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Context

This paper provides an update from the Deputy Place-Based Lead on key
developments within the local, GM and national systems. MPB is asked to note this
update.

National context

21 On 30 January, NHS England issued the national priorities and planning
guidance for 2025/26. The key headlines are:

¢ The Government mandate sets out a reduced number of national priorities
for 2025/26 (Annex A). NHSE says the intention behind this is to give local
systems greater control and flexibility over how funding is deployed to best
meet the needs to their populations.

e 2025/26 is to be treated as a ‘financial reset’, with systems developing plans
that are affordable within the allocations set, whilst ‘exhausting all
opportunities to improve productivity and tackle waste’.

¢ Funding pots that have previously been ringfenced, such as Service
Development Funding (SDF) are not rolled into core allocations in an effort
to help systems channel funding towards those interventions most able to
improve health outcomes for their populations.

e However, the funding envelope remains extremely tight. Although the
autumn Budget saw over £22bn in additional funding made available to the
NHS over the coming two years, this is largely taken up by funding existing
pay growth and service pressures.

o Providers are expected to reduce their cost base by 1% and achieve 4%
overall improvement in productivity, before taking account of additional local
pressures or dealing with non-recurrent savings from 2024/25. NHS GM’s
approach to localities mirrors this.

o NHSE recognises that this will mean difficult decisions on prioritisation, and
sets out principles for local prioritisation of resources. These say that
decisions must be:

e clinically-led;

involve the public and other stakeholders as appropriate;

based on upon robust quality and equality impact assessments;

taken with reference to legal duties;

aim to safeguard the quality and safety of services;

protect access to services;

consistent with narrowing health inequalities; and

taken with reference to medium-term quality, financial and population

health impacts.

¢ NHSE has also set out guidelines on neighbourhood health services (Annex
B). These outline six core components of neighbourhood health, with ICBs
and LAs asked to jointly plan how the core components will be mobilised at
place. These broadly align with the approach already taken, and we will be
progressing our neighbourhood work with reference to these core
components, following the discussion at previous MPB meetings. The
guidelines also indicate NHSE will look to work with at least one place in
each ICS, with a more developed model. MPB may want to consider how
Manchester positions itself in this context.
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3. GM context

3.1 NHS GM is working with the NHSE regional and national teams to bring together the
GM-level plan. The ICB has agreed a non-recurrent system deficit support allocation
of £200m with NHSE for 2025/26. The ICB is engaged in a process of analysing the
detailed financial guidance issued by NHSE, and has stated that while it is too early
to judge the deliverability of achieving a maximum £200m system deficit in 2025/26, it
will be challenging.

3.2 The process for developing the plan includes the setting of overall control totals for
NHS providers and for localities as part of an ICB control total. Providers and
localities will then be required to work through their plans to deliver within these
control totals, with a draft plan developed by the end of February, and the submission
of a full plan by 27 March. Whilst we do not have final confirmation of Manchester’s
control total as a locality, our planning assumption is this will mean a 5% reduction in
programme spend, equating to a reduction of £12-18m for Manchester.

Planning approach and
suppovting information
shaved (21 January)

Board sign off Compact signed
(17-27 March) {9 May)

1 J

1
Flanning Planning support Headline Plan review Full plan Board to Board
Q"'-'Gf'ﬂ’?“' workshops submissicn mesatings submission maelings
pubiished {3 = 14 February) (27 February) {10 =14 March} (27 March) {7 —18 April)

(28 January)

3.3 The 2024/25 financial position continues to be extremely pressured at GM level, with
the Month 9 total ICS deficit being £71.9m worse than the planned deficit position. This has
deteriorated by £5.9m since Month 8. Provider pressures are largely being driven by
increased workforce costs and the shortfall of pay award funding. Localities across GM are
seeing increases in the cost of placements, with the ICB reporting an overspend of £16.8m
in mental health placements, £16.4m in CHC pressures and £25.5m in prescribing
pressures. Further detail on the financial position is included within the slides at Annex C.

4, Manchester context

4.1 Since MPB last met formally in November, there have been a number of key
developments within Manchester:

o The position on mental health Out of Area Placements (OAPs) has
significantly improved. This follows a concerted and full-system effort,
bringing together teams from GMMH, Adult Social Care, MLCO, the Locality
team, primary care and others to deliver an immediate recovery plan. This
has seen a 75% reduction in the number of OAPs since 1 April 2024,
although issues remain with the number of spot placements and people in
inpatient settings who are clinically ready for discharge. Work is now
underway to pivot towards a longer-term transformation approach with a
focus on investment in mental health services in the community.

o We have started implementation of our urgent care transformation
programme, Care Closer to Home, which is being taken forward as a
partnership programme between the locality, MFT, MCC, and primary care
colleagues with an initial focus on the Manchester Royal Infirmary. This work,
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with support from Newton Europe, will formally launch at a system-wide
Urgent Care Collaborative on 5 March. It will be a key vehicle by which we
are able to deliver the ‘three shifts’ within Manchester, with a focus on
prevention and delivering care outside of hospital settings where possible.

o We have been notified that the redevelopment of North Manchester General
Hospital will be taken forward as a Wave 1 project under the national New
Hospitals Programme. NMGH has been given a proposed envelope of £1bn-
£1.5bn with an expected start date of 2027-2028. An item on the delivery of
the Masterplan in North Manchester is on today’s agenda.

Manchester continues to be subject to the escalation Locality Assurance Meeting
process. Monthly meetings have been taken place with NHS GM colleagues, which
have principally covered the position on mental health Out of Area Placements, and
the locality’s financial position, with particular reference to Continuing Healthcare.
Whilst the position on Out of Area placement has improved, the locality’s financial
position remains challenging, with a £3m year-end overspend forecast on
programme costs and an expectation that £2.4m CIP will be undelivered by year-end.
This is largely driven by placement costs in mental health, CYP and CHC. It is also
worth noting that a significant amount of CIP is being delivered non-recurrently by
technical financial measures. Our expectation is that this non-recurrent CIP will be
added to the cost reductions the locality is asked to achieve in 2025/26.

Locality running costs also remain a significant challenge, with the locality projecting
a £620k overspend for 2024/25, despite having reduced staffing costs by £1.2m this
year. We are expecting localities to be allocated with a further running costs CIP in
2025/26. If 5% CIP was applied to Manchester, this would mean a further £300k
staffing reductions would be needed in 2025/26. We are discussing how this is
managed with central ICB colleagues.

Tom Hinchcliffe
Deputy Place-Based Lead
19 February 2025



Paper A

Manchester
Integrated Care Partnership

Annex A: National Planning Priorities

The national priorities to improve patient outcomes in 2025/26 are:

reduce the time people wait for elective care, improving the percentage of patients
waiting no longer than 18 weeks for elective treatment to 65% nationally by March
2026, with every trust expected to deliver a minimum 5% point improvement.
Systems are expected to continue to improve performance against the cancer 62-day
and 28-day Faster Diagnosis Standard (FDS) to 75% and 80% respectively by March
2026

improve A&E waiting times and ambulance response times compared to 2024/25,
with a minimum of 78% of patients seen within 4 hours in March 2026. Category 2
ambulance response times should average no more than 30 minutes across 2025/26
improve patients’ access to general practice, improving patient experience, and
improve access to urgent dental care, providing 700,000 additional urgent dental
appointments

improve patient flow through mental health crisis and acute pathways, reducing
average length of stay in adult acute beds, and improve access to children and
young people’s (CYP) mental health services, to achieve the national ambition for
345,000 additional CYP aged 0 to 25 compared to 2019

In delivering on these priorities for patients and service users, ICBs and providers must work

together, with support from NHS England, to:
drive the reform that will support delivery of our immediate priorities and ensure the
NHS is fit for the future. For 2025/26 we ask ICBs and providers to focus on:

o reducing demand through developing Neighbourhood Health Service
models with an immediate focus on preventing long and costly admissions to
hospital and improving timely access to urgent and emergency care

o making full use of digital tools to drive the shift from analogue to digital

o addressing inequalities and shift towards secondary prevention

live within the budget allocated, reducing waste and improving productivity. ICBs,
trusts and primary care providers must work together to plan and deliver a balanced
net system financial position in collaboration with other integrated care system (ICS)
partners. This will require prioritisation of resources and stopping lower-value activity
maintain our collective focus on the overall quality and safety of our services, paying
particular attention to challenged and fragile services including maternity and
neonatal services, delivering the key actions of ‘Three year delivery plan’, and
continue to address variation in access, experience and outcomes



https://www.england.nhs.uk/publication/neighbourhood-health-guidelines-2025-26/
https://www.england.nhs.uk/publication/neighbourhood-health-guidelines-2025-26/
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Annex B — NHSE Neighbourhood Health Guidelines 2025/26

Why a new approach is needed

There is an urgent need to transform the health and care system. We need to move to a
neighbourhood health service that will deliver more care at home or closer to home, improve
people’s access, experience and outcomes, and ensure the sustainability of health and
social care delivery. More people are living with multiple and more complex problems, and
as highlighted by Lord Darzi, the absolute and relative proportion of our lives spent in ill-
health has increased.

Addressing these issues requires an integrated response from all parts of the health and
care system. Currently, too many people experience fragmentation, poor communication and
siloed working, resulting in delays, duplication, waste and suboptimal care. It is also
frustrating for people working in health and social care.

Neighbourhood health reinforces a new way of working for the NHS, local government,
social care and their partners, where integrated working is the norm and not the exception.
Some places have already made progress in developing an integrated local approach to
NHS and social care delivery. The full vision for the health system will be set out in the 10
Year Health Plan, including proposals to help make this emerging vision for neighbourhood
health a reality, informed by existing work and public, staff and stakeholder engagement.

This document sets out guidelines to help integrated care boards (ICBs), local authorities
and health and care providers continue to progress neighbourhood health in 2025/26 in
advance of the publication of the 10 Year Health Plan. The appendix provides more
specificity around the initial 6 components of neighbourhood health to create a common
understanding of what lies at its core, but the guidelines are deliberately short and
permissive about how neighbourhood health should be implemented, setting out a
framework for action that can be tailored to local needs.

Neighbourhood health aims to create healthier communities, helping people of all ages live
healthy, active and independent lives for as long as possible while improving their
experience of health and social care, and increasing their agency in managing their own
care. This will be achieved by better connecting and optimising health and care resource
through 3 key shifts at the core of the government’s health mission:

o from hospital to community — providing better care close to or in people’s own
homes, helping them to maintain their independence for as long as possible, only
using hospitals when it is clinically necessary for their care

o from treatment to prevention — promoting health literacy, supporting early
intervention and reducing health deterioration or avoidable exacerbations of ill health

o from analogue to digital — greater use of digital infrastructure and solutions to
improve care

The plan to reform elective care is an example of this commitment in action, improving
experience and convenience by providing more direct access to tests, scans and surgery in
dedicated local centres and empowering people with more choice over when and where they
will be treated, including through the NHS app.

All parts of the health and care system — primary care, social care, community health, mental
health, acute, and wider system partners — will need to work closely together to support
people’s needs more systematically, building on existing cross-team working, such as
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https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england
https://www.gov.uk/government/publications/change-nhs-help-build-a-health-service-fit-for-the-future
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primary care networks, provider collaboratives and collaboration with the voluntary,
community, faith and social enterprise (VCFSE) sector. In some parts of the country this is
already happening, and much can be learned from these experiences. System* leaders will
need to work with partners across local communities, together creating a collaborative high-
support, high-challenge culture, to develop a shared vision and outcomes, define population
boundaries for neighbourhood health and introduce joint accountability arrangements.

In the coming months, drawing on learnings from existing work, the focus will be on creating
the national and local conditions for different ways of working. The diagram below shows the
aims for all neighbourhoods over the next 5 to 10 years. For 2025/26, through the
standardisation and scaling of the initial 6 components, we are asking systems to focus on
the innermost circle to prevent people spending unnecessary time in hospital and care
homes. As core relationships between the local partners grow stronger, we expect systems
to focus increasingly on the outer circles. This will involve exploring their own ways of
building or reinforcing links with wider public services, the third sector and local communities
to fully transform the delivery of health and social care according to local needs:

Diagram showing the aims for all neighbourhoods over the next 5 to 10 years

NHS and social care
working together to

prevent people
spending unnecessary
time in hospital or
care homes

Strengthening primary and
community based care to enable
more people to be supported
closer to home or work

Connecting people accessing health and
care to wider public services and third
sector support, including social care, public
health and other local government services

e NHS and social care working together to prevent people spending unnecessary time
in hospital or care homes.

e Strengthening primary and community based care to enable more people to be
supported closer to home or work.

o Connecting people accessing health and care to wider public services and third
sector support, including social care, public health and other local government
services.

Neighbourhood health is an important part of wider public sector reform. Previous estimates
suggest around 1 in 5 GP appointments are taken up for non-medical reasons, such as
loneliness or to seek advice on housing or debts. A less complex and simpler connection
between health and wider local public services, as depicted in the outer circle of the
diagram, has the potential to improve outcomes for people and wider public sector
productivity, and to reduce pressure on GP surgeries, emergency departments, acute

7
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hospital services and providers of long-term social care. It is an opportunity to enhance the
partnership between councils, local public agencies like job centres, the third sector and
NHS partners, and to design much clearer pathways for non-medical support from the local
public and third sectors.

NHS England regional teams, working with local government partners and informed by the
evidence generated from existing work in systems, should work with systems to agree locally
what specific impacts they will seek to achieve during 2025/26. We expect these to include,
as a minimum, improving timely access to general practice and urgent and emergency
care, preventing long and costly admissions to hospital and preventing avoidable long-
term admissions to residential or nursing care homes.

This document provides further guidelines on neighbourhood health. These draw together
key points from earlier guidance and build on existing local best practice. It should be read
alongside the 2025/26 NHS operational planning guidance and 2025 to 2026 Better Care
Fund policy framework, so systems can make progress against the above aims in advance
of the publication of the 10 Year Health Plan.

Making a start on delivery

Many local organisations across England have collaborated over the past few years to
develop great examples of one or more of the individual components that make up an
effective neighbourhood health service. Many of these best practice examples have
informed the development of national policy or guidance, including the Fuller

Stocktake and Intermediate care framework. The priority now is to connect those
components and implement them system-wide, starting with frontline services for people
with the most complex health and care needs.

While 2025/26 will be a challenging financial year for the NHS, local government and social
care, the coming months offer a significant opportunity to build on current momentum for a
neighbourhood health approach in order to ensure the ongoing sustainability of health and
social care delivery. Systems are asked to do this by:
o standardising 6 core components of existing practice to achieve greater
consistency of approach
o bringing together the different components into an integrated service offer to
improve coordination and quality of care, with a focus on people with the most
complex needs
e scaling up to enable more widespread adoption
o rigorously evaluating the impact of these actions, ways of working and enablers
both in terms of outcomes for local people and effective use of public money
This will set the foundations for scaling and expanding the neighbourhood approach over the
coming years.

