
 

 

Agenda 
 
Place Based Primary Care Commissioning Committee 
 
Date:  31 March 2025 
 
Time:  4.00pm until 5.15pm 

Venue:   Microsoft Teams Chair:  Will Blandamer  
Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1.   
 
 
 

4.00- 4.05 
 
 

 
 
 
 

5 mins 
 

Welcome, Apologies and 
Quoracy  

Verbal Information Chair 

2.  Declarations of Interest 
 

Paper Information Chair 

3.  Minutes of previous meeting 
held on 27 January 2025 

Minutes Approval Chair 

4.  Matters arising and update on 
actions 

Actions Discussion Chair 

5.  Public Questions Verbal Information Chair 

6. 4.05 – 4.10 5 mins Primary Care Highlight and 
Risk Report 

Paper 
 

Information Rachele 
Schofield 

7. 4.10 – 4.15 5 mins GP Contract Update Paper 
 

Information Rachele 
Schofield 

8. 4.15 – 4.30 15 mins Rock Healthcare Radcliffe – 
Proposed Move  

Paper 
 

Information Rachele 
Schofield  

9. 4.30 – 4.45 15 mins Bury LCS 2025/2026 Paper 
 

Information Rachele 
Schofield 

10. 4.45 – 4.55 10 mins Workforce Strategy  Paper 
 

Information Katie 
Heslewood  

13. 4.55 – 5.00 5 mins General Practice Leadership 
Collaborative Update 

Verbal Information Mark Beesley 

14. 5.05 – 5.10 5 mins 
 

Terms of Reference Review Paper Approval Chair 

15. 5.10 – 5.15 5 mins 
 

Finance Update 
 

Verbal Information Simon O’Hare 

16. 5.15  Any Other Business 
 

Verbal Information 
 

All 
 

   Date and time of next meeting: 
Tuesday 27 May 2025 at 4pm 

   

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

If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC) 
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than Friday, 28 March 2025 at 12 
noon. 

Please note that due to the limited time we have, we cannot respond to public questions within the PCCC  
meeting. We will acknowledge all the questions we receive and will respond to them formally in writing within 20 days. 

mailto:gmicb-bu.corporateoffice@nhs.net
mailto:gmicb-bu.corporateoffice@nhs.net


 

 

 
 
MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 2 
 
DATE: 31 March 2025 
 

 
REPORT TITLE: Declarations of Interest 
 
REPORT AUTHOR:  

EXECUTIVE SUMMARY: 
 
NHS GM has responsibilities in relation to declarations of interest as part of their governance arrangements (details 

of which can be found outlined in the NHS Greater Manchester Integrated Care Conflict of Interest Policy version 

1.2). 

 

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

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

 

The Local Authority has statutory responsibilities detailed as part of Sections 29 to 31 of the Localism Act 2011 and 

the Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012.  For other partners and providers, we 

understand that conflicts of interest are recorded locally and processed within their respective (employing) NHS and 

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

 

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

Primary Care Commissioning Committee. 

 

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

The specific management action required as a result of a conflict of interest being declared will be determined by the 
Chair of the Primary Care Commissioning Committee with an accurate record of the action being taken captured as 
part of the meeting minutes. 
 
There is a need for Primary Care Commissioning Committee members to ensure that any changes to their existing 
conflicts of interest are notified to NHS GM (Bury Locality) Corporate Office within 28 days of a change occurring to 
ensure that the Declarations of Interest register can be updated. 
 
 



 

 

 

RECOMMENDATIONS: 
 

The Primary Care Commissioning Committee is asked to; 
• Receive the latest Declarations of interest Register; 
• Consider whether there are any interests that may impact 

on the business to be transacted at the meeting on the 31 
March 2025; and 

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

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

CONSIDERATIONS 
Please include a brief synopsis of any considerations or implications should be made aware of: 
 
☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 



Financial 
Interests

Non-
Financial 

Profession
al Interests

Non-
Financial 
Personal 
Interests

From To

Ashton on Mersey Football Club Trafford X Direct Chairman 2024 Present
Manchester Football Association X Direct Non Exec Director (Board Champion for 

Safeguarding) 2018 Present

Francis House Hospice (Manchester) Indirect Spouse is a Registered Nurse 2024 Present
University Hospital of Wales Indirect Daughter is a Foundation Year 1 Doctor 2024 Present
Leeds University Indirect Daughter is a medical student 2019 Present

Crook Adrian Director of Adult Social Care and Community Services Bolton Hospice X Direct Trustee Jul-05 Present As per policy - see details above (Y,Y,Y,Y,Y)

Jackson Catherine Associate Director of Nursing, Quality & Safeguarding Northern Care Alliance Indirect Partner is a Director at the Northern Care Alliance 2019 Present As per policy - see details above

Alderson Zoe Head of Primary Care None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)
Schofield Rachele Primary Care Manager None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)
O'Hare Simon Locality Finance Lead Simkat Shore Holdings LTD X Direct Director Apr-19 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Trembath Carolyn Head of Quality None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)
Ridsdale Lynne Chief Executive for Bury Council Bury Council X Direct Chief Executive Mar-23 Present As per policy - see details above (Y,Y,Y,Y,Y)

Bury GP Practices Limited X Direct Chief Officer & Director Jul-21 Present
Greater Manchester GP Federation X Direct Director Oct-21 Present

Dalal Ali GLMPC Independent Contractor / Bury Locality Lead
Alamaz Limited X Direct Owns and operates Formans Chemist which trades 

from the following address: 12 Park Hill, Bury Old 
Road, Prestwich, M25 0FX

01/10/2011 Present As per policy - see details above (Y,Y,Y,Y,Y)

Hobday Jon Director of Public Health None Declared Nil Interest Nov-23 Present As per policy - see details above
Passman Ruth Chair of Bury Healthwatch None Declared Nil Interest Present As per policy - see details above

GM East Local Optical Committee X Direct Vice Chair 2020 Present
Primary Eyecare Services Ltd X Direct Clinical  Performance Lead 2021 Present
Craven & Murray Opticians       X Direct  Owner  2007 Present
Craven & Murray Opticians  Indirect Husband - Lewis Craven Director 2007 Present

GP Federation X Direct Practice is a member 2013 Present

Tower Family Health Care X Direct Partner in a member practice in Bury Locality 2017 Present

Horizon Clinical Network X Direct Practice is a member 2019 Present

Greater Manchester Foundation Trust Indirect Husband is employed Present

Tower Family Health Care - Primary Care General Practice X Direct GP Partner Jul-18 Present

Bury GP Federation - Enhanced Primary Care Services X Direct Medical Director Apr-18 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable 
treatments

X Direct Medical Director 1994 Present

Laserase Bolton - Provider of a range of cosmetic laser and injectable 
treatments

Indirect Spouse is a Shareholder 2012 Present

Tower Family Health Care - Primary Care General Practice Indirect Spouse is a  Director Jul-18 Present
Healthwatch Bury X Direct Staff Member July 2021 Present

NCA Fairfield Hospital, Bury X Direct Volunteer Apr-20 Present

Poldkivi Annemari Acting Chief Officer, Healthwatch Bury None Declared Nil Interest Present

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

Name Current Position Declared Interest- (Name of organisation and nature of 
business)

Type of Interest 
Is the 

Interest 
direct or 
indirect?

Nature of Interest

Date of Interest Comments

Voting Members

Blandamer Will Deputy Place Based Lead & Executive Director Health and Adult 
Care

As per policy - see details above (Y,Y,Y,Y,Y)

Craven Wendy Primary Care Provider Representative - Optometry As per policy - see details above. (Y,Y,Y,Y,Y)

Non Voting Members
Beesley Mark Chief Officer

In attendance

Dr Fines Cathy Associate Medical Director and Named GP Declaration of interest as per policy as detailed above 
(Y,Y,Y,Y,Y)

Temp Attendee

Temp Attendee

Dr Patel Kiran Member of the Locality Board

As per policy - see details above (Y,Y,Y,Y,Y)

Waller Shirley Engagement Officer, Healthwatch Bury



 

 

 

MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 3 
 
DATE: 31 March 2025 
 

 
REPORT TITLE: 
 

Minutes of the previous meeting held on 27 January 
2025 

 
REPORT AUTHOR: 
 

 

EXECUTIVE SUMMARY: 
 
The minutes of the Primary Care Commissioning Committee meeting in public held on 27 
January 2025 are presented as an accurate reflection of the meeting, reflecting the discussion 
and any actions agreed. 
 
An action log of those actions captured at the meeting has been included for review and update. 
 

 
RECOMMENDATIONS: 
 

• Receive the minutes of the previous meeting held on 
27 January 2025 as an accurate record of the 
meeting. 

• Review and update the actions recorded on the log 
accordingly. 

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

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

☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
 



 

 

 

Minutes 
Place Based Primary Care Commissioning Committee 
 
Date:  27 January 2025 
 
Time:  4.00pm 

Venue:   Microsoft Teams 

Title Minutes of the Primary Care Commissioning Committee  

Author Faith Farnworth-Collinge 

Version V 0.1 

Target Audience Place Based Primary Care Commissioning Committee 

Date Created 27 January 2025 

Date of Issue  

To be Agreed 31 March 2025 

Document Status (Draft/Final) Draft 

Description Place Based PCCC 

Document History: 

Date Version Author Notes 

 30 January 
2025 

v 0.1 Faith Farnworth-
Collinge 

Draft minutes produced. Sent to Zoe Alderson for 
review and asked for any updates to be shared with the 
Chair. 

3 February 
2025 

v 0.2 Zoe Alderson Amendments made by Zoe Alderson. Shared with the 
Chair. 

    

    

    

Approved:   

 
Signature: 

 
Adrian Crook  
    

Add name of Committee/Chair 
 
 
 
 



 

 

 

Primary Care Commissioning Committee  
 
 

 
 
 
 

 
 
 
 
ATTENDANCE 
 

Members 
Voting Members: 
Adrian Crook, Director of Adult Services, Bury Council (Chair) 
Will Blandamer, Deputy Place Based Lead for NHS GM (Bury) 
Zoe Alderson, Head of Primary Care, NHS GM (Bury) 

 
Non-Voting Members: 
Jon Hobday, Director of Public Health 
Wendy Craven, Primary Care Provider Representative- Optometry 
Rachele Schofield, Primary Care Lead, NHS GM (Bury) 
Dr Cathy Fines, Associate Medical Director for NHS GM (Bury) 
Annemari Poldkivi, Research and Public Participation Coordinator, Healthwatch  
 
In attendance 
Katie Heselwood, Primary Care Manager, NHS GM (Bury) 
 
Others in attendance 
Faith Farnworth-Collinge, Governance Support Officer, NHS GM (Bury) (minutes) 

 
MEETING NARRATIVE & OUTCOMES 
 

1 Welcome, Apologies and Quoracy 
 

1.1 
 
 
 
 
 
 
 
 
1.2 
 

The Chair welcomed all to the meeting. Apologies were received from: 
• Lynne Ridsdale, Place Based Lead for NHS GM (Bury) 
• Carolyn Trembath, Head of Quality Improvement and Locality Assurance, NHS GM (Bury) 
• Ali Dalal, Community Pharmacy Representative  
• Simon O’Hare, Locality Finance Lead, NHS GM (Bury) 
• Mark Beesley, Chair of GP Leadership Collaborative 
• Catherine Jackson, Associate Director for Nursing, Quality and Safeguarding, NHS GM 

(Bury) 
 

In order for the meeting to be quorate, there is a requirement for five voting members to be 
present. This meeting was therefore not quorate, as only three voting members were present at 
the meeting. In view of this the minutes of the meeting were recirculated, along with the decisions 
made to all voting members for them to agree or disagree. It can be confirmed that the remaining 
two voting members approved all decisions made during the meeting.  

