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Agenda 

Part 1 - Primary Care Commissioning Committee 

Date: 10th April 2025 

Time: 9.30am – 11am 

Venue:  Microsoft Teams

Item 
No. 

Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. 5 mins Welcome, introductions and 
apologies 

Verbal To receive Marion Colohan 

2. 5 mins Declarations of interest (All attendees
must ensure any existing and new declarations 
of interest are declared verbally if in potential 
conflict with any items on this agenda, even if 
they are already shown on the register) 

Verbal To update Marion Colohan 

3. 5 mins Minutes of previous meeting held 
on the 13th February 2025 

Paper For approval Marion Colohan 

4. 5 mins Action log & matters arising Paper To update Marion Colohan 

5. 10 mins 2025/26 Primary Care Incentive 
Scheme 

Paper For approval Christopher 
Martin 

6. 10 mins Primary Care Network DES 
Assurance 

Paper For 
information 

Tariq Sharf 

7. 10 mins Primary Care Assurance / 
Practice Visits 

Paper For approval Christopher 
Martin 

8. 5 mins Any other business Verbal For 
discussion 

Marion Colohan 

9. - Date and time of next meeting 
12th June 2025 
9.30am – 11am 
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Minutes 
 

NHS GM ICB Oldham Place-Based Primary Care Commissioning 
Committee  
 
Date:  13th February 2025  
 
Time:  9.30am – 11am  

Venue:   Microsoft Teams 

 
Present (Voting Members) 

 
Apologies (Voting Members) 

Erin Portsmouth - Associate Director of Strategy, 
Planning and Development (Chair) 
Marion Colohan – Director of Delivery and 
Transformation  
Sara Naylor - Associate Director Finance  
Andrea Edmondson - Assistant Director Quality, 
Safety & Safeguarding 
Tariq Sharf - Head of Primary Care Operations 
 

Mike Barker – Deputy Chief Executive, 
Oldham Council/Director of Health & Care 
Integration, NHS Greater Manchester ICB 
 

Present (Non-Voting Members) Apologies (Non-voting Members) 

Dr John Patterson – Associate Medical Director 
Dr Charlotte Stevenson – Consultant in Public 
Health (Oldham) 
Dr Einas Ben Hamieda - Clinical Director Primary 
Care Transformation, Quality and Prescribing 
 

Dr Brian Lewis - Chair Oldham GP Board 
Anna Howarth – Lead, Healthwatch Oldham 
Nick Addy - Oldham Locality Lead, GM East 
Local Optical Committee 
 
 

In Attendance 

Sharon Butterworth - minute taker 
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Item 
No. 

Topic Action 

1. Welcome, introductions and apologies 
EP welcomed members to the meeting of the Oldham Place Based Primary 
Care Commissioning Committee and introductions were given.  Apologies were 
noted as above. 
 
The meeting was declared quorate.  
 

 

2. Declarations of interest 
New – none. 
Agenda – none. 
 

 

3. Minutes of previous meeting held on the 12th December 2024 
The minutes were accepted and approved as a true and accurate record of the 
meeting. 
 

 

4. Action log and matters arising 
It was agreed that the current action log would be updated in more detail 
outside of the meeting, as there were no urgent matters arising that needed to 
be discussed at this meeting.  
 

 

5. Oldham winter vaccinations 
TS presented this item and confirmed that it was anticipated that most flu and 
COVID-19 vaccinations would have been completed by Friday 20 December 
2024.  Outreach activities for COVID-19 vaccination continued to be delivered 
to underserved communities until Friday 31 January 2025 and flu vaccinations 
will be available until Monday 31 March 2025. 
 
Highlights were noted as follows:- 
 
• The uptake is below expectation.   
• There are significant concerns regarding data validity. 
• One practice has withdrawn consent for data sharing which impacts 

overall reporting figures.  
• The data demonstrates unwarranted variation across the locality.   
• Oldham South Primary Care Network (PCN) opted out of providing Covid-

19 Booster vaccinations. 
• 2 pop-up clinics took place in Oldham South PCN, supported by Imaan 

Pharmacy.  
• GM commissioned Imaan Pharmacy to deliver Covid-19 booster 

vaccinations to care homes and housebound residents in Oldham South 
PCN.  

• GM Commissioned Bolton GP Federation to deliver a mobile outreach 
offer to Oldham. In turn, they subcontracted IGP Care to undertake this.  

• GM Commissioned GTD healthcare to provide Calm clinics to Oldham 
residents with Learning Disability and Autism (LDA). 

• Oldham bid for Access & Inequalities (A&I) funding approved to target LDA 
and residents with Serious Mental Illness (SMI).  
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5. Oldham winter vaccinations 

It was noted that the Covid 19 booster vaccination uptake has dropped to 
34.90%.  For comparison the 23/24 Autumn Covid booster had 42% uptake 
across all cohorts. 
 
Data for all cohorts was noted. 
 
AE queried individuals in care homes and if they have the right to refuse the 
vaccine if they have the capacity.  This was confirmed as an assumption but 
MC stated that we do not have that level of detail, this would require in-depth 
conversations with each care home.  JP confirmed that 25% refusal rate is in-
keeping with care homes. 
 
TS stated that the spring booster programme is now due and the need to 
reinforce the message of how important this is. 
 
To work with the voluntary sector and EP to speak to Healthwatch colleagues 
in relation to whether there are any issues being raised with specific groups or 
concerns and disengagement. 
 
CS offered support from the Health Protection Team and stated they have 
close contact with care homes managing cases and outbreaks and is happy to 
support with any insight work prior to the spring booster programme. 
 
MC raised her concerns regarding the Covid 19 booster vaccination mobile 
outreach offer for Oldham.  Delivery was late and a poor uptake noted.  
Members noted the need to learn from this for next year. 
 
TS confirmed Oldham has successfully bid for £106k of access & inequality 
funding. The aim is to increase the knowledge, trust, understanding and uptake 
of vaccinations for key deprived groups within Oldham.  
 
JP stated that with regards to vaccines some practices are not achieving as 
good as their neighbours and there is a need to speak to theses 3 practices. 
 
Mortality figures to be added to the data, and the team to explore additional 
information and issues that may be underneath the uptake rates.    
 
JP also stated the need to ‘rescue’ our MMR rates and think how to take this 
forward, requires focussed comms.  EP to speak to GM regarding comms for 
this area to see what is being planned in relation to awareness campaigns. 
 
EP confirmed that a bid for £5k worth of funding is to be submitted and to use 
some of this for vaccinations. 
 
MC thanked all for completing the bids. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
EP 
 
 
 
CS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TS/MC 
 
 
EP 
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6. Interpreter services 

TS presented this item and confirmed that Oldham Locality ICB currently 
contracts with Language Line, who provide a telephone interpretation service 
that is used by general practice and wider primary care (some dentists, PCNs, 
enhanced access service providers). 
 
Oldham also has access to a face-to-face interpretation service that is provided 
as part of its contract with the Northern Care Alliance. That service is not 
included within this review. 
 
This report provides a review of the telephone interpretation provision over the 
last two financial years, looking at usage by practices and changes in the 
demographics of Oldham’s population. 
 
The top 20 languages were noted for the last couple of years. 
 
TS confirmed that this is useful information and informs impact on practices 
time. 
 
This data has now been fed back to GM. 
 
JP queried the disproportionate numbers between 2 practices and asked if 
there was anything that could be done with regards to demographics.   
 
TS described the call queuing system and this was discussed.  It was agreed 
to promote this system out to practices via comms. 
 
TS confirmed that feedback can be given to Language Line and he will take 
back all suggestions. 
 
Members agreed that this data is very sensitive and is required to stay amongst 
healthcare professionals. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
TS 
 
 
TS 

7. CQC update 
MC presented this item and confirmed Oldham has 33 GP practices. 29 
practices have an overall rating of “good”. 2 practices are rated as outstanding. 
2 practices are rated as “requires improvement”. 
 
The most recent inspection of an Oldham practice took place in February 2024. 
Two practices were inspected in 2024, seven were last inspected in 2023, eight 
were inspected in 2022, one in 2021, two in 2020, two in 2019, three in 2018, 
six in 2017 and one in 2016. 
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7. CQC update 

In 2024, the CQC introduced a new single assessment framework that applies 
to all health and social care services.  
 
The rollout of this new framework began with an introductory phase in 
November 2023 and extended across England by March 2024. 
 
An independent review of the CQC by Dr Penny Dash was published October 
2024.The review has found significant failings in the internal workings of CQC, 
which has led to a substantial loss of credibility within the health and social care 
sectors, a deterioration in the ability of CQC to identify poor performance and 
support a drive to improve quality - and a direct impact on the capacity and 
capability of both the social care and the healthcare sectors to deliver much-
needed improvements in care. 
 
In response, the CQC are making immediate changes to the way it works and 
making changes to the single assessment framework. 

 
The locality met with CQC on 5th February to discuss the inspection schedule 
and the current CQC processes. Priorities are based on risks gathered from 
data such as the GP survey, complaints, and whistleblowers. At this moment 
in time, there is not currently a written framework that can be shared. 
 
It is understood that, due to the reorganisation within the organisation, 
inspections are not being undertaken as per the current framework. Practices 
that are rated as “requires improvement” would normally be re-assessed within 
12 months, but there are no dates currently scheduled for Oldham practices.  
 
Inspections are scheduled to recommence from April 2025. 
 
JP confirmed the need to focus on practices that have been inspected the least.  
Also need to think how we can improve work culture in practices. 
 
This paper to be discussed at the next practice managers forum. 
 
MC confirmed the need to reinvigorate the PM500 re training and engagement 
for CQC. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All 
 
 
MC 
 
MC 

8. Any other business 
None, although EP reflected that the items discussed were very timely in 
relation to the new NHS Operational Planning Guidance, which targets GP 
access front and centre, and these items provided a wider context of the types 
of access provided to patients. 
 

 

9. Date and time of next meeting 
10th April 2025 
9.30am – 11am 
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Oldham Place-Based Primary Care Commissioning Committee Part 1 

Action Log updated after 13.2.25 meeting 

 Date of 
meeting 

For Action Details of action/Decision  Action By Status Due Date Comments 

1. 12.12.24 Action Capacity & access 
 
TS, MC, JP and MB to meet to discuss the proxy 
dashboard further. 

 
 
TS/MC/JP/ 
MB 
 

   
 
 

2. 13.2.25 Action Oldham winter vaccinations 
 
Spring booster programme - EP to speak to 
Healthwatch colleagues in relation to whether there 
are any issues being raised with specific groups or 
concerns and disengagement. 
 
Mortality figures to be added to the data, and the team 
to explore additional information and issues that may 
be underneath the uptake rates. 
 
MMR rates – EP to speak to GM re comms for this 
area to see what is being planned in relation to 
awareness campaigns. 
 
CS offered support from the Health Protection Team.  
Has close contact with care homes managing cases 
and outbreaks and is happy to support with any insight 
work prior to the spring booster programme. 
 
 

 
 
EP 
 
 
 
 
TS/MC 
 
 
 
EP 
 
 
 
CS 

  
 
10.4.25 
 
 
 
 
 
 
 
 
10.4.25 
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3. 13.2.25 Action Interpreter services 
 
To promote the call queuing system out to practices 
via comms. 
 
TS to feedback all suggestions to Language Line. 
 

 
 
TS 
 
 
TS 

  
 
31.03.25 
 
 
31.03.25 

 

4. 13.2.25 Action CQC update 
 
JP confirmed the need to focus on practices that have 
been inspected the least.  Also need to think how we 
can improve work culture in practices. 
 
This paper to be discussed at the next practice 
managers forum. 
 
MC confirmed the need to reinvigorate the PM500 re 
training and engagement for CQC. 
 

 
 
All 
 
 
 
MC 
 
 
MC 

  
 
 
 
 
 
31.03.25 
 
 
Plan to be 
produced 
in April 
2025 
 

 

 



 

 
 
 
Oldham Place Based Primary Care Commissioning 
Committee 
 
10 April 2025 
 
25 / 26 Primary Care Incentive Scheme (PCIS) 
 



 
1. Report Summary 

The Primary Care Incentive Scheme (PCIS) has been running since 2023 – 2024, in its current format. It 
commenced with 23 locally defined indicators, which were reduced to 16 locally indicators, along with the 
GM areas of consistency for those at risk of CVD and Diabetes, and antibiotic prescribing, for 24 / 25.  
 
This report highlights the proposed changes for 25 / 26 and asks PCCC to approve those changes for the 
25 / 26.  
 
2. Background 

The aims of the Primary Care Incentive Scheme are: 
• To improve outcomes for patients and reduce unwarranted variation by building on care delivered 

through existing contractual arrangements. 
• Adopt a GM wide approach to tackling antimicrobial resistance (AMR) through optimising 

antimicrobial prescribing.  
• Align GM localities in the approach to optimising care of patients with known CVD and Diabetes 
• Build on progress from 2023 / 24 and 24 / 25 in transition to a GM wide scheme for 2025/26. 

The PCIS achieves this by asking practices to focus on the locally defined specific indicators and the GM 
areas of consistency with achievement thresholds for payment. Quarterly cashflow payments of 70% are 
made if pre-qualifying criteria is met.  
 