The focus in 2025/26 should be supporting adults, children and young people with complex
health and social care needs who require support from multiple services and organisations.
This cohort has been estimated at around 7% of the population and associated with around
46% of hospital costs, according to NHS England analysis from adapted Bridges to Health
data. It is likely that systems will initially prioritise specific groups within this cohort where
there is the greatest potential to improve levels of independence and reduce reliance on
hospital care and long-term residential or nursing home care, both improving outcomes and
freeing up resources so systems can go further on prevention and early intervention. This
approach is likely to focus on around 2% to 4% of the population. Examples of population
cohorts with complex needs include:


https://www.england.nhs.uk/publication/2025-26-priorities-and-operational-planning-guidance/
https://www.gov.uk/government/publications/better-care-fund-policy-framework-2025-to-2026
https://www.gov.uk/government/publications/better-care-fund-policy-framework-2025-to-2026
https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/
https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/
https://www.england.nhs.uk/publication/intermediate-care-framework-for-rehabilitation-reablement-and-recovery-following-hospital-discharge/
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[ .

e adults with moderate or severe frailty (physical frailty or cognitive frailty, for example,
dementia)

o people of all ages with palliative care or end of life care needs

e adults with complex physical disabilities or multiple long-term health conditions

e children and young people who need wider input, including specialist paediatric
expertise into their physical and mental health and wellbeing

e people of all ages with high intensity use of emergency departments

Increasing coordination, consistency and scale in delivering health and social care to specific
sub-cohorts should result in the following benefits over time:

e avoiding or slowing health deterioration, preventing complications and the onset of
additional conditions, and maximising recovery whenever possible to increase
healthy years of life

o streamlining access to the right care at the right time, including continued focus on
access to general practice and more responsive and accessible follow-up care
enabled through remote monitoring and digital support for patient-initiated follow-up

e maximising the use of community services so that better care is provided close to or
in people’s own homes

¢ reducing emergency department attendances and hospital admissions, and where a
hospital stay is needed, reducing the amount of time spent away from home and the
likelihood of being readmitted to hospital

¢ reducing avoidable long-term admissions to residential or nursing care homes

e reducing health inequalities, supporting equity of access and consistency of service
provision

e improving people’s experience of care, including through increased agency to
manage and improve their own health and wellbeing

e improving staff experience

e connecting communities and making optimal use of wider public services, including
those provided by the VCFSE sector

Evidence from services and research has identified elements of partnership working that are
critical for effective implementation of neighbourhood health:

 a mechanism for joint senior leadership, such as a joint neighbourhood health
taskforce, in each place to drive integrated working, comprising senior leaders from
the constituent organisations across health and care, including the acute hospital

e a collaborative high-support, high-challenge culture, which fosters strong
relationships between all system partners, including the NHS, local government,
social care providers and the VCFSE sector. This culture is supported by shared
values, outcomes, clear lines of accountability and definitions for how services
are organised at place and neighbourhood level (aligning service delivery across
organisations to agreed populations at these levels)

o visible clinical and professional leadership and management, at both system
and place level, supported through the effective clinical and care professional
leadership framework. This includes working in partnership with
communities (including people and carers* with lived experience and local third
sector organisations) to co-develop neighbourhood health locally, and to mobilise
change

o effective processes (including communication channels, IT systems and information
governance processes) and training and workforce development to enable
collaborative working

o making best use of all funding arrangements, including those that are formally
pooled, to facilitate partnership working



https://www.prucomm.ac.uk/assets/uploads/files/commissioning-for-integrated-service-delivery-at-place-initial-report-final-2.pdf
https://www.england.nhs.uk/publication/designing-integrated-care-systems-icss-in-england/
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/#heading-13
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/#heading-13
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/#heading-12
https://www.england.nhs.uk/publication/integrated-care-systems-guidance/#heading-12
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[ .
Learning from work in 2025/26, alongside emerging research and innovation, will inform the
future development of the neighbourhood health and care model as it extends to other
population cohorts. This learning will also shape support offers to systems, and a more
formal evaluation framework for the future delivery of neighbourhood health systems will be
developed. We now ask systems to:

o consider how they will evaluate the impact of the changes they make in a systematic,
consistent and scalable way to build the case for future expansion and link to the
triple aim of improving population health outcomes, people’s experience of health
and care services and value for money

e embrace the government’s “test and learn” approach to enable continuous
improvement in real-time and build on existing good practice such as the NHS
IMPACT Improving Patient Care Together framework

Summary of requirements for 2025/26

Building on the foundations laid by the Fuller Stocktake, approaches to tackle health
inequalities, such as Core20PLUSS5 and Core20PLUSS5 for children and young people,
outreach work and using data and local insights, systems should work with partner
organisations to:
« apply a consistent, system-wide population health management
approach which draws on quantitative data and qualitative insights to understand
needs and risks for different population cohorts
o use this information to design and deliver the most appropriate care for each
population cohort and to inform best-value commissioning decisions that empower
frontline staff to provide more person-centred care, enabling people to live
independently for longer
e continue to embed, standardise and scale the 6 initial core components of a
neighbourhood health service (detailed in appendix 1) and ensure capacity and
structures across providers are aligned to best meet demand

Best practice also suggests systems should consider:

e improving coordination, personalisation and continuity of care for people with
complex needs, including increased agency in managing their own care, supported
by:

o a single electronic health and care record that is actively used in real-time by
frontline health and social care staff

o a care coordination function between the person or their carer and the wider
multi-professional team supporting them if needed, working across
organisational boundaries

e applying learnings from existing or emerging neighbourhood health models, such
as enhanced health in care homes, the 24/7 neighbourhood mental health
centres, women’s health hubs, family hubs and the Health and Growth Accelerators,
ensuring that services are delivered at an efficient and effective scale

Systems should also tackle health inequalities when developing their neighbourhood health
service. This will include:
e getting the basics right (such as ensuring services are accessible to people with
disabilities and implementing reasonable adjustments as needed)
e engaging with local communities and working with them as equals to design and
deliver services, working particularly closely with specific communities that have
been historically underserved
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https://www.gov.uk/government/speeches/reform-of-the-state-has-to-deliver-for-the-people
https://www.england.nhs.uk/nhsimpact/
https://www.england.nhs.uk/nhsimpact/
https://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/core20plus5-cyp/
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/#appendix-1
https://www.england.nhs.uk/community-health-services/ehch/
https://www.england.nhs.uk/mental-health/mental-health-learning-disability-and-autism-inpatient-quality-transformation-programme/localising-and-realigning-inpatient-services/
https://www.england.nhs.uk/mental-health/mental-health-learning-disability-and-autism-inpatient-quality-transformation-programme/localising-and-realigning-inpatient-services/
https://www.england.nhs.uk/publication/womens-health-hubs/
https://www.gov.uk/government/collections/family-hubs-and-start-for-life-programme
https://www.england.nhs.uk/2024/12/world-leading-nhs-trial-to-boost-health-and-support-people-in-work/
https://www.england.nhs.uk/long-read/publication-of-nhs-englands-statement-on-information-on-health-inequalities/
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e analysing outcomes by population demographics, deprivation, age, ethnicity,
disability (supported by the reasonable adjustment digital flag) and inclusion health

groups

Next steps

ICBs and local authorities are asked to jointly plan a neighbourhood health and care model
for their local populations that consistently delivers and connects the initial core components
at scale, with an initial focus on people with the most complex health and care needs. More
mature systems will be working to develop an integrated neighbourhood delivery plan across
the 6 initial core components, published as part of Joint Forward Plans and informed by
engagement with local communities, that includes:
e improving collaboration and enabling effective ways of working
e agreeing commissioning models, new funding flows and contractual mechanisms
between the NHS and local authorities
o workforce planning and development
e evaluation
o exploring the use of neighbourhood buildings across all partners, including local
government, following on from recent ICB-led estates strategy work

We will provide further details of a national implementation programme over the coming
months, designed for all parts of the health and social care system involved in delivering
neighbourhood health. The initial phase of this programme will aim to work with at least one
place in every system. These places will already be demonstrating a more developed
approach to delivery at local level, with clear leadership across the ICB, local NHS and local
authority. System partners in these places will be provided with facilitation support, as well
as support to ensure robust evaluation and monitoring of progress. This test and learn
approach will help to identify what is working most effectively and the conditions that are
required to deliver a set of target outcomes. The national implementation programme will sit
alongside a very small number of learning and evidence sites, which will test the model at
scale, including its impact on flows in and out of an acute hospital.

We will also shortly share case studies of existing good practice. NHS England regional
teams, working with local government partners, will continue to have a key role in sharing
and spreading emerging best practice and learning with systems.

We will continue to work with systems to co-develop the vision for neighbourhood health,
focusing on removing barriers and creating the conditions for success. These guidelines will
be kept under review as further learning emerges.

Appendix 1

The foundations of a neighbourhood health service are already in place in many areas
across the country. This appendix describes 6 core components (A to F) associated with an
effective neighbourhood service, as identified from the current evidence.

Initial 6 core components

Local systems will need to consider each component within the context of the needs of their
local population and the current configuration of services. They will also need to evaluate
how effectively individual interventions link together to improve the way services are
delivered for their local population and the outcomes people achieve.

Given local projections of future need and demand, systems will want to consider how to
have the greatest impact on health and wellbeing outcomes for the local population as well
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as benefits for the system when prioritising resource allocation, strategic leadership and
quality improvement efforts.

A. Population health management
e Ensure there is a person-level, longitudinal, linked dataset encompassing:
o general practice and wider primary care
community health services
mental health
acute care
social care
public health

O O O O O

Over time, this dataset should be broadened to include other data held by local or central
government, including employment, education and safeguarding. It should be supported by
appropriate data sharing and processing agreements. This should enable analysis of
population health outcomes, biopsychosocial risk drivers and health and care system
resource use. NHS England will continue to work with the National Data Guardian to support
integrated care boards (ICBs) to navigate the necessary information governance
requirements, but partners should already share existing data wherever possible.
¢ Apply a single, consistent system-wide population health management method to
ICB analytics platforms to segment and risk stratify populations, based on complexity
and forecasted resource use. Where systems do not already have an existing tool,
they must work with the NHS Federated Data Platform team to select one which is
compatible. In 2025/26, NHS England will work with ICBs to review the impact and
evidence behind effective risk stratification to enable further signposting to validated
tools.
e A population health management approach should be supported by a system-
wide intelligence function used to:
o inform strategic commissioning and resource allocation
o enable providers to work together to best organise their workforce to deliver
health and care

Systems should ensure they complement these analytical approaches with wider
quantitative and qualitative insight into groups that might be under-represented in NHS
datasets, for example, people with severe mental illness or learning disability or autistic
people. Implementation of the Reasonable Adjustment digital flag information standard will
also help analyse data for some of these population groups.

e Clinical data systems should have complementary functionality, including
compatibility and integration between GP systems, digital social care records and
other provider systems. This will support effective case finding, care navigation and
risk-based prioritisation of proactive, planned, responsive and urgent care. This will
also inform the design and work of neighbourhood multidisciplinary teams.

e Further guidance on using data to segment and risk stratify populations will follow in
2025, to complement existing resources and the Population Health Academy.

B. Modern general practice

o ICBs are asked to continue to support general practices with the delivery of
the modern general practice model, to deliver improvements in access, continuity
and overall experience for people and their carers. This is a response to increasing
demand and a foundational step to enable practices to move from a model of
reactive to more proactive care.

o |CBs are expected to streamline the end-to-end access journey for people, carers
and staff, making it quicker and easier to connect with the right healthcare
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professional, team or service, including community pharmacy, use of Pharmacy

First and digital self-service options such as repeat prescription ordering via the NHS
app. This approach will accommodate the needs of different groups and patients and
support continuity of care.

People and their carers should have the ability to access services equitably in
different ways (online, telephone and in person) with highly usable and accessible
online systems (the NHS app, practice websites, online consultation tools) and
telephone systems. There should also be structured information gathering at the
point of contact (regardless of contact channel) and clear navigation and triage based
on risk and complexity of needs.

Staff should have access to structured information about the complexity of the
presenting complaint and need. This information should be organised alongside
population segmentation (including by age) and risk stratification information into a
single workflow. This approach will support staff in efficiently navigating and triaging
needs safely and fairly, including enabling risk-based prioritisation of continuity of
care and optimising use of the general practice and wider multi-professional team.

C. Standardising community health services

Many community health services will play a key role in delivering neighbourhood
health and care, and many of these services should be commissioned as part of an
integrated neighbourhood health offer.

When designing, commissioning and delivering neighbourhood health, ICBs and
providers should be using the Standardising community health services

publication (covering NHS-funded specialist support for people with physical health
needs and neurodevelopmental services for children and young people). This will
ensure funding is used to best meet local needs and priorities.

Some people will have both physical and mental health needs, or drug and alcohol
dependency. It is essential that care is planned to meet all health and social care
needs and that service boundaries do not prevent seamless, joined-up care. Systems
should continue to make use of the mental health Additional Roles Reimbursement
Scheme, which is jointly funded with primary care, to improve primary care mental
health and access to community-based mental health services for people of all ages,
as well as through services such as NHS Talking Therapies for anxiety and
depression. For children and young people, it's also critical to join up with mental
health services and mental health support teams in schools and further education.
For people with co-occurring drug and alcohol dependency, services should engage
with local authority commissioned substance misuse services. It will also be
important to link in with VCFSE sector support for adults, children and young people
around mental health, social isolation and substance misuse.

D. Neighbourhood multidisciplinary teams (MDTs)

The approach to establishing integrated neighbourhood teams has been well defined
in the Fuller Stocktake. Such teams bring a wider range of expertise together, from
across health, social care, VCFSE and wider partners to benefit a shared population.
As part of this approach, there will need to be multidisciplinary coordination of care
for population cohorts with complex health and care or social needs who require
support from multiple services and organisations. They are expected to

deliver proactive, planned and responsive care, and prioritise care based on
individual people’s needs and the opportunity for greatest impact. Footprints should
be designed to optimise neighbourhood working and partnership with local
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authorities. Detailed guidance on neighbourhood MDTs for children and young
people will be published in early 2025.

Functions include overseeing or delivering holistic joint assessments, case reviews
and deployment of coordinated provision, medication reviews, care planning for long-
term conditions and personalised care and support planning, including social
prescribing, comprehensive geriatric assessments and advanced care plans. For
people with co-occurring severe mental illness, we would expect these functions to
remain within core community mental health services. However, we would expect a
joined-up approach to planning care for people with significant mental and physical
health needs across teams.

In best practice models, a core team is assigned for complex case management, with
links to an extended team that enables access to additional specialist resource as
needed. The composition of teams may vary depending on the population being
served by the MDT and local prioritisation of clinical need. Teams could include GPs,
specialist nurses or consultants (such as, specialist dementia nurses and secondary
care clinicians, including paediatricians and geriatricians), district nurses, GP nurses,
acute hospital consultants, allied health professionals, health visitors, mental health
professionals, social prescribing link workers and social workers, home care staff,
residential care home and nursing home staff, as well as wider system and
community partners (such as from public health and the VCFSE sector).

It is best practice to assign a care coordinator to every person or their carer in the
population cohort as a clear point of contact to improve both their experience and
continuity of care. The role could be undertaken by any member of the core team and
will link into clinical triage and onward referrals as required. It will also set
expectations with the person or their carer as part of the care plan process, so that all
parties understand their part in improving outcomes.

E. Integrated intermediate care with a ‘Home First’ approach

Systems are asked to deliver short-term rehabilitation, reablement and recovery
services (integrated intermediate care) taking a therapy-led approach (rehab or
reablement care overseen by a registered therapist) working in integrated ways
across health and social care and other sectors.

Ensure referrals can be made directly from the community (step-up) or as part of
hospital discharge planning (step-down), applying a ‘Home First’ approach, with
assessments and interventions delivered at home where possible and working
closely with urgent neighbourhood services.