MINUTES OF MEETING 

Place Based Primary Care Commissioning Committee 
Monday 27 January 2025 

via Microsoft Teams 
Chair – Mr Adrian Crook 



 

 

 

2 Declarations of Interest 
 

2.1 
 
 
 
2.2 
 
 
2.3 

The Chair reminded the Primary Care Commissioning Committee members of their obligation to 
declare any interest they may have on any issues arising from agenda items which might conflict 
with the business of the Place Based Primary Care Commissioning Committee. 
 
Declarations made by members of the Primary Care Commissioning Committee are listed in the 
Register of Interests which is presented under this agenda. 
 
Declarations of interest from today’s meeting 
There were no declarations of interest.  
 

ID Type The Primary Care Commissioning Committee:  Owner 
D/01/01 Decision Noted the register and declarations of interest.  

 
3 Minutes of The Last Meeting 

 
3.1 
 
 

The minutes of the Place Based Primary Care Commissioning Committee meetings held on 25 
November 2024 were agreed as a correct record.   
 

ID Type The Primary Care Commissioning Committee: Owner 
D/01/02 Decision Agreed the minutes from the meeting held on 25 November 

2024 as a correct record. 
 

 
4 Matters Arising and Update on Actions 
4.1 The action log was updated as recorded on the action log. 

ID Type The Primary Care Commissioning Committee: Owner 
D/01/03 Decision Noted the updates provided in relation to the Matters Arising. 

 
 

D/01/04 Decision Noted the updates provided in relation to the Action Log. 
 

 

 
5 Public Questions 

 
 

5.1 
 
5.2 
 
 
 
5.3 
 
 
 
 
 
 
 
5.4 
 
 

There were no public questions submitted.  
 
Will Blandamer highlighted that whilst there were no formal public questions submitted to the 
committee it would be prudent to mention the enquiries being made, relating to Rock Healthcare’s 
proposal to consolidate the Radcliffe branch site with the main site at Moorgate.   
 
Will asked how the committee would receive and deal with a recommendation from Rock in relation 
to this and the criteria by which the committee could consider it. Adrian Crook advised that the 
committee needs to understand its legal functions regarding this practice change request. Zoe 
Alderson agreed to seek confirmation from central contracting and commissioning colleagues as to 
the basis on which PCCC can endorse or challenge the proposal. She went on to confirm that 
Rock will need to submit a formal request along with an equality impact assessment (EIA), which 
should also include transport and engagement considerations.  
 
Adrian reaffirmed the need to understand how this committee will make the decision on this, 
whether it be a yes or a no and the impact that the decision has on the wider population of 
Radcliffe. Adrian explained that we need to also look at the alterative available provision in the 



 

 

 

 
 
 
 
 
 
5.5 
 
 
 
 
5.6 
 
 

area as well as the application and the EIA. Will explained that there will be a test that would be 
applied to such an application which is likely to include the local alternative availability, if there is 
confidence in the consultation undertaken and the financial case. Zoe advised that dependant on 
the patient engagement feedback the request may be submitted at the next PCCC meeting in 
March.  
 
Annemari Poldkivi advised that Healthwatch have been liaising with Rock Healthcare regarding this 
engagement and they are supporting Rock with a small independent piece of work, which involves 
Healthwatch attending the Radcliffe Rock site and asking patients views. HealthWatch will then 
compile a summary report and feedback to Rock Healthcare. 
  
Adrian asked Zoe if it is possible could the functions of Committee, when these have been clarified, 
be shared with committee members prior to the next meeting.   
 

ID Type The Primary Care Commissioning Committee: Owner 
A/01/01 Action  Zoe Alderson to liaise with contracting and commissioning 

colleagues to ascertain the PCCC committee’s function in 
regard to Rock Healthcare’s application to consolidate sites. 
Zoe to share this information with committee members prior 
to the next PCCC Meeting, if possible.  

ZA 

A/01/25 Action Rock Healthcare proposed site consolidation to be added to 
the March agenda.  

FFC  

 
6 General Practice Leadership Collaborative Update  

 
6.1 
 
 
 
 
 
6.2 
 
 
 
 
 
6.3 
 
 
 
 
 
6.4 
 
 
 
 
6.5 
 
 
 
 
 

General Practice Leadership Collaborative update: 
Dr Cathy Fines provided verbal feedback in Mark Beesley’s absence. The GPLC meeting 
discussed additionality across the localities, including respiratory hubs, surge hubs, women’s 
health hub and the ongoing collective action. A colleague joined from Stockport to talk about the 
forthcoming procurement of Dermatology and the new service specification for Gynaecology.  
 
Will Blandamer added that a conversation had also taken place regarding the RBMS, as at a 
previous meeting some doubt had been expressed about the value of the function. This was 
addressed and discussed, and colleagues agreed that RBMS is providing an invaluable function. 
Additionally, Primary Care GP colleagues do not want and are currently unable to take this function 
back into primary care. 
 
Will wished for it to be recorded formally that, we are continuing to engage positively though the 
GPLC, though webinars and membership events and reiterated the importance of Cathy’s 
leadership in this engagement. It should also be recognised that the soft engagement and 
participation work that is being done through the GPLC and through the other engagement 
mechanisms is continuing. Will thanked the Primary Care Team for continuing to do a great job. 
 
Quarter 3 Contracting Report: 
Rachele Schofield presented the committee with the Quarter 3 Performance report, intended to 
provide the committee with assurance that money is being well spent and that contracts are 
performing as they should be. Within this report a few points were highlighted: 
 
Quality Assured Spirometry (QAS) service, the service is in place until 31st March. The service is 
now full and cannot accept any further referrals. The Primary Care Team are to issue a 
communication to general practice colleagues to advise of this and the alternatives available. 
There is no service beyond the 31st March, the Primary Care team are awaiting guidance from GM 
with regards to any possible funding. 
 



 

 

 

6.6 
 
 
 
6.7 
 
 
 
6.8 
 
 
 
 
 
 
6.9 
 
 
 
 
 
 
 
6.10 
 
 
 
 
6.11 
 
 
 
 
 
6.12 
 
 
 
6.13 
 
 
 
 
 
6.14 
 
 
 
 
6.15 
 
 
 
 

NICE guidance has been issued regarding Asthma FENO testing. Rachele explained that FENO 
was originally a future intention within the QAS contract, as was delivery to children therefore 
without funding being identified to support this these will be gaps as of 31st March.  
 
Paediatric Phlebotomy continues to perform above the estimated levels of activity commissioned, 
as it has done for some time. The proposal for this service from the 1st April is detailed within the 
Commissioning Intentions paper (agenda item 8). 
 
Enhanced Access - Rachele explained that at the time of writing this paper, the data for Bury 
PCN’s data was not available, however Rachele can advise now that both the GP Federation, on 
behalf of Horizon, Prestwich, Whitefield and Bury PCN are all meeting and exceeding the contract, 
in terms of hours offered. Utilisation does remain an issue, and the Primary Care Team are 
continuing to press the PCN’s to reinforce the message to practices to use the service, 
appointments are available and there is capacity within that system for practices to use. 
 
Capacity and Access Improvement Payment (CAIP), Katie Heselwood reported that one PCN has 
submitted their self-declaration. The 2023/2024 CAIP this year changed, it was around 3 elements, 
better digital telephony, simpler online requests and faster care navigation, assessment and 
response. There have been several issues raised relating to this, and the Primary Care Team have 
raised these issues with GM and are awaiting feedback, these issues mainly relate to online 
consultations. The Primary Care Team will continue to work with and encourage the three other 
PCN’s to submit their self-declaration.  
 
Adrian highlighted that the results from the recent Friends and Family test was excellent, with 94% 
of responses coming back positive. Rachele advised that this again will hopefully be reflected in 
the GP Patient survey, which was circulated to patients in January, results are expected in the 
coming months. 
 
Adrian discussed that he was disappointed with the figures relating to enhanced health in care 
homes. A discussion took place regarding this, and it was felt the issue could be due to how the 
data is recorded, rather than an actual care issue. Zoe advised that the Primary Care Team will be 
working with the PCN’s further on this. Cathy suggested that this could be discussed at the next 
engagement event.  
 
Will also wished to highlight that good progress had been made with regards to the RCGP 
accreditation for Military Vets. Will requested if Katie could link in with him regarding the standards, 
Katie agreed and will liaise with Will outside of this meeting.  
 
Zoe closed the discussion by confirming that the December Locally Commissioned Service LCS 
Data, which was not available at the time of writing the report, will be circulated to members 
following the meeting.  
 
Primary Care Highlight and Risk Report:  
 
It was noted that the highlight report covered the main things that have already been discussed as 
part of the quarter 3 report and the commissioning intentions paper. Zoe highlighted that there are 
still issues with performance reports and consistent data use and that therefore moving forward the 
team would use GM dashboard data rather than DQ extracted data where possible.  
 
Adrian stressed the need to make Bury an interesting place to work, to help recruit and retain GP’s, 
and reiterated the importance that we don’t fall back into business as usual, and we work further on 
a workforce strategy. Katie explained that the workforce strategy will be discussed further at the 
next meeting.  
 



 

 

 

6.16 
 
 
6.17 
 
 
6.18 
 
 
 
 
 
6.19 
 
 
 
 
6.20 
 
 
 
 
 
 

In terms of the risks, the Collective Action remains the main risk, however in terms of mitigation of 
the risks, we are satisfied with the plans in place.  
 
A further risk was the estate solution for the Uplands, Zoe explained that there is more confidence 
around this and once the mitigated actions have taken place this is fairly managed.  
 
Cathy raised a further risk for primary care in relation to ADHD, NHS GM has released a 
communication which puts the onus on primary care and right to choose referrals will continue. It is 
a constant pressure on GPs and there are a large number of complaints generated as a result of 
this. The impact is not only being felt by GPs but also by patients. Cathy said whilst conversations 
are ongoing, these are not at a significant enough pace. 
 
Adrian asked a question to Zoe regarding discretionary funding, Will responded that the likely 
BeCCoR GM wide funding proposals are to level up to the GM average of LCS funding, so this is a 
mitigation to the risk. However, this mitigating factor has not changed the risk score as we are 
reliant on funding rather than anything we can do ourselves.  
 
Two final risks regarding Bury’s LCS were raised: 

1. Bury is the only locality to weight funding 50% block and 50% reward. 
2. The block activity is not costed by service requirement 

The committee were advised that this has previously come under criticism and is likely to do go 
again given the GPCA taking place. It was agreed that this should be discussed with finance as 
part of the further detailed work which was needed to finalise the contract.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/01/05 Decision Noted the report.  
A/01/03 Action  Primary Care Team to issue a communication to general 

practice to advise the QAS cannot accept any new referrals 
and advise of the available alternatives. 