To pre-qualify for participation in the scheme, were required to maintain a register of all patients prescribed 
GMMMG Amber status drugs where a specialist service has provided a shared care agreement. 
 
Performance against the 2024 – 2025 indicators is available on Tableau - 
https://www.gmtableau.nhs.uk/#/site/NHSGM/views/PCIS2425PracticeScorecard/Practice-
LatestVsTargets?:iid=1 - while performance against the GM areas of consistency are available on Curator - 
https://curator.gmtableau.nhs.uk/gp-quality-scheme-gm-areas-consistency-beccor. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. 24 / 25 Oldham Locally Defined Indicators and Thresholds  

https://www.gmtableau.nhs.uk/
https://www.gmtableau.nhs.uk/
https://curator.gmtableau.nhs.uk/gp-quality-scheme-gm-areas-consistency-beccor


 
 

 
 
4. 24 / 25 GM Areas of Consistency 

AMS and Antibiotic Prescribing 
 

• The practice must review its antibiotic prescribing data against national targets and NHS GM 
averages. This review could take place at a practice clinical meeting or governance meeting, for 
example, and should be documented within practice minutes. 

• The practice must implement quality improvement measures to improve and monitor appropriate 
antimicrobial prescribing, including Complete the Target self-assessment toolkit for GPs.  

• Develop a practice level plan using a quality improvement approach, to optimise antibiotic 
prescribing rates and embed best practice as described below. 

• Engage with a peer-to-peer review session facilitated by the medicine’s optimisation team (e.g peer 
to peer sessions at a PCN footprint or at individual GP practice level).  

• Nominate an AMS Champion and/or named clinical lead and participate in World AMR awareness 
week (WAAW) in partnership with NHS GM 

• Each GP practice will receive total no. of items in the last 12 months and the no. of items they will 
need to reduce by to reach the threshold targets. 

CVD and Diabetes – high risk reviews 
 

• Patients who are at high risk because of poorly controlled CVD or Diabetes including those who 
have not been into the practice and are likely to have been exception reported under QOF. 

 
5. 25 / 26 Proposals 

Measure Section % Indicator %
T1 % T2 % T3 %

Proportion of people aged 40 years + with no record of BP, chol or BMI in < 3 years 
invited for review from 01.04.2024 20 85 90 95
Proportion of people aged 40 years + with no record of BP, chol or BMI in < 3 years 
and 3 elements completed between 01.04.2024 and 31.03.2025 60 60 70 80

% of those with QRisk >20% who have been offered statin 20
60 70 80

Check 100
% of those with Q Diabetes score >5.6 who have an Hba1c between 01.04.2024 and 
31.03.2025

10
60 70 80

Those with missing values and Q Diabetes score > 5.0 (estimated value) should be 
given priority for an NHS Health check so the missing values can be identified. 

10
60 70 80

People identified as at risk of diabetes targeted for review between 01.04.2024 and 
31.03.2025

15
85 90 95

Number of people on the practice NDH register referred to the NDPP bewteen 
01.04.2024 and 31.03.2025

10
85 90 95

Number of people on the practice NDH register who have started the NDPP 
between 01.04.2024 and 31.03.2025

15
10 20 30

People with diabetes on Practice Obesity Register referred to  T2DR or Weight 
Management programme between 01.04.2024 and 31.03.2025

10
75 80 90

People with diabetes with all 8 care processes completed between 01.04.2024 and 
31.03.2025

30
60 70 80

Check 100

Proportion of people identified as at risk of COPD screened since 1st April 2024 50 85 90 95

People on COPD Register with Inhaler Technique since 1st April 2024 25 85 90 95

People on COPD register with severity of disease recorded 25 85 90 95
Check 100

Children aged 6+ and young people (under 19s)

Diagnosed since 01.04.2024 with the  diagnosis confirmed with an objective test 
suitable for children 40 90 95 100

With asthma receiving a full asthma review since 1st April 2024 60 75 85 90

Asthma

COPD

Diabetes

Targets and thresholds for 
payment

CVD Risk 20

30

25

25



 
 
25 / 26 is a further transition year as Greater Manchester ICB continues its move to equalise areas of 
general practice that are beyond the core GMS / PMS / APMS contract, the GM areas of consistency will 
broadly remain the same as in 24 / 25, though there are some differences. A greater level of GM 
consistency is expected for 26 / 27 and work towards that will continue throughout 25 / 26. 
 
Remove the pre-qualifying requirement of all practices maintaining a register of all patients prescribed 
GMMMG Amber status drugs where a specialist service has provided a shared care agreement and place it 
as a local defined indicator. 
 
As a result of that consolidation, it is proposed that the majority of the locally defined indicators remain the 
same with the following changes: 
 
GM Areas of Consistency 
 
This highlights the changes to the GM areas of consistency for 25/26. 
 
High Risk CVD / Diabetes 
Thresholds will be reviewed and adjusted annually based on data and previous years achievement with the 
search to identify those with known hypertension, hyperlipidaemia, AF, or diabetes who are at the highest 
risk fixed as of 1 April 2025. It is expected that patient movement will be managed as per QOF: patients 
joining a practice after 1 January 20206 will be excluded if not already achieving. 
 
The payment for this remains the same at £3php. 
 
Threshold changes: 
 
24 / 25 Thresholds 
 

25 / 26 Thresholds 

Lower threshold: 10% achievement = 50% 
payment 
Sliding threshold from 11% to 49% 
achievement = achievement +50% payment 
(so 11% = 61% payment) 
Upper threshold:  50% or greater 
achievement = 100% of payment 
 
 

Lower threshold: 30% achievement = 40% 
payment 
Sliding threshold: 30.01% to 59.99% 
achievement = achievement +20% payment 
(so 31% = 51% payment and 59% = 79% 
payment) 
Upper threshold:  60% or greater 
achievement = 100% of payment 
 

 
 
 
Antimicrobial Stewardship 
 
24/ 25 Domains 

 
Domain 1a  
• The practice must review its antibiotic prescribing data against national targets and NHS GM 

averages. This review could take place at a practice clinical meeting or governance meeting, for 
example, and should be documented within practice minutes. 

• The practice must implement quality improvement measures to improve and monitor appropriate 
antimicrobial prescribing, including Complete the Target self-assessment toolkit for GPs.  

• Develop a practice level plan using a quality improvement approach, to optimise antibiotic 
prescribing rates and embed best practice as described below. 



 
• Engage with a peer-to-peer review session facilitated by the medicine’s optimisation team (e.g peer 

to peer sessions at a PCN footprint or at individual GP practice level).  
• Nominate an AMS Champion and/or named clinical lead and participate in World AMR awareness 

week (WAAW) in partnership with NHS GM 

Domain 1b - Broad Spectrum Antibiotic Prescribing  
• For each practice to undertake a quarterly review of broad-spectrum antibiotic prescribing and 

compare prescribing against national targets and NHS GM averages. This review could take place 
at a practice clinical meeting or governance meeting, for example, and should be documented 
within practice minutes. 

• For each practice to ensure all broad-spectrum antibiotic prescribing is coded with an indication 
when prescribing.  

• For each practice to continue to optimise broad-spectrum antibiotic usage throughout the year and 
undertake a joint quality improvement plan/audit with the ICB when prescribing is >10% of the total 
number of selected antibiotics per STAR-PU prescribed in primary care against the GP Practice or 
items have increased by 15% throughout the year  

• Wider working: working within PCNs is encouraged as this will support peer to peer comparisons 
and enable sharing of best practice. Working within neighbourhoods is the aligned to the primary 
care blueprint which supports activities outside the practice that may enable and encourage patients 
to access health care within the practice. 

 
25 / 26 Domains 
 
Domain 1 

• Nominate an AMS Champion who will lead and drive AMS within the practice (deadlines end of Q1) 
• Participate in World AMR awareness week (WAAW) in partnership with NHS GM. NHS GM will 

provide supporting material to practices to aid with participation in advance (deadline end of Q3. 
• Submission of a quality improvement (QI) project with a summary of outcomes and next steps 

(deadline end of Q3). For effective change, the AMS lead should consider the implementation of 
regular peer review in addition to the development of a QI project to drive AMS initiatives 

• Threshold payment for £0.10php 
 

 
Domain 2 

• Reduction in overall antibiotic prescribing per STAR-PU to ≤0.871. The 12-month rolling figure to 
March 2026 will be used to calculate achievement. 

• Maximum payment for 100% achievement = £0.30php  
• Payment based on performance against antibiotic prescribing data: 

 
• GP practice maintains or meets national target ≤0.871 items per STAR-PU – 100% achievement. 

 
• For GP practices who are above the national target a sliding scale methodology will be applied. 

Therefore, if a GP practice is >0.871 but they reduce antimicrobial prescribing via the following 
sliding scale, this will have an achievement as the achievement table below: 

 
Items reduced  *based on individual GP practice 
Items per STAR-PU <0.871  0.872-0.961 0.962 - 1.050 1.051-1.140 
Achievement percentage 
(%) 100%  75% 50% 25% 

 
Domain 3 
The 12-month rolling figure of the proportion of antibiotics prescribed from broad spectrums 
(cephalosporins, co-amoxiclav and quinolones) to be ≤10% AND ≥70% of broad-spectrum antibiotic 



 
prescriptions must have a coded indication by March 2026.  
  

• GP practice meets national target ≤10% for co-amoxiclav, cephalosporins and quinolones 
prescriptions  

 
AND 
 

• 70% of all co-amoxiclav, cephalosporins and quinolones are coded with an indication when 
prescribed 

 
OR 
 

• For practices where the percentage of co-amoxiclav, cephalosporins and quinolones 
prescriptions is >10% but a reduction in the 12-month rolling figure of ≥10% from baseline can 
be seen by March 2026, 80% reward will be given. The requirement for 70% of broad-spectrum 
antibiotic prescriptions with a coded indication must also be met. 

 
Domain 4 
Aims to ensure that antibiotic prescribing in adults with sinusitis, acute sore throat, acute exacerbation of 
chronic obstructive pulmonary disease (COPD), acute cough and community-acquired pneumonia is in line 
with NICE guidance and prescriptions are for a total duration of 5 days. 
 
Reducing course lengths of antibiotics is one of 16 National Medicines Optimisation Opportunities 2024/25 
for ICBs to deliver, with success defined as “amoxicillin 500mg capsules > 75% prescribed for a 5 day 
course”.   
 
It is recognised that many practices have already improved their 5-day prescribing of amoxicillin. This 
domain therefore represents an opportunity to mirror this success for doxcycyline, although the proportion 
of 5-day prescribing is expected to be lower.  
 
As of November 2024, the Greater Manchester 12 month rolling average for 5-day courses of amoxicillin 
was 57.96%. The equivalent metric for doxycycline was 22.6%. 
 
Payment based on performance (100% achievement = £0.30php): 
 

• Amoxicillin 
 

 If March 2025 Baseline ≥50% - 10% increase from baseline or achieve ≥75% = 100% 
reward 

 If March 2025 Baseline <50% - 15% increase from baseline = 100% reward 

AND 
• Doxycycline 

 
 If March 2025 Baseline ≥40% - 10% increase from baseline or achieve ≥50% = 100% 

reward 
 If March 2025 Baseline <40% - 15% increase from baseline = 100% reward 

 
The overall payment for AMS remains the same at £1php. 
 
New GM Areas of Consistency for 25 / 26 
 
The inclusion of these indicators is dependent upon additional funding being confirmed. At the time of 
writing this funding has not been confirmed. But should it be confirmed Oldham locality has been advised it 

https://www.england.nhs.uk/long-read/national-medicines-optimisation-opportunities-2023-24/


 
may receive an additional indicative amount of £1.70 per head of population to fund these new elements. 
 
Shared Care of Medicines 
 
Please note that this specification will replace the Oldham locality shared care of medicines indicator and 
will be an indicator rather than a qualifying requirement for participation in the 25 / 26 PCIS. 
 
Component 1. Delivery of GMMMG shared care of medicines requests  

 
Delivery: 
Review shared care requests 

1. GP practice to review shared care medicine requests from specialist services  
2. GP Practice to decide to accept or decline shared care requests (please see below):  

 
Agreeing to initiating shared care: 

3. Agreement will be made between the specialist service and the GP practice when the 
request is appropriate and safe. Please see appendix 1 for further information*.  

a. By agreeing to shared care, the GP provider will be responsible for ensuring the 
continued monitoring of the patient within the parameters of the shared care protocol 
and any associated communications with secondary care.  

b. All patients must be coded using the ‘Shared care prescribing’ – SNOMED ID: 
2534089011 

4. The primary care prescriber should respond to the request for shared care within 14 days of 
receiving the request to confirm acceptance or refusal of shared care. The GP provider 
should wherever possible contact the specialist service within the 14 days if outstanding 
concerns or questions are raised about agreeing to shared care. Any delay in response from 
specialist services may lead to the 14-day timeframe being exceeded. Please refer to 
GMMMG’s recommended shared care pathways (page 2 of 4). 

 
Declining Shared Care: 

5. The GP Practice will communicate in writing to the specialist service if the shared care 
request is declined and this must be coded in GP systems [insert code].  