Implement good operational case management systems and measure outcomes
(with reference to the objectives and metrics set out in the Better Care Fund policy
framework for 2025 to 2026) to ensure best use of resources.

F. Urgent neighbourhood services

Standardise and scale urgent neighbourhood services for people with an escalating
or acute health need. This means ensuring urgent community response and hospital
at home (virtual ward) services are aligned to local demand and work together (with
access increasingly through a single point of access) to deliver a co-ordinated
service. These urgent neighbourhood services should align with services at the front
door of the hospital, such as urgent treatment centres and same day emergency
care, which are also increasingly accessed through a single point of access.

As part of ambulance service improvement of See and Treat and Hear and Treat
pathways, senior clinical decision makers in a single point of access should provide
advice and referral to appropriate services either before ambulance dispatch or as
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part of a “call before convey” approach. Single points of access should also provide
clinical advice to other healthcare professionals and care home workers, so staff
avoid calling 999.

e As outlined in the integrated intermediate care section above, ensure step-up
pathways (to prevent avoidable admissions) and step-down pathways (to support
timely and effective discharge) use resources efficiently and effectively. Service
footprints should be determined locally, balancing scale of delivery with building on
local relationships to ensure smooth referral pathways into urgent and planned care
services. Where footprints span multiple neighbourhoods, services should still
operate in a way that feels like a seamless service for people and carers.

Secondary care contribution to neighbourhood health

Local acute services can provide significant contribution to the development of a
neighbourhood health service. Home First and person-centred approaches need to be
embedded throughout the health and care system so that appropriate risk-based decisions
are always made, and hospital care only used when clinically necessary. In this way, every
part of the system works collaboratively to reduce the risks associated with a hospital
admission and a lengthy hospital stay if admission is unavoidable.

Clinicians in hospitals can continue to work collaboratively with community-based teams to
ensure that their patients benefit from a neighbourhood health service by:

e supporting continuity of care in the community for people under the care of a
specialist hospital team such as respiratory, diabetes, stroke or cardiology. This
might include providing specialist input to neighbourhood MDTs such as through
clinics delivered jointly in primary or community settings, using digital technology and
infrastructure, or by establishing pathways into the hospital which avoid the
emergency department, for example, by using urgent treatment centres, same day
emergency care pathways or outpatient clinics.

e supporting the development of hospital at home (virtual ward), single point of
access and community diagnostic centres®, including providing clinical advice and
oversight as required.

e ensuring that frailty services are joined up in all settings, whilst maximising the
delivery of these services within community settings. This will include the
development of frailty-attuned hospital services, ensuring they connect with
community frailty provision to support integrated end-to-end frailty pathways, and
support for care transfer hubs, which arrange support services to assist discharge
from hospital for those with the most complex needs.

By delivering proactive, planned, responsive and urgent care close to or in people’s own
homes, effective local neighbourhood services will relieve pressure on acute services.

Community diagnostic centres are likely to be considered anchor sites between primary,
community and secondary care, enabling direct referral for diagnostic tests from a range of
providers and optimising onward referrals to a range of health care settings for adults and
children. 170 community diagnostic centres will be open by March 2025, with more than one
in each ICB. The development of neighbourhood health services should include close
working with associated community diagnostics centres to ensure that pathways are
streamlined.

Planning for a flexible workforce

A flexible workforce working within and for local communities will be crucial for delivering
neighbourhood health services.
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To prepare for the move towards neighbourhood health, ICBs and local authorities are
encouraged to connect as broadly as possible across their local communities to agree how
best to use their collective local resources.

e Building on partnerships developed through the Better Care Fund, continue to
develop joint demand and capacity assessment, modelling and planning across
health and social care. This will provide a clear understanding of the capacity
available to serve the local population across all providers and commissioners. This
should include joint bottom-up mapping of existing workforce capacity, skills and
capabilities across all partners and providers (including hospitals and mental health
services) to optimise staff deployed across pathways, irrespective of organisational
boundaries. This co-ordinated approach will help staff be deployed more flexibly
where needed most, enable continuity of care, and create opportunities for
streamlined joint recruitment, training and staff rotation across services.

o Take a user-centred approach to the design of teams, including job planning across
different settings. This may include upskilling teams within the MDTs to cover
multiple functions that traditionally may have been delivered separately so they
are safely able to work in a more agile way and increase continuity for people and
carers.

o Ensure staff are aware of, and are involved in building, the local
neighbourhood service model to optimise the use of all services, including wider
primary care, general practice, mental health, community health services,
neighbourhood MDTs, social care services and “self-access” options where
appropriate, supported by shared digital tools.

o |dentify barriers and opportunities to better enable productive integrated
working so that staff have the skills and tools to safely work across organisational
boundaries and serve their local populations, ensuring best use of funding to meet
local need, and improving workforce interactions and experience. This should include
ensuring care workers can deliver delegated healthcare activities such as blood
pressure checks and other healthcare interventions. The government has recently
published new guidance on safe delegation to care staff.
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* MPB is asked to:

» Note the financial risks and mitigations for NHS Greater Manchester
* Note the financial position at Month 9 for the Locality
* Note the running costs at Month 9 for the Locality



Context of GM Position NHS

Greater Manchester
Planning Phase — £200m deficit initial proposal; increased risk with ICB to deliver agreed £175m deficit

* Provider Challenge - Following the work with PWC and Stephen Hay, the ICB deliberately targeted a provider position that was
challenging but deliverable, this recognised that more financial risk would be within the ICB accounts.

* Capital Incentive - Providers as a sector currently expected to achieve plan, moreover most providers have said, despite the
material capital risk, they can’t improve revenue as part of the capital incentive offer, illustrating the level of revenue challenge

they face.
* Cash £0.5bn - Cash at providers has deteriorated by c£0.5bn since March 23.

Latest financial position (Forecasts as at Month 9) — Overall ICS between £70-£80m

* ICB £80m deficit to plan - ICB currently does not have a line of sight to delivering its plan, with the three main drivers being
CHC, MH and Prescribing - more detail provided on Slide 4.

*  Providers (£0 to £11m Surplus) - Provider sector as a whole anticipated to achieve financial balance, this could improve to a
surplus dependent on the Capital Incentive offer and discussions with NHSE.

* Capital - Work is ongoing, but the system is working collaboratively and expects to balance against its allocation for
Operational Capital. Awaiting National feedback relating to the IFRS16 contingency; ICB is still signing off all new leases.

*» (Cash ICB - The ICB has a ¢c£40m cash shortfall against its Annual Cash Drawdown Requirement (ACDR), discussions ongoing
with NHSE and the system to agree how to mitigate this.
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Drivers of the position — NHS GM Risk £80m

NHS

- . Greater Manchester
Prescribing - FOT £26.8m deficit

* £16.4m unaffordable in planning - Significant growth in actual prescribing costs in 2023/24 between setting the budget and
the final outturn value resulting in a budget gap of £16.4m.

»  £3.7m weight loss drug - Increase in drugs associated with weight loss, although some will be prescribed for diabetes.

* £1m - Non-Cheaper Stock Obtainable increase nationally.

» @GP Action - Cost difficult to attribute, but a number of practices have confirmed that they are working to the 9 BMA actions.

Mental Health - FOT £25.7m deficit

» £10-15m OAPS and Spot Purchases - This relates to delays in system recovery, linked to numerous system drivers, including
delays in the reopening of Adult Forensic Services (Edenfield), and wider challenges facing the system and GMMH in particular.

* £5m ADHD - Increase in ADHD assessments, business case for redeveloped service already developed.

* £8m LD and Autism — demand and costs have increased materially year on year.

®

CHC - FOT £17.5m deficit

* High Cost Placements £13-£14m — Between Sept 23 and 24, the system has had to care for 41 patients where the package of
care is over £0.2m per year. Estimated normalised cost between £13-£14m.

* Other — Pressure on discharge and Fastrack, LA social care pressures, Market Sustainability pressures. The system has 9 providers
who costs cE50m per year in total.

LL54
e

Other
* Risk of delivery of CIP in final quarter of the year £11.1m, but this is expected to be offset by the delivery of wider mitigations.

®



Success Factors - Material impacts NHS

Greater Manchester

Mitigations wider - Followed the mitigations process identified with Simon Worthington, the ICB has so far been able to
mitigate £132m of risk on top of delivering £108m CIP plan (£240m in total). ICB committed to going through line by line with the
Regional Director of Finance.

MH Recovery Plan - Work that is addressing the recurrent position:

 Recovery Plan — A MH recovery plan was developed that includes 200 lines of actions with Executive System owned SRO
capacity. This included targeted support in Manchester particularly from the ICB and GMMH, the upshot of which has
materially reduced the systems run rate.

* Recurrent Impact £10-£15m — The impact has taken time to fully establish, but the run rate between Nov-Jan suggests as
well as turning the dial on the M4 run rate, there could be a £10-£15m Full Year improvement accounted for in 25/26.

Biosimilars - Rolled out an agreed ‘gainshare’ approach in collaboration and partnership with the provider system to share
savings and incentivise cost reductions - could release as much as £6m of costs.

CIP - Will fully deliver by the end of the year, this will include ¢70% being recurrent. The ICB is committed to addressing any in-
year recurrent shortfall in next year’s planning.

Prescribing Cost Uplift - The actual cost growth in GM is 0.86%, this compares with the other NW ICBs ¢2%, and the England
average and 2.47% - every 1% is c£5-6m reduction.

ONONO



Difficult Decisions NHS

Greater Manchester

Firebreak -

* InJuly 2024, a temporary pause on external recruitment was introduced.

* This was kept under continuous review by Chief Officers, and in November 2024, this was extended as a fire break, with only roles
aligned to core priorities being supported for both internal and external recruitment.

* |In addition, the System Vacancy Panel still review Provider requests from Stockport, Tameside and WWL on a weekly basis.

®

PLCV -
Proposed implementation of PLCV that has resulted in significant challenge from providers and medical leads — this could potentially
save £0.5m- £1m recurrently.

Population Health and SDF -
As part of the Planning assumptions a target of £42m was identified against SDF and wider programme budgets, through a targeted
approach, with all but £2m expected to deliver.

® €

Industrial Action -

NHS GM retained the £5.3m allocation as this was not reported formally within provider recovery plans to Simon Worthington, which
resulted in significant challenge from the provider sector. Despite this, the ICB has maintained a clear expectation that the provider
sector should still balance overall.

O

Pay award £2.4m -
Funding normally includes several non-GM streams and the ICBs intention would be to follow national guidance and retain this funding.
Despite some being third sector or charitable organisations.

®




Assurance and Oversight NHS

Greater Manchester

POMs/LAMs/ICBOM and Escalation -

Trigger Points, Clear Accountability - Clear Trigger points and laser focus on ‘Green Line recovery plan’. This follows the work
undertaken by Simon Worthington

PWC Phase 1 (I1&I) -
During financial turnaround and PWC being deployed, GM was 47% compliant against grip and control metrics identified by PWC.

Through the Phase 1 I&| — this was ¢80%, with some of the remaining areas being more complex i.e. Job Planning and Rota
Management. Note ICB went from 47% to 79%.

PWC Phase 2 (I&l) -

Strategic approach to targeting ICB pressures as part of phase 2, as opposed to other systems where the focus was on providers.
This includes deep dives in two localities and reviews of CHC and MH.

PW(C - 1&I and Drivers of the Deficit report for Stockport finalised, should define opportunities to improve financial sustainability.

NW CFO Group -
GM CFO suggested and established a NW meeting of CFO and Deputies from ICB to rapidly support each other on identifying
savings, best practice and culture of shared learning - GM CFO chairs the meeting.

MIAA/Liaison - Work being undertaken to help identify further saving opportunities within CHC.
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NHS GM (Manchester) — Locality Position (M9) integrated Care

« The locality has reported a £2.6m forecast outturn overspend at Month 9 which is a £0.7m adverse movement from
Month 8 in the main due to;

£1.0m adverse movement in CHC - £0.3m Placements growth in CHC, £0.3m CIP non delivery de-risked £1.0m Liaison fee
settlement risk inclusion

£0.6m favorable movement Community — £0.2m reduction in Childrens Services, £0.3m release of non recurrent benefits & £0.1m
reduction across TOPS, Hospices & Other services

£0.4m adverse movement in Mental Health - £0.1m LD placements & £0.3m MH placements
£0.1m favorable movement in Other services - Estates

» The locality is reporting a net YTD underspend of £0.7m at Month 9 against a budget YTD of £125.5m. The breakdown
is as follows

£2.4m underspend for recovery plan actions (£1.9m Community, £0.2m MH & £0.3m Primary Care)
£0.9m underspend recovery plan profiling

£1.2m CIP underachievement

£3.5m CHC services

£1.4m MH & LD services

£0.9m net underspend across Acute, Community, Primary care & Other service

£1.2m Non recurrent benefits (CYA)

- At Month 9 we have delivered £8.26m CIP against a £13.65m full year target and quantified a risk against the balance.
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NHS GM (Manchester) — Month 9 Position Reported

The table below shows the Outturn position at Month 9

FOT Variance

Annual YTD YTD YTD Outturn FOT FOT Variance Movement
Budget Budget Actual Variance Forecast Variance M8 £'000 £000
Board Header £'000 £'000 £'000 £'000 £'000 £'000

Acute 4129 3,096 2,891 (205) 4,132 3 2 2!
Community 45 637 33,949 29,4927 (4,456) 40,925 (4,712) (4,116) (596)
Continuing Healthc are 54,605 42046 47,083 5,036 60,180 5,574 4,564 1,011
Mental Health 43794 33,016 33,943 927 46,021 2287 1,836 391
Prmary Care 16,820 11,68 11,147 (539) 16,167 (652) (634) (18)
Other 2228 1,671 1,619 (52) 2,429 200 289 (89)
Manchester Locality Total 167,213 125465 126,175 710 169,854 2,641 1,940 701

This position excludes Asylum & Primary Care Prescribing budgets as there have been re-aligned to central GM
reported budgets earlier in the year.
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Manchester Locality: 2024/25 CIP Plan

High level CIP Programme Summary at Month

Total CIP
Area A G Balance
Better Care Fund £0 £0 £0 £0)
P ibi £2,612,818 | £1,223,348 | £3,836,166 ——
T"ES: - '”lg :m?xﬁ ety o= ?5?502 Continuing Health Care [CHC) £391,470| £420,000]  £2,630,555  £3,442,025
s eC n'm_'w émmn E’) ﬁmmn CHC Technical £0| £124,800 £0 £124, 800
OMmimuni
- - Locality individual sch Technical £0| £48,420 £79,766 £78,186
CHC £1160,353 | £3,498,813 | £4,649,166 n.-';zlw mmwtl' u.a ZC EmESECNm £0|£1,030,103 £193,245 £1,223,348
ICIneg Imisaton
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Dnla fad st - o Mental Health Placement £17.963 £0 £0 £17,963
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Grand Total £409,433| £1,623,323 353 566 386,322
Total £8,763,678 | £5,385,322 | £13,650,000 fan 0 £3, £5,

The locality has delivered £8.26m CIP against the £13.65m target to date and is forecasting to

achieve in full in the forecast position.

A significant part of the CHC stretch target is now being achieved non recurrently by technical
financial measures.

Review of the CIP Programme also shows that the split between Recurrent & Non-Recurrent

recurrent savings.