RS 

A/01/04 Action  Data relating to advanced healthcare in Care Homes to be 
discussed at the next Primary Care engagement Event. 

ZA 

A/01/05 Action  Zoe Alderson to circulate the December LCS Data to 
members. 

ZA 

A/01/06 Action  Zoe to discuss the Bury LCS 2025.26 contract methodology 
with Simon O’Hare 

ZA 

D/01/06 Decision Noted the risk log provided.   
 

7 GP Resilience  
 

7.1 
 
 
 
 
 
 
7.2 
 
 
 
 
 
 
 

Zoe provided the committee with an update focused on the single-handed GPs in Bury and the risk 
this generates around resilience and continuity should anything happen to that sole partner. 
Despite making a strategic decision several years ago to reduce the number of two partnered 
practices and have no single-handed GP practices this number has increased to 7 (it was 
confirmed at the meeting that Garden City can be excluded from the figures as this has 
subsequently been recommissioned as an APMS contract). 
 
Following the death of a sole partner the representatives of the contractor have 7 days to agree 
arrangements for the provision of services with the commissioner. These provisions can be in 
place for no more than 28 days. After which the commissioner must decide how it wishes to secure 
the future service - namely dispersal of the list or re-procurement of the service. There is also likely 
to be a need for caretaking arrangements to be put in place until the two options have been fully 
implemented.  
 



 

 

 

7.3 
 
 
7.4 
 
 
 
 
7.5 
 
 
 
 
 
7.6 
 
7.7 
 
 
 
7.8 
 
 
 
 
7.9 
 
 
7.10 
 
 

Within the paper a recommendation for each practice was presented to the committee so that a 
measured but speedy decision can be made in the event it is needed. 
 
An update was presented regarding Red Bank and Mile Lane, previously the PCCC had agreed for 
the GP federation to go on both these contracts, however this has not happened meaning there 
remains one GP partner responsible for the delivery of two practices with a combined list of almost 
15,000 patients. 
 
As part of the paper Zoe has looked at the whole-time equivalent GPs across the locality against 
the number of patients each has. This showed some gaps in the data, which Katie will look to 
address as part of the workforce strategy and implementation plan, as we need to ensure we have 
a true picture of what the workforce looks like, in order to better understand the level of risk 
associated.  
 
Zoe explained that there is no legislation to force a practice take on another partner. 
 
Cathy reported that she could not foresee any issue with GPs discussing their future intentions with 
the locality as part of the business continuity planning, ultimately these are individuals’ businesses, 
so they should be very keen to make sure that their business is safeguarded. 
 
Adrian confirmed that the committee has received the paper and considered the recommendations 
put forward. The committee give the Primary Care Team permission to broker discussions under 
business continuity, about the future with the individual practices concerned, and supported the 
recommend options, which primarily is dispersal should they be needed.  
 
Cathy added that dispersal would have a massive impact on the surrounding practices, and so if 
this is the agreed strategy, then the surrounding practices would need to be made aware of this. 
 
Adrian asked a query regarding the Right of TUPE for a salaried GP. This is something that would 
need to be considered. Zoe Alderson to confirm outside of the meeting. 
 

C Type The Primary Care Commissioning Committee: Owner 
D/01/07 Decision Noted the report and agreed    
D/01/08 Decision Supported the recommendation to broker discussions under 

business continuity, with the 7 individual practices concerned 
and supported the recommend options, which primarily is 
dispersal should they be needed.   

 

A/01/07 Action Zoe Alderson to confirm is salaried GPs have the right to 
TUPE as part of a list dispersal. 

ZA 

 
8 Commissioning Intentions 2025/2026 

 
8.1  
 
 
 
 
8.2 
 
 
 
 
 
 

The paper presented to the committee focused on three contracts 
• The Bury LCS 
• Phlebotomy  
• Special Allocation Scheme 

 
Zoe started by advising the committee that in order to engage with practices around next year’s 
Bury LCS a budgetary level needs to be considered and that in order to know this the paper being 
presented is based on several assumptions around increased service delivery costs.  As Simon 
O’Hare wasn’t present at the meeting Zoe confirmed that the paper had been reviewed by finance 
outside of the meeting and that they were supportive of the approach suggested.  
 



 

 

 

8.3 
 
 
 
 
 
8.4 
 
8.5 
 
 
 
8.6 
 
 
8.7 
 
 
 
8.8 
 
 
 
 
 
8.9 
 
8.10 
 
 
 
 
 
 
 
 
 
 
8.11 
 
 
 
 
8.12 
 
 
 
8.13 
 
 
8.14 
 
 
 

It was confirmed GM indicators will again attract £4 per head which adds an additional pressure to 
the budget given the increase in patient registrations. She went on to say the three GM standards 
are likely to remain the same, albeit with some small amendments to payment thresholds. There is 
also a separate shared care conversation taking place which GM want localities to consider 
implementing from 1st April. 
 
A discussion is taking place to confirm transactional requirements for 2025/26. 
 
Protective learning time, will stay in the contract but will be amended in line with GM requirements. 
Salina Callighan is currently working on the local Medicines Optimisation (MOT) indicators, and an 
assumption has been made that the same level of funding will be available to support this. 
 
Assuming all assumptions are supported and correct this leaves £400,000 to work through with the 
neighbourhoods.  
 
There are further assumptions regarding the savings that have been articulated as part of the 
phlebotomy contract, which are as a result of changing the criteria into the service which will 
reduce the figures that we're actually expecting to go through that service. 
 
The Special Allocation Scheme (SAS) because Bury doesn’t align with GM, Katie has undertaken 
work as to what that service could look like and how it could be commissioned, it in line with other 
localities. The PCCC has been presented with three different options.  

1. A block payment. 
2. A tariff payment  
3. Reduced rates.  

With the preferred option being the option 1, a block payment. 
 
Will asked a question regarding paediatric phlebotomy and the change in the referral criteria. Zoe 
advised that the change is based on a clinical discussion that a large amount of activity was 
deemed not clinically appropriate. Cathy added that the original plan was to have a centralised hub 
for all providers to use but this will need to remain as a future aspiration for now. Adrian asked if 
this has been discussed at the Clinical and Professional Senate, Cathy responded to advise this 
has been discussed with paediatrics several times but obviously these conversations have not 
been formally recorded, Faith to add this item to a Clinical and Professional senate future agenda. 
Cathy also reported that the paediatric phlebotomy service has been opened up to colleagues in 
Pennine Care Foundation Trust, for the Bloods that are required for children who are on treatment 
that need blood testing. Going forward this needs a wider locality conversation.  
 
Members were asked if anyone disagreed with the commissioning intentions for the paediatric 
phlebotomy service? All members present at the meeting were in agreement. Members were also 
asked if they disagreed with using the savings created to contribute to the LCS cost pressure.  All 
members present at the meeting were in agreement.  
 
Members were asked if they were satisfied with option one of the SAS. All members present at the 
meeting were in agreement. Members were again asked if they disagreed with using the saving 
generated back into the LCS. All members present at the meeting were in agreement. 
 
Adrian asked if all members present were supportive of the paper knowing it may not be the 
finished article. All members present at the meeting were in agreement. 
 
Adrian discussed that it is disappointing that the primary care blueprint which was produced a year 
ago but it still is not in practice. Will replied to say that the BeCCoR work is the cornerstone of the 
implementation of the blueprint. Will confirmed that the focus on CVD and diabetes, GM wide, has 



 

 

 

 
 

had an effect in all of the key indicators. Zoe was asked to pick up a discussion with Simon outside 
of the meeting regarding the baseline figure that will be used as part of BeCCoR. 
 

ID Type The Primary Care Commissioning Committee: Owner 
D/01/09 Decision Noted the financial updates provided.  
A/01/08 Action Paediatric phlebotomy service change to the referral criteria 

to be discussed at the Clinical and Professional Senate.  
FFC 

D/01/10 Decision  Supported the recommendation for the commissioning 
intentions for the paediatric phlebotomy service and using the 
savings created to contribute to the LCS. 

 

D/01/11 Decision Supported the recommendation for the commissioning 
intentions for Special Allocation Scheme to be a block 
payment and using the savings created to contribute to the 
LCS. 

 

D/01/12 Decision Supported the recommendation in the paper knowing it may 
not be the finished article 

 

A/01/09 Action Zoe to discuss the baseline for the BeCCoR funding uplift 
with Simon O’Hare. 

ZA 

 
9 Finance Update 

 
9.1  
 

Simon O’Hare was not present at the meeting.  

ID Type The Primary Care Commissioning Committee: Owner 
    

 
10 Any Other Business 

 
10.1 
 

None. 

ID Type The Primary Care Commissioning Committee: Owner 
    

 
11 Date and time of next meeting  

 
11.1 
 

Date and time of next meeting:  
Monday, 31 March 2025, 4:00pm – 5:15pm via Teams 
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Actions – Place Based Primary Care 
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Place Based Primary Care Commissioning Committee  

Status Rating 
 

- In Progress   - Completed  - Not Yet Due 
 

- Overdue 
 

Date Reference Action Lead Status Due Date Update 

29 January 
2024 

A/01/01 ZA to work to obtain mandate from IDC and 
form a working group in relation to Schedule 
7. 

Zoe Alderson 
 

March 2024 25/03/2024- No update to report, Zoe Alderson and 
Mark Beesley will be working to progress this.  
 
04/06/2024- A meeting is currently being 
coordinated to include PCN CDs, the Fed, PC Team 
and neighbourhood representatives.  An update will 
be provided to PCCC in due course.  
 
29/07/2024- Meeting scheduled for Tuesday 30th 
July, delivery date September, update to be 
provided at next meeting. 
 
30/09/2024 – September Meeting cancelled to be 
rescheduled for October 2024, update to be 
provided at next meeting. 
 
27/01/25 – This is an ongoing piece of work by the 
IDC, therefore this action can be closed.  
 

30 
September 

2024 

A/09/02 Zoe and Dominic Siddall, Digital Champion to 
look at ways the uptake of the NHS App can 
be promoted. 

Zoe Alderson &  
Dominic Siddall  

January 2025 27/01/25 – This action can be closed, as this is part 
of a larger piece of ongoing work which is in the 
Locality Plan refresh. 

30 
September 

2024 

A/09/03 Will Blandamer and Zoe Alderson to raise the 
issue of the lack of data and support for 
Primary Care as part of the locality assurance 
work. 

Will Blandamer 
& Zoe Alderson  

January 2025 27/01/25 – Will Blandamer raised in the Locality 
Assurance Meeting (LAM) meeting it was formally 
recorded in the meeting notes. Action can be 
closed.  

30 
September 

2024 

A/09/04 Zoe Alderson to seek agreement from 
practices to add Lindsay Mooney to the EMIS 
Enterprise Data Sharing Agreement and 
Privacy Notices for NHS Health Checks. 

Zoe Alderson 
 

January 2025 27/01/25 – still outstanding, Zoe to action.  



 

27 January 2025 

 
Actions – Place Based Primary Care 
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30 
September 

2024 

A/09/05 Carolyn Trembath to arrange a meeting with 
the necessary stakeholders to discuss the 
issues with Ramsbottom Group Practice and 
Lavender Hill Care Home, escalating via Zoe 
Alderson if Lancashire do not respond. 