6. Each request declined must be reported through a shared care medicines decline template. 
The template will include the following information:  
a. GP practice 
b. Medicine & clinical condition 
c. Trust & requesting clinician   
d. Reason for declining the shared care request  

7. If the no. of declined shared care requests for medicines in the ‘shared care arrangements in 
place’ column (see appendix 1) meet the below threshold, further information will be asked from 
GP practices to understand the safety concerns or barriers to accepting shared care. This will 
support the SCOM programme to identify which services require more input to improve 
pathways: 

 
Threshold:  
Greater or equal to 40% declines out of all shared care requests for medicines in the ‘shared care 
arrangements in place’ column (see appendix 1), at the start of Q3.  
 
The information required will be in the form of a QI audit and submitted centrally to the SCOM 
programme.  
 
Ongoing monitoring and prescribing of Shared Care of Medicines**: 
8. The GP practice will ensure that an efficient and effective call and recall system is in place for 

ongoing monitoring requirements as per the GMMMG shared care protocols 

https://gmmmg.nhs.uk/shared-care/gmmmg-approved-shared-care-protocols/
https://gmmmg.nhs.uk/wp-content/uploads/2021/09/GMMMG-Guidance-on-Transfer-of-Prescribing-Responsibilities-FINAL-web.pdf


 
9. If the GP practice is unable to continue sharing the care of the medicine with the specialist, the 

GP Provider, must contact specialist services to transfer the patient back into specialist care 
before prescribing and monitoring stops. The GP Provider must change the EMIS coding to 
decline [insert codes] and submit a Microsoft office form with the reason for doing so:  

a. GP practice 
b. Medicine & clinical condition 
c. Trust  
d. Reason for stopping shared care  

10. The GP provider will also undertake a QI audit if the threshold described in point 7 is met. 
 

Please Note: 
*NHS GM acknowledges there are current ‘shared care pathways under review’ (see appendix 1). 
The SCOM programme will be working with specialist services at pace to address the barriers to 
these arrangements with the aim to embed refreshed pathways during 25/26. Therefore, the list 
may change during the year. NHS GM will inform GP Providers when new arrangements are 
implemented to enable GP Providers to further determine safe and appropriate shared care 
arrangements.   
 
** The scheme is funded to enable all shared care medicines to be accepted. Therefore, it allows 
GP providers to continue prescribing medicines where shared care pathways are currently under 
review. This should only take place when GP Providers feel assured, they can continue prescribing 
and monitoring the patient as per GMMMG shared care protocols. 

 
Component 2. Informing the 26/27 shared care scheme 
The aim of this component is to support the re-design of the scheme and commissioning arrangements for 
26/27 and to support mobilisation of refreshed pathways during the year.  
 
Delivery: 

• 1 engagement event in Q2-Q3   
• Undertake 2 short surveys through Microsoft office forms: 1 in April and another in Q4  
• The GP Provider will maintain an up-to-date register of patients who are on a shared care medicine 

and coded as either accepted or declined.  
• Data sharing agreements are in place 

 
Payment  

1) Payment (£0.70 php) will be based on the following activity:  
a. To review each shared care request in line with GMMMG SCPs and engage with NHS GM 

approved specialist services 
b. to accept or decline shared care requests and code  
c. to deliver any accepted shared care medicine request in line with GMMMG protocols 
d. To submit a shared care decline form for all shared care requests that cover ‘shared care 

arrangements in place’ medicines (See appendix 1).  
e. to undertake a QI audit if shared care requests for ‘shared care arrangements in place’ 

medicines (see appendix 1) are declined and meet the threshold. 
2) Payment (£0.20 php) will be based on the following activity: 

a. Attendance at an engagement event hosted by NHS GM’s SCOM programme  
b. Submission of 2 short surveys in Q1 and Q4  
c. All shared care medicines are coded with either ‘accepted’ or ‘declined’ 

Elective Quality Improvement 
 
Aim:   
1. Quality Improvement: Referral Management 

To ensure that all practices undertake a review of referrals within the practice to assess unexplained  



 
referral variation and to compare practice referral rates with other practices within the PCN and locality; 
to identify actions to address referral variation at a practice level;  to identify an agreed action(s) across 
the PCN to reduce unwarranted variation.  
 
Fundamentally, the aim is to ensure that referral management activities are undertaken across all GP 
practices in GM and to support practices and PCNs to test new approaches to referral management, to 
enable patients to be managed within the most appropriate care setting. 
 

2. Quality Improvement: Advice and Guidance 
This specification aims to support practices to more fully adopt Advice and Guidance and to take a 
quality improvement approach to embedding A+G within practice processes. This will support practices 
to fully utilise the anticipated National funding1 of £20 per A+G request. 
 

Quality Improvement: Referral Management and Advice & Guidance   
Each GP practice will be expected to undertake a review of referrals to three practice selected specialties 
(from an agreed GM list - below) that assesses unexplained referral variation and leads to an understanding 
of referral practices, how this varies from peers and the opportunities to use alternatives to referral. This 
review will include a review of current practice A+G utilisation rates and data.  
Each practice will also be expected to take a data led approach, by comparing their own practice referral 
rates and Advice & Guidance usage for the specialties using the relevant GM dashboards. 
This review will enable each GP practice to understand their own referral patterns, to identify where 
unwarranted variation exists as compared to peers and to develop a set of practice level actions to reduce 
unwarranted variation and to choose some appropriate referral management activities to be undertaken for 
these specialties, maximising the opportunities to manage more patients within the most appropriate care 
setting.  
The practice will also participate in a PCN action that will be agreed and undertaken across the whole PCN 
to support referral management. 
 
Quarter 1 2025/26 
Practices will be expected to demonstrate a stepped approach to the review of referrals: 
• Step 1: As a practice, review referral data and A&G data on Curator and compare practice against PCN 

and locality for the 7 high impact specialities listed below.  
• Use this review of referral data to determine 3 specialities to focus on (from the list provided) where the 

practice has higher referral rates.  
• Reflect on A+G utilisation rates and data 
• Reflect on any differences in trend compared to previous year (only applicable if this specification has 

been running for >12months in your locality).  
• Summarise the findings of this review. 
• Step 2: Use the EMIS/SystmOne search provided to identify referrals by clinician to specialities over a 3-

month period and undertake an audit of these referrals, especially looking for any themes/trends,  
unwarranted variation, unnecessary referrals or opportunities.  

• Share patient identifiable data with clinicians within your practice for them to review their own referrals and 
individually reflect on the appropriateness and opportunities for alternative activities. 

• Step 3: Discuss the outcomes from the audit and clinician reflections collectively in a practice meeting.  
• Summarise the findings of this review. 
• Step 4: As a practice, identify learning points and put together an action plan for each of the 3 specialities 

selected and practice actions to optimise unwarranted referral variation (examples may include 
alternatives to referral, education and training and the use of A+G.)   

• Document the above steps on the template provided. 
 

Quarter 2 

 
1 NHS England » Reforming elective care for patients 

https://www.england.nhs.uk/long-read/reforming-elective-care-for-patients/


 
• Discuss PCN referral data and A+G data at a PCN meeting and take your practice action plan to a PCN 

meeting to share your practice learning with your PCN peers. 
• At the PCN meeting, identify a PCN action to be taken across all practices in the PCN to manage referrals 

within year. 
• You will be asked to include a copy of minutes from PCN meeting with your template. 
• Note -  as practices will be picking their own specialties to focus on which will mean that there is not 

necessarily a common specialty across the PCN. Practices will not be penalised if the PCN activity does 
not relate to one of their chosen specialties, as all work contributes to optimisation of referrals. 
 

Quarters 2-3  
• Implement your practice action plan  
 
Quarter 4 
• Step 1: Repeat the practice review of referral and A&G data on Curator and compare with previous data 

for the specialties chosen.  
• Summarise the findings including any changes from the initial Q1 review. 
• Step 2: Repeat the practice audit carried out in Q1 and summarise the findings. 
• Share patient identifiable data with practice clinicians for them to review their own referrals and discuss 

the outcomes from the reflection in a practice meeting.  
• Summarise the findings especially any learning and improvement. 
• Step 3: Review your referral management action plan, the actions undertaken over the year and the 

outcomes.  
• Discuss: Has it made an impact? What has worked and what has been less effective? Why? Are 

alternative actions needed based on this review and learning? 
• Step 4: Also summarise the actions undertaken by the practice to contribute to the agreed PCN action 

and the outcome for the practice  
• Document the above steps on the template provided. 

 
GM list of specialities to choose from:  
These 7 are the GM high impact specialties where we believe the use of referral management (including 
alternative pathways and A&G) might have the highest impact: 

• Cardiology 
• Gastroenterology 
• Respiratory 
• Dermatology 
• Gynaecology 
• Urology 
• ENT 

 
Notes on developing a practice Action Plan: 
The action plan should contain the following elements: 
o Maximising the usage of appropriate available primary and community services within your locality  
o Ensuring staff have completed relevant training / education (within practice & across PCN) & sharing of 

appropriate resources 
o Maximising the use of available Advice & Guidance services within the selected specialties (and more 

generally) 
o Use of appropriate referral templates & pathways 
o Utilising a clinician within a practice or PCN that has a special interest within the identified specialties to 

support decision making 
o Discussion of referrals at regular practice meetings 
o Provision of information in locum / hub packs & protocols to support locum GPs 

  
Other examples of good practice could include: 



 
o Standardised clinical pathways for common conditions across specialities - outline step-by-step 

protocols for managing patients presenting with symptoms, including assessment, criteria for specialist 
referral, and when to consult with the lead GP for advice 

o Support tools to identify appropriate management pathways and consider alternative options before 
referral e.g. referral guidelines or links to relevant resources 

o Developing practice A&G protocols 
o Regular practice audits 
o Review of referral letters to assess outcomes of referral 
o Utilise care navigation 
o Utilise ‘watch & wait’ approach & manage patient expectations 
o Communication with patients on alternative pathways 
o Ensure appropriate referral codes (inc. A&G) are being used 



 

Key Performance Indicators:  
Performance assessment for practices will be based on: 
Quarter 1 – Completion and submission of the referral management template, including full 
completion of Quarter 1 requirements: review of referral and A&G data, determination of 
specialties, internal audit, referral management activities and agreed PCN action. 
Quarter 4 – Completion and submission of the referral management template including full 
completion of Quarter 4 requirements: review of referral and A&G data, internal audit, referral 
management activity outcomes and outcome of action undertaken across the PCN. 
And, A+G activity – currently under review to align with GP contract announcement 28.2.25 

 
Please Note: The Quarter 4 submission should be added to the template completed in Quarter 
1 and, therefore, the Quarter 4 submission should contain both Quarter 1 and Quarter 
4 submissions. 
 
Achievement Threshold: 
Achievement of Quarter 1 AND Quarter 4 requirements (completion & submission of referral 
management templates) 
AND 
A+G activity – currently under review to align with GP contract announcement 28.2.25 
 
Payment:  

• Financial placeholder of £0.80 php: 
• £0.30php for completion of Quarter 1 requirements 
• £0.30php for completion of Quarter 4 requirements 
• £0.20php for achieving A+G component which is under review to align with GP contract 

announcement 28.2.25  
•  

Provision of support to practices: 
1. e NHS GM Elective Reform Team will: 
• Provide data sets for practices to access their own data on referral rates and use Advice & 

Guidance usage per population per practice for the identified specialties  
• Share local and national toolkits and support tools for use by General Practice 
• With the GM Data Quality Team, will share practice searches to support audit work 

 
2. NHS GM Locality teams will: 
• Coordinate the distribution and completion of return template 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Oldham Locality Defined Indicators 
 
This paper is to consult and agree the proposed changes to the PCIS. It does not yet contain any 
thresholds. Thresholds will be set and agreed based on 24 / 25 outturn, with the 25 / 26 baseline 
being established on 1 April 2025. 
 
These indicators have been shared with practices and PCNs for their review and feedback with the 
closing date for feedback from practices being 26 March 2025. The indicators below are reflective of 
the feedback received. 
 
CVD Risk 
 
24 / 25 Indicator 25 / 26 Indicator  25 / 26 Threshold 
Proportion of people aged 
40 years + with no record of 
BP, chol or BMI in < 3 years 
invited for review from 
01.04.2024 

Proportion of people aged 40 
years + with no record of BP, 
chol or BMI in < 3 years invited 
for review from 01.04.2025 

 

Proportion of people aged 
40 years + with no record of 
BP, chol or BMI in < 3 years 
and 3 elements completed 
between 01.04.2024 and 
31.03.2025 

Proportion of people aged 40 
years + with no record of BP, 
chol or BMI in < 3 years and 3 
elements completed between 
01.04.2025 and 31.03.2026 

 

% of those with QRisk 
>20% who have been 
offered statin 

Remove this indicator Not applicable as 
removed 

 
 
Diabetes 
 
24 / 25 Indicator 25 / 26 Indicator  25 / 26 Threshold 
% of those with Q Diabetes 
score >10.0 who have an 
Hba1c between 01.04.2024 
and 31.03.2025 

% of those with Q Diabetes 
score >10.0 who have an 
Hba1c between 01.04.2025 and 
31.03.2026 

 

Those with missing values 
and Q Diabetes score > 5.0 
(estimated value) should be 
given priority for an NHS 
Health check so the missing 
values can be identified. 