It needs to be recognised that there is still a high level of risk in CIP delivery across the services as
per the analysis in the table above and measures need to be identified to enable delivery of CIP.
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Budget
M9 Year to Date 24/25 Forecast
Summary Book
Net Annual | Net Annual
Cost Centre Actual Variance Budget Actual Variance
Budget Budget
CHC Assessment & Support 1,831,664 | 1,891,849 | 1,418,780 | 1,271,055 147,725 1,891,849 | 1,774,879 116,970
Primary Care 548,635 549,477 412,046 340,432 71,614 549,477 348,628 200,849
Safeguarding 908,658 936,643 702,398 670,471 31,927 936,643 884,783 51,860
Service Transformation / Redesign (118,154} (45,494) (34,198) 775,851 (810,049) (45,494) | 1,034,497 | (1,079,991}
Locality Administration 339,380 358,402 268,741 276,680 (7,939) 358,402 367,382 (8,980)
Strategic & Operational Partnership Development 1,090,063 874,403 655,744 495,526 160,218 874,403 631,938 242,465
Locality Leadership 84,118 832,967 624,712 736,500 (111,788) 832,967 985,026 (152,059)
Total 4,684,364 | 5,398,247 | 4,048,223 | 4,566,515 | (518,292) | 5,398,247 | 6,027,133 | (628,326)

As at the end of December 2024 (M9) the locality formally declared a deficit position on running costs.

System pressures relating to a baseline contribution of £1m from MCC had to be recognised.

Due to holding a significant number of vacancies within the locality (20wte, from 106 wte
establishment) throughout the year, the deficit will be reduced to £629k in 24/25

This will need corrective action in 25/26
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Item number:

3

Subject:

North Manchester Strategy progress update

Recommendations:

Manchester Partnership Board is asked to:

1. Note the contents of the report and acknowledge
the significant milestones achieved in relation to
the opening of North View and the New Hospital
Programme announcement about the North
Manchester General Hospital redevelopment

2. Continue to provide system support for the
delivery of the North Manchester Strategy and the
healthcare-led regeneration encompassed in this
report.
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1. Introduction

1.1 The North Manchester Strategy is a partnership programme that seeks to stimulate
prosperity and civic regeneration through healthcare and housing-led regeneration.
Using three major capital developments as the catalyst, partners are taking a
placemaking approach that aims to embed health promotion in urban design, drive
the social determinants of health and improve population health outcomes at scale.

1.2  The developments have a transformational combined value of c. £4.5bn over a
strategic timeline of two decades. They are:

e The new adult mental health inpatient facility, North View

e The redevelopment of the North Manchester General Hospital (NMGH) site to
deliver a best in class hospital and sustainable health campus

e The delivery of 15,000 homes and supporting infrastructure at Victoria North

1.3  This paper updates Manchester Partnership Board on the progress against the
healthcare-led infrastructure developments at North View and NMGH and the key
partnership work that is taking place under the banner of the strategy.

2. North View

2.1 North View is Greater Manchester Mental Health NHS Foundation Trust’s new
£105.9m state of the art adult mental health inpatient hospital, located on the NMGH
site. This bespoke, purpose-built, all electric development replaces the former
provision at Park House, in keeping with the national strategy to eradicate the use of
dormitories in mental health services.

2.2  North View significantly improves patient privacy and dignity, providing:

e 150 single en-suite bedrooms which are provided over nine single sex wards,
including a purpose-built Psychiatric Intensive Care Unit (PICU), six adult acute
wards for female and male adults, one female older adults ward, one male
rehabilitation ward and a treatment suite that supports research and innovation
studies

e An assessment suite, specifically for people needing a place of safety and
assessment under Section 136 of the Mental Health Act

e A variety of internal activity areas and multiple outside garden spaces,
specifically designed to enhance the environment and aid recovery

2.3  North View became fully operational on Monday 18 November 2024, opening on time
and on budget despite a variety of challenges, and marking the beginning of a new
chapter for the future of inpatient mental health care for people in Manchester. Its
completion is a significant milestone in the delivery of the wider NMGH site master
plan.

Part of Greater Manchester Page 2 of 6
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Since opening, North View is already having a profound impact on the delivery of
care. In the short period since opening, and utilising comparable data to Park House,
the number of incidents and patient interventions has reduced by 54% month-on-
month, and is expected to significantly reduce the average patient length of stay, and
subsequently reduce out of area placements.

Despite opening only recently, North View has been shortlisted for the Greater
Manchester Chamber of Commerce Building of the Year award, a prestigious
accolade, recognising a building’s contribution to Greater Manchester in terms of
construction and development.

North Manchester General Hospital redevelopment
Manchester University NHS Foundation Trust’'s master plan for a new sustainable
health campus at NMGH includes:

e A new best in class acute hospital, modern mental health inpatient unit (North
View) and community-based health and wellbeing services, all embracing
integration, innovation and technology

e Training and employment opportunities for staff and the community
e A new residential community focused on keeping people well at home

e Commercial space focusing on healthy ageing, research and business
development

e Good-quality outdoor space, encouraging healthy activity and connection to the
local neighbourhood

The NMGH redevelopment has been part of the national New Hospital Programme
since 2019. Delivery of phase one enabling works on site have laid the groundwork
for the reprovision of the hospital and enabled the North View build to be completed.
The development of a new office facility, the decant and demolition of two significant
Victorian buildings (former Trust Headquarters and Limbert House) and the
construction of the new Multi Storey Car Park and Cycle Hub have been delivered
since NMGH became part of Manchester University NHS Foundation Trust in 2021,
transforming the site and preparing the site for the new build hospital. The Trust has
also developed the Target Operating Model and clinical strategy for the new hospital.

The New Hospital Programme vision is focused on the standardisation of hospital
design and delivery through the concept of ‘Hospital 2.0’. The NMGH ‘main scheme’
will need to incorporate Hospital 2.0 approaches and products including adoption of a
national demand and capacity model, standard design across the facility, 100% single
rooms and the use of a new contractors framework for delivery.

On 20 January 2025 the Secretary of State for Health and Social Care announced the
outcome of a review of the New Hospital Programme. This stated that NMGH will be
part of wave one of the refreshed New Hospital Programme. The projects in this wave

Part of Greater Manchester Page 3 of 6
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have construction start dates spanning 2025 to 2030 and the Secretary of State
confirmed that the Trust should expect construction at NMGH to commence within the
date range of 2027 to 2028. The written announcement confirms a budget range for
the NMGH scheme of £1bn to £1.5bn.

This is a significant milestone for patients, staff, and the community. The hospital build
will not only transform local healthcare with a world-class facility to treat patients. It
will also unlock the wider site master plan, which will support social and economic
regeneration and help tackle many of the causes of ill-health such as housing, skills,
and employment opportunities for communities across North Manchester.

Following the announcement, the Trust is working with the New Hospital Programme
to define the roadmap to 2027 to 2028 and to progress the next stage of site enabling
works at pace. Preparation for the main scheme Outline Business Case process will
now commence including the alignment of the scheme to the Hospital 2.0 approach.

Wider partnership work progressing through the North Manchester Strategy
The North Manchester Strategy encompasses a range of partnership activity that
supports the spatial and service planning of the capital developments. During
2024/25, the programme is focused on four main priorities, as set out below.

Strategic communications

Partners are working together to ensure that the ambitions of the North Manchester

Strategy and their alignment to national priorities are well communicated to regional

and national stakeholders. The positive outcome for NMGH in the review of the New
Hospital Programme is evidence of the strength of this partnership approach.

The North Manchester Strategy was showcased in Manchester’s chapter in the Chief
Medical Officer’s Annual Report 2024, which focused on health in cities’.

The North Manchester Strategy approach to social value, as set out in the North
Manchester Social Benefits Framework, was cited as a global good practice case
study in Improving Social Outcomes in Urban Development: A Playbook for
Practitioners, a white paper from the World Economic Forum?.

Local communications

A programme of the scale and complexity of the North Manchester Strategy requires
a joined up approach to communication and engagement. The changing national
policy landscape in 2024 had a material impact on partners’ ability to communicate
next steps with certainty. The announcement of the position of NMGH in the reviewed
New Hospital Programme provides clarity which will aid the development of this

1 https://www.gov.uk/government/publications/chief-medical-officers-annual-report-2024-health-in-cities

2 hitps://www.weforum.org/publications/improving-social-outcomes-in-urban-development/
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communication and engagement plan. This work is in progress, with Manchester City
Council providing leadership on an engagement-led approach to communications
which will apply best practice from the Making Manchester Fairer approach.

4.4  Integration and reform

4.4.1 Significant work has taken place to define the Target Operating Model and clinical
strategy for the new NMGH, which will inform the next stage of design and business
case development with the New Hospital Programme. In support of this, partners
reviewed the Health and Wellbeing component of the master plan in 2024 to take
account of changes that have taken place since the original business case was
developed in 2021 and to consider how health and wellbeing can be embedded in the
site master plan. As an outcome of this review, partners are developing a health and
wellbeing framework for North Manchester. Jointly led by the Director of Public Health
and Manchester Local Care Organisation, this adapts the established Manchester
Wellbeing Model to the context of North Manchester in order to identify where
different or additional service interventions are required to respond to the particular
needs of the local population and the opportunities provided by the developments
being progressed in the north of the city. This framework will inform the future service
model and estate responses in North Manchester, both at the NMGH site, and in the
wider infrastructure opportunities provided at Victoria North and in District Centres.

4.4.2 In support of the future model of health and wellbeing, Manchester Local Care
Organisation has led the development of a series of pilots to inform how community
services, primary care and voluntary sector partners can collaborate on the delivery of
population health management priorities in North Manchester. The learning from this
work will inform future service interventions. The pilots include:

e Atrial fibrillation and lipids screening: to continue work to improve the detection
of hypertension and high cholesterol in at-risk populations

e Exercise interventions to support respiratory and cardiac health: via the
expansion of Breathe Better Get Togethers to a wider range of patient cohorts;
and through the establishment of Healthy Legs Get Togethers to offer a cardiac
rehabilitation model of structured exercise to people with peripheral arterial
disease

e Children and young people’s asthma: Integrated Neighbourhood Team-led
work with schools to improve understanding of asthma management

¢ Health and wellbeing network: establishing an integrated health creator
volunteer scheme across North Manchester neighbourhoods, to support
communities to become more involved in health improvement initiatives

4.4.3 In the time since the North Manchester Strategy was produced, the development
pipeline in the north of the city has expanded beyond Victoria North and the NMGH
site to encompass District Centres and the Strangeways and Cambridge Strategic
Regeneration Framework. Programme partners are therefore supporting Manchester
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Strategic Estates Group in its development of a community infrastructure plan for the
city, by assessing the estate opportunities and challenges in North Manchester. This
work is considering population need, population growth projections, development
pipeline and condition and configuration of existing assets in North Manchester, to
inform a series of opportunities which could form part of a phased community
infrastructure plan for North Manchester. Any future estate developments will need to
respond to the health and wellbeing framework at 4.4.1 and the evolution of
neighbourhood service models as articulated in national, regional and local plans,
including the forthcoming NHS 10 Year Plan and GM Live Well.

4.5  Social value delivery

4.5.1 Central to the ethos of the North Manchester Strategy is the delivery of social value
for local residents. The latest position (April 2021 to the end of September 2024)
shows that across the three developments (North View, NMGH and Victoria North),
there has been:

e 4,818 jobs created / retained, primarily in the construction sector. Of these,
12% (598) were secured by North Manchester residents; 34% (1,653) by
residents of North Manchester, Manchester, Bury, Oldham, Rochdale and
Salford; and 63% (3,022) by GM residents

e 159 apprentices employed

e 100% of employees across all projects paid the Real Living Wage
e 4,349 hours of volunteering

e £30m monetary value of social value activity

4.5.2 Partners are focused on increasing the social value delivered to North Manchester
residents and are taking action to connect local residents to skills development which
can in turn open up access to construction jobs on the development pipeline. In
support of this, a Construction Skills Centre opened in Collyhurst in October 2024,
centred around the YES Manchester employability provision and the Collyhurst
Victoria North development. In addition to activity to connect residents to the
construction industry, partners continue to work with schools and colleges to promote
careers in the NHS and Council as part of partners’ roles as local Anchor institutions;
and are delivering a range of economic inactivity and health and work interventions to
support residents to connect to the labour market more broadly.

5. Recommendations
5.1 Manchester Partnership Board is asked to:

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

II.  Continue to provide system support for the delivery of the North Manchester
Strategy and the healthcare-led regeneration encompassed in this

Part of Greater Manchester Page 6 of 6

Integrated Care Partnership




PAPER C
Manchester

Integrated Care Partnership
==

Manchester Partnership Board

Report of: Tom Hinchcliffe, Deputy Place-Based Lead
(Manchester)
Paper prepared by: Dr Leigh Latham, Associate Director of Planning

Owen Boxx, Senior Planning Manager

Date of paper: 25 February 2025

Item number:

Subject: The Manchester Locality Sustainability Plan

Outcome of Impact Assessments
completed (e.g. Quality IA or Equality
1A). Equality Impact assessment has not been
conducted, but the plan has been shared with
members of the equality team, PPAG, DAB, PCB
the Preventing Ill Health and Inequalities
Partnership and the Strategy and Planning Group.

Confirmation that an Equality Impact
Assessment has been completed where
there is a change to a service, programme
or policy: Impact assessment will be undertaken at the

appropriate time should the work result in any
specific changes to services within Manchester.

Outline public engagement - clinical,

stakeholder and public/patient in support of
NHSE public and patient engagement and As above.
consultation requirements:

MPB is asked to note the Manchester
Sustainability Plan and support the next steps
Recommendations: to be taken forward through the Strategy and
Planning Working Group in the first instance.
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1.0 Background

1.1 In October 2024, MPB received an overview of the development of the NHS GM
Sustainability Plan. This Plan is based on the recognition that system sustainability
rests on addressing the challenges faced across finance, performance and quality,
and population health - and the relationship between these. It aims to show both
how the system returns to financial balance through addressing the underlying
deficit and secures sustainability through addressing future demand growth and
implementing new models of care.

1.2. A population-based approach to developing the plan set out the current and future
pattern of demand and associated costs attributable to Non-Demographic Growth
(NDG), quantified the opportunities to improve population health, and set out the
immediate priorities to inform phasing and sequencing of these opportunities over
time. It showed how the current NHS GM deficit may be compounded by
approximately £600m of additional demand but can be addressed over time through
a combination of population health measures, system collaboration and provider
efficiencies.

1.3. The Plan was structured into ‘pillars of sustainability’ with the differential parts of the
system primarily (but not exclusively) nominated as the focus for these as shown
below. Localities were tasked with developing place-based plans focusing on
Reducing Prevalence and Proactive Care and describing relevant elements of
System Productivity and Performance. MPB also sought to use the local
sustainability plan to identify two or three key areas of transformation that would
support the delivery of our strategic aims. These are:

* Proactive model of care for long term conditions: A Diabetes Pathfinder
project developing a model ‘out of hospital’ provision (in line with the first of
the three shifts that will be included in the 10 Year Health Plan expected in
the Spring - ‘moving care from hospital to communities)

+ Developing the Integrated Neighbourhood Model, taking account of local
(GM Live Well) and National Guidance on Neighbourhoods for 2025/26.

* Proactive model of care for Mental Health in Manchester.