Carolyn 
Trembath  

January 2025 27/01/25 – Action has come back to the Primary 
Care Team and a meeting has been arranged for 26 
February 2025. Action can be closed. 

25 November 
2024 

A/11/01 The Primary Care Team are to look to try and 
source the MoCA Training for GPs free of 
charge.  
 

Primary Care 
Team  

January 2025 27/01/25 – Zoe Alderson had put forward a possible 
solution, which was not perfect. However, this 
solution was not accepted and so there is currently 
no solution in place. Dr Cathy Fines advised that 
this was discussed at the Locality Assurance 
Meeting (LAM) and Bury have sent the requested 
information to NHS GM and we are awaiting their 
response.  

25 November 
2024 

A/11/02 Infection Prevention and Control Declarations 
- Cathrine Jackson to provide a list which 
practices are not complying. Rachele 
Schofield is to check if GP practices still sign 
a yearly declaration regarding  
 

Catherine 
Jackson & 
Rachele 
Schofield  

 
January 2025 27/01/25 - Catherine Jackson has not yet provided 

the list of practices. Catherine to provide the list to 
the Primary Care Team to enable this action to be 
resolved.  

25 November 
2024 

A/11/03 Mark Beesley is to review the DNA rates and 
reasons for the Quality Assured Spirometry 
Service.  

Mark Beesley 
 

January 2025 27/01/25 – This is on the agenda for the Liaison 
Meeting scheduled for 28 January 2025. Action can 
be closed. 

25 November 
2024 

A/11/04 Zoe Alderson and Will Blandamer to work on 
a report with the concerns raised by the 
PCCC regarding the 5% SIP on the Primary 
Care budget.   
 

Will Blandamer 
& Zoe Alderson  

January 2025 27/05/25 - Will Blandamer confirmed that this was 
raised at the LAM, there is a further extraordinary 
LAM meeting which is focused on finance. This will 
be discussed again at the next meeting.  
 

27 January 
2025 

A/01/01 Zoe Alderson to liaise with contracting and 
commissioning colleagues to ascertain the 
PCCC committee’s function in regard to Rock 
Healthcare’s application to consolidate sites. 
Zoe to share this information with committee 
members prior to the next PCCC Meeting, if 
possible. 

Zoe Alderson 
 

March 2025  

27 January 
2025 

A/01/02 Rock Healthcare proposed site consolidation 
to be added to the March agenda. 

Faith 
Farnworth-

Collinge 
 

March 2025  



 

27 January 2025 

 
Actions – Place Based Primary Care 

Commissioning Committee Page 3 of 3 
 

27 January 
2025 

A/01/03 The Primary Care Team are to issue a 
communication to general practice to advise 
the QAS cannot accept any new referrals and 
advise of the available alternatives. 

Zoe Alderson & 
Rachele 
Schofield 

 
March 2025 Circulated to colleagues on 7 February 2025. 

27 January 
2025 

A/01/04 Recording data relating to advanced 
healthcare in Care Homes to be discussed at 
the next Primary Care engagement Event. 

Zoe Alderson 
 

March 2025  

27 January 
2025 

A/01/05 Zoe Alderson to circulate the December LCS 
Data to members. 

Zoe Alderson 
 

March 2025 Circulated to members on 7 February 2025. 

27 January 
2025 

A/01/06 Zoe Alderson to discuss the Bury LCS 
2025.26 contract methodology with Simon 
O’Hare 

Zoe Alderson 
 

March 2025  

27 January 
2025 

A/01/07 Zoe Alderson to confirm is salaried GPs have 
the right to TUPE as part of a list dispersal. 

Zoe Alderson 
 

March 2025  

27 January 
2025 

A/01/08 Paediatric phlebotomy service change to the 
referral criteria to be discussed at the Clinical 
and Professional Senate.  

Faith 
Farnworth-

Collinge 
 

March 2025  

27 January 
2025 

A/01/09 Zoe to discuss the baseline for the BeCCoR 
funding uplift with Simon O’Hare 

Zoe Alderson 
 

March 2025  
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Programme / Project:  Primary Care SRO: Mark Beesley as GPLC Chair Lead: Zoe Alderson Month March 2025 RAG Status1:  

Key achievements / deliverables completed this period: Key deliverables / milestones planned for next period: 
Prog.1 - Alternative at Scale Solutions 
• Paediatric Phlebotomy – STAR form in train, awaiting confirmation of approval 

 
Prog.2 – Communications and Engagement 
• Member Engagement Session held, outputs to be included in £16ph proposal and Bury LCS 25/26 contract 

 
Prog.3 – Data and Digital Ambition 
• New GP contract introduced with changes to online consultation requirement (linked also to CAIP) 

 
Prog.4 – Effective Pathway Navigation 
• See GPCA update under leadership 

 
Prog.5 – Current and Future Estate 
• Formal notification of request to close Rock Radcliffe branch received 
• Whitefield HC – Agreement to lease agreed allowing the ICB to secure and drawdown funds by the required deadline 
• Prioritisation of year end capital funding suggestions put forward inline with PCN Toolkit outputs (awaiting feedback) 
• Improvement grants – Requests made of practices via GP webinar  

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Continue with scheduled work and roll out North pilot with practices in North neighbourhood including review of current 

processes and refine for roll out. Plan for remaining neighbourhoods, including proposed go-live dates to be finalised. All 
approved SOP & paperwork shared with Huntley Mount who have chosen to implement themselves. Bury-wide roll out agreed 
– meeting with Prestwich NHD & PCN lead arranged. Prestwich to move forward with PLO roll out. Townside/Ribblesdale/Peel 
will move forward themselves 1st April (all info given). 
 

Prog.7 – Quality and Assurance 
• Bury LCS 2024/25 - February data shared with practices 
• Bury LCS 25/26 - conversations continue re levelling up monies and proposal submitted for consideration by GM PCCC.  Draft 

spec for 2025/26 shared for comment (including GM specs). 
• PCN DES - All PCN Q3 submissions received  

o EA 24/25 – All PCNs performing above contractual offer, however work continues around improving utilisation rates, 
particularly for Bury PCN practices (January and February data remains outstanding). 

o Prestwich PCN confirmed transition to Modern General Practice Access Model – once queries clarified confirmation will 
be sent to GM to process payment 

o Bury PCN – ARRS claims to Dec 24 are waiting to be verified therefore Sep’24 position is the latest we are able to confirm 
o Bury PCN - submitted CAIP 24/25 self-declaration to PC team – clarification to be sought before submission to GM 
o Bury PCN - submitted Modern General Practice Access Model – clarification to be sought before submission to GM 
o Horizon PCN - CAIP 24/25 self declaration submitted to GM for payment on 2 out of 3 domains 

• Unwarranted variation - Q3 data & resources sent out to practices for 8 care processes, breast/cervical screening & SMI HCs  
• MOT continue to focus on savings plans set out by GM in addition to: 

o GP LCS MO indicator – second practice/MOT meetings progressing, 80% completed continue to reach out to Longfield 
who have not submitted many Q2/Q3 documents and not arranged date for meeting. 

o Sent quarterly DFM, Antipsychotics in dementia bi-annual audit complete – Bury <10% (under national target). 
• Interpretation and Translation contracts extended for 1 year whilst GM look at pan GM model 
• PC Quality Visits all complete for 2024/25 and an update/plan/process for 25/26 will be presented in due course 
• CQC visits are in the diary for two practices 

 
Prog. 8 – System Leadership 
• GP Collective Action – BMA official action stood down however Primary and Secondary Care interface discussions will continue 

to address pathway/bureaucracy issues which are raised.  
• BeCCoR – Discussions regarding potential investment for 25/26 on going  

 
Prog.9 – Workforce (recruitment/development and retention)  
• GM workforce return completed in collaboration with practices and submitted 
• Attended Bury recruitment event to promote Primary Care and current non clinical / admin vacancies 
• Strategy on for discussion at GPLC in March 

Prog.1 - Alternative at Scale Solutions 
• Women’s Health Hub  

o Funding and therefore service to formally cease 31 March 2025  
o Wave 1 Community Gynae conversations taking place  

• Respiratory/Surge Clinics cease 31 March 2025 outputs to be presented to GPLC and PCCC April/May time 
• Quality Assured Spirometry – funding to cease 31 March 2025, PCCC have not approved further funding and outstanding response 

from GM regarding funding decision 
• Paediatric Phlebotomy 25/26 – PSR forms to be produced for approval and sign off once STAR form approved 

 
Prog.2 – Communications and Engagement 

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

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

member engagement session outputs.  
 

Prog.5 – Current and Future Estate 
• Rock Healthcare Branch Closure Paper to PCCC to be presented to PCCC for decision  

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Schedule 7 - A two-part MOU to be created which will describe the principles against which PCNs, neighbourhood with work together 

in addition to how wider system partners will support primary care with the ambitions of PCN DES. 
• Prestwich - next neighbourhood for roll-out patient led ordering 

Prog.7 – Quality and Assurance 
• Rock Radcliffe request to for formally considered by PCCC 
• Bury LCS 25/26 to be formally considered by PCCC (Decision pending re £16ph) 
• Further meeting with GM Quality leads to scope what localities need to support their PQCV process  
• Meeting planned to discuss 2526 PCQV visits 
• Special Allocation Scheme - Letter of Intent to be sent to provider to signal continuation of the service  
• Minor Surgery – support finance with query from Unsworth and work on PPV / audit process for claims  
• MOT  

o Continue with second bi-annual meeting, offer support for LCS MO indicators. 
o quarterly report for AMS & sustainability indicator due this month 

• Whitefield PCN working to transition to a MGP  
• Whitefield PCN yet to submit their self-declaration for CAIP 24/25 

 
Prog. 8 – System Leadership 
• GPLC Development plan  

 
Prog.9 – Workforce (recruitment/development and retention)  
• Workforce Strategy – Now in a position to develop a proposal and next steps for GPLC/PCCC – May 25 
• Ruth Parton from GMTH attending the PM forum in March to update on the Employment Programme 
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Programme / Project Highlight Report 
 

Priorities / Projects / Workstreams: 
Programme Project Key milestones / deliverables completed this period against plan RAG 

Status1 

Prog.1 - Alternative at Scale 
Solutions 

SAS  Finance review taking place to understand claims and value in comparison with GM (including process around OOA payments  
SAS – Quarterly contract meetings taking place with a view to reducing numbers.    
Wider discussions needed about future GM plans – not progressed due to capacity in GM, continuing with local model at present  
STAR forms in train  

QAS Discussion needed with GM regarding future commissioning/funding model – potential to add to Bury LCS if additional GM funding is obtained  
Prog.2 – Communications 
and Engagement 

Sharepoint and its use Feedback from survey and recommended changes at future webinar  
Fortnightly Webinar Topics for webinars planned and sessions facilitated  
Member Engagement Event Quarterly member engagement event  

Prog.3 – Data and Digital 
Ambition 

Dashboard – Bury LCS Production of a data dashboard which supports the monitoring/achievement of the Bury LCS  
Dashboard - PCQV Produce of a data dashboard which supports delivery of the PCQV process  

Prog.4 – Effective Pathway 
Navigation 

Recovering Access Increased number of self-referral options for patients within Community Services  
DOS and Care Navigation Review of programmes aims and objectives  
Pharmacy First Continue to monitor adoption and uptake of Pharmacy First options and raise with those not using it  

Prog.5 – Current and Future 
Estate 

Whitefield  Agreement to lease agreed.  This allows the ICB to secure and drawdown the funds for the scheme by the required deadline  
Rock Radcliffe Formal notification of request to close Rock Radcliffe branch   

Prog.6 – Integration (Wider 
PC, Neighbourhoods/PSR 

Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align  
Prescribing project North neighbourhood – Garden City & Woodbank go live dates agreed, Ramsbottom has pulled out of project, Prestwich NHD will go next (meetings arranged).        