Those with missing values and 
Q Diabetes score > 5.0 
(estimated value) should be 
given priority for an NHS Health 
check so the missing values 
can be identified. 

 

People identified as at risk 
of diabetes targeted for 
review between 01.04.2024 
and 31.03.2025 

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

 

Number of people on the 
practice NDH register 
referred to the NDPP 
between 01.04.2024 and 
31.03.2025 

Remove this indicator  Not applicable as 
removed 



 

Number of people on the 
practice NDH register who 
have started the NDPP 
between 01.04.2024 and 
31.03.2025 

Remove this indicator  Not applicable as 
removed 

People with diabetes on 
Practice Obesity Register 
referred to T2DR or Weight 
Management programme 
between 01.04.2024 and 
31.03.2025 

Remove this indicator Not applicable as 
removed 

People with diabetes with all 
8 care processes completed 
between 01.04.2024 and 
31.03.2025 

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

 

 
 
 
COPD 
 
24 / 25 Indicator 25 / 26 Indicator  25 / 26 Threshold 
Proportion of people 
identified as at risk of COPD 
screened between 
01.04.2024 and 31.03.2025 

Proportion of people identified 
as at risk of COPD screened 
and diagnosed using any 
objective diagnostic test – 
spirometry or FENO as 
appropriate - between 
01.04.2025 and 31.03.2026 
 
 
PLEASE NOTE IT IS INTENDED TO 
REVIEW THIS COHORT FOLLOWING 
CONSULTATION WITH LOCALITY 
CLINICAL DIRECTORS, THE GP 
PROVIDER BOARD AND PRACTICE 
MANAGERS 

 

People on COPD Register 
with Inhaler Technique 
between 01.04.2024 and 
31.03.2025 

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

 

People on COPD register 
with severity of disease 
recorded 

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

 

https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#diagnosing-copd
https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#diagnosing-copd
https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#diagnosing-copd
https://www.nice.org.uk/guidance/ng115/chapter/Recommendations#diagnosing-copd
https://www.nice.org.uk/guidance/qs10


 

obstructive pulmonary disease 
in adults | Quality standards | 
NICE 

 
 
Asthma 
 
24 / 25 Indicator 25 / 26 Indicator  25 / 26 Threshold 
Diagnosed since 01.04.2024 
with the diagnosis confirmed 
with an objective test 
suitable for children 

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

 

With asthma receiving a full 
asthma review between 
01.04.2024 and 31.03.2025 

With asthma receiving a full 
asthma review between 
01.04.2025 and 31.03.2026, 
implementing the updated NICE 
guidance into for the diagnosis, 
monitoring and management of 
those with diagnosis, including 
an appropriate objective test for 
children under 5 and children 5 
– 16 - Overview | Asthma: 
diagnosis, monitoring and 
chronic asthma management 
(BTS, NICE, SIGN) | Guidance | 
NICE  
Including implementing NICE 
guidance for those <5 or those 
aged 5 where a child is unable 
to perform an objective test. 

 

 
6. New Indicators for 25 / 26 Replacing the Removed 24 / 25 Indicators 

It is intended to retain the number of Oldham locally defined indicators at 16, having reduced it in 24 / 
25 from 23 indicators. The removal of two indicators from the diabetes domain means they will be 
replaced to retain the number of indicators at 16. 
 
The proposed replacement indicators are as follows: 
 

https://www.nice.org.uk/guidance/qs10
https://www.nice.org.uk/guidance/qs10
https://www.nice.org.uk/guidance/qs10
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245


 

Shared Care Arrangements 
 

The practice must establish a register of all patients prescribed GMMMG Amber status drugs 
where a specialist service has provided a shared care agreement The practice must provide 
patients with appropriate support and regular monitoring where this is within the scope of the 
clinicians’ clinical competence. 
 
In accordance with the GMMG share care protocol for prescribing for adults with ADHD, the 
specialist service is responsible for full assessment of the person’s mental health to provide a 
clear diagnosis of ADHD and treatment plan. They are expected to arrange any appropriate 
baseline assessments/ investigations of the person’s physical health to ensure that 
prescribing can be done safely, initiate, and stabilise the medication prior to requesting 
transfer of prescribing. Once this has been agreed with the person’s GP, the specialist team is 
required to provide ongoing monitoring of the person’s mental health, and to communicate 
any changes to the GP urgently. The GP will then be responsible for ongoing prescribing and 
appropriate monitoring of the individual’s physical health. Where the specialist does not follow 
GMMG guidance, GPs will not be expectedly to take over prescribing under shared care. 
 
In line with GMC guidance, shared care monitoring should be based on the patient’s best 
interests, rather than on convenience or the cost of the medicine and associated monitoring or 
follow-up. Practices will be required to provide a clinical explanation of cases where this is not 
possible. 

 
PLEASE NOTE THAT DEPENDENT UPON FUNDING BEING AVAILABLE SHARED CARE ARRANGEMENTS MAY 
BECOME AN INDICATOR WITHIN THE GM AREAS OF CONSISTENCY. IN THE EVENT THAT HAPPENS THIS 
INDICATOR WILL BE REMOVED FROM THE OLDHAM LOCALITY INDICATORS TO BE PART OF THE GM AREAS 
OF CONSISTENCY TO ENSURE THERE IS NO VARIATION ACROSS GREATER MANCHESTER. 
 
 
Safeguarding 
 
This indicator is designed to support practices to develop, and or maintain, their safeguarding 
infrastructure and processes to provide all relevant information to the following: 
 

o Child Protection Case Conferences and special circumstances meetings  
o Multi Agency Risk Assessment Conferences (MARACs) for high-risk domestic abuse  
o Court of Protection (CoP) 3 / 9 reports in relation to Mental Capacity Act (MCA) and 

Deprivation of Liberty Safeguards (DoLs) 

 
• Practices will be expected to adhere to the RCGP Safeguarding Standards - Summary of 

safeguarding standards and capabilities. 
• Practices will be required to respond to requests for information in accordance with national 

and local procedures and guidance and statutory timescales for case conference or Best 
Interest Meeting; this indicator is designed to support the Practice achieve this requirement. 

o Identify a ‘named clinical lead’ for the provision of this service.  
o Identify a “named administration” lead for the provision of this service. 
o Ensure the named Safeguarding Leads or Deputies attend as required any system 

meetings and training relevant to safeguarding and cascades learning to the wider 
practice team.  

o Clinical and administrative safeguarding leads to ensure general practice workforce 
engage in relevant mandatory safeguarding training outlined within statutory guidance, 

https://www.rcgp.org.uk/learning-resources/safeguarding-standards-knowledge-capabilities
https://www.rcgp.org.uk/learning-resources/safeguarding-standards-knowledge-capabilities


 

to embed the necessary skills that allows for recognition and effective responses to 
safeguarding risks 

o SNOMED CT safeguarding codes are used to record concerns, discussions an 
decisions about patients, to ensure the practice workforce are alert to vulnerabilities 
and that the recording of sensitive safeguarding information on patient records is itself 
safeguarded and considered when providing patients and their guardians or 
representatives access to records 

o Work in line with guidance to produce good quality, comprehensive reports within the 
statutory timescales. 

o To comply with GMICB safeguarding requirements leads to provide assurance around 
safeguarding by completing the relevant sections of the eDec related to safeguarding 
and complete an annual Was Not Brought (WNB) survey. 

 
 
Asthma 

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

b. There are clarifications to the two existing childhood asthma indicators, explicitly 
incorporating the updated NICE guidance - Overview | Asthma: diagnosis, monitoring and 
chronic asthma management (BTS, NICE, SIGN) | Guidance | NICE into the diagnosing, 
monitoring and management of those with asthma. 

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

 
Recommendations 
 
To approve the changed, removed, and new indicators to the PCIS for 25/26. 
 

 
 
 
 
 
  

https://www.nice.org.uk/guidance/ng245
https://www.nice.org.uk/guidance/ng245
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1. Report Summary 
 
This report provides an update on the progress of Oldham’s five Primary Care Networks (PCNs) 
against the requirements of the 2024/25 Primary Care Network Direct Enhanced Service Contract 
(PCN DES). 
 
The report also provides some supplementary information about other PCN workstreams, as well as 
highlighting delivery risks identified by the PCNs. 
 
 
2. Background 
 
The PCN DES for 2024/25 outlines how PCNs should operate, in order to provide better healthcare 
by encouraging collaboration between GP practices and other healthcare providers. It focuses on 
enhancing resilience, improving access to services, and integrating care across neighbourhoods. 
 
Key objectives include: 
 

• Strengthening PCNs 
The goal is to continue building Primary Care Networks that help GP practices work together 
efficiently and coordinate with other health services like hospitals and community care. 
 

• Focus on Patient Care 
PCNs will focus on improving the quality of care by increasing the use of technology and 
sharing resources between practices. 

 
• New GP Roles and Support Staff 

The contract supports the introduction of new roles such as General Practice Assistants 
(GPAs) and Digital Leads, aimed at easing GPs’ workloads and improving patient care. 

 
 
3. PCN Workforce 
 
The Additional Roles Reimbursement Scheme (ARRS) was introduced in England in 2019 as a key 
part of the government’s manifesto commitment to improve access to general practice. 
 
Through the scheme, PCNs can claim reimbursement for the salaries, and some on-costs, of over 20 
roles within the multidisciplinary team, selected to meet the needs of their local population.  
 
For 24/25 significant changes to ARRS roles included:  

• The introduction of new ARRS roles for Enhanced Practice Nurses, and GPs that have been 
qualified for less than 2 years 

• Allowing recruitment of other direct patient care, non-nurse, and non-doctor multi-disciplinary 
team (MDT) roles, if agreed with the commissioner  

• The removal of caps on the number of Advanced Practitioners a PCN can recruit through ARRS 
• Ending the PCN reallocation of unclaimed funding 

 
In expanding general practice capacity, the scheme aims to improve patient access, supports the 
delivery of new services, and widens the range of offers available in primary care. 
 



 

At the end of December 2024, there were 164.29WTE ARRS roles in post in Oldham, with a forecast 
of 172.75 WTE roles in post by March 2025. 
 
The five roles most deployed are Care Co-ordinators (36.53WTE), Social Prescribing Link Workers 
(22.80WTE), Pharmacists (22.75WTE), General Practice Assistant (15.55WTE) and Physiotherapists 
(14.53WTE). 
 
The forecast spend for 2024-25 is £6.2m against an allocation of £6.3m, representing a projected 
underspend of £100k. 
 
 

 
Figure 1 - PCN ARRS Roles by WTE - December 2024 

 
A breakdown of this data by PCN is provided in Appendix 1. 
 
4. Data Sharing 
 
Each PCN is required to have in place appropriate data sharing and, where appropriate, data 
processing arrangements between members of the PCN and any sub-contractors as required. These 
arrangements must be in place prior to the start of the activity to which they relate. 

 
All five PCNs report that: 

 
• Data Sharing within the PCN is linked via the PCN Hub. Data Protection Impact Assessment 

(DPIA) / Information Governance assurance and data sharing agreements are in place. They 
have been enabled within the practice EMIS Clinical systems and accepted by the Information 
Sharing Gateway Leads via the Information Sharing Gateway. 

• External data sharing is in place is through DPIA sign up / approval and enabled via ISG Leads 
acceptance through the Information Sharing Gateway. 

 
 

ROLE WTE

Adult Mental Health Practitioners 3.00

Advanced Nurse Practitioners 8.37

Advanced Paramedic Practitioners 0.80

Advanced Pharmacist Practitioners 2.60

Care Coordinators 36.53

Digital and Transformation Lead 2.90

General Practice Assistant 15.55

Health and Wellbeing Coaches 1.11

Nursing Associates 3.30

Occupational Therapists 1.00

Paramedics 3.00

Pharmacists 22.75

Pharmacy Technicians 6.90

Physician Associates 6.30

Physiotherapists 14.53

Salaried GPs (ARRS funded) 6.15

Social Prescribing Link Workers 22.80

Trainee Nursing Associates 0.80

Other ARRS roles 5.90

TOTAL 164.29



 

5. Patient Experience 
 

A PCN is required to engage, liaise and communicate with their patients in the most appropriate 
way. Informing and/or involving patients in developing new services and changes related to 
service delivery and engage with a range of communities. 
 
PCNs have undertaken a considerable and varied amount of patient engagement events over the 
previous 12 months relevant to their population needs.  
 
Examples of patient engagement by PCNs have included:  
 

• The re-establishment of Oldham 
Central and Norths PCN Patient 
Participation Groups 

• Women's health events 
• Digital enablement events within 

the community 
• Targeted Cancer Screening and 

awareness sessions 
• Collaborative Health and Wellbeing 

events 
• Supporting the AAA (Abdominal 

Aortic Aneurysm) screening 
programme 

• Hilltop Growers Fruit Harvest 
Workshop for patients. 

• Stop Smoking Sessions 
• LD/A Health Check and Cancer 

screening events 
• Photography for wellness groups 
• Knit and natter groups 
• Cooking groups 
• Coffee mornings 

 
 

6. Enhanced Access 
 

A PCN must provide Enhanced Access (EA) between the hours of 6.30pm and 8pm Mondays to 
Fridays and between 9am and 5pm on Saturdays (“Network Standard Hours”).  
 
