costs of service delivery have risen in addition to patient registers
= GM are looking at further standardisation of Shared Care in 2025/26 though wont
be mandated — this forms part of Burys block payment
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» GM indications that a small amount of levelling up may be agreed for 2025/26
though we don’t yet know if this will come to fruition or the likely value

» Full achievement of the LCS will cause a budgetary pressure for the locality and
therefore a budget will be set at a level that is affordable and in line with historic
achievement.

» The funding methodology used by GM localities differ, in Burys case the contract
is funded 50% block and 50% reward and indicators manipulated to enable this.
Due to GP collective action, we have been advised that the Local Medical
Committee (LMC) will be scrutinising and advising on the contract more
thoroughly with an expectation that they will push for full disclosure of the costings
used to create the block.

6. Recommendations
6.1. The Primary Care Commissioning Committee is required to:

Note the contents of this paper

Approve the commissioning intentions for Paediatric Phlebotomy

Support the transfer of savings from Paediatric Phlebotomy to the Bury LCS
Approve Option 1 for the Special Allocation Scheme

Support the transfer of savings from SAS to the Bury LCS

Support the assumptions and funding recommendations being used for the Bury
LCS so that we can engage with our practices accordingly to ensure we have a
contract in place for 1st April 2025/26.

* Note the risks

Zoe Alderson
Head of Primary Care

Katie Heselwood
Primary Care Project Manager

Rachele Schofield
Primary Care Lead

January 2025
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Appendix 1: SAS breakdown
Retainer/ | Tel F2F Out of No. on Budget | YTDEZ£
Locality Block Area Scheme (Oct 24)
Bury 24/25 Retainer and activity based contract £8,000 £60 £80 £20* 34 | £107,760 | £78,628
+7 OOA (as at
end Q3)
Bolton 24/25 | The contract for SAS provision in Bolton includes other services £70K N/A N/A| £125 tel 81| £81,947*
lines and is funded on a block basis. £250 f2f
Manchester* | Paid under block payment arrangement as the locality was £2,500 £20 £65 £0 120 | £120,174 | £40,058
24/25 unable to identify a provider willing to provide on an activity /
tariff basis due to workforce/set up costs.
Oldham have 2 providers in place. Funding is based on a retainer and £0 | £85.91 £85.91 £0 150 | £39,432 | £13,144
24/25 activity contract. Security isn’t in place as standard but can be
booked and paid separately.
Salford** The provider covers both localities. Paid at £80 tariff per clinical £0 £80 £80 £0 80| £61,570| £39,932
combined consultation. Any security is funded separately at a cost of
with Trafford | £118.50 per session.
24/25
Stockport*** | Use provider based in Tameside as there is just no interest £1,620 £134 £134 £0 | unknown | £30,224 | £10,075
24/25 locally to deliver this service. Paid via a monthly retainer with (one off -
reduced tariff per consultation. Tariff increases if there is a funded
significant increase in activity and is reviewed every 6 months. EMIS
Delivery is predominantly virtual. remote
devices)
Tameside*** | have 2 providers in place. Funding is based on a retainer and £134 £134 £0 | unknown | £78,875 | £25,959
*24/25 activity contract. Security isn’t in place as standard but can be
booked and paid separately.
Wigan Part of APMS contract with a restricted list that has a number of £112,000
underpinning schedules to cover a range of services including
the SAS service, Out of Area, Asylum, Homeless/Transient and
Outbreak Management provision.
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