Prog.7 – Quality and 
Assurance 

Primary Care Quality  ‘Good Practice’ proforma to be generated to support collation of information on sharepoint  
All practices to receive visit in 24/25    
Primary Care Quality Framework workshop (part 2) scheduled for March – rearranged for May  

PCN Assurance Ongoing assurance taking place which includes meeting with PCN CDs (returns effected by GPCA)  
Enhanced Access Ensure contractual offer meet requirements   

Increase Utilisation rates  
Prescribing Quality Ongoing savings work & continued support for LCS indicators  
MMR Uptake Improvement plan in development along with regular monitoring/feedback  
Post Payment Verification Process for PPV to be established (GM/Local)   
Priory Conversations with provider required around move from Hospital to Care home designation inc roles and responsibilities of GP for patients inc PCN alignment  
CAIP 24/25 Continue to encourage PCNs to submit self declaration before end March 25  
Minor Surgery STAR forms in train   

Prog.8 – System Leadership GPLC Options discussion/agreement around LTIs in light of GM review of these   
Development plan to be produced  

Wider Primary Care  Establish contacts with wider PC professions with a view to developing locality Primary Care Provider Forum  
GPCA Tactical and Strategic meetings established with providers and SOP in place providing  

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

Workforce Strategy Implementation Plan to support delivery of the workforce strategy  
Implementation of T&F groups in line with main challenges / key areas to address  
Bury College Health and Social Care student placements to be explored further and promoted to practices  

 
Current highest scoring risks / Issues: 

Risk/Issue Current Mitigation / Controls  Gaps in control If being escalated to the programme Board, IDC 
Board or Locality Board state where and what is the 
reason for escalation – what needs to happen? 

IF: PCNs do not transition to a modern general practice access model and have 
online consultation available to patients during at least core hours 
THEN: they will not meet all 3 domains of CAIP and would therefore not be 
eligible to receive the full CAIP payment (30% self declaration) for 24/25 
LEADING TO: reduced income for practices and impact on patient care / ease 
of access for patients 

1. Regular communication to PCNs reminding of deadlines (end of March 2024)  
2. Sharing of information highlighting requirements 
3. Involvement in GM meetings - understanding where other localities are up to and processes in 
place (shared learning) 
4. Practices to be involved in meetings with prospect online consultation providers which will 
influence the framework due to be finalised in June 

It is not the practices fault they are 
unable to offer the OC ask at 
present with their current 
platform. Practice are awaiting 
demonstrations of products before 

Procurement is led by GM and does not appear to be 
moving at the pace required to meet associated 
deadlines. Assurance has been sought. 
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Programme / Project Highlight Report 
they can then proceed to 
procurement. 

This is being brought to Boards attention as practices 
will not meet the requirements by no fault of their 
own and subsequently loose out on investment. 

IF: the money invested into Primary Care is not sufficient/ nor equitable across 
GM  
THEN: the whole of PC will be limited as to what they can support/deliver 
LEADING TO: The local general practice strategy and GM PC Blueprint not 
being delivered in full and ultimately poorer outcomes for the patients of Bury 

1.Benchmarking of spend/outcomes and discussions both locally and at GM (has revealed 
investment in Bury is significantly lower) 
2. Ongoing discussions regarding the need for equitable/sufficient funding as part of BeCCoR 
3. System partners fully engaged in difficult decisions which may need to be taken as a result 
4. Left shift of services and funding needed 

Awaiting outcome from GM PCCC 
and Board  

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

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

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

 Note the risk and potential financial implications. 

 
Decisions required: 

Project / Workstream Decision Required At what level  
[programme board, IDC Board, 

Locality Board, other?] 

Impact if no decision 

    
    
    

 
Performance:  Finance: 
Performance [against targets / outcomes] 
 
• Whilst it has been reported to us that all practices are now on Cloud Based Telephony, we have reason to believe that two practices are outstanding due to technical difficulties outside of their control. 
• GP online registration compliance – confirmation is being sought regarding the remaining outstanding practice which was affected by a technical difficulty  
• % of regular appointments within 14days data is still being checked as new data suggests these figures are no longer correct, both figures are shown  
• Several indicators have been removed from the monitoring below as the dashboards are no longer available 
• Proxy data is being used to gauge achievement of two locality assurance measures due to lack data availability: 

o % of patients identified as having >20% 10yr risk of developing CVD are treated with statins (proxi measure CVDP003CHOL being used) 
o % of patients with hypertension who are treated to target as per NICE guidance S053b (proxi measure CVDP007HYP being used) 

 

Measurable Indicators  Target 23/24 
Baseline Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 Feb-25 Mar-

25 
GOAL 1 – DEVELOP & PROMOTE A NEW MODEL OF GENERAL PRACTICE                    
100% of our practices rated as Good or Outstanding by CQC 100% 92% 92% 92% 92% 92% 92% 92%   
Cloud based telephony across all practices 100% 83% 96% 96% 96% 96% 96% 96%   
All patients have access to an online platform via their registered practice 100% 100% 100% 100% 100% 100% 100% 100%   
100% of practices use the new online patient registration service by 31/10/24 100% N/A 64% 88% 96% 96% 96%     
Increase in the uptake of the NHS App (13+)  ↑ 59% 62%   63% 63% 64% 64%   
The no. of prescriptions ordered using the online repeat prescription function ↑ N/A     146,232   174,301   201,987   231,172   262,110   290,242    
GOAL 2 - A RESILIENT WORKFORCE AND AN ATTRACTIVE PLACE TO WORK                   
All practices/PCNs check and update the NWRS each month 80% 40% 40% 36% 80% 52% 52% 52%   
Increase no. of WTE staff per 100,000 patients ↑ 203.31 204.89 204.09 206.12 206.31 204.83     

• Admin/Non-clinical ↑ 116.66 117.33 117.17 119.45 119.68 118.84     
• Direct patient care (non-ARRS) ↑ 20.39 19.94 19.60 19.41 19.42 19.42     
• GP ↑ 43.63 43.33 43.02 43.01 42.98 42.22     
• Nurses ↑ 22.63 24.29 24.30 24.25 24.23 24.35     

Increase no. of WTE ARRS staff working across general practice (Bury) 117.75 103.82 113.31 76.05 73.87 73.87       
• Bury 26.70 24.40 26.37             
• Horizon 54.17 47.62 47.84 39.76 38.26 38.26       
• Prestwich 21.35 16.60 21.06 19.90 19.13 19.13       
• Whitefield 15.53 15.20 18.04 16.39 16.48 16.48       

Increase in the uptake of the Active Practice Charter ↑ 0% 16% 16% 16% 16% 16.00%     

Financial Tracker for programme 
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Increase in the uptake of the Good Employment Charter  ↑ 0% 0% 0% 0% 0% 0%     
Increase in the % of practices accredited as a unified learning environment ↑ 16% 36% 52% 52% 56% 56%     
Increase no. of staff taking up the 'Return to Practice' Programme ↑ 0 0 0 0 0 0     
GOAL 3 - INCREASE CAPACITY WITHIN GENERAL PRACTICE AND MEET APPROPRIATE DEMAND                   
Increase the number of appointments available in general practice  ↑    986,925      517,357   621,968   704,840   777,635   862,468      
Reduce the No. of DNAs ↓     50,513        22,856     29,808     33,943     37,610     41,785      
% of appointments within 14days ↑ 81.5% 79.1% 69.9% 74.7% 77.6% 78.80%     
% of appointments within 14days (Based on new figures) ↑   79.0% 69.8% 74.8% 77.5%       
Reduction in the % of patients waiting over 28days all modes all HCPs ↓ 4.0% 6.1% 12.3% 8.9% 7.8% 7.7%     
Reduction in % of unmapped appointments  ↓ 12.6% 2.2% 2.4% 0.1% 0.1% 1.9%     
Increase in the % of appointments mapped as online/video consultations  ↑ 0.5% 0.5% 0.4% 0.6% 0.6% 0.5%     
Increase the number of referrals via Pharmacy First (was CPCS) ↑ 2193        3,465      4,027      4,497      4,996      5,498      
No. of hours offered against the Enhanced Access DES (Total) 9634.62 11429.04 1059 901 1025 920 664 708 0 
Increase monthly utilisation of Enhanced Access capacity across Bury 85% 69% 65.00% 47.00% 47.00% 43.00%       

Bury - Required 2792.76 2899.62 226.03 226.03 226.03 226.03 226.03 226.03 226.03 
• Bury - Offered 2792.76 2727.00 228 227 232 225       
• Bury - Utilised 85% 51% 46.27% 51.77% 50.43% 55.78%       

Horizon/Prestwich and Whitefield - Required 8377.96 8529.42 704.89 704.89 704.89 704.89 704.89 704.89 704.89 
• Horizon/Prestwich and Whitefield - Offered 8377.96 6857.67 831.00 674.00 793.00 695.00 664.00 708.00   
• Horizon/Prestwich and Whitefield - Utilised 85% 77% 74.30% 80.94% 79.12% 78.86% 71.82% 71.43%   

Reduce the No. of patients on the Special Allocation Scheme 20 41 40 41 40 41       
Required Number of hours to be offered in Acute Respiratory Hubs 2378 N/A     609 580 638 551   

No of Hours offered at ARH 1632 N/A     442 572 623 541   
% Offer 69% N/A     72.62% 98.53% 98% 98%   

Required Number of hours to be offered in Winter Surge Hubs  856 N/A     218 210 218 210   
No Of hours offered at WSH 814 N/A     189 203 212 210   
% Offer 95% N/A     87% 97% 97% 100%   

Required Number of hours to be offered in Womens Health Hubs   130 N/A     26 26 26 26 26 
No of Appointments offered at WHH 143 N/A     20 59 44 20   
% Utilisation of WHH Appointments  95% N/A     94.00% 89.00% 87.50% 90.00%   
GOAL 4 – STRENGTHEN RELATIONSHIPS BETWEEN PROVIDER PARTNERS ACROSS THE BURY SYSTEM                   
Increase sit rep reporting informed system resilience discussions 100% 27.00% 88.00% 83.00% 85.00% 96.00% 96.44% 97.50%   
GOAL 5 – IMPROVE OUTCOMES FOR PATIENTS BY REDUCING INEQUITY AND VARIATION IN ACCESS AND QUALITY OF CARE                 
Increase uptake of covid vaccine in identified groups: ↑ 52.60%   31.80% 41.70% 44.80% 45.10%     