PCNs must provide a minimum of 60 minutes of appointments per 1,000 PCN adjusted patients 
per week. 
 
Appointments should be: 
 

• available to all PCN patients 
• for any general practice services and services pursuant to the Network Contract DES that 

are provided to patients 
• bookable a minimum of 2 weeks in advance 
• for bookable appointments, that may be made in advance or on the same day 
• delivered by an MDT of healthcare professionals employed or engaged by the PCN’s 

Core Network Practices 
 
PCNs should: 
 

• Use a shared appointment book available to all practices in the PCN 
• Provide appointment reminders for patients 
• Provide online booking 
• Enable patients to cancel appointments 
• Make available to NHS111 any unused on the day slots 
• Have in place appropriate data sharing and data processing arrangements 



 

• Operate services from locations that are convenient for PCN patients to access 
 
Oldham PCNs are contractually obliged to provide 292 hours of EA appointments per week. 
 
In the period between April – January 2025, the five Oldham PCNs provided, on average, 335 
hours of EA appointments per week. This is an increase of 32 hours per work, compared to 
2023/24.  
 
Four out of the five PCNs are exceeding the average number of hours they are required to 
provide; North PCN is slightly below its required average of 44 hours per week, with an average 
of 43 hours per week in the year to date, but they will have an opportunity to bring this back in line 
before the end of the year. 
 
73% of appointments have been delivered “within network standard hours” (6.30pm and 8pm 
Mondays to Fridays and between 9am and 5pm on Saturdays). This is a reduction from 80% last 
year  
 
43% of appointments have been “acute” consultations, i.e. booked on the same day - this is a 
reduction from 50% last year. 
 
84% of appointments have been delivered face-to-face - this is an increase from 80% last year 
 
43% of appointments have been delivered by a GP, which is a reduction from 60% last year. 
However, this year’s figure has been skewed by the inclusion of vaccination appointments, 
provided by nurses, in October 2024. 
 
97% of patients surveyed in 2024/25 have rated the EA services provided as either “Very Good” 
(76%) or “Good” (21%). 
 
A summary of this information is available in Appendix 2. 

 
 
7. Cardiovascular Disease 
 

There are several requirements for a PCN to meet this domain, namely: 
 

• Work with partners, including community pharmacy, to proactively identify and manage 
cardiovascular (CVD) risk, hypertension and raised lipids, in line with nationally agreed 
guidance and pathways. 

• Improve diagnosis of patients with hypertension, including proactive review of historic 
patient records 

• Support the development of system pathways for people at risk  
• Undertake activity to improve coverage of blood pressure checks 
• Improve identification of those at risk of atrial fibrillation 
• Undertake network development and quality improvement activity to support CVD 

prevention 
• Work with the local authority to ensure uptake and delivery of NHS Health Checks  
• Systematically search primary care records for those at highest risk 
• Identify patients at high risk of Familial Hypercholesterolaemia and make referrals for 

further assessment where clinically indicated 



 

• Offer statin treatment to patients with a QRISK2&3 score >= 10%, where clinically 
appropriate, and in line with NICE guideline CG181 

• Support the earlier identification of heart failure (HF), through building awareness among 
PCN staff around the appropriate HF diagnostic pathway, and early identification 
processes for HF 

 
Each PCN reports that all CVD Activity is practice-based: as a locality, we can view the 
dashboards for both QOF data and the locality Primary Care Incentive Scheme (PCIS) data to 
monitor progress and support practices to improve.  
 
All practices have met the lower threshold on QOF for CVD elements, with the majority meeting 
the upper threshold. 
   
PCNs have confirmed that reports are submitted and monitored via their PCN Boards.  
 
One PCN has a clinical CVD lead in position, with other PCNs considering recruiting into this role. 

 

 

 
There is a piece of work being undertaken to validate Health Check data, but sources suggest 
that practices across the five PCNs have carried out between 5,700 and 6,300 health checks in 
2024/25. A summary of this information is shown in Figure 2 above. 
 
 

8. Cancer 
 
PCNs are required to: 
 

• Review cancer referral practice in collaboration with partners and make efforts to improve 
support of early diagnosis 

• Work with partners to improve screening uptake, especially regarding breast, bowel and 
cervical cancer and audit and analyse non-responders.  

• Adopt an ‘Every Contact Counts’ approach 
• Promote 

o direct access tests 
o the use of Faecal Immunochemical Testing (FIT)  
o the use of non-specific symptom pathways 
o the use of teledermatology to support skin cancer referrals 

• Develop a clear set of actions and milestones to improve referral practice for: 
o Colorectal and lung cancer, which together account for nearly 40% of all late-stage 

cancer diagnoses; and, 
o One other cancer type determined locally, based on burden of late-stage 

diagnoses and opportunities for timely and effective referral to support earlier 

PCN Eligible Invited % invited Delivered % delivered Response rate
Health Checks 
delivered with 
all elements

% Health 
Checks 

delivered with 
all elements

Not delivered % not 
delivered

Oldham East PCN 13,400 3,218 24.01% 1,283 9.57% 39.87% 634 49.42% 8,995 90.43%
Oldham Central PCN 11,013 5,079 46.12% 2,076 18.85% 40.87% 1,147 55.25% 5,382 81.15%
Milltown Alliance PCN 9,306 2,829 30.40% 1,510 16.23% 53.38% 622 41.19% 4,112 83.77%
Oldham North PCN 7,902 1,483 18.77% 446 5.64% 30.07% 209 46.86% 3,793 94.36%
Oldham South PCN 3,818 1,045 27.37% 413 10.82% 39.52% 222 53.75% 1,579 89.18%

Grand Total 45,439 13,654 30.05% 5,728 12.61% 41.95% 2,834 49.48% 23,861 87.39%

Figure 2 - 2024/25 Health Check Data as at January 2025 



 

diagnosis. 
 

Each PCN, apart from Oldham North PCN, has a Clinical Cancer Lead in post and either a dedicated 
cancer care co-ordinator or care co-ordinators that support cancer.   
 
All PCNs have submitted action plans to the Greater Manchester Cancer Alliance and are 
progressing with these, meeting regularly with the Cancer Alliance to monitor progress. 
 
A Lung Cancer Screening Van has visited each PCN and will be in each Oldham East PCN until May 
2025. Overall, the engagement for screening has been good, with several stage 1 and 2 cancers 
detected. Full data for Oldham is outstanding at present.  
 
A 12-month pilot role of a Cervical Screening Quality improvement Nurse in the locality has 
supported the reduction of rejected samples. 
 
Each PCN have been undertaken targeted Cancer patient engagement events. 

 
Available data (see Appendix 3) shows that is slightly higher than the GM average for bowel 
screening, and higher than average for breast and cervical screening. 
 
 
9. Medicines Optimisation 
 
PCNs must identify and prioritise their patients who would benefit from a structured medication 
review (SMR), including patients: 
 

• in care homes 
• with complex / problematic 

polypharmacy 
• on medicines commonly associated 

with medication errors 

• with severe frailty 
• with learning disabilities or autism  
• using one or more potentially 

addictive medications 

 
PCNs are required to ensure their patients understand benefits of SMRs, and work with 
commissioners to optimise the quality of local prescribing in 
 

• antimicrobials 
• medicines which cause dependency 
• metered dose inhalers 
• nationally identified medicines of low priority 

 
PCNs are also required to work with community pharmacies to connect patients appropriately to the 
New Medicines Service. 
 
SMRs must also be clearly recorded within GP IT systems. 
 
According to data available on the GM Curator dashboard, Oldham PCNs have undertaken 2,220 
SMRs in the period from April 2024 to February 2025. However, this figure is almost certainly 
understated by around 250, due to an Oldham South practice removed its data sharing permissions 
as part of GP Collective Action. 
 
Even accounting for this omission, the number of SMRs carried out appears to have significantly 



 

decreased compared to 2023/24, when as many as 7,600 reviews were carried out. 
 
A summary of 2024/25 data is included within Appendix 5. 
 
 
10. Social Prescribing 
 
A PCN must provide their patients with access to a social prescribing service. 
 
To comply with this, a PCN may either directly employ Social Prescribing Link Workers or sub-
contract provision of the service to another provider, in accordance with DES. 
 
All Oldham PCNs have embedded social prescribing link workers, provided in partnership with Action 
Together. 
 
The ICB has requested this data from the provider, but it has yet to be shared. Data extracted from 
GM Curator is shown below: 
 

 
Figure 3 - Social Prescribing Data 

 
 
Extrapolating the data shown in Figure 3 above, social prescribing referrals are forecast to be 36% 
down on 2023/24 full year data, mainly due to a large decrease in numbers in Oldham South PCN. 
 
 
11. Enhanced Health at Home (EHAH) 
 
The Enhanced Health at Home Framework guides the commissioning of, and delivery arrangements 
for, health and social care services in collaboration with care homes, so that the entire system works 
together to provide personalised care, improve outcomes and promote independence for people 
living in care. It recognises the life course of people who live in a care home and promotes the ethos 
of living, ageing and dying well. 
 
The main requirements for PCNs are: 
 
Every care home: 
 

• is aligned to a PCN 
• has a named clinical lead (who is responsible for overseeing implementation of the 

framework) 
• has a weekly home round supported by the care home MDT  
• has established protocols between the PCN, care home and system partners for 

information sharing, shared care planning, use of shared care records and clear clinical 
governance. 

2023/24* 2024/25 2023/24* 2024/25 2023/24* 2024/25 2023/24* 2024/25 2023/24* 2024/25 2023/24* 2024/25

PC01
Number of registered patients referred 

to a social prescribing service.
3,941 2,294 417 351 634 672 350 298 343 265 2,197 708

*full year data for 2023/24, 2024/25 figures include up to February 2025

ALL PCNs Milltown Alliance Oldham Central Oldham East Oldham North Oldham South

# Indicator



 

 
• Every person living in a care home, within 7 working days of admission or re-admission: 

 
o has participated in a comprehensive personalised assessment of need undertaken 

by the MDT 
o has participated in the development of their personalised care and support plan 

(PCSP) with a member of the MDT 
o care home residents should be identified and prioritised by their PCN as people 

who would benefit from a structured medication review (SMR). 
 
A significant baseline scoping exercise led by the Primary Care team, collaborating with the PCNs 
and adult social care was undertaken during Spring 2024. The locality is assured that PCNs are 
meeting the requirements of this framework.  
 
The baseline exercise identified areas for improvement which are beyond the control of the PCNs. An 
action plan has been produced and submitted to the GM Proactive & EHAH team. Locality 
representatives attend quarterly GM meetings and continue to work and contribute to a system 
approach to improvement. 
 
Data provided on GM Curator suggests that the percentage of care home residents who have had a 
Personalised Care & Support Plan agreed or reviewed has decreased from 39% in 2023/24 (535 out 
of 1,364 residents) to 21% in the eleven months in 2024/25 up to February 2025 (288 out of 1,353). 
Further work is required to validate this data. 
 
A summary of EHAH data is provided in Appendix 6. 
 
 
12. Capacity & Access (CAP) 
 
The aim of the CAP funding is to provide the space, funding, and licence for PCNs to focus on 
making improvements to help manage demand and improve patient experience of access, so 
patients can access care more equitably and safely, prioritised on clinical need. It also supports the 
accurate recording of general practice activity, so that improvement work can be data-led. 

 
The Capacity and Access Payment (CAP) has continued in 2024/25, with the overall amount of 
funding allocated to the CAP having been increased by £46m to £292m. 

 
As was the case in 2023/24, 70% of funding (£204.4m) is payable to PCNs via the Capacity and 
Access Support Payment (CASP) without reporting requirements, proportionate to their Adjusted 
Population, in 12 equal payments. 

 
The remaining 30% of funding (£87.6m) is available to PCNs via the Capacity and Access 
Improvement Payment (CAIP). This is payable to PCNs in monthly instalments over the remainder of 
the financial year, once all practices within a network have put in place the components of the 
Modern General Practice Access model outlined below: 

 



 

 
Figure 4 - Capacity & Access Domain Components 

 
All PCNs, apart from Oldham North, have met Component 1. Contracts form the remaining practice 
has been signed and implementation is imminent.  

 
All PCNs have met both the Simpler Online Request and the Faster care navigation, assessment, 
and response components. 
 
 
13. The Investment and Impact Fund (IIF) 
 
The Investment and Impact Fund (IIF) forms part of the Network Contract Directed Enhanced Service 
(DES). It supports primary care networks (PCNs) to deliver high quality care to their population, as 
well as supporting the delivery of priority objectives articulated in the NHS Long Term Plan and in 
Investment and Evolution; a five-year GP contract framework to implement the NHS Long Term Plan. 
 
The IIF for 2024/25 has been significantly reduced from five indicators to two key national clinical 
priorities, while at the same time providing general practice and Primary Care Networks (PCNs) with 
the time, funding, and flexibility to ensure patients can access good and timely care. 
 
The IIF for 2024/25 contains two indicators worth £13 million (nationally).  £46 million of funding has 
been redirected from the previous three IIF indicators into the Capacity and Access Support Payment 
and the Capacity and Access Improvement Payment, the total available funding of £292m 
(nationally). 
 