Cost improvement: System Productivity Reducing prevalence Proactive care
and Performance:

Optimising care

Catching ill health early,
managing risk factors, and

Cost Improvement Plans
(CIPs) leading to financial

(M EC) G (el P Transforming the model of

sustainability through M'ﬁ"!’m‘g?;ﬂfz::eme a":;g?:: :::ﬁ' :::Is delivering evidence based, care through system
Financial Sustainability T P d (O e (e cost effective interventions actions
Plans (FSPs) use of our resources an gh p to reduce the level of harm
our performance

Trusts and the ICB Trusts (through Localities (including Localities (including As determined by the
(including locality CIP) collaboration including partnership with non-NHS primary care and focus of the new model of
TPC) and other parts of the organisations and services community services) care — may be clinical (e.g.
system as appropriate (e.g. maternity) or sectoral (e.g.

primary care) community services)
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2.0 Development of the Sustainability Plan

2.1 The Manchester Sustainability has been developed through a Task and Finish Group,
set up in October 2024, which included representatives from across the system
(Public Health Adult Social Care, Manchester Local Care Organisation, VCSE, GPs,
MFT and GMMH). It has also been shared for discussion at the Manchester Provider
Collaborative, the Patient and Public Advisory Group and the Preventing Ill Health
and Inequalities Partnership. The plan is predominantly focused on the reducing
prevalence and proactive care Pillars of the GM plan, although it does include a
readacross where relevant to the reform of acute services, e.g. as part of the Care
Closer to Home programme.

2.2 A high-level summary of the Manchester Sustainability Plan and its alignment to the
Sustainability Pillars is shown in Appendix 3. Significant programmes of work are in
place against the MPB key areas of focus related to Mental Health, neighbourhoods,
long term conditions management and other prevention programmes including
primary care and public health. Programmes/commissioned services have been
included where leads anticipated that activity will reduce system costs, reduce the
burden on secondary care, deliver more activity in community or primary care, or
reduce the prevalence of health conditions or costs associated with them through
more preventative and effective care.

2.3 The plan also includes existing 2024/25 work programmes and those planned for
2025/26 as identified through the locality’s commissioning intentions. Members of the
Task and Finish Group and all locality programme leads have also included reference
to wider work programmes that contribute to the sustainability of the health and care
system in Manchester. We will add in medium-term programmes (i.e. those starting
from 2026/27 onwards) as the investment plans for these are better developed.

2.4  The plan is underpinned by NHS GM data showing the likely health of our population
(GP registered) by 2030. This aims to demonstrate the change over time in how
people will access services, with reference to particular population segments. This
builds on the Strategic Financial Framework, and predicts significant growth in those
with multiple long-term conditions and serious mental illnesses. PCN-level interactive
Geographic Health Profile dashboards are also now available, which will support the
planning and delivery of services on a neighbourhood footprint.

3.0 Navigating the 2025/26 Planning Round

3.1 The Local Sustainability Plan must also be developed within the context of the
2025/26 NHS Planning Round. This indicates a tight settlement within a constrained
fiscal context. For the locality, our planning assumptions are that this will mean no
growth in funding for 2025/26, with an expectation that we will achieve a 5% Cost
Improvement Plan (CIP). In addition to that, those Cost Improvements either not
achieved in 2024/25, or achieved non-recurrently, will be added to our CIP total.
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Taken together, this equates to a net reduction in programme funding for the locality
of £12-18m on an overall programme budget of c£170m. This sits within a wider
context of continued funding pressures across the partnership, including on other
NHS bodies and on local government.

3.2  Achieving a reduction in spend on this scale will require a full review of NHS-funded
services within Manchester. There will be some savings that can be delivered through
transformation and efficiency, however a cost reduction on this scale, and at this
pace, is highly likely to require a reduction in the delivery of services next year. This
will need to be carefully managed, and recognise the need to maintain quality, avoid
exacerbating health inequalities, avoid passing costs onto other system partners, and
support the longer-term investment in prevention and delivery of the ‘three shifts’.

4.0 Next Steps

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

5.0 Recommendations

5.1 MPB is asked to note the Manchester Sustainability Plan and support the next steps
to be taken forward through the Strategy and Planning Working Group in the first
instance.
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Actual and Forecast Change in Size and Proportion of GM Population
Segments: June 2018 to June 2030 (Summary)

Segment June 2018 June 2024 June 2030 Change
Number % Number % Number % Number %
Good Health - No Lifestyle Risk 265,429 51.5% 387,615 54.4% 494,890 56.7% 229,461 86.4%
Good Health - Single Lifestyle Risk 18,057 3.5% 27,734 3.9% 35,350 4.0% 17,293 95.8%
Good Health - Multiple Lifestyle Risks 475 0.1% 498 0.1% 234 0.0% -241 -50.7%
Maternity 11,419 2.2% 11,980 1.7% 11,984 1.4% 565 4.9%
Single LTC 91,386 17.7% 99,938 14.0% 107,374 12.3% 15,988 17.5%
Multiple LTCs 77,690 15.1% 67,061 9.4% 77,384 8.9% -306 -0.4%
Mental Illness 15,324 3.0% 70,248 9.9% 87,492 10.0% 72,168 470.9%
Homelessness and Substance Misuse 2,996 0.6% 6,285 0.9% 9,371 1.1% 6,375 212.8%
Cancer 24,777 4.8% 20,930 2.9% 17,614 2.0% -7,163 -28.9%
Frailty 6,499 1.3% 17,286 2.4% 27,203 3.1% 20,704 318.6%
Palliative Care 971 0.2% 2,620 0.4% 4,685 0.5% 3,714 382.5%
Totalin Good Health 295,380 57.4% 427,827 60.1% 542,458 62.1% 247,078 83.6%
Totalin Poor Health 219,643 42.6% 284,368 39.9% 331,123 37.9% 111,480 50.8%
Unknown - No segment data 68,634 13.3% 3,087 0.4% 0 0.0% -68,634 -100.0%
Total Registered Population 515,023 100.0% 712,195 100.0% 873,581 100.0% 358,558 69.6%
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Pillar 3: Reducing Prevalence

Area

Primary Care

Public Health

Children's Public
health

North Manchester
Strategy

Cancer

Winter Planning - additional
capacity in system

Adult wellbeing services
Tackling health inequalities

Best possible start in life
and preventative
interventions

NMGH site redevelopment
Health and Welfare pilots
Healthier communities

Earlier cancer diagnosis

Prevention activities including vaccinations & immunisations

Manchester Acute Respiratory Service, additional Primary Care Same Day
access
NHS Healthchecks

Public Health commissioned Adult and Children’s Wellbeing Services including

Physical activity, Stop smoking, Tier 2 weight management,

Sexual health, social prescribing, drug and alcohol services, community falls
services

Tackling wider determinants of health through Making Manchester Fairer.
Community Health protection including housing (reducing damp and mould),
tackling Poverty, Income and Debt

Vaccinations and Immunisations (childhood vaccinations)

School health service, Healthy weight management, Teenage Pregnancy, Oral
Health improvement, Junior Physical Activity (PARS), Deliver Special school
nursing specification

Reducing Infant Mortality

Community infrastructure and wellbeing services to support NMGH site
redevelopment

Focus on long term conditions (LTC) management, expansion of Breathe
Better, CYP Asthma, local prevention plan linked to housing developments,
social prescribing

Work with Integrated Neighbourhood Teams (INTs) with a focus on LTCs
related to specific population groups and to reduce health inequalities

Increase public awareness of sighs and symptoms of cancer, support primary
care referral pathways. Locality support for the Targeted Lung Health checks
proaramme

Prevention of escalation to secondary care

Provides additional capacity within primary
care to help manage winter surge in demand
for NHS services

A range of supportive and preventative
interventions to improve public health and
reduce potential escalations due to poor
health / hospital admissions

Recognises the wider impact that social
determinants such as poverty, housing etc
has on the population

Reduced prevalence and cost of childhood
diseases and health issues

N.b. School services could be affected due to
the availability of specialist staff such as
school nurses

Will reduce health inequalities in North
Manchester

Better use of system resources through
better management of health conditions and
supporting more people to remain in good
health. Will provided targeted support that
will reduce health inequalities amongst of
certain groups.

Early diagnose will improve patient outcomes
and improve service efficiency



Pillar 4: Proactive Care

Area

Mental Health /
Learning
Disabilities

Primary Care

Long Term
Conditions
Management

Community Mental
Health teams

Learning Disability (LD)
Healthchecks / review of
LD commissioned
services

Dementia Pathway

Primary Care Blueprint

Improving Outcomes and

reducing health
inequalities
Delivery of GM led
locality plans

Healthy Hearts — CVD
prevention, Diabetes
Diabetes pathfinder
Children and Young
People Healthy lungs

Mental Health recovery plan — reducing OAPs, Long length of stay, patients clinically ready for

discharge

*  Community Mental Health team transformation — providing more robust offer to patients,
including locality delivery to NICE guidelines

* Scope out opportunity to commission differently for people with LD

* Provide support to GPs to increase LD health check take-up.

* Deliver Dementia Post Diagnosis Pathway

* Implementation of Living Well across all neighbourhoods — strengthening community
infrastructure and supporting people to recover and remain well without need for escalation to
secondary mental health care.

Proactive care of patients with long term conditions and locality coordination of GM led place

level plans

» Additional bed capacity. Additional primary care support including respiratory hubs

* Investmentin GP quality schemes PQRRS and Beyond Core Contract (BeCCoR)

* Implement of Modern GP practice — Primary Care Blueprint

* Locality delivery of GM programmes for Spirometry, Phlebotomy, Shared care arrangements

* Continuation of homelessness health provision

* Progress Asylum health redesign work aligned to NHS GM approach

* Deliver enhanced care in care homes

* Improve GP access including through increases to the primary care estate and digital access to
GP services for patients

Coordination of programmes to manage patients with long term conditions

*  Work with primary care and community groups to support early intervention / diagnosis of CVD

* Diabetes — increase the number of patients who can manage their diabetes in the community,
delivery of structured diabetes education

* Diabetes Pathfinder - Increasing the proportion of patients who are able to manage their
diabetes through Tier 2 community services.

Work with VCSE to develop and deliver
admissions avoidance services. Signposting to
community services e.g. Crisis cafes

Patient partnership engagement

Expansion of Living Well will lead to improved
patient management in the community and
lower demand for secondary mental health
care.

Improved patient management of Long-Term
Conditions

Frailty is one of the largest costs to the
system and reducing escalations through
improved patient management will reduce
pressure on hospital services

N.b. GM funding and locality resources have
not yet been agreed for all GM programmes
including Spirometry and Phlebotomy

Work with primary care will improve patient
management / outcomes for those with Long
Term Conditions

Diabetes pathfinder will reduce secondary
care activity and provide improved
management of people with diabetes in the
community



Pillar 4: Proactive Care

Area

Provide alternatives to ED admissions and deliver timely hospital discharge for patients

Community
Services

Optimising the
Neighbourhood
approach

Adult Social Care

Primary Care

Hospital at Home

Home First Programme

Cardiology

Commissioning Reform
Programme

Market Management

Deliver the next phase of
adults' transformation
‘Achieving Better Outcomes
Together including:

Equality Programmes

Primary Care Blueprint
Improving Outcomes and
reducing health inequalities
Delivery of GM led locality
plans

Hospital at Home (admissions avoidance) - enabling people with complex needs, or multiple medical
conditions to have care in the community / at home.

Home First — discharge improvement programme focusing on short term bedded care, integrated
discharge teams, community urgent care, therapy optimisation

Commission community cardiology assessment, diagnostic and patient management services

Create conditions by which more patients can be managed in the community

Implement the recommendations from the Commissioning Reform Programme to deliver the core
agreed model for neighbourhood

Review alignment of capacity and demand for patients with complex physical health needs / undertake
community services review / review block booked provision

Further development of the Neighbourhood approach in Manchester including the better use of
resources and intelligence to support more efficient working of the Teams Across the Neighbourhoods

Deliver strengths based ‘Achieving Better Outcomes Together’

Expand Early Help and prevention offers to new cohorts

Expand reablement so that there is an equivalent offer for people with LD

Develop a specialist supported accommodation offer (My Life, My Way) — focusing on people with LD / and
or Autism

Increase reablement support — roll out ‘Just Checking’ into reablement pathway

Expansion of Technology Enabled Care — supporting people to be more independent and require fewer
statutory services

Review / reduce number of people requiring double care following hospital discharge

Making Manchester Fairer — focusing on tackling health inequalities

Modern General Practice

Additional primary care support including respiratory hubs

Investment in GP quality schemes PQRRS and Beyond Core Contract (BeCCoR)
Implementation of Modern GP practice — Primary Care Blueprint

Locality delivery of GM programmes for Spirometry, Phlebotomy, Shared care arrangements

More efficient use of resources
through fewer people being
admitted to hospital and shorter
length of stay for those who are.

Consistent neighbourhood offer

More efficient use of resources
due to lower level of voids

Work with adult social care and
community groups will support
people to be more independent
and requiring fewer statutory
funded services

Programme will help to reduce
health inequalities across all
communities

Reduces pressures on secondary
care



Pillar 4: Proactive Care

Area

Children’s Services A reformed Front Door and Make smarter use of services to improve outcomes for Children and Young people Improved identification and

Reform programme  strong Early Help offer * Areformed Front Door and strong Early Help offer including a supporting families offer and collaborative  support for children and families
Delivery of locality service working with Teams Around the Family that need additional support
models * Preventative Interventions — including No wrong door model, complex safeguarding hub

* Innovations / Service remodelling — Deliver Thriving Babies, Thriving Families, Family Hubs programmes.

* Locality implementation of a Neurodiversity model of care

* Implementation of a reform school nursing specification

* Review / implementation of reformed speech and language service

* Deliver new Children’s Community Pathways to improve outcomes for Children and Young People with
Special Educational Needs and Disabilities (SEND)

* Provide effective services for Children and Young People with speech language and communication

needs
Reducing VCSE support to reduce Implementation of the 'Diverse by Design' guide — to help to reduce health inequalities Will include VCSE and community
Inequalities inequalities Deliver Inclusion Health plan involvement to improve to support
Implement the findings of the recent service reviews to better align and make use of funding to support to communities affected by health
reducing inequalities inequalities
Provider / Market Cost Improvement Reduce High-Cost Placement Costs Improved resource management
Management Programmes Focus on reducing cost of high-cost placements for CHC, Mental Health, LD: will ensure that appropriate
Review of the most expensive placements — CHC, LD, mental health, complex dementia, one to ones provision is available to meet

patients’ care needs

Pillar 2: System Productivity and Performance

Area

Urgent and Care Closer to Home Coordination of Care Closer to Home Urgent & Emergency Care improvement programme More efficient service delivery
Emergency Care Locality led MRI specific programme being delivered as part of the Home First Programme. Three specific ~ should improve delivery of system
work areas; - ‘Right Patient, Right Place’ - Supporting individuals into the most appropriate care setting, targets.
'Short Term Services & Bedded Care’ , Reducing Time Away From Home — includes supporting patients
into the most appropriate care setting from the outset, providing access to community services and Activity is being project managed by
implementing ‘Home First’” decision making and reducing delays in discharge. Newton Europe. Findings will be

rolled out across other sites
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Carolina Ciliento, Associate Director for Safety, Quality
and Nursing, Manchester (on behalf of the three co-chairs
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14" February 2025

Item number:

Subject:

1) Manchester Quality and Clinical Effectiveness Group
(MQCEG)

» Summary of meeting: 5" December 2024

2) Manchester Quality and Clinical Effectiveness Group
(MQCEG) Terms of reference for ratification

Outcome of Impact
Assessments
completed (e.g.
Quality IA or Equality
IA). Confirmation that
an Equality Impact
Assessment has been
completed where
there is a change to
a service, programme
or policy:

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

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

Outline public

engagement — clinical,

stakeholder and

public/patient in support

of NHSE public and

patient engagement and

consultation

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

Manchester Partnership Board to:

» note the report includes summaries/highlights of topics
raised, more detailed presentations are available on
request.