• Adults aged 75 and over ↑ 61.10%               
• Adults aged 65 and over ↑     42.80% 55.00% 58.60% 58.90%     
• Residents in a care home for older adults ↑ 64.00%   59.00% 72.00% 73.00% 73.00%     
• Individuals aged 5-74 who are immunosuppressed ↑ 23.10%   32.60% 41.00% 43.30% 43.50%     
• LD Register ↑     21.90% 27.80% 30.60% 30.80%     
• Housebound ↑       74.60% 79.90% 81.30%     

Increase update of flu vaccines in at risk groups ↑ 74.88%               
• <65 at Risk ↑ 41.84%   28.58% 38.72% 39.02% 37.10%     
• ≥65 85% 74.39%       71.44% 73.20%     
• Pregnant Ladies ↑ 28.80%         30.60%     
• 2 yo  ↑ 33.01%       35.54% 38.20%     
• 3 yo              38.20%     
• Care Home Residents ↑ 67%       80.84%       

RSV Older Adults Catch-up Cohort  40% N/A     36.5% 42.94%       
% of patients identified as having >20% 10yr risk of developing CVD are treated with statins (CVDP003CHOL being used) 60% 63.06% 63.33% 63.40% 63.43% 63.50% 63.72%     
% of patients with hypertension who are treated to target as per NICE guidance S053b (CVDP007HYP being used) 77% 66.60% 44.96% 49.60% 54.14% 57.57% 66.37%     
Increase in the uptake of cervical screening 80% 72.50% 71.10% 70.90% 70.70% 70.60% 71.20%     
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Programme / Project Highlight Report 
• 80% of patients, 25-49, attending cervical screening within target period (3.6 year coverage) 80% 71.21% 68.80% 68.50% 68.20% 68.10% 68.7%     
• 80% of patients, 50-64, attending cervical screening within target period (5.6 year coverage) 80% 74.87% 73.40% 73.30% 73.20% 73.10% 73.7%     

Increase in the uptake of childhood immunisations and vaccinations 95%                 
• Percentage of children aged 1 vaccinated - DTaPIPVHibHebB 95% 88.30% 89.70%     89.80%       
• Percentage of children aged 1 vaccinated - PCV 1 95% 91.40% 93.80%     93.60%       
• Percentage of children aged 1 vaccinated - Men B 95% 88.20% 90.30%     90.40%       
• Percentage of children aged 1 vaccinated - Rota 95% 82.60% 83.70%     86.80%       
• Percentage of children aged 1 vaccinated -  Hep B  95% 100% 100%     100%       
• Percentage of children aged 1 vaccinated - 12 month BCG 95% 71.10% 87.60%     83.20%       
• Percentage of children aged 2 vaccinated - DTaPIPVHib 95% 91.80% 90.20%     91.60%       
• Percentage of children aged 2 vaccinated - MMR 1 95% 85.70% 87.60%     88.70%       
• Percentage of children aged 2 vaccinated - HibMenC 95% 84.50% 87.60%     88.00%       
• Percentage of children aged 2 vaccinated - PCV 1 95% 84.10% 86.30%     88.20%       
• Percentage of children aged 2 vaccinated - Men B 95% 82.40% 85.00%     87.60%       
• Percentage of children aged 2 vaccinated -  Hep B  95% 88.90% 100%     100%       
• Percentage of children aged 5 vaccinated - DTaPIPVHib 95% 92.90% 94.00%     92.90%       
• Percentage of children aged 5 vaccinated - MMR 1 95% 93.20% 95.00%     92.80%       
• Percentage of children aged 5 vaccinated - DTaPIPVHib Booster 95% 78.30% 81.80%     83.50%       
• Percentage of children aged 5 vaccinated - HibMenC 95% 91.30% 93.40%     92.30%       
• Percentage of children aged 5 vaccinated - MMR Booster 95% 81.50% 87.10%     86.70%       

Increase the dementia diagnosis rate to 66.7% by March 2025 66.7% 76.2% 76.10% 75.90% 76.10% 75.40% 75.00%     
Increase in the % of patients diagnosed with Dementia whos care plan has been reviewed in the proceeding 12mths ↑ 75.15%               
Increase the number of patients on Learning Disability registers ↑ 1199 1249 1232 1232 1228 1212 1208   
Increase the number of patients on LD register with reasonable adjustment recorded (1 of 5 specified codes) ↑ 548 667 684 684 765 765 791   

% of patients on LD register with reasonable adjustment recorded ↑ 46% 53% 56% 56% 62% 63% 65%   
(IIF) Increase % of patients aged over 14 on QOF LD registers receiving an annual health check & health action plan in 
addition to a recording of ethnicity by Mar'25 60% 75% 30.69% 37.23% 43.45% 49.84% 61.84%     

• Bury 60% 85% 29.69% 33.33% 39.30% 50.20% 64.30%     

• Horizon 60% 84% 29.18% 37.05% 40.86% 47.95% 59.67%     

• Prestwich 60% 72% 29.49% 36.28% 48.13% 50.93% 67.14%     

• Whitefield 60% 59% 34.39% 42.25% 45.50% 50.26% 56.25%     

(IIF) Increase % of lower gastrointestinal urgent suspected cancer referrals accompanied by a FIT result within the 21 days 
leading up to the referral  

65% 66% 81.0% 81.7% 82.8% 83.3% 84.1%     

• Bury 65% 63.5% 75.8% 76.6% 78.2% 80.46% 81.30%     

• Horizon 65% 77.3% 91.0% 89.5% 88.9% 88.59% 88.82%     

• Prestwich 65% 58.4% 80.5% 81.1% 81.9% 82.04% 82.81%     

• Whitefield 65% 64.5% 76.8% 79.8% 82.1% 82.24% 83.33%     
Increase in uptake of the Military Veterans RCGP accreditation  ↑ 80% 88% 88% 88% 88% 88%     
Increase in uptake of the Homeless Friendly accreditation across practices ↑ 72% 72% 72% 72% 72% 72%     
Increase in uptake of the Pride in Practice accreditation across practices ↑ 64% 64% 64% 64% 64% 64%     
Increase in uptake of the Gambling Harms GP Practice Accreditation  ↑ 0% 0% 0% 0% 0% 0%     

 

 
 

 

One key takeaway message for IDC and Locality Board: 
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044 MGP /CAIP 24/25 Both 15/10/2024 K Heselwood

IF: PCNs do not transtition to a modern general practice access model and have online consultation available to 
patients during at least core hours
THEN: they will not meet all 3 domains of CAIP and would therefore not be eligible to receive the full CAIP 
payment (30% self declaration) for 24/25
LEADING TO: reduced income for practices and impact on patient care / ease of access for patients

4 3 12 ↔ 0-3 months As described in the actions 3 3 9

1. Regular communication to PCNs reminding of deadlines (end of March 2024) 
2. Sharing of information highlighting requirements
3. Involvement in GM meetings - understanding where other localities are up to 
and processes in place (shared learning)
4. Practices to be involved in meetings with prospect online consultation 
providers which will influence the framework due to be finalised in June

Needed if risk score is 15 or above PC Project Manager 31/03/2025

2 PCNs have submitted evience of 
transtion to MGP, therefore would in 

theory be eligible for CAIP funding. 
Other PCNs advised they were maing 
transition this financial year and have 
had all information on self declaration 

for CAIP 24/25

Although PCNs are and have 
transitioned to MGP, the OC remains a 
grey area for CAIP but it being worked 
on with GM, as in most cases it is not 
the practices fault they are unable to 
offer the OC ask at present with their 

current platform. 

2 4 8 General Practice Bury as a whole 20/03/2025 Open N/A

041
MOT - CIP Delivery - 

PCCC
Both 05/07/2024 S Callighan

IF:  The significant reduction in staffing in the MOT team (caused by the MO review) is not addressed quickly 
THEN: support to deliver savings and monitor quality of prescribing will be limited (noting 25 practices shred 
between 2 technicians 
LEADING TO: A lack of financial savings as a result of the capacity available and instability within the remaining 
team, which is likely to continue for 6-12 months which may lead to further sickness/absence.

4 4 16 ↑ 9-12 months See actions 4 3 12
CIP delivery must be prioritised noting other MO work and support will need to 
be stepped down - will continue to monitor impact on CIP delivery & other MO 
support to practices.

Note the risk and potential financial implications.
Head of Medicines 

Optimisation
01/07/2025 Via the GM Medicines Optimisation 

review group
2 2 4 23/09/2024 Open N/A

015 PC Funding - PCCC Both 01/04/2023 Z Alderson

IF: the money invested into Primary Care is not sufficient/ nor equitable across GM 
THEN: the whole of PC will be limited as to what they can support/deliver
LEADING TO: The local general practice strategy and GM PC Blueprint not being delivered in full and ultimately 
poorer outcomes for the patients of Bury

4 4 16 ↔ 0-3 months As described in the actions 4 4 16

1.Benchmarking of spend/outcomes and discussions both locally and at GM 
(has revealed investment in Bury is significantly lower)
2. Ongoing discussions to raise risk in GM and need for equitable/sufficient 
funding moving forward
3. System partners fully engaged in difficult decisions which may need to be 
taken as a result
4. Left shift of services and funding being discussued through GM 

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

Posible Leveling up monies being explored awaiting outcome proposal 
submitted to GM PCCC/ GM Board as part of BeCCoR work

varied 31/03/2025 Working with GM colleagues to 
benchmark funding

4 3 12 Primary Care Bury as a whole 20/03/2025 Open N/A

Period:                           

Inherent Risk 
Score

Current Risk 
Score

Target Score (anticipated 
score when mitigation 

complete)                                                                                                                                                                                   
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Executive Summary 
 
Following the announcement of the 2025/26 GP contract on 28th February, introducing 
reforms aimed at improving patient care and practice operations, the following paper has 
been produced to highlight key changes and risks which remain. 
 
Recommendations 
 
The Primary Care Commissioning Committee is asked to: 

• Receive the information being presented 
• Note the concerns and risks still relevant 

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 

☒ 
 

  

 
Links to Locality Plan outcomes 
                
  

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

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

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

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

 



 

 

Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☒ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☒ 

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

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☒ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☒ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☒ 

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

If yes, please give details below: 

 

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

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☒ N/A ☐ 

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
GPLC 19/03/2025  
 
 

       

 
 
  



 

 

GP Contract Changes 2025-26 
 
1. Introduction 
 
1.1. Following the announcement of the 2025/26 GP contract on 28th February, 

introducing reforms aimed at improving patient care and practice operations, the 
following paper has been produced to highlight key changes and risks which remain. 
  

2. Background 
 
2.1. The 2025/26 GP Contract will be the first agreed rather than imposed contract in 

England for four years.   
 

2.2. Key changes include: 
 

 an overall increase in investment of £889 million across the core practice contract 
and the Network Contract Directed Enhanced Service (DES), providing a 7.2% 
cash growth on the contract funding envelope (estimated 4.8% real growth on 
overall 24/25 contract costs) 

 The introduction of a new enhanced service for advice and guidance (£20 
payment for practices for each A&G request) 

 The permanent retirement of 32 QOF indicators (212 points) which were income 
protected in 2024/25 (see annex b of Appenix 1)  
o 71 points worth c£100 million will be invested into Global Sum and into 

increases in both the Item of Service Fee for routine childhood vaccinations 
and the locum reimbursement rates in the Statement of Financial Entitlements 
(SFE) 

o 141 points worth c£198 million will be targeted towards cardiovascular 
disease (CVD) prevention and will be redistributed proportionately across nine 
CVD prevention indicators. While the lower thresholds for these indicators will 
be maintained at 2024/25 levels to offer the maximum opportunity to earn 
QOF points, the upper achievement levels will be raised for 2025/26. 