Each PCN can achieved a maximum of 58 IIF points, and the value of a point is £198.00 (adjusted 
for list size and prevalence). 
 
IIF indicator for 2024/25 IIF indicators are   
 

 
MGPA priority 
domain 

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

1) Better digital 
telephony 

•Digital telephony solution implemented, including call back functionality; 
and each practice has agreed to comply with the Data Provision Notice so 
that data can be provided by the supplier to NHS England. 
•Digital telephony data is routinely used to support capacity/demand 
service planning and quality improvement discussions. 

2. Simpler online 
requests 

•Online consultation (OC) is available for patients to make administrative 
and clinical requests at least for the duration of core hours. 
•Practices have agreed to the relevant data provision notice (DPN) so that 
data can be provided by the supplier to NHS England as part of the 
‘submissions via online consultation systems in general practice’ 
publication. 

3) Faster care 
navigation, 
assessment, and 
response 

•Consistent approach to care navigation and triage so there is parity 
between online, face to face and telephone access, including collection of 
structured information for walk-in and telephone requests. 
•Approach includes asking patients their preference to wait for a preferred 
clinician if appropriate, for continuity. 



 

1. Tackling Health Inequalities domain where a PCN can achieve up to 36 points. 
 

HI03: Percentage of patients on the QOF Learning Disability register aged 14 or over, who 
received an annual Learning Disability Health Check and have a completed Health Action 
Plan in addition to a recording of ethnicity. 

 
2. Cancer domain where a PCN can achieve up to 22 points. 

 
CAN02: Percentage of lower gastrointestinal urgent suspected cancer referrals 
accompanied by a faecal immunochemical test result, with the result recorded in the 56 | 
Part B guidance for 2024/25 Area Indicators twenty-one days leading up to the referral. 

 
 
See appendix 4 a breakdown of PCN IIF indicators by PCN.    
 
 
14. Vaccinations 

The main 2024/25 Autum & Winter Vaccination campaign commenced on Thursday 3rd October 
2024 and ended on Monday 31st March 2025. The cohorts for the Flu and Covid 19 boosters 
were: 

 
 
The locality Winter Vaccination Group commenced in October 2024 for commissioners, provider 
partners and other key stakeholders. This enabled the locality to have an overview, address risk and 
support vaccination uptake.   
 
The Oldham uptake for Covid 19 booster vaccinations was 34.93%, which was a decrease from the 
42.52% uptake in the 2023/24 campaign.  
 
The Oldham Flu vaccination uptake was 47.93%, which is a decrease from a 50.35% uptake in 
2023/24. 
 
To summarise the campaign: 

Flu Cohort Covid 19 Booster 
• Pregnant women 
• All children aged 2 or 3 years on 31 August 2024 
• Primary school aged children (from Reception to Year 6) 
• Secondary school aged children (from Year 7 to Year 11) 
• All children in clinical risk groups aged from 6 months to less 

than 18 years 
• Those aged 65 years and over 
• Those aged 18 years to under 65 years in clinical risk groups 

(as defined by the Green Book, Influenza Chapter 19) 
• Those in long-stay residential care homes 
• Carers in receipt of carer’s allowance, or those who are the 

main carer of an elderly or disabled person 
• Close contacts of immunocompromised individuals 
• Frontline workers in a social care setting without an employer 

led occupational health scheme 
 

• Residents in a care home for older adults 
• All adults aged 65 years and over 
• Persons aged 6 months to 64 years in a clinical 

risk group, as defined in tables 3 and 4 of the 
COVID-19 chapter of the UK Health Security 
Agency (UKHSA) Green Book on immunisation 
against infectious disease 

• Frontline health and social care workers and staff 
working in care homes for older adults will 
continue to be offered COVID-19 vaccination in 
the autumn 2024 programme in England. 

 

 

Figure 5 - Vaccination Cohorts, Winter 2024/25 



 

 
• The uptake was below expectation. 
• There are significant concerns regarding data validity. 
• One practice withdrew consent for data sharing, which has impacted overall reporting 

figures.  
• The data demonstrates unwarranted variation across the locality.   
• Oldham South Primary Care Network (PCN) opted out of providing Covid-19 Booster 

vaccination.  
• 2 pop-up clinics took place in Oldham South PCN, supported by Imaan Pharmacy.  
• G commissioned Imaan Pharmacy to deliver Covid-19 Booster vaccinations to care home 

and housebound residents in Oldham South PCN.  
• GM Commissioned Bolton GP Federation to deliver a mobile outreach offer to Oldham. In 

turn, they subcontracted IGP Care Limited, a local provider, to undertake this.  
• GM Commissioned gtd healthcare to provide Calm clinics to Oldham residents with 

Learning Disability and Autism (LDA). 
• Oldham bid for Access & Inequalities (A&I) funding was approved to target LDA and 

residents with Serious Mental Illness (SMI). This funding was significantly delayed, 
resulting in successful providers being unable to commence until February 2025. These 
providers have worked quickly to stand up initiatives and workshops to improve vaccine 
uptake.  

 
The Spring Covid Booster vaccination campaign commenced on 1st April 2025. PCNs have plans in 
place to support the vaccination programme. South PCN has opted out of the Spring Booster 
Vaccination campaign: GM has commissioned The Pharmacy Group to undertake vaccination to care 
home residents and housebound residents in Oldham South PCN. There is no mobile covid unit in 
Oldham for the Spring Booster vaccine due, to the commissioned provider withdrawing from the 
contract.   
 
Further information is available in Appendices 7 and 8. 
 
 
15. Population Health Management / Proactive Care 
 
PCNs are required to contribute to the delivery of multi-disciplinary proactive care for complex 
patients at greatest risk of deterioration and hospital admission, by risk stratifying patients and 
offering care in accordance with the guidance in this area. 
 
This must be done as part of Integrated Neighbourhood Teams, with the aim of reducing avoidable 
exacerbations of ill health, improving quality of care and patient experience, and reducing 
unnecessary hospital admission. 
 
All Oldham PCNs are currently complying with this requirement by leading on specific Population 
Health Management (PHM) programmes within their neighbourhoods. An update on this work was 
provided to this Committee in September 2024, with a further update due at PCCC in June 2025. 
 
A copy of the presentation from September 2024 is included within Appendix 9. 
Y 
 
 
 



 

16. Network Contract DES 2025/26 
 
On 27 March 2025, NHS England published an updated Network contract directed enhanced service 
(DES) specification 2025/26 and Part A and Part B guidance, which take effect from 1 April 2025. 
 
Significant changes to this year’s DES include: 
 

• More flexibility in the Additional Roles Reimbursement Scheme, including: 
o Continuation of funding for ARRS GPs 
o Simplification of available funding by removing ring-fenced funding 
o Adding new nursing roles to ARRS (Healthcare Assistants, New to General Practice 

Nurses, Experienced General Practice Nurses, Consultant Nurses) 
o Increasing the maximum reimbursement for GPs 
o Inclusion of proportionate employer on-costs 
o Removal of restriction on the number of Digital & Transformation Leads that a PCN 

can employ 
• Reduction of three Capacity & Access Improvement domains from three down to two: 

o One domain will continue to focus on supporting modern general practice access 
o the other will incentivise PCNs to use the intelligence gained from population health 

risk stratification tools to stratify their patients – including to identify those that would 
benefit most from continuity of care. 

 
17. Conclusion 
 
Oldham Locality ICB is reasonably assured that Oldham Primary Care Networks are complying with 
the requirements of the 2024/25 Network Contract DES, although further consideration is required to 
the completeness and validity of available data. 
 
 
18. Recommendations 
 
Primary Care Commissioning Committee is asked to receive and note the content of the report. 
 
 



 
 
 
 
Appendix One – ARRS Roles per PCN 
 
  
 

 
  
  

Central East North South Milltown Total
Total ARRS Funded Roles WTE WTE WTE WTE WTE WTE

Adult Mental Health Practitioners 2.00 0.00 1.00 3.00
Advanced Nurse Practitioners 1.00 2.00 1.00 0.37 4.00 8.37

Advanced Paramedic Practitioners 0.80 0.80
Advanced Pharmacist Practitioners 0.80 1.80 2.60

Care Coordinators 7.30 5.73 2.00 10.41 11.09 36.53
Digital and Transformation Lead 0.90 1.00 1.00 2.90

General Practice Assistant 1.00 4.80 1.93 7.82 15.55
Health and Wellbeing Coaches 1.00 0.11 1.11

Nursing Associates 1.80 0.50 1.00 3.30
Occupational Therapists 1.00 1.00

Paramedics 2.00 1.00 3.00
Pharmacists 7.60 4.00 4.50 2.07 4.58 22.75

Pharmacy Technicians 3.70 1.00 2.20 6.90
Physician Associates 0.90 0.80 1.60 3.00 6.30

Physiotherapists 5.20 3.20 1.90 1.03 3.20 14.53
Salaried GPs (ARRS funded) 2.00 3.00 1.15 6.15

Social Prescribing Link Workers 8.00 3.00 3.00 6.40 2.40 22.80
Trainee Nursing Associates 0.80 0.80

ARRS Others 3.20 2.00 0.70 5.90

Total 42.6 29.33 26.8 28.97 36.59 164.29



 
 
 
 
Appendix Two – Enhanced Access 
 

 
  



 
 

 
 
 
 
 

 

 
 



 
  



 
 
 
 
Appendix Three – Cancer Screening 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   



 
  



 
 
 
 
Appendix Four – Investment & Impact Fund Indicators   



 
 
 
 
 
 
Appendix Five– Structured Medication Reviews 
 
 

 
 
 
 
 
 
 
 

Achievement Received SMR Achievement Received SMR Achievement Received SMR Achievement Received SMR Achievement Received SMR Achievement Received SMR

SMR01A
% of patients at risk of harm due to medication errors who received 

a Structured Medication Review.
8.79% 362 4.79% 42 20.80% 167 2.55% 25 3.54% 28 15.02% 100

SMR01B
% of patients living with severe frailty who received a Structured 

Medication Review.
21.08% 469 27.62% 100 39.48% 182 7.61% 41 12.42% 62 23.08% 84

SMR01C
% of patients using potentially addictive medicines who received a 

Structured Medication Review.
8.89% 951 6.49% 140 16.57% 391 1.89% 45 4.75% 95 15.50% 280

SMR01D
% of permanent care home residents aged 18 years or over who 

received a Structured Medication Review.
38.15% 438 53.99% 88 47.99% 167 23.96% 75 35.98% 86 25.88% 22

- TOTAL 2,220 370 907 186 271 486

Indicator#

Oldham East Oldham North Oldham SouthALL PCNs Milltown Alliance Oldham Central



 
 
 
 
 
Appendix Six– Enhanced Health at Home Indicator Summary 
 
 
 

 
 

2024/25 - to February 2025

Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator

EHCH01
Number of patients aged 18 years or over and recorded as living in a care 
home, as a percentage of care home beds eligible to receive the Enhanced 

Health in Care Homes service.
1,357 220 372 373 302 90

EHCH02
Percentage of care home residents aged 18 years or over, who had a 

Personalised Care and Support Plan (PCSP) agreed or reviewed.
21.29% 1,353 288 12.73% 220 28 30.27% 370 112 25.88% 371 96 3.97% 302 12 44.44% 90 40

EHCH14
Percentage of permanent care home residents aged 18 years or over who 

received a falls risk assessment.
11.16% 1,353 151 3.18% 220 7 23.24% 370 86 10.22% 372 38 0.33% 302 1 21.35% 89 19

EHCH24
Percentage of permanent care home residents aged 18 years or over who 

received a psychosocial assessment.
15.45% 1,353 209 6.36% 220 14 26.22% 370 97 5.91% 372 22 19.21% 302 58 20.22% 89 18

EHCH27
Percentage of care home residents aged 18 years or over on the QOF 

Dementia Register.
46.43% 1,357 630 44.55% 220 98 41.40% 372 154 53.35% 373 199 49.67% 302 150 32.22% 90 29

EHCH28
Percentage of permanent care home residents aged 18 years or over with a 

preferred place of death recorded.
22.32% 1,353 302 18.18% 220 40 24.59% 370 91 11.83% 372 44 24.83% 302 75 58.43% 89 52

EHCH29
Mean number of Multidisciplinary Team meetings per care home resident 

aged 18 years or over.
59.17% 1,357 803 8.18% 220 18 22.04% 372 82 186.06% 373 694 1.32% 302 4 5.56% 90 5

2023/25 - Full Year Data

Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator Achievement Denominator Numerator

EHCH02
Percentage of care home residents aged 18 years or over, who had a 

Personalised Care and Support Plan (PCSP) agreed or reviewed.
39.22% 1,364 535 42.65% 211 90 42.82% 390 167 41.18% 306 126 10.20% 294 30 74.85% 163 122

# Indicator ALL PCNs Milltown Alliance Oldham Central Oldham East Oldham North Oldham South

Oldham North Oldham South

# Indicator

ALL PCNs Milltown Alliance Oldham Central Oldham East



 
 

 
 
 
Appendix Seven – Covid Vaccination Uptake by PCN 

 
 



 
 
 
 
 
 
Appendix Eight – Flu Vaccination Overview by PCN 

 
 
 



 
  
 
 
 
 
Appendix Nine – Oldham Population Health Management Model 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
 
Appendix Ten – 2024/25 Network Contract DES 
 
 
 
2024/25 Network Contract DES 

https://www.england.nhs.uk/publication/network-contract-des-contract-specification-2024-25-pcn-requirements-and-entitlements/


Update on the Oldham Population 
Health Management Programme



In the last few months, Oldham has been working to design 
and implement PHM approaches in its five neighbourhoods

The aim of of population health management (PHM) 
is to proactively identify the health and care needs 
of a population and design a set of services which 
will be able to meet those needs proactively.