» provide comments on areas of interest or concern.

= note escalations

Recommendations:

Part of Greater Manchester
Integrated Care Partnership
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Introduction
The Manchester Quality and Clinical Effectiveness Group (MQCEG) forms a key
element of the governance structure for both Manchester locality and NHS GM.

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

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

The revised terms of reference for the MQCEG (attached) are also submitted for
ratification by the Manchester Partnership Board.

Manchester System Quality Group meeting on 5" December 2024 (summary):
Meeting theme: Winter Plans

Forward Plan

There were originally two separate forward plans, one for the System Quality Group
and one for the Clinical Effectiveness group which have now been blended into a
revised forward plan template shared with the group, presenting an opportunity to
refresh, revise and redefine the overall business for the new blended group. A
number of members have said they want to discuss what areas are priorities and what
should be looked at in terms of assurance, quality issues, what is important to the
system in Manchester and needs to be a combined approach between quality and
clinical effectiveness.

Some areas which were agreed as priorities (but not to exclude other areas where
there are statutory duties) include focus on Clinical Effectiveness, Patient Experience,
Palliative and End of Life Care, Primary Care/Secondary Care interface, Mental
Health and Learning Disabilities, Quality in Care Homes, Safeguarding and SEND.

Elements of the Manchester Sustainability Plan would benefit from a robust quality
and effectiveness oversight; it was agreed to focus on the quality and safety aspects
of a Proactive Mental Health Model for Manchester (as one of the Sustainability Plan’s
priorities) at an appropriate time. Health Innovation in Manchester (HiM) and Care
Quality Commission (CQC) to be invited to future meetings.

Discharge To Assess Model (Enhanced Health in Care Homes element:

A new proposed model of complex discharge as part of the Primary Care element of
the Discharge to Assess service was presented. The Primary Care support for D2A
beds is in addition to the enhanced health and care homes service. Contracts with

Dart olz;rérrrég{grcg?re re.in place until the end of the financial year.
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Newton Europe are supporting an urgent and emergency care transformation
programme. There are four workstreams associated with this. This is around patients
receiving the right care in the right place and at the right time. Two workstreams
associated with the D2A model are closer to home. These are around implementing
the Home First model where patients can be assessed at home rather than be
admitted to hospital. There is the short term bedded workstream which is about
making sure patients are being discharged down the right pathway and thinking about
the short term bedded capacity needed in the system.

To support complex discharges the model proposed is an MDT approach. It is the
pre-discharge clinical conversation between GP’s, Primary Care Clinicians and
consultant teams in hospitals with a rapid visit within 48 hours. If any issues are
picked up, these will be fed back into the ward or consultant. Discussion indicated
advanced care planning as critical for this model. Interoperability across all partner
system also raised as a gap/issue.

Principles of Shanley Report:

Slides presented on the recommendations from the Shanley Report. There has been
a request by GM to ask a number of key questions around how organisations have
embedded the broader learning from the Shanley report. This is about eleven key
questions extracted from the report. It concerns all organisations across the system.
The focus is about how partners and stakeholders will continue to embed the learning
throughout boards, health and all relevant care sites, governance structures the way
they interface with staff, embed patient voice and how all organisations make this
visible to the whole system including Primary Care, Care Homes, Independent sector,
etc.

Some initial thinking was highlighted around mechanisms that would demonstrate
against each of the eleven questions in terms of embedding practice improvement
and learning from these lines of enquiries. These are a platform for further
consideration. A further template will be presented at a future meeting that will be
used as a self — assessment/audit in the near future.

Winter Planning: Manchester Acute Respiratory Infections Service (MARIS): (slide
deck available if requested)

Progress of MARIS presented and discussed. North West data around excess
mortality rate for death including Acute Respiratory Infections (ARI) is high alongside
of Yorkshire and Humber with monthly mortality from ARI peaking in December,
January and February. Also peaks in October and November. The ICB CMO
confirmed that timely antivirals could be given to patients with flu to prevent seeing an
early surge of influenza this year.

Greater Manchester in terms of respiratory all age mortality is the highest in the
country along with under 75 years of age for COPD and Pneumonia. For emergency
hospital admissions for respiratory disease in 2022 — 2023, GM is the 5" highest in
the country and emergency hospital admissions for Asthma in people aged over 18
years is the 8" highest in the country.

Part of Greater Manchester
Integrated Care Partnership
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Further data and information was provided around current spending on managing
respiratory presentations, how MARIS prevents A&E attendances, workforce,
expected peak of appointments for Manchester & Trafford, responsiveness to both
children & adults and next steps for the service overall.

Locality Winter Plans Assurance - MFT

MFT and MLCO'’s planning response to Winter. Expectation of increased pressures,
as well as needing to deliver on elective care (target of treating within 18 weeks of
referral) and need to minimise and support the demand on non-elective care and
hospital pressures through strong grip of performance, robust plans and working as a
system to deliver on pieces as we move into winter and beyond.

Data analysis of good handover performance and expectations of increase in
attendance at Same Day Emergency Care (SDEC) and Urgent Treatment Centres
(UTC) are used and wider system moves into this space. More beds open now than
this time last year which means less opportunity to open more as there is no capacity.
There is a deficit position of 25 beds for adults. 19 of those are within the MRI. Seen a
spike in demand with children. Seen for Respiratory Syncytial Virus (RSV)
admissions. Having challenges across the country for paediatric capacity. Need to
find additional capacity, e.g. alternatives such as Hospital at Home.

Operational Pressures Escalation Level (OPEL) is changing. Have had to re-align the
OPEL framework which goes live shortly with new OPEL parameters. Also stood up
an opportunity for a co-ordination centre at MFT level to understand and manage
demand across 3 main adult sites. Mental Health, this year have Right Care, Right
Person (RCRP). This is expected to support the escalation process into GMMH. It is
important to have those relationships worked to increase support around mental
health. Still have patients in Emergency Department unit as well as those admitted for
primary reason.

Developed a communication plan as a system to support between the MFT and LCO
to drive discharges and to drive support with staff group. The communication plan has
been written with a number of triggers and then the associate messaging that is going
to come out, need to tie that message into work that’s gone on with NHS England and
the communication plan that is led at GM level. Have various internal supporting
messaging going out to staff.

ESCALATION: Right Care Right Person (RCRP). The existence of only one Sec
136 suite in Manchester at Park House is a challenge in terms of sustainability,
quality and appropriateness of care, particularly in the light of current Mental
Health waits across MFT EDs. This has been highlighted to GM via a number of
strategic and assurance routes.

Part of Greater Manchester
Integrated Care Partnership
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MQCEG Subgroup:
Two patient group directives (PGDs) had been approved at the Manchester
Prescribing Group and the MQCEG Clinical subgroup. Ratified by the MQCEG.

Manchester Quality and Clinical Effectiveness Group (MQCEG) Terms of
reference.

These are attached, have been agreed by the group and are presented to the
Manchester Partnership Board for ratification.

Part of Greater Manchester
Integrated Care Partnership




MANCHESTER QUALITY and CLINICAL EFFECTIVENESS GROUP (MQCEG)
TERMS OF REFERENCE

1.0 Introduction

The Manchester Quality and Clinical Effectiveness Group (MQCEG) forms a key
element of the governance structure for both Manchester locality and NHS GM.

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

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

2.0 Overview

Quality
The National Quality Board (NQB) definition of quality incorporates five key elements:

safety, effectiveness, positive experience, well-led and sustainable, and equitable. The
NQB guidance states that the responsibilities of place/locality quality governance is to:

Assure: provide assurance focused on delivering pathways of care where a joined-up
view is needed.

Understand: support more comprehensive understanding of risks and improvements
which may in turn improve provider performance.

Learn: feed learning and intelligence to the relevant ICB System Quality Group
Escalate: escalate for response/support when issues have ICS impact

Clinical Effectiveness:
The NHS GM Clinical Quality and Governance Framework lays out the following
elements for localities:

The use of clinical audit, standards and policies; risk processes; and compliance with

Clinical Governance > :
legal frameworks to improve quality of care

Tackling unwarranted variation; horizon scanning; sharing learning and best practice;

Clinical Effectiveness : = ; :
assuring evidenced based care; and innovation and research

Sl Th.rough ado;?tlon of formal Quality Improvement (Ql) methodologies, using Ql to
drive system improvement

- : Clinical strategy and transformation via pathway and service redesign and new

Clinical Transformation inodels of care

Embedding the clinical voice at every level across the GM health system; supporting

the development of clinical leaders and developing future clinical leaders

Clinical Leadership




The MQCEG and its members have responsibilities to work as a system in overseeing
services that are hosted, commissioned and utilised by the population of Manchester,
including locality, out of area and wider ICB services. The focus of this system oversight
is quality, safety and effectiveness of health and care across the patient journey.

Membership will also include quality, safety and clinical leads for relevant providers as
well as groups and organisations representing patients and service users. It should be
noted that social care colleagues will also refer to service users as residents/citizens.

The MQCEG’s scope is all Manchester people, adults and children, who use services
across health and care.

3.0 Purpose

The purpose of the MQCEG is to:

Provide an oversight forum at which partners from across health, social care,
public health and wider across the locality can join up around common priorities,
routinely and systematically share insight and intelligence, identify and action
opportunities for improvement, highlight concerns/risks to quality and
effectiveness, and develop locality responses to support ongoing quality and
clinical improvement.

= Ensure an effective system of clinical quality governance and internal control that
supports it to comprehensively deliver its objectives aligned to the clinical
framework and provide sustainable, high-quality care.

= To support and inform NHS GM and partners on key risks and priorities using a
horizon scanning proactive approach to thematic areas reflecting national and
local best practice.

= Work as a clinical team in locality and in a matrixed way across core functions to
deliver clinical leadership and clinical quality.

= Create the space and culture to enable clinical challenge, scrutiny and
accountability, ensuring clinical and care professional opinion and experience
drives and supports health and care transformation across Manchester in line
with the objectives of the ICS.

= Promote quality and deliver clinical excellence with evidence based practice
across the locality, reducing unwarranted variation and addressing inequalities

= Approve locality specific policies, PGDs after clinical scrutiny and those which
are supported by the Manchester Prescribing Group

These meetings are intended to give stakeholders, leaders and partners:

» Understanding of the range of quality and clinical issues at locality, with the
objectives and priorities needed to improve the quality of care and clinical
effectiveness for local people.

= Constructive clinical scrutiny to ensure that evidence and best practice is used to
drive improvement and deliver strategic priorities

= A forum to make recommendations on clinical strategy that will feed into locality
and ICB work programmes as per the operating model

= Timely insight into quality and clinical concerns/issues and risks that need to be
addressed, responded to and escalated (including to the Manchester Partnership
Board, GMSQG and GMCEG).

= Positive assurance that risks and issues have been effectively addressed

= Confidence about maintaining and continually improving both the equity, delivery
and quality of services.



Confidence that patient experience, community involvement/experience is an
integral element of all service delivery

4.0 Scope

The MQCEG is concerned with all locality services:

Commissioned by the NHS (either the ICB or NHS England and Improvement).
Jointly commissioned by the NHS and local authorities.
Commissioned by local authorities from NHS and non-NHS providers.

This oversight includes services within its population boundary regardless of whether the
ICB commissions services from that provider, as well as consideration of out of area
placements and providers that cross ICS and regional boundaries. Independent providers
are also included. The focus will be on population health and ICS quality priorities, e.g.
across pathways/settings with particular emphasis on reducing inequities in access.

5.0 Aims and Responsibilities

The MQCEG will provide the locality with a forum to:

Ensure that quality and clinical effectiveness is central to system planning,
decision-making and delivery.

Ensure that a focus on addressing inequalities is embedded in all discussions to
improve quality and clinical effectiveness.

Ensure a shared view of risks to quality and effectiveness, with a shared approach
to measurement, learning and improvement. This includes collectively resolving
system barriers to improvement.

Promote a fjust culture’ that enables continuous quality improvement, and
members of the MQCEG will lead this approach by supporting a psychologically
safe and healthy culture for quality and clinical management, which is based on
transparency, open sharing of information and learning, collective ownership of
actions and issues and mutual accountability.

Routinely and systematically share and triangulate intelligence, insight and
learning on quality and clinical matters across the locality.

Identify quality concerns/risks and opportunities for improvement and learning,
including addressing inequalities. This includes escalating to the ICB, local
authorities assurance mechanisms (e.g. Safeguarding Assurance Boards) and
regional NHS England and Improvement as appropriate

Develop locality responses and actions to enable improvement, mitigate risks
(respecting statutory responsibilities) and demonstrate evidence that these plans
have had the desired effect. This includes commissioning other agencies/using
ICS resources to deliver improvement programmes/solutions to the intelligence
identified above (e.g. Provider Collaborative)

Test new ideas, share learning, celebrate innovation and best practice.

The Co-Chairs will ensure the highlight reports shared for information from the
following GM groups are also shared with the MQCEG.

NHS GM Clinical Effectiveness and Governance Committee

NHS GM System Quality Group

NHS GM Urgent and Emergency Care Group

NHS GM Mental Health Partnership Board

NHS GM Clinical policy audit and standards



« NHS GM Primary Care/Secondary Care Interface Group
e« NHS GM Deterioration Group

e NHS GM Mortality Group

e NHS GM Long term conditions Group

e NHS GM Research and Innovation Group

e NHS GM GMMMG

» Locality system Subgroups will also provide updates and escalations. These
include:
o Patient Experience Group
e Care Home Clinical MDT
e Learning Disabilities & Autism Health Oversight Group
e MQCEG Clinical Subgroup
o Manchester Prescribing Group
o Care Home Clinical Subgroup
¢ Palliative and End of Life Care Partnership

6.0 Governance

The Manchester Quality and Clinical Effectiveness Group will report and escalate
directly into the Manchester Partnership Board and also in parallel also report into the
GM System Quality Group and GM Clinical Effectiveness Group.