 From 1 October 2025 practices will be required to keep their online consultation 
tool open for the duration of core hours for non-urgent appointment requests, 
medication queries and admin requests. 

 By no later than 1 October 2025, practices will be also required to ensure the 
functionality in GP Connect is enabled. 

 Practices will be required to publish an NHS England patient charter on their 
websites once produced. 

 the two Additional Roles Reimbursement Scheme (ARRS) pots will be combined 
to create a single pot for reimbursement of patient facing staff costs, with no 
restrictions on numbers or type of staff who are covered – including GPs and 
practice nurses. 

 the maximum reimbursement amount that PCNs can claim for GPs under ARRS 
will be increased from £73,113 in 2024/25 to £82,418 reflecting that some GPs 



 

 

will be entering their second year in the scheme. Proportionate employer on-costs 
will also be included within the overall maximum reimbursement amount which 
PCNs will be able to claim. 

 the Capacity and Access Improvement (CAIP) payment will continue but will 
change from three domains down to two. One domain will continue to focus on 
supporting modern general practice access while the other will incentivise PCNs 
to risk stratify their patients in accordance with need – including to identify those 
that would benefit most from continuity of care. 

 There will be some other technical changes to the core GP contract and to the 
SFE which will either create new provisions (eg in relation to out of area 
registration) or clarify existing requirements. These are set out in full in at annex A 
along with the detail of all the other contract changes. 

 
2.3. The process of implementing the contract changes will now take place, with new and 

updated specifications and guidance being published in the coming weeks along with 
additional information.  
  

3. Associated Risks 
 

3.1 It is significant to note that there was no mention from the BMA or the Government 
around the financial impact of changes to National Insurance contributions (NICs) 
which will come into play from next month, which still represents a huge concern for 
practices.  
 

3.2 Whilst the £899m has been presented as investment, most of this is reallocated from 
existing funds such as QoF. 

 
3.3 Lack of suitable estates continues to hamper the physical accommodation of staff 

supporting neighbourhood multidisciplinary working, which will worsen as the 
workforce expands. 

 
3.4 There remains concerns regarding online access and the ability to deliver a safe 

number of contacts through this method with some practices current systems. 
 
4 Recommendations 

 
4.1   The Primary Care Commissioning Committee is asked to: 

• Receive the information being presented 
• Note the concerns and risks still relevant  

 
Zoe Alderson 
Head of Primary Care 
March 2025 
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Dear colleagues, 

Changes to the GP Contract in 2025/26 

The government and NHS England are determined to improve people’s access to, and 
experience of, GP services. The consultation on changes to the GP Contract for 2025/26 has 
now concluded and I am writing to confirm the final arrangements for the upcoming financial 
year. Throughout the contract consultation, the engagement with GPC England has been 
positive and constructive. We are pleased that GPC England are supportive of the contract 
changes.  

The contribution of general practice is vital to the NHS and continues to be highly valued and 
appreciated. Over the course of the last year, NHS England and DHSC have continued to 
listen to the views of the profession and have responded accordingly. Government agreed to 
fund in full in 2024/25 the 6% pay recommendation for GPs by the Review Body on Doctors 
and Dentists Remuneration (DDRB), and recently qualified GPs were also added to the 
Additional Roles Reimbursement Scheme (ARRS), with additional funding, from October 
2024 following strong feedback from the profession.   
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The changes to the GP Contract for 2025/26 mark a major step forward in the government’s 
mission to shift care into the community, to focus on prevention and to move from analogue 
to digital. The changes also provide greater freedom to GPs by cutting red tape and 
empowering patients by improving digital access to practices.   

1. In 2025/26 there will be an overall increase in investment of £889m across the core 
practice contract and the Network Contract Directed Enhanced Service (DES). This 
will take the combined total estimated contract value from £12,287m in 2024/25 to 
£13,176m in 2025/26.   
 

2. This provides 7.2% cash growth on the contract funding envelope (estimated 4.8% 
real growth on overall 24/25 contract costs). This is the biggest increase in investment 
into general practice in over a decade with general practice contract funding growing 
at a faster rate than NHS funding as a whole.    
 

3. In addition to the £889m increase in investment, practices will also have the 
opportunity to take part in a new enhanced service for advice and guidance, which is 
worth up to £80m. This enhanced service supports the government’s commitment to 
move more care from secondary care into community settings and will ensure patients 
receive care in the right place at the right time via the use of specialist advice and 
guidance whilst also supporting elective recovery.  
 

4. We will continue to reduce bureaucracy for practices by permanently retiring the 32 
QOF indicators which were income protected in 2024/25. This equates to 212 QOF 
points worth c.£298m in 2025/26.   
 

5. Of the 212 points, 71 points (worth c£100m) will be removed outright and will be 
invested into Global Sum and (following feedback from GPC England) into increases 
in both the Item of Service Fee for routine childhood vaccinations (from £10.06 to 
£12.06) and the locum reimbursement rates in the Statement of Financial 
Entitlements (SFE). 
 

6. The remaining 141 QOF points (worth c£198m) will be targeted towards 
cardiovascular disease (CVD) prevention to support the government’s ambition to 
reduce premature mortality from heart disease or stroke by 25% within a decade. The 
points will be redistributed proportionately across nine CVD prevention indicators.  
While the lower thresholds for these indicators will be maintained at 2024/25 levels to 
offer the maximum opportunity to earn QOF points, the upper achievement levels will 
be raised for 2025/26.  
 

7. We want patients to contact their practice, by phone, online or by walking in, and for 
people to have an equitable experience across these access modes. This will be a 
key intervention in the government’s ambition to end the 8am scramble. From 1 
October 2025 practices will be required to keep their online consultation tool open for 
the duration of core hours for non-urgent appointment requests, medication queries 
and admin requests. This will be subject to necessary safeguards in place to avoid 
urgent clinical requests being erroneously submitted online. Guidance will be 
displayed on practice websites and reflected in the wording of the patient charter (see 
below).  
 
 



 

Copyright © NHS England 2025 3 

8. By no later than 1 October 2025, practices will be also required to ensure the 
functionality in GP Connect is enabled which: 
 

• allows read only access to patients’ care records. This will apply to other NHS 
commissioned providers for direct patient care and also to providers of private 
healthcare where the private provider obtains explicit permission from the 
patient to access their NHS GP care record and they are providing direct care 
to the patient.  

• allows Community Pharmacy registered professionals to send consultation 
summaries into the GP practice workflow – which will reduce administrative 
burden for general practice teams. 
 

9. NHS England will publish a patient charter which will set out the standards a patient 
can expect from their practice, as outlined in the GP contract. The charter will need to 
be published on the practice website. This will improve transparency for patients and 
make it easier for them to know how practices will handle their request and what to 
expect from their practice.   

 
10. In 2025/26 the Additional Roles Reimbursement Scheme (ARRS) will increase in 

flexibility to support PCNs to respond to their local workforce requirements. We will 
combine the funding in the two ARRS pots to create a single pot for reimbursement of 
patient facing staff costs, with no restrictions on numbers or type of staff who are 
covered – including GPs and practice nurses.   
 

11. In order to support both the recruitment of GPs via the ARRS and the governments’ 
ambition to bring back the family doctor, the salary element of the maximum 
reimbursement amount that PCNs can claim for GPs will be increased from £73,113 
in 2024/25 (the bottom of the salaried GP pay range) to £82,418 (an uplift of £9,305 
representing the lower quartile of the salaried GP pay range) reflecting that some GPs 
will be entering their second year in the scheme. Proportionate employer on-costs will 
also be included within the overall maximum reimbursement amount which PCNs will 
be able to claim. 
 

12. In 2025/26 the Capacity and Access Improvement (CAIP) payment will continue 
(worth £87.6m) but will change from three domains down to two. One domain will 
continue to focus on supporting modern general practice access (worth £58.4m) while 
the other (worth £29.2m) will incentivise PCNs to risk stratify their patients in 
accordance with need - including to identify those that would benefit most from 
continuity of care.  
 

13. There will be some other technical changes to the core GP contract and to the SFE 
which will either create new provisions (eg in relation to out of area registration) or 
clarify existing requirements. These are set out in full in at annex A along with the 
detail of all the other contract changes.  
 

The process of implementing the contract changes will now take place, with new and 
updated specifications and guidance being published in the coming weeks along with 
additional information. NHS England will hold a webinar between 5pm and 6pm on Monday 3 
March where information about the 2025/26 contract changes will be shared.  
You can sign up online.  

https://www.events.england.nhs.uk/events/general-practice-webinar-series
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Lastly, I’d like to thank you all for the hard work and dedication of general practice and PCN 
teams. I hope the changes to the contract in 2025/26 will be seen as positive for practices, 
PCNs and for patients.   

Yours sincerely, 

 

 

Dr Amanda Doyle OBE, MRCGP 
National Director for Primary Care and 
Community Services, NHS England  
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Annex A – detail of the changes to the GP Contract in 2025/26  

GP contract finance  
1. In 2025/26 there will be an overall increase in investment of £889m across the core 

practice contract and the Network Contract Directed Enhanced Service (DES).  This 
will take the combined total estimated contract value from £12,287m in 2024/25 to 
£13,176m.  
 

2. This provides 7.2% cash growth on the contract funding envelope (estimated 4.8% 
real growth on overall 24/25 contract costs) and includes: 
 

a. funding an assumed increase in salaries of 2.8% in 2025/26  
b. continuation of GPs in ARRS 
c. funding to cover the costs nationally:  

i. of other cost growth pressures, including from premises and list growth  
ii. to reflect the increased level and complexity of activity.  

 
3. A further uplift may be made following the government’s response to the Doctors’ and 

Dentists’ Pay Review Body (DDRB) outcomes for 2025/26. 
 

Core practice contract  

Streamlining incentives and supporting secondary prevention - QOF 
4. DHSC and NHS England will permanently retire the 32 QOF indicators income 

protected in 24/25 (see annex B). This equates to 212 QOF points worth c.£298m in 
25/26 of which: 

a. 71 will be removed outright, with the corresponding c£100m invested into 
Global Sum (c£70.4m in 2025/26) and to support both an increase in the Item 
of Service (IoS fee) to £12.06 for routine childhood vaccinations (c£17.8m in 
2025/26) and the locum reimbursement rates in the Statement of Financial 
Entitlements (c£12m in 2025/26).  

b. the remaining 141 redistributed proportionately across nine CVD prevention 
indicators (see Annex C), resulting in the balance (an additional c£198m more 
than 2024/25) targeted towards CVD prevention - a key driver of excess 
mortality.  
 

5. In order to support the government’s ambition to reduce premature mortality from 
heart disease or stroke by 25% within a decade: 

a. the upper achievement levels will be raised for the CVD prevention indicators 
that will increase in value for 25/26; and  

b. the lower thresholds will be maintained at 2024/25 levels to offer the maximum 
opportunity to earn QOF points for these indicators. Annex C also sets out the 
proposed threshold changes.  
 