An individual’s health outcomes can be influenced by 
a wide range of factors, including social, economic, 
and environmental factors.

Alongside this, the behaviours and preferences of an 
individual can have a large impact on their outcomes. 
All of these elements need to be considered as part 
of a PHM approach.

As such, a PHM approach should:

1. Be data driven – to support proactive 
identification of population needs

2.  Aim to understand the holistic needs of 
an individual

3. Link within the NHS, the wider public 
sector and voluntary sector to meet 
these needs

Oldham has been experiencing very high demand for many health, care and wider public services, in part due to high health 
needs and system challenges. We have therefore been working with each neighbourhood to understand the unique needs of 
their local populations, enabling us to design more proactive care models to meet these. The PHM care models aim to prevent 
local populations from deteriorating in health, proactively managing their array of needs at once in a holistic, integrated way. 



This programme focuses on keeping people healthier for 
longer, slowing down/preventing progression to high risk

• NHS care models focus on sick, high-risk 
patients who are highest users of resources, 
typically ending up in secondary care 

• This has been worsened by operational 
pressures following the pandemic with 
many providers in crisis management

High
risk

patients

Rising risk patients

Stable (lower risk) patients

Highest resource use

Medium resource use

Lowest 
resource 

Use

Current system focus

PHM proactive 
focus

• Identifying people early in their care need 
and providing preventative care and/or early 
intervention keeps them healthier for longer

• This slows down/can even prevent their 
progression moving to the top of the triangle, 
keeping their care closer to home for longer

• Stable patients require timely access to 
episodic services such as GP appointments, 
community pharmacy, as isolated needs arise

• It is important that these residents can 
access self-care information, empowering 
them to self-manage and access services



We know PHM improves patient outcomes and experience, 
staff experience, demand management and sustainability

• The holistic and anticipatory model of care helps manage existing conditions better and prevent or delay new conditions 
developing so patients stay healthier for longer 

• PHM takes account of wider determinants of health, helping to address health disparities through a data-driven approach 

• Personalised, holistic care plans and better care coordination based on an individual’s different needs
• Residents can become active in their care, empowering them to manage conditions with support from care professionals
• Focusing care around the individual means care will more closely match need, with more care delivered closer to home

Patient 
outcomes

Patient 
Experience 

Value for 
Money

Staff 
Experience

• Changing to a more integrated way of working will drive collaboration amongst staff across skillsets and organisations
• Supports more efficient use of staff’s time and reduces duplication, reducing pressures and improving work-life balance  
• Gives the staff the opportunity to expand their skillset and pursue career progression in different areas

• Focusing on prevention moves activity out of acute care into more community driven health and care services 
• Preventing escalations of residents from generally well to chronic and complex needs will reduce social care spend
• Holistic care interventions allow for resources to be concentrated to where they are needed the most

Demand 
management

• Reduces duplication of effort across out of hospital services, enabling better coordination of services and maximising 
synergy between service delivery through a shared care model for patients and open lines of communications

• Keeping more of the population healthier for longer will reduce demand on acute services



The Oldham PHM programme is closely aligned to local, 
regional and national priorities and strategies

Emphasises that we cannot 
continue to wait for the 
“right time” to focus on 
preventative care and 
recommends granting 
integrated 
care systems more 
autonomy to invest 
upstream in prevention

Includes focus on how 
transitioning from siloed 
working into Integrated 
Neighbourhood Teams can 
reorientate the system 
around a local population 
health management 
approach to improve access 
and outcomes 

Following statutory footing, 
ICSs can help embed the 
right collaboration and 
partnership between 
different care settings to 
drive focus on prevention 
and care integration, and 
deliver as one system

NHSE guidance on more 
consistent, personalised 
and multi-professional 
proactive care for people 
with frailty. Includes focus 
on holistic assessment and 
coordinated multi-
professional support 
through integrated 
neighbourhood teams

“Supporting High Frequency 
Users through proactive 
personalised care” sets out 
a model for a proactive 
approach to managing 
patients with frequent non-
elective spells, outlining a 
PHM-type model with 
cohort identification and 
risk stratification

May 2022 April 2023July 2022 Oct 2022 Dec 2023

Fuller Stocktake Report
(Review of Primary Care)

Establishment 
of ICSs

Supporting High Frequency
Users – guidance

The Hewitt Review of 
Integrated Care Systems 

Proactive care
 for frailty - guidance

Both the Greater Manchester Integrated Care Partnership Strategy and Oldham Health and Wellbeing Strategy have a strong focus on prevention and 
tailoring care to individual needs, founded upon integration and bringing together cross-sector teams to deliver care as effectively and efficiently as 
possible to improve outcomes and experience. PHM is highlighted as a “core signalling function” for systems, driving integrated monitoring and support 
for those with long-term conditions or at risk of deteriorating health, with services wrapped around them. Citizen engagement and empowering 
people to manage their own health is at the heart of both strategies, as part of wider efforts to refresh primary care and community services offerings.



Priority populations and PHM models were chosen and co-
designed with each neighbourhood over a five-stage process
Key question Stage

Assess local population needs and 
realities of delivering PHM in 
current state assessment

Where are we now 
and what are our 

needs?

1

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

What do we need to 
do?

2

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

How do we do it?

3

Establish enabling requirements 
including governance, KPIs and key 
infrastructure

How can we assure 
its success?

4

Develop and implement delivery 
plans for each neighbourhood, 
starting with two frontrunners

When can we deliver 
it?

5

Activities

• Over 170 stakeholders engaged in establishing the current state and needs
• Literature review of relevant policy, strategies and best practice
• In-depth analysis of need, demographics and activity, and population segmentation

• Identified and agreed priority groups. Discussed their needs and essential services 
using patient archetypes at roundtable discussions with neighbourhood teams

• Neighbourhood teams co-designed PHM pathways for their priority group

• Identified skills mix and ways of working required to deliver the pathway
• Refined models and underpinning resourcing – modelled roles, time and assumptions
• Set out resourcing requirements compared baseline resource in each neighbourhood

• Set out high-level KPIs for tracking both programme implementation and 
improvements in patient outcomes

• Quantified benefits of implementing model, including savings in acute care

• Co-designed delivery plans and started proof-of-concepts in two neighbourhoods
• Set up Quad and Integrated Neighbourhood Team in each neighbourhood to lead 

governance and delivery, establish KPIs and digital/data infrastructure



Each neighbourhood has based their PHM approach on a 
local priority group they want to focus on more proactively

EAST

NORTH

WEST

SOUTH

CENTRAL

Over 65s
with mild/moderate frailty 
at risk of becoming more 
frail

Children 
at risk of 
developing 
low/mid severity 
mental health 
conditions

Over 65s
with 
mild/moderate 
frailty at risk of 
becoming 
more frail

50-64s
at risk of becoming 
frail through multi-
morbidities 
combined with other 
complex factors

Children and their families 
Focusing on those children in 
good health but at rising risk of 
developing poor health

PHM Programmes across Oldham
Oldham has been experiencing very high 
demand for many health, care and wider 
public services, in part due to high health 
needs and system challenges. We have 
worked with each neighbourhood to 
understand the needs of their local 
populations to design more proactive care 
models to meet these.

The PHM care models aim to prevent local 
populations from deteriorating in health, 
proactively managing their array of needs 
at once in a holistic, integrated way.

A key enabler to successful delivery of the 
models across any neighbourhood is 
through an Integrated Neighbourhood 
Team that works effectively across all 
relevant sectors, care settings and 
organisations across the neighbourhood 
that are involved in a person’s care.



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

Proactive reach out to 
cohort to engage into the 
programme and triage 
onto the right pathway

Deliver a person-centred 
single trusted holistic 
assessment of a person’s 
needs that covers all needs

Collaborative care planning 
to holistically address 
needs with professionals 
involved in person’s care

Ongoing effective case 
management of person 
with a single ‘point person’ 
(the care coordinator)

Identify key people within
 each cohort as defined by 
set criteria (using data and 
case finding)

1. Identify
2. Engage/ 
enrol

3. Assess
4. Shared care 
plan

5. Manage

• Using data insights 
from population 
segmentation and risk 
stratification to 
prioritise individuals 
before risk increases

• Professionals may also 
case find additional 
people as they present 

• Care coordinator 
reviews data to set a 
single caseload

• Care co-ordinator 
proactively reaches out 
to identified people 
and triages them using 
a short questionnaire 
to ensure they enter 
the right pathway (tier)

• Those who do not 
engage receive a 
follow-up via an 
appropriate means to 
encourage engagement 
where possible 

• Trusted holistic needs 
assessment covers all 
of a person’s physical, 
psychological and 
social needs, to enable 
development of a 
personalised care plan, 
done collaboratively 
with the patient

• This may include 
assessment of a 
person’s activation in 
their own health

• Development of a 
personalised shared 
care plan, with the 
patient and 
collaborating with key 
professionals involved 
in someone’s care to 
review assessment 
findings

• Also consolidating 
existing care plans and 
preventing duplication 
across sectors

• Planning, co-ordinating 
and reviewing the 
ongoing effective case 
management of a 
person through a 
named, known person 
– the care co-ordinator

• Care co-ordinator 
proactively checks in 
and also responds to 
flags, engaging with 
the integrated 
neighbourhood team



Integrated Neighbourhood Teams are critical to delivering 
the models, supported by neighbourhood-level governance

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

providing a point of escalation
• Reviewing programme implementation and impact using KPI dashboards – 

accountable for outcomes and tracking benefits 

Oldham Population 
Health Management 

Oversight Group 

• Oversees and is accountable for decision-
making and management of PHM proactive 
schemes, including operational oversight (e.g. 
reviewing caseload management)

• Include a primary care clinical lead, 
neighbourhood-wide operational lead, 
specialist care worker* and Council district 
coordinator. Others will likely attend meetings.

• *Could be district nurse/occupational therapist for 
older age models, or Early Help for CYP

Neighbourhood 
quads

Patient

Care 
coordinator

Acute specialist 
advice 

Primary care 
teams

VCSE 
sector

Social 
care

Community 
mental health 
teams

Community 
physical 
health teams

• Multiple sectors and care settings collaborating 
across a neighbourhood to provide a holistic, 
joined up approach that addresses all of a 
person’s needs

• Responsible for delivering the PHM pathway 
and creating shared ownership across sectors 
for proactively managing their population

• The integrated neighbourhood team is empowered 
to make day-to-day decisions about the PHM 
pathway

Integrated 
neighbourhood 

teams (INTs)



To date, we have been progressing key areas of the PHM 
models to support neighbourhoods to implement their models

Agreed and set implementation measures for North, South and Central across their different care settings and health professionals, which provide a 
basis to support preparation of implementation measures in east. Established the process for tracking and monitoring: Including establishing a 
dashboard with GM Business Intelligence (BI) to track outcomes and implementation measures, with input and iteration from the quads, as well as the 
reporting mechanisms. Conducted an initial analysis of the Business Intelligence data pull for the North and South neighbourhoods, to review cohort 
size and explore options for prioritisation of patients.

An ideal process for shared care planning on Graphnet has been identified as an integrated neighbourhood team, with proposals to Graphnet to 
kickstart a pilot project. In the meantime, neighbourhoods have identified an alternative process to support collaboration on shared care plans, 
drawing on our work to ensure Graphnet is fit for purpose, and our mapping of which care sectors can access it. These processes will be piloted in 
neighbourhoods once recruitment is completed, to understand what works and deliver learnings to other neighbourhoods.

Some key areas of focus:

Detailed process maps and materials have been developed to support the training and onboarding of care coordinators, including a job description 
and a process map. PHM handbooks and clinical tools are also being developed for as a guide for implementing the PHM pathway, which can be 
repurposed and refined by different neighbourhoods

Quads and integrated neighbourhood teams (INT) are continuing to be established across Oldham, with coverage across all sectors. Terms of 
References have been shared for Quads and INTs, along with detailed communications targeted at GPs across the PCN. A centralised ICB-led PHM 
Oversight Group has been established, as well as an ICB PMO team to support and manage the programme as required. Templates have been 
developed for all meetings, including a reporting template for the monthly PHM Oversight Group.