Quality Assurance, Patient Clinical Governance,
Safety and Safeguarding Effectiveness, and Improvement

Manchester Quality & Clinical Effectiveness Grou p - Governance flow
{ GM Q&P Committee |

GM SQG GM CEG MPB

Flasfj . | ——

report Highlight | Report | ‘Delegated Assurance Board
report

= [

MQCEG Sub groups:

* MQCEG Clinical sub group
o Manchester Prescribing Group . L
o Care Home Clinical Subgroup Patient Voice

+  Care Home Clinical MDT (Patient rep, Healthwatch)

* LDAHealth Oversight Group

« Palliative Care & End of Life
Partnership Group

. Pa}tient experience working gro‘up

———MQCEG

T T I

Medical Mental Primary Nursing, Quality |:| System
Directorate Health, LD & CYP Care, Medicines Opt & Patient Safety Safeguarding Partners

Abbreviation In full

DAB Delegated Assurance Board

GM CEG Greater Manchester Clinical Effectiveness Group
GM SQG Greater Manchester System Quality group




GM Q&P

Greater Manchester Quality & Performance Committee

MPB

Manchester Partnership Board

MQCEG

Manchester Quality & Clinical Effectiveness Group

7.0 Membership

The MQCEG will consist of the following members:

Dr Murugesan Raja
Dr Sarah Follon

Dr Zubair Igbal

Dr Aseem Mishra
Dr Elizabeth Elliott
Dr Shabbir Ahmed
Dr Supritha Rao
Dr Ruth Thompson

Locality Associate Medical Director (Co-chair for
MQCEG), Manchester

Locality Associate Medical Director (Co-chair for
MQCEG), Manchester

Portfolio Clinical Lead

Portfolio Clinical Lead

Portfolio Clinical Lead

Urgent Care Clinical Lead

Portfolio Clinical Lead

Mental Health & Learning Disabilities Clinical Lead

Dr Vish Mehra

Manchester Locality Board, GP Member

Dr Simon Minkoff

Chief Executive, Manchester LMC

Carolina Ciliento

Associate Director of Safety, Quality and Nursing,
Manchester (Co-chair for MQCEG)

Brian Nicol Assistant Director of Quality/Nursing
Sarah Marshall Senior Quality Manager, Manchester
Catherine Whiteley Senior Quality Manager, Manchester
Sarah Owen Associate Director of Safety, Quality and Nursing,

Trafford

Fiona Watterson

Associate Director, Integrated Care Team, Manchester

Caroline Bradley

Associate Director of Primary Care, Manchester

Jenny Osborne

Assistant Director, Integration & Population Health,
Manchester Public Health

Caroline Rogers

Deputy Chief Nurse, Christie Hospital

Leigh Latham

Associate Director of Planning, Manchester

Cheryl Casey Group Deputy Chief Nurse, MFT
Dr Toli Onon Group Medical Director, MFT
Layla Alani Director of Nursing and Professional Lead, Manchester

& Trafford Local Care Organisations

Dr Sohail Munshi

Chief Medical Officer, MFT

Rebecca Billington

Associate Director of Nursing and Quality, Manchester
Care Group, GMMH

Dr Arasu Kuppuswamy

Chief Medical Officer, GMMH

Sarah Broad

Deputy Director Adult Social Services, MCC

TBC Children’s Care Services

Sharmila Kar Joint Director — Equality, Inclusion & Engagement
(Manchester Locality/MCC)

Neil Walbran Healthwatch (Manchester)

Louise Honour/
Joanna Heath/Sarah
Khalil

Manchester Designated Safeguarding nurses

Jamie Higgins

Senior Medicines Optimisation Adviser/Pharmacist
Adult Social Care




TBC Voluntary and Community Sector nominated leads
TBC St Ann’s Hospice

The group may also co-opt other senior clinicians/managers or clinical representatives
from ICB, locality and providers at the discretion of the Chairs. Representatives may be
asked to attend the meeting for ad- hoc requirements. Due to the sensitivity and nature
of the business, this group will not be open to the public.

8.0 Quoracy

Due the size of this group, the quorum will be 5 organisational members not including
the Co-Chairs, or their nominated deputies.

9.0 Meetings and management

The MQCEG will meet bi-monthly, minimum of 5 times per year. Additional meetings
may be called at the discretion of the Chairs if appropriate.

Meetings will be supported by Manchester Locality business support team, the Chairs
will be responsible for agreeing agendas, ensuring timely communication and circulation
of papers, etc

10.0 Attendance at Meetings

Members are expected to attend 100% of meetings or, if this is not achievable, agree an
appropriate delegate in their place or provide their apologies to the Chairs in advance of
the meeting.

11.0 Reporting

The Leads (Associate Director for Safety, Quality and Nursing and Associate Medical
Directors) will provide as a minimum, quarterly reports and assurances (and as required
by exception) to the Manchester Partnership Board, GM Quality System Group and GM
Clinical Effectiveness Group, on the quality and effectiveness of services, and where
quality is below required levels or clinical effectiveness is compromised , that appropriate
interventions are being taken in a timely and co-ordinated way limiting risks and to
strengthen public trust in the local health and social care economy.

All sub-groups of the MQCEG will be asked to report on activities and actions through
the Forward Plan or Flash report.

12.0 Conflicts of Interest

Members are required to adhere to the Conflicts of Interest Policy. The MQCEG will
ensure that GMICB and NHS England requirements and statutory guidance on
management of conflicts of interest are adhered.

Declarations of interest across each meeting’s attendance will be confirmed and
recorded. On the basis of the nature of any declared conflict, the Chairs will take
relevant action. Declarations of Interest are required for annual completion by all group
members.



13.0 Code of Conduct

The MSQG will conduct its business in accordance with the Code of Conduct and good
governance practice within the GM ICB Constitution.

14.0 Recording and Administration of Meetings

The Manchester Locality and GM ICB are committed to being open and transparent in
the way they conduct their business. Recording (minute taking and audio recordings) of
MQCEG discussions for accuracy and veracity is expected. Minutes of all meeting will
be produced for ratification as a ‘true and accurate record’ of discussions together with
action logs.

Manchester will maintain an action log from this meeting and circulate any agreed
actions within 7 working days to support completion of actions in a timely manner.
Seven working days prior to the meeting NHS GM will send out an agenda to the
attendees.

15.0 Amendments to the Terms of Reference

The Chairs will ensure that any proposals to amend ToR ensure compliance with the
Scheme of Delegation and avoid duplication of purpose, responsibility or accountability.
Amendments to the ToR will be presented to, considered and approved by the MQCEG.

16.0 Date of Review

The terms of reference will be reviewed at the end of the first quarter’s operation and
annually thereafter.

Version: 0.7

Date ratified by the Manchester Partnership Board:



Manchester

Integrated Care Partnership

PAPER E

Manchester Partnership Board

Report of:

Tom Hinchcliffe
Deputy Place Based Lead, Manchester

Paper prepared by:

Owen Boxx — Senior Planning and Policy Manager
(Manchester)
NHS Greater Manchester Integrated Care
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Delegated Assurance Board Meetings Update Report,
reporting on the meeting of 5 June 2024.

Recommendations:

Manchester Partnership Board is asked to:

1. Note the report
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1.0 Introduction

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

2.0 DAB Update

The DAB met on The DAB met on 8 January 2025 and 4 December 2024, and
discussed the following key areas:

2.1 Items for Discussion / Escalation

¢ A Mental Health Investment Standard (MHIS) risk is ongoing related to
funding for the roll of the Living Well service that would help to reduce the
pressure on Community Mental Health Teams (CMHTSs) by offering a range of
services to help improve patients’ mental and physical health and their
feelings of general wellbeing. The locality is working with the NHS GM
finance team to agree future funding.

2.2 Financial Position

e At Month 8 reporting, the locality was reporting a net year to date overspend
of £0.1m against a year to date budget of £111.5m, when cost improvement
plans (CIP) budget savings are taken into account. As of month 8, £7.79m of
CIP savings against an annual target of £13.65m had been delivered.

¢ Financial pressures within the system remain relating to placements costs
such as within Continuing Healthcare and learning disabilities.

2.3  Continuing Healthcare (CHC)

e A continuing healthcare paper was presented related to the review and
commissioning of services for Learning Disability / and or Autism (LDA)
patients. A redesign of the Discharge to Assess pathway 3 to nursing or
residential care was due to be completed at the end of January 2025. The
redesign is expected to improve the review process by clarifying the eligibility
criteria for CHC.

Part of Greater Manchester
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Safequarding, Quality and Nursing

Manchester Safeguarding partnership (MSP) has agreed arrangements for
meeting the requirements of the ‘Working together to Safeguard Children
2023’ statutory guidance. These were published on MSP’s website in
December 2024, and have now been signed off by NHS GM.

Primary Care

A summary of the November Locality Primary Care Commissioning
Committee was presented to DAB.

General Practice Quality Scheme - Work is on-going to: a) maximise uptake
and achievement of the Primary Care Quality, Recovery and Resilience
Scheme (PQRRS) in 2024/25and b) to ensure the coordinated approach to
implementation of a Quality Scheme for 2025/26 aligned to the NHS GM
Beyond Core Contract Review (BeCCoR).

Risk Management

DAB was provided an update on risk management.
The Manchester locality now reports high level (15+) risks to DAB. System
risks were also presented to DAB.

Part of Greater Manchester
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Report of: Tom Hinchcliffe
Deputy Place Based Lead for Manchester

Paper prepared by: Peter Ball
Assistant Programme Director — Strategic Delivery
(Manchester)

Date of paper: 25" February 2025

Item number: 5

Subject: Joint Commissioning Board (JCB) Highlight Report

Outcome of Impact
Assessments
completed (e.g.
Quality IA or Equality
IA). Confirmation that
an Equality Impact
Assessment has been
completed where
there is a change to
a service, programme
or policy:

ElAs to be completed as part of the service delivery
redesign process and signed off by the JCB Chair

Outline public engagement —
clinical, stakeholder and
public/patient in support of | Patient feedback has been obtained as part of the service
NHSE public and patient delivery redesign process

engagement and
consultation requirements:

Manchester Partnership Board is asked to note the

Recommendations:
report
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1.0. Introduction

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

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

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

2.0. JCB Highlights
2.1. November

2.1.1. Local Strategic Financial Planning Update

2.1.11. JCB received confirmation that a new health and care leadership group has
been formed to discuss system pressures and financial interdependencies.
2.1.1.2. The group is expected to support the resolution of items brought to JCB and

updates from the group can be expected to be brought to future JCB meetings.

2.1.2. JCB Stocktake Next Steps Update

21.21. An overview of the task and finish group established to drive forward the
suggested improvement actions identified in the stocktake report was provided.
21.2.2. The purpose of the task and finish group is to:

e Enable a better approach to commissioning across health and care
e Be bold and test new ways of working to meet the needs of the
changing population
e Focus on identifying key areas where we can effect change through joint
commissioning, ensuring that services are inclusive, responsive and fair
and addressing inequalities which will drive better outcomes and
experiences for people in Manchester
e Advise JCB of the key issues and potential solutions to achieving better
outcomes to enable system leaders to shape and influence strategic
and operational direction
21.23. These actions will enable JCB members to get a better understanding of each
other’s resources, to promote openness and transparency therefore building
improved relationships, identify increased opportunities for joint commissioning
and to have an agreed focused forward plan. Updates to be brought to future

meetings.
21.24. JCB noted the update and agreed there should be shared arrangements for
Part of Greater Manchester 2
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planning, chairing and administering the JCB.
2.1.3. Manchester Locality Draft Commissioning Intentions
2.1.3.1. Draft locality commissioning intentions which describe the intent to shape local
services over the next 12-18 months were presented.
2.1.3.2. JCB noted the report and the need for the commissioning intentions to

effectively dovetail into and support the delivery of the sustainability plan and
the need to have clarity on the system resources to deliver the jointly agreed
priorities. The suggestion to have one clear single plan for Manchester was

made.

2.2. December
2.2.1. Home from Hospital Update

2.2.11. JCB received a report outlining progress, risks and next steps in relation to the
recommissioning of the home from hospital service (currently provided by
Manchester Care and Repair).

221.2. The intention is to re-procure a new service model, however the significant
financial challenges that NHS GM continues to face and the extra steps that
have been introduced to monitor and control expenditure (STAR process) has
impacted on the original procurement timeline.

2.213. Concerns were raised about the extra costs now being incurred because of the
project delays as well as concerns for the people who are employed by the
service and are at potential risk of redundancy.

2.2.1.4. JCB recommended seeking STAR approval for —

¢ A 6 month extension to cover the period April ‘25 — September 25
e Recurrent funding to enable commencement of the procurement for the
new service to commence in January '25.

2.2.2. JCB Stocktake Next Steps Update

2.2.21. An update on the work of the task and finish group was presented, including an
update on future JCB chairing arrangements.

2.2.2.2. JCB agreed that having some practical organisational development support
would be beneficial.

2.2.2.3. The work being progressed through the task and finish group was recognised

as being helpful. It was suggested that future JCB agendas could be based
around themes — e.g. children’s.

2.2.3. An Equality and Human Rights Approach to Commissioning Health and Care

2.2.31. JCB received and supported a presentation on how the system needs to
evolve its commissioning practices to better tackle health inequalities in the

Part of Greater Manchester 3
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2.3. January
2.3.1. Discharge to Assess Update
2.3.11. The Board discussed the progress, risks and next steps update in relation to
the complex work taking place to redesign a new model of care.
2.31.2. Given the system nature of the work, the Board agreed that it would be helpful

for a comprehensive update to be presented at an upcoming Manchester
Partnership Board meeting.

2.3.2. Adult Social Care Commissioning

23.2.1. As part of the action to enable JCB members to get a deeper understanding of
each other’s respective areas and to use this to inform the JCB’s forward, JCB
received a presentation on adult social care commissioning.

23.2.2. The overview covered:

e The people that form the commissioning teams

e The types of services commissioned to give a sense of scope and scale
and including budgetary information

e How the services are commissioned including the processes that are
followed and governance.

2.3.2.3. By the end of the series of presentations (March), the aim is to produce a Venn
type diagram showing the areas of opportunity/synergy which will help
determine the scope of JCB and therefore the forward plan.

3.0. Recommendation

3.1.  Manchester Partnership Board is asked to note the report

Part of Greater Manchester 4
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Report of: GP Board minutes
Paper prepared by: Caroline Bradley, Associate Director Primary Care
Date of paper: February 2025

Item number:

Subject: GP Board minutes

Outcome of Impact
Assessments
completed (e.g.
Quality IA or Equality
IA). Confirmation that
an Equality Impact
Assessment has been
completed where
there is a change to
a service, programme
or policy:

Outline public
engagement — clinical,
stakeholder and
public/patient in support
of NHSE public and
patient engagement and
consultation
requirements:
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Manchester Partnership Board is asked to note the GP Board

Recommendations: )
minutes.
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NOTES - GP Board
Date: Wednesday 8 January 2025
Time: 3:00pm —4:00pm
Venue: Microsoft Teams
Item Topic
No.
1. Welcome and Introductions — VM welcomed members to the meeting.
2. Declaration of Interest — No new declarations of interest.
3. Notes of last meeting — Approved as a true and accurate record.
4. Action Log — Discussed and updated (see separate document).
5. Primary Secondary Care Interface Update

Manchester and Trafford Locality — Governance Arrangements

MR gave an overview. Currently there is a Manchester and Trafford Primary Secondary Care Interface Group
which includes colleagues from MFT, Chief Medical Officers and LMC etc. This work feeds into the NHS GM
Primary Secondary Care Interface Group. As part of the Manchester and Trafford Primary Secondary Care
Interface Group, a Terms of Reference (ToR) has been created and agreed. There has also been a concord that
has been agreed as part of this group which sets out the Primary Secondary Care Interface principles. A group
has been set up with GMMH, but MR mentioned that this group requires momentum to take things forward.
There has been a change in the leadership within GMMH, MR is having ongoing discussions with the current
leaders of GMMH to refresh this group.

The aim is to have GMMH attend the Manchester and Trafford GP Collective Action Tactical Co-ordination
Group with MFT (inc. LCO), Manchester Locality, MCC, Community Pharmacy, Manchester and Trafford LMC
colleagues. There is an operational ground that sits beneath that with the Locality with the purpose of
operational co-ordination and management of risks, issues and intelligence which can be escalated to the
Tactical Group. The Manchester and Trafford GP Collective Action Tactical Co-ordination Group feeds into the
locality Primary Secondary Care Interface structures in addition to the NHS GM GP Collective Action
Operational Group which reports to NHS GM Clinical Cell.