Process detail and training

Governance

Shared care planning

Data and evaluation



Oldham neighbourhoods are now starting to establish the 
infrastructure and processes to deliver their PHM models

• Engaging with key stakeholders to ensure they 
can iterate and support the models, and 
support comms to their orgs and teams

• Working together to refine the models and 
underpinning workforce requirements

• Establishing Governance quads and Integrated 
Neighbourhood Teams in each neighbourhood 
including primary, secondary, community 
physical and mental health; social care; VCSE 

• Mapping datasets and digital systems needed 
to operationalise the models

• Agreeing how to measure impact and change 
(ensuring consensus on approach) 

• Focusing delivery support in two PCNs to 
troubleshoot issues that all can learn from

• Finalised PMO, reporting and governance

Progress to date

• Finalise the digital processes and dashboards 
to identify patients and monitor and track 
progress

• Establish the neighbourhood resources to start 
reaching out to patients who meet criteria

• Pin down information governance to enable 
dataflows and unlock shared care planning 
Agree and implement viable processes for 
shared care planning

• Share learnings from frontrunner 
neighbourhoods and embed in other models

• Transition planning with neighbourhoods to 
leave longer-term roadmaps and risk registers

• Neighbourhoods to own the ongoing running 
of their quads and integrated neighbourhood 
teams (INTs), and to build the INT network

Next steps

Your patients could be identified as those 
who would benefit from this pathway 
and way of working. They will be part of 
this neighbourhood-wide care. 

Integrated neighbourhood teams are 
working together with a quad to:

• Build relationships and break down 
siloes across sectors and settings

• Embed a more efficient approach to 
care that addresses all of a patient’s 
needs, thereby reducing duplication

• Support cross-sector input to care 
planning and management

• Establish and communicate clear KPIs 
and how change and progress is being 
tracked and measured

• Coordinate at a system level to ensure 
we work in a standardised, high-
quality way

What this means for you

If you would like to be more closely involved in your neighbourhood’s model please speak to your PCN’s 
Clinical Director. For wider queries contact Tariq Sharf (Head of Primary Care Operations, Oldham, ICB)
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1. Report Summary 

This paper shares a schedule for practice contractual and quality visits from April 2025 to December 
2027.  
 
2. Background 

Primary Care Commissioning Committee approved the General Practice Assurance Framework in 
September 2024 covering national core contracts and establishing that all practices should 
participate in contractual reviews. The aim of the visit being to proactively support practices and 
create a balance of learning, sharing of good practice, oversight and intervention where necessary. 
 
This paper establishes a proposed timetable of practice contractual and quality visits. The locality 
team will lead and co-ordinate meetings and visits with practices. The intention is for this to be a 
supportive process and part of the ongoing dialogue with practices. All practices will be given a 
minimum of 2 weeks’ notice prior to a visit. The date and time will be mutually agreed with the 
practice. 
 
While there will be a focus on quality, performance and contractual compliance, meetings and visits 
with practices also provide an opportunity to discuss any other issues relevant at the time of the visit. 
 
 
3. Methodology 

The order of visits is based upon a combination of those practices that currently have an overall CQC 
rating of requires improvement, those where any one of the individual CQC domains are rated as 
requires improvement, those with the longest period since the last CQC inspection and their position 
amongst their locality peers on the current Primary Care Quality dashboard provided by the GM DII 
team. 
 
Those rated RI or with any domain rated RI by CQC are the first proposed visits. 
 
The proposed schedule is the one that will be followed, unless reviewing data and / or locality 
intelligence suggests a practice should be moved to be visited sooner than their current position on 
the schedule. 
 
4. Proposed Practice Contractual and Quality Visit Schedule 

  Practice 
Scheduled Quality Visit 

1 Lees Medical Practice Apr-25 

2 Medlock Medical Practice May-25 

3 Jalal Practice Jun-25 

4 Woodlands Medical Practice Jul-25 



 

5 Oak Gables Medical Practice Aug-25 

6 Werneth Medical Practice Sep-25 

7 CH Medical Practice Oct-25 

8 Oldham Medical Services Nov-25 

9 Hill Top Surgery Dec-25 

10 Hollinwood Medical Practice Jan-26 

11 Leesbrook Surgery Feb-26 

12 Kapur Family Care Mar-26 

13 Alexandra Group Medical Practice Apr-26 

14 Springfield House Medical Practice May-26 

15 Perkins Practice Jun-26 

16 Lindley House Health Centre Jul-26 

17 Royton Medical Centre Aug-26 

18 Glodwick Medical Practice Sep-26 

19 John Street Medical Practice Oct-26 

20 Oldham Family Practice Nov-26 

21 Chadderton Medical Practice Dec-26 

22 The Chowdhury Practice Jan-27 

23 The Royton and Crompton Medical Practice Feb-27 

24 Moorside Medical Practice Mar-27 

25 Village Medical Practice Apr-27 



 

26 Greenbank Medical Practice May-27 

27 Pennine Medical Centre Jun-27 

28 MD Family Practice Jul-27 

29 CH Medical Practice Aug-27 

30 Hopwood House Medical Practice Sep-27 

31 St Mary's Medical Centre Oct-27 

32 Saddleworth Medical Practice Nov-27 

33 Quayside Medical Practice Dec-27 

 
 
5. Recommendations 
 
To approve the approach for the practice contractual and quality visit schedule, along with the 
schedule itself. 
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1. Report Summary 
 
While General Practice is accountable for the quality of services it provides and is required to have its 
own quality monitoring processes in place, the ICB has a responsibility to assure safety, quality, service 
improvement and contract compliance under delegated commissioning. 
 
The purpose of this report is to outline the approach for Oldham to meet the ICB responsibility through 
implementation of the Oldham General Practice Assurance Framework.  
 
Oldham Place Primary Care Commissioning Committee is asked to approve the proposed General 
Practice Assurance Framework for Oldham and its implementation. 
 
2. Background  
 
In recent years, Oldham has seen a significant improvement in the proportion of its GP practices with 
a CQC rating of at least ‘Good’ from 83% in 2019 to 94% in 2024. This has been achieved through the 
hard work of general practice and implementation of the Primary Care Performance and Quality 
Improvement Framework for Oldham which was approved by Oldham CCG Primary Care 
Commissioning Committee in September 2020.  
 
The framework formed the basis of a consistent approach to engaging with practices as well as 
managing quality and performance but predominantly and rightly focussed on ensuring adequate and 
effective support was being provided to practices where areas for improvement or cause for concern 
had been identified and included a process of escalation where patient safety or quality issues were 
identified. 
  
3. Introduction 
 
The aim of the proposed framework is to build on the improvements over recent years through a more 
proactive collaborative approach of engaging with general practice that will: 
 

• Meet the ICB responsibility to assure safety, quality, service improvement and contract 
compliance under delegated commissioning. 

• Contribute to improving outcomes and reducing variation across practices through support, 
shared learning and escalation where issues and concerns are identified. 

• Support delivery of the NHS Greater Manchester Quality Assurance and Escalation 
Framework that includes a set of standards and collective approach to deliver overall 
assurance whilst allowing for the nuances and variations between localities and where 
provider oversight and management of primary care sits at a locality level.  

• Support collaboration with the Care Quality Commission (CQC) in responding to practice 
inspections through ongoing monitoring, surveillance of contracts, and where necessary 
implementation of improvement plans and signposting to external support to ensure sustained 
measurable improvement. 

• Contribute to an improvement in outcomes, reduction in health inequalities for patients and 
reduce variation across practices.  

   
4. General Practice Assurance Framework for Oldham 
 
4.i  The scope of the framework includes delivery of primary care medical services delivered by 

general practice in relation to: 
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• National core contracts including GMS, PMS and APMS 
• National enhanced services including Minor Surgery, Special Allocation Scheme and Learning 

Disability Health checks. 
• Quality improvement schemes or other enhanced services delivered by General Practice e.g. 

Bail Hostel Service 
 
While assurance related to the delivery of services by Oldham Locality Primary Care Networks (PCNs) 
is managed separately, the principals and processes from this framework may be adopted. 
 
The framework outlines expectations of general practice and the role of NHS Greater Manchester 
(Oldham)  
 
4.ii Expectations of general practice 
 
Each practice must: 
 

• Ensure the safety and quality of services it provides to its patients and have its own quality 
monitoring processes in place.  

 
• Comply with Care Quality Commission (CQC) requirements, including registrations, 

notifications and assessments. 
 

• Participate in an annual review with the ICB which will be undertaken through a practice visit 
with the aim of proactively supporting practices and creating a balance of learning, sharing of 
good practice, oversight and intervention where necessary. 

 
All practices will be given a minimum of 2 weeks’ notice prior to a visit. The date and time will be 
mutually agreed with the practice. 
 
All practices are encouraged to: 
 

• Provide identified areas of good practice for sharing and learning for others. 
• Engage with the ICB through training and education events. 
• Provide representation and contribute to Practice Manager / other General Practice forums.  
• Participate in general practice quality improvement schemes. 
• Engage and adopt the Patient Safety Incident Response Framework (PSIRF) as it evolves 

and rolls out to primary care. 
 

• Report any of the following: 
o Incidents where a patient was harmed or could have been harmed. 
o Where risks to patient safety in the future have been identified. 
o Where there has been a poor outcome, but it is not yet clear whether an incident 

contributed or not. 
 
4.iii Role of NHS Greater Manchester (Oldham Locality)  
 
A key aspect and foundation of the assurance programme will be the ongoing monitoring of practices 
in meeting their core contract obligations. This includes GMS, PMS and APMS contracts.  
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National and local comparative data will be compiled and monitored to identify areas of good practice 
/ high performance or where additional support or intervention may be required. The use of data, 
measures and indicators will be used to identify where variation may be occurring acknowledging that 
this may be warranted or unwarranted depending on the context and any supporting information 
available. This will be used alongside other information / intelligence to identify any potential risk to 
patient safety or quality. 
 
Where relevant information isn’t readily available practices will be required to submit it to the locality 
team but the administrative burden on practices will be kept to a minimum.  
 
As well as a focus on quality, performance and contractual compliance, meetings and visits with 
practices will also provide an opportunity to discuss any other issues relevant at the time.  
 
All practices visits will be followed up with a summary of the key discussion points and agreed actions 
shared with the practice. Where necessary, practices will be required to submit an improvement plan 
based on the discussion and agreed actions.  
 
4.iv Assurance and Practice Performance 
 
As part of the ongoing monitoring and assurance of safe, effective and high-quality services, where 
data and information isn’t readily available, practices may be asked to provide supporting evidence and 
information in relation to: 
 

• Provision of clinical services / accreditation of staff.  
• Governance and related policies and procedures 
• Workforce 
• Issues, complaints, risks and incidents 

 
Practice performance is reviewed as part of an ongoing process and will inform areas for discussion at 
practice visits. The following areas are included as a minimum: 
 

• Areas of high performance and good practice 
• Access 
• How patients interact with the practice and the practice response to improving patient 

experience 
 

• Contractual obligations and outcomes related to the following clinical areas: 
 

o New patient health checks including alcohol dependency screening 
o Cervical screening  
o Early identification of moderate / severe frailty in the over 65s 
o Provision of maternal medical services (pre and post natal) 
o Provision of 6-8 week new baby check 
o Increase in the uptake of childhood immunisations and vaccinations 
o Vaccination and immunisations including the identification of a practice immunisation lead. 

 
• The following areas will be continually monitored to improve outcomes and reduce variation. 

 
o Cancer - Uptake in screening for bowel, breast and cervical screening 
o Diabetes – increasing uptake of prevention programmes, increasing prevalence and 

provision of recommended care processes in line with national guidance. 
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o Provision of an annual health check and health action plan for people with a learning 
disability 

o Provision of quality assured spirometry 
 
4.v  Support for practices 
 
Ongoing support is available to all practices from the locality Primary Care Team with other expertise 
co-opted as required. All practices will continue to be encouraged to engage in quality and improvement 
programmes including for example the national GP Improvement Programme.  
 
4.vi Incidents and Escalation 
 
Practices are encouraged to report all incidents as recording patient safety events, both positive and 
negative, indicates a positive safety culture which encourages staff to be open and honest if things 
go wrong.  
 
4.vii  Escalation 
 
Where a potential or actual issue or risk is identified, the ICB will take the necessary steps to assure 
itself that adequate and effective support is being provided to reduce the risk, identify any areas for 
ongoing improvement and be able to demonstrate and measure that improvement. This will be 
undertaken in line with the locality Primary Care Escalation policy. 
 
The policy sets out the process of escalation where patient safety, quality issues or non-compliance 
are identified and the necessary steps to provide assure that adequate and effective support is being 
provided to reduce the risk, identify any on-going areas for improvement. 
 
The process allows collaborative and supportive working, whilst also setting out an effective escalation 
process if concerns are not addressed. 
 
5. Summary  
 
The need to reduce health inequalities across general practice is underpinned by robust quality 
improvement measures which strive to reduce variation and have an infrastructure to support quality 
improvement at all levels of service delivery.  
 
The framework is intended to provide structure and process that promotes quality and improvement 
but also provides a mechanism for gaining assurance and holding practices to account for the care that 
they deliver.  
 
Embedding this process will enable close working with practices to reduce variation and address quality 
concerns, ensuring that quality is prioritised in all aspects of primary care delivered across Oldham.  
 
6. Timeframe and next steps 
 
Early / Mid-September 2024 Socialise the proposed framework with all Oldham GP practices, West 

Pennine LMC, Oldham PCN Clinical Directors and Oldham GP Board.  
 
Mid / End September 2024 Prepare for first practice visits 
 
October 2024    Commence practice visiting programme 
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7. Recommendations 
 
Oldham Place Primary Care Commissioning Committee is asked to approve the proposed General 
Practice Assurance Framework for Oldham and its implementation. 
 
Appendices 
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