As part of the governance process, updates are taken through Manchester Provider Collaborative and the
Manchester Partnership Board.

Current update on the 4 key areas:
1. Onward Referrals
e Key Developments:

o Working Group established. Pilot areas have been agreed as Cardiology and Nephrology and
workflows have been agreed by key stakeholders. Pilot is on hold pending review by DQ / HIVE
team to ensure waiting list processes are in place.

o Urgent care review has been completed and three priority pathways have been agreed:
conditions related to the presentation to UEC, chronic unrelated conditions and further
investigations needed as a result of the UEC episode.

Part of Greater Manchester
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priority for the next period is to convene next set of meetings to progress pilot areas and
nt care agreed priorities.

2. Complete Care - Fit Notes
e Key Developments:

Handwritten fit notes are in place in all adult sites, awaiting electronic fit note ability.
Electronic prescribing Pilot cannot currently be done due to compatibility issues with HIVE.
Supporting guidance and a Standard Operating Procedure has been provided to all Health
Care Professionals with communication and engagement supporting the launch.

priorities for the next period are to launch the electronic fit notes and supporting

communications and to review the effectiveness of the launch including data from EPR.

plete Care — Discharge Letters

e Key Developments:

T&F Group reviewed MFT letters and designed MFT template in EPR (HIVE) using PSClI criteria
including improvements to discharge medication workflow and information. Oversight
provided by Urgent Care Improvement Board.

Review included combined SDEC and IP discharge summary workflows to improve GP commes.
New letters launched in June 2024.

The launch was supplemented with corresponding training requirements which have been
incorporated into junior doctor induction, guides and ‘tip sheets’'.

e The priority for the next period is to evaluate the effectiveness of the changes.

plete Care — Outpatient Letters

e Key Developments:

Incorporation of QR codes have improved patient leaflets / advice information to lessen the
burden on GPs. Specialities include rheumatology, clinical psychology, obstetrics,
gynaecology and anticoagulation.

MFT now have over 400,000 patients using the MyMFT patient portal which is used for
patient letters, test results and questionnaires.

priorities for the next period are to work on improving the ‘digital first’ approach and an

alternative provision for patients who do not wish to use the portal. The MyMFT business case has
been developed and is pending approval.

3. Call and Recall
e Key Developments:

Improving patient communication (ImPact) programme is improving the way MFT
communicates with patients on the elective pathway. MFT supporting call centre type
response at hospital / directorate level between 9am — 5pm for queries from patients and
GPS.

Digital process in place for MyMFT users and manual processes in place for those not using
the portal. Patients receive their test results and letters via MyMFT.

Expansion of specialities using self-scheduling utilising ‘Fast Pass’ functionality’.

Improved MFT digital results management process which requires results to be explicitly
acknowledged and triggers onward patient communication. Compliance rates have
increased to 87%.

4. Clear Points of Contact
o Key Developments:

Review complete to ensure all letter templates contain the correct contact details, this has

Part of Greater Manchester
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included improving the clinic location information.
o Letter templates have been updated and process established to ensure they are regularly
reviewed.
o Telephone points of contact directory for MFT sites and services completed.
e The priority for the next period will be focused on the process being established by GM/MFT
PSCI Group to ensure feedback from GPs is acted upon if messaged are not responded to in a
timely fashion.

CSS: Pathology / Radiology
o Key Developments:

o ICE upgrade to Version 8.

o ICE consolidation.

e Priorities for the next period include:

o Looking at transport run in Manchester Central and South.

o Concatenation of results.

o Ensuring that for practices that are closed there is a notification to the acute service
provides of when the practice shuts and how further patient specific information is
communicated to the next practices. The review from a recent closure has been completed
and the lessons learnt have been discussed at the forum and within the ICB.

Advice and Guidance
e Advice and Guidance work is stalled due to GP Collective Action. There is a clear direction from
LMC to not engage with it.

NHSE Self-Assessment Tool

For each of the priority areas there is the opportunity to rank them ‘Level 0’, ‘Level 1’ or ‘Level 2’. MR
mentioned that Onward Referrals, Call and Recall, Clear Points of Contact and Complete Care (Outpatient
Letters) are currently at ‘Level 0’. Complete Care (Fit Notes) is working towards ‘Level 2" and Complete Care
(Discharge Summaries) is ‘Level 1’.

Sustainability Plan Update

JB provide an update to the Board. The Task and Finish Group has been established following the ask from
NHS GM for localities to produce Sustainability Plans for 2025/26. The ask has been to produce several ideas
of how sustainability can be achieved around the 5 pillars with a key focus for primary care on items 3 and 4.

Cost Improvement.

System Productivity and Performance.
Reducing Prevalence.

Proactive Care.

Optimising Care.

uhwnN e

The MPB priorities from October 2024 are:
o  Primary Care.

e Mental Health.

e Neighbourhood Models.

Sharon Royle and Neil Bendel have worked on a data quality pack which gave a deep dive into patient level
data and were able to produce helpful images of forecasting for both population growth and population
health. The paper circulated to the Board includes Sankey diagrams with data from 2018, 2024 and 2030.
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SF mentioned that as a Board, a proposal was put forward to use Diabetes as a pathfinder and looking at how
Primary and Community Care can be resourced to manage more diabetic patients outside of hospitals. There
has been a lot of work ongoing to look at this model and there was a third workshop in December 2024 with
GPs, Diabetes Consultants from MFT and locality commissioning / primary care colleagues. Within the MPB
Sustainability Plan report there will be an overview of how a Diabetes Pathfinder service may evolve including
an options appraisal. There are conversations on-going regarding the finance aspect and resources associated
with a Diabetes Pathfinder approach.

Action: JB asked members of the Board to share any thoughts or comments on the paper.

Winter Funding / Complex Discharge MDTs

The Complex MDT Model was previously presented to GP Board members and was one of the proposals put
forward but not agreed for funding in the initial roll out of winter schemes. There has been some underspend
in the Winter Capacity Funding so SF, SA and GR have put forward the Complex Discharge MDT Model.

This work is around how to facilitate clinical conversations between Primary Care, GPs and Hospital
Consultants for complex patients that are in hospital, to support discharge and transfer of care, reduce the
risk of issues on discharge and reduce length of stay. With clinical risk sharing, consultants will have the
confidence to discharge patients because they have had the clinical conversation. There will be follow up in
place that is adequately resourced in Primary Care. Conversations took place in December 2024 with finance
and there was a proposal to utilise the funding until end of March 2025. There are around 320 patients in MFT
that are medically fit for discharge but for various reasons remain in hospital. The aim is to look at the list and
proactively identify patients where clinical conversation would be helpful and think about how best to
operationalise this. From a governance perspective, SF is confident that this will be agreed. The proposal
would usually be agreed by MPB, but the next meeting is at the end of January 2025. SF, SA and GR are
exploring how to get this proposal through governance quickly so that the funding can be utilised to support
winter pressures and to mobilise the model.

Provider Collaborative Update
e No update.

Manchester Partnership Board
e No update.

Clinical and Professional Advisory Group

e CPAG consisted of ‘Lightning Pitches’. MR mentioned that CPAG were trying to bring all of the MFT
Directorates together into one, along with LCO and general practice clinicians. There were pitches
regarding work which could be primary or secondary care work.

Making Manchester Fairer (formerly Marmot Task Group)

e No update.

Strategy & Planning Board
e No update.

Population Health Management Board

e No update.
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Health and Wellbeing Board

e No update.
9. AOB
There were no AOBs.
10. Date and time of next meeting (GP Board — Part Two System):

Wednesday 5" February 2025, 15:00 — 16:00 via Teams.

Present

AHMED, Amjad KASHIF, Sobia
AHMED, Hajrah KELLY, Samantha
AHMED, Shabbir KHAN, Kamsa

ALl, Wam

LANCASHIRE, Stephen

BEELS, Debbie

LARKIN, Anthony

BRADLEY, Caroline

LARKWORTHY, Alex

BRADSHAW, Jessica

MEHRA, Vish (Chair)

COGHLAN, Kaci

MINKOFF, Simon

DUBEY, Himanshu

MURRAY-BROWN, Angus

FOLLON, Sarah

RAJA, Murugesan

GHOLKAR, Santosh

REID, Gordon

GOUGH, Edward

SHAHBAZ, Sahar

GREENLAW, Jennifer

SHAHZAD, Iram

GU, Tony SWINDELL, Nicola
HESLOP, Jaki TATE, Colin
HOLLAND, Nicola TOLLIDAY, Vicky
JORDAN, Peter WILKINS, Simon
Apologies

ADAB, Karim

ANANE, Samira

BURY, Heather

COONEY, Jayne

HAMMETT, Caroline

MULKEEN, Helena

OSBORNE, Jenny
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Report of: Clinical and Professional Advisory Group (CPAG)
Paper prepared by: Emma Gilbey
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Item number: 5

Subject: Clinical and Professional Advisory Group (CPAG)
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an Equality Impact
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there is a change to
a service, programme
or policy:

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

. Manchester Universit
Escalation and Assurance Report NHS Foundation Tru¥

Clinical and Professional Advisory Group (CPAG)

Report to: Manchester Partnership Board
Report from: Dr Sohail Munshi, Joint Chief Medical Officer
Date of meeting(s): 18" December 2024

Key escalation and discussion points from the meeting

None

Advise:

The Terms of Reference for CPAG has been revised and updated to reflect i) membership from new MFT
clinical groupings ii) the change in reporting arrangements to the Population Health Management
Committee iii) clearer and more explicit alignment to the MFT Strategy aims and objectives, namely
Working with partners to help people live longer healthier lives.

A number of presentations were received outlining proposals for joint working / pathway development
between Primary Care and MFT.

Tier 2 Gynaecology — proposal for closer collaboration to ensure sustainable development of community
gynaecology under one umbrella with clear governance, blended workforce, training and education
framework.

H@H - opportunities for better connecting patient pathways into Respiratory, Heart Failure and Palliative
Care through provision of a consistent and integrated route for patients through community services and
primary care.

Oral Health Improvement — proposal for specialist paediatric dentist and ring-fenced paediatric
anaesthetist capacity to be discussed with LCO/UDHM senior leadership team.

Cauda equina syndrome (CES) presentations at front door — currently no pathway for presentations
with back pain and associated neurology. Further information on numbers of presentations to be
determined.

Opportunistic case finding of undiagnosed diabetes for patients presenting with urgent eye
conditions — proposal for formal pathway development work as undiagnosed diabetes is a significant
issue with an estimated 1.2M people undiagnosed in the UK (versus 4.4m people diagnosed).

Single point of access into front door / NWAS pilot — NWAS colleagues, MFT front door colleagues
with GP input will test whether a timely clinical conversation enables more patients to be seen in the right
place by the right person.




Paediatric Dietetic services in the community — there is currently no community paediatric dietetic
service which means GPs have to refer into RMCH general paediatrics to access the RMCH OP
dietician. Agreed this needs to be progressed with NHS-GM Manchester Locality team colleagues and
feed into the commissioning intentions work.

Diabetes care looking at model of delivery in community — as part of the Manchester Sustainability
Plan, work already underway on an options appraisal for how diabetes care could be shifted from
secondary care to community to improve both efficiency and effectiveness of the service.

CKD Management — proposal to develop new pathways and bring chronic kidney disease management
into an out of hospital model.

Further discussions and work to take place to shape and prioritise an agreed workplan.

None

None

Report completed by: Emma Gilbey, Programme Director for Long Term Conditions (MLCO)
Report approved by: Dr Sohail Munshi, Joint Chief Medical Officer, MFT

Agenda (insert):

CPAG AGENDA
181224 V1.pdf



PAPER |
Manchester

Integrated Care Partnership

Manchester Partnership Board

Report of:
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MPB is asked to note the contents of the paper and note that
more detailed papers are provided to MLCO Accountability
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1.  Introduction
1.1 This paper has been written to provide Manchester Partnership Board with an MLCO progress
update.

1.2 The MLCO Accountability Board met on Thursday 16" to consider papers that provided
updates against core operational delivery and performance, and finance.

1.3 The current functionality of LCO Accountability Board and the reporting that surfaces through is
subject to review and that work is being led by Darren Banks, MFT Deputy Chief Executive.

2. MLCO delivery

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

2.2 MLCO Accountability Board continues to receive detailed performance packs for both community
health and adult social care. The primary focus for LCO continues to be managing excess waits
and managing demand. Community waits in overall terms have reduced consistently through
24/25 (as per the reported national community sit rep) and LCO continues to pursue an excess
wait reduction programme with the focus now being eradicating 52 week waits with a target date
of March 315t 2025.

2.3 MLCO activity within community health services is consistently tracking above plan and the
number of referrals continues to be in excess of previous year; this would suggest an increase
in demand. In addition to this there continues to be a shift in balance of urgent care type of
activity versus activity to manage long term conditions with LCO increasingly utilising more of its
capacity to manage urgent care type demand.

2.4 Timely discharge of patients from hospital to their place of residence through the MLCO Resilient
Discharge Programme continues to be a core organisational priority and MLCO continues to
work to achieve the 240 No Reason to Reside target that has been set; achievement of this
continues to be subject to detailed and ongoing scrutiny however the Manchester system isn’t
quite achieving this target (not uncommon at this time of year due to seasonal pressures). MLCO
community crisis response teams continue to exceed all performance targets and remain
comfortably ahead of national benchmarking thus supporting a significant number of people to
avoid an unnecessary hospital admission. The Hospital at Home programme is accepting
patients across Manchester albeit ongoing work is required to increase the utilisation of the beds;
however occupancy is generally increasing.

2.5 Within Adult Social Care reablement performance continues to exceed expectations and has
been identified as an exemplar service, evidencing substantive cost avoidance. Demand for
adult social care services continues to increase including in home care. This is impacting on
the financial position, with significant in year mitigations in train to offset the demand pressures
alongside further cashable savings and cost avoidance work underway for 25/26 and beyond
through the next phase of Better Outcomes Better Lives, ‘Achieving Better Outcomes
Together’.
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2.6 The MLCO population health management priorities of bowel cancer screening and
hypertension continue to be implemented across all neighbourhoods and MLCO Integrated
Neighbourhood Teams (INTs) continue to support a range of activities across Manchester’'s
neighbourhoods. Population health and addressing health inequalities continues to be one of
the core MPB priorities delivered through the LCO. It should be noted that LCO ability to deliver
the 24/25 programme has been hampered by recruitment challenges and the retirement of
senior leadership for the programme. Planning is underway for 25/26 and it should noted that
capacity challenges within the GM data, insight, and intelligence function will impact the ability
to deliver a fully data enabled programme.

2.7 MLCO faced significant financial challenges with both adult social care and community health
services challenged in 24/25 and beyond. Community health services in Manchester are
forecast to deliver a breakeven position, however the position for ASC remains challenging.
Significant work is underway to idintify improvement opportunities for 25/26 and beyond.

2.8 Accountability Board were appraised of changes in 24/25 to the LCO senior leadership team,
which include the departure at the end of February of Katy Calvin Thomas, LCO Chief
Executive, and other changes including Director of Workforce and OD, Director of Nursing,
Medical Director, Director of Finance, Director of Strategic Reform and Planning, and Director
of Corporate Services.

2.9 As of October 2024 the LCO was aligned with University Dental Hospital Manchester to create
a new clinical group as part of the initial phase of MFT’s change programme.

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