6. There will also be a small number of technical changes to QOF indicators that will 
bring indicators into alignment with NICE guidelines that have been updated and 
republished since the scheme was last published (see Annex D).  
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Increasing locum reimbursement payments in the SFE  
7. In response to feedback from GPC England, the locum reimbursement payments in 

the Statement of Financial Entitlements (SFE) relating to parental leave, sickness 
absence, prolonged study leave (including educational allowance payment) and 
suspended doctors will be increased in 2025/26. These payments were increased by 
6% in 2024/25 following the Government response to the Review Body on Doctors' 
and Dentists' Remuneration (DDRB) recommendations but had not been increased 
for a number of years previously.   
 

8. The payments will increase in line with previous pay uplifts (effectively unwinding the 
previous freeze) with the new payment amounts set out in the 2025/26 SFE.  The 
overall cost of this will be c£12m in 2025/26 with funding drawn from a portion of the 
removed QOF indicators (see paragraph 4a of this annex).   
 

Vaccinations and Immunisations  
9. Following recommendations by The Joint Committee on Vaccination and 

Immunisations (JCVI), the following changes will be made to the routine childhood 
and adult schedules in 2025/26:  
 

a. two changes to the childhood vaccination schedule, driven by the 
discontinuation of the Menitorix (Hib/MenC) vaccine, including: 

i. an additional dose of Hib-containing multivalent (6-in-1) vaccine, offered 
at a new immunisation visit at 18 months of age.  

ii. the second dose of MMR vaccine brought forwards from 3 years 4 
months to the new immunisation visit at 18 months of age to improve 
coverage.  

b. the exchange of MenB and PCV vaccines within the childhood schedule 
(subject to final ministerial agreement).  

c. a change to the adult shingles programme, reflecting new evidence on the 
effectiveness of the vaccination for a broader severely Immunosuppressed 
(SIS) cohort. 

d. the potential introduction of a varicella vaccine, subject to final ministerial 
agreement, in quarter 2 of 2025/26. 

e. an amendment to the requirement to record the dried blood spot test for at risk 
babies, allowing that recording to take place between 12 and 18 months. 
 

10. The detailed changes to the routine childhood schedule are attached at annex E and 
will be supplemented with further guidance. All changes (to both the childhood and 
adult routine schedules) will be included in an amended version of the SFE in 
2025/26.  
 

11. In response to feedback from GPC England and reflecting the key role that general 
practice plays in efforts to increase uptake in childhood vaccinations, the Item of 
Service (IoS) fee for routine childhood immunisations that are part of essential 
services will increase by £2 to £12.06 in 2025/26.  There will be an evaluation during 
2025/26 of the effect that these changes have on activity, uptake and inequalities in 
uptake.  
 

12. The 2025/26 SFE will list all the vaccinations and immunisations which are in scope of 
the increase in the Item of Service fee. c.£17.8m of the funding generated through the 
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retired QOF indicators (see paragraph 4a of this annex) will be used to cover the 
estimated costs of this increase.   
 

13. The SFE will also be amended to address inconsistencies in the treatment of patients 
that move practice.  Currently, if a patient receives a vaccination at their practice and 
subsequently moves to a new practice in month, either only the new practice is paid 
or no practice is paid, depending on the receiving GP system supplier. The SFE will 
make clear that the receiving practice will be paid for the intervention. This is 
consistent with the approach to payments for departing patients taken elsewhere in 
the GP contract. 
 

Online consultation tools switched on for the duration of core hours 
14. From 1 October 2025 practices will be required to keep their online consultation tool 

open for the duration of core hours (8.00am-6.30pm) for non-urgent appointment 
requests, medication queries and admin requests. This will be subject to necessary 
safeguards in place to avoid urgent clinical requests erroneously submitted online. 
Guidance will be displayed on practice websites and reflected in the wording of the 
patient charter.  
 

Enabling GP Connect 
15. By no later than 1 October 2025 GP contractors will be required to ensure the 

following functionality is enabled in GP Connect which: 
a. allows read only access to patients’ care records (GP Connect Access Record 

HTML and Structured) by other NHS commissioned providers, for the purposes 
of direct patient care and read only access for providers of private healthcare 
(only in cases where the private provider obtains explicit permission from the 
patient to access their NHS GP care record, and they are providing direct care 
to the patient).  

b. allows Community Pharmacy registered professionals to send consultation 
summaries into the GP practice workflow (GP Connect Update Record). 
 

Patient Safety Strategy 
16. The primary care patient safety strategy1 was published in September 2024. In 

2025/26 GP practices will be required to have regard to the patient safety strategy 
and also register for an administrator account (unless their local risk management 
system is already connected) with the learn from patient safety events service 
(LFPSE) for the purposes of: 
 

a. recording patient safety events at the practice about the services delivered by 
the practice, thereby contributing to the national NHS-wide data source to 
support learning, improvement and learning culture. 

b. enabling the practice to record patient safety events occurring in other health 
care settings (for instance if a GP practice wished to record an unsafe 
discharge from hospital). 

c. individuals recording patient safety events being able to download a copy of 
the record for purposes of supporting appraisal and revalidation. 

 
 

1 https://www.england.nhs.uk/publication/primary-care-patient-safety-strategy/  

https://www.england.nhs.uk/publication/primary-care-patient-safety-strategy/
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What patients can expect from general practice 
17. NHS England will publish a patient charter which will set out the standards a patient 

can expect from their practice, as outlined in the GP contract. The charter will need to 
be published on the practice website.  This will improve transparency for patients and 
make it easier for them to know how practices will handle their request and what to 
expect from their practice.  
 

Safe and effective provision of high quality primary medical services to patients registered 
out of area 

18. There will be a contractual requirement that GP contractors work collaboratively with 
commissioners to implement out of area registration. This will provide safeguards 
when practice lists are expanding rapidly with the registration of out of area patients.  
 

19. In these instances, contractors will need to seek approval of their plans to enable 
commissioner oversight of the safety and effectiveness of the arrangements so 
patients can access the full range of primary medical services.  
 

20. The trigger for the approval being required will be commissioner determined following 
consultation with the Local Medical Committee (LMC). At the point that such an 
application is required and made, the contractors patient list should be closed to new 
out of area registrations until the commissioner is assured of the arrangements the 
contractor has in place.  In making the decision, the commissioner should always 
seek to enable and maintain patient choice of GP practice. 
 

Dissolution of partnerships  
21. The GP Contract regulations will be amended to make clear that GMS contracts can 

be terminated in the situation where there is no clear successor when a partnership 
dissolves.  
 

Violent patients  
22. NHS England and DHSC support GP practices to immediately remove from their 

patient lists patients who commit acts of violence and threatening behaviour towards 
practice staff. The relationship between patients and practices can also breakdown for 
a variety of other reasons, and it is important to maintain an element of patient choice 
in choosing an alternative practice. 
 

23. The process for patient removal will be made clearer in the GP Contract regulations, 
in a way that protects the right of practices to immediately remove violent patients, 
whilst ensuring patient choice is retained when patients have not been immediately 
removed from their previous practice.  
 

24. The changes will also reinforce the importance of practices processing the immediate 
removal of violent and threatening patients alongside reporting this to the police within 
the period set out in regulations. It will also be made clear that police reports made 
after this period, should not necessarily affect patient choice of alternative provider 
and should not necessarily mean that the patient requires allocation through the 
Special Allocation Scheme. 
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Managing patient lists 
 
25. Amendments will be made to the GP Contract regulations to enable NHS England to 

contact a patient digitally (as opposed to in writing) when it becomes aware that a 
patient has moved from the practice area.  This will allow additional routes for NHS 
England to advise the patient to either obtain the contractor's agreement to remain on 
the contractor's list of patients or to apply for registration with another provider of 
essential services.  
 

26. The notice timeframe for deregistration will be reduced from 6 to 3 months when a 
patient is no longer known to NHS England.  

 

Further changes to the SFE - adjustment factor for care homes and dispensing payments  
 
27. There will be additional amendments to the SFE to: 

a. clarify that the adjustment to Global Sum for care home patients should apply 
only to CQC registered nursing and residential homes. 

b. to enable claims for high-volume personally administered vaccines to be 
returned either via the new digital portal, or via the current process through 
post.  

 

The Network Contract Directed Enhanced Service (DES)  
 

28. The following changes will be made to the Network Contract DES in 2025/26.  
 

The Additional Roles Reimbursement Scheme (ARRS) 
 

29. The ARRS will be made more flexible in 2025/26 with the following changes: 
a. the continuation of funding into 2025/26 for the cohort of ARRS GPs recruited 

during 2024/25 which equates to £186m for the full year. 
b. combining the GP ARRS funding with the main ARRS pot (removing the GP 

ARRS ringfence). 
c. from the combined funding pot, allowing PCNs to claim reimbursement for GPs 

alongside existing ARRS roles plus practice nurse roles which will be added to 
the scheme. 
 

30. The eligibility criteria for GPs will remain those individuals who have obtained the CCT 
within the last two years (at the point of recruitment) and who have not been 
previously substantively employed as a GP in general practice.  
 

31. In order to support the recruitment of GPs via the ARRS, the salary element of the 
maximum reimbursement amount that PCNs can claim will be increased from £73,113 
in 2024/25 (the bottom of the salaried GP pay range) to £82,418 in 2025/26 (an uplift 
of £9,305 representing the lower quartile of the salaried GP pay range) reflecting that 
some GPs will be entering their second year on the scheme. Proportionate employer 
on-costs will also be included within the overall maximum reimbursement amount. As 
in 2024/25, there will be a maximum reimbursement amount for those GPs outside 
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London and a maximum reimbursement amount including London weighting which 
will be set out in the 2025/26 Network Contract DES specification. 

 
 

Changes to the Capacity and Access Improvement (CAIP) Payment  
 

32. The Capacity and Access Support Payment (CASP – worth £204m) will continue in 
2025/26 and remain unconditional for PCNs. The Capacity and Access Improvement 
(CAIP) payment will continue (worth £87.6m) but will change from three domains 
down to two. 
 

33. One domain will continue to focus on supporting modern general practice access 
(worth £58.4m) while the other (worth £29.2m) 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. 
 

34. The full details will be set out in the 2025/26 Network Contract DES specification and 
guidance.     

 

Enhanced services 
 

General practice requests for advice and guidance 
 

35. Practices will have the opportunity to take part in a new enhanced service worth up to 
£80m for advice and guidance (which will begin in April 2025). This funding is in 
addition to the increase of £889m across the core practice contract and the Network 
Contract DES.   
 

36. The enhanced service will incentivise even closer working between general practice 
and secondary care and support the government’s commitment to move more care 
from secondary care into community settings. It will help to ensure that patients 
receive care in the right place at the right time via the use of specialist advice and 
guidance, whilst also supporting elective recovery. 
 

37. Practices will be able to claim (subject to eligibility criteria set out in the enhanced 
service specification) a £20 Item of Service (IoS) for pre-referral requests.  
 

The Weight Management Enhanced Service  
 

38. The Weight Management Enhanced Service will continue in 2025/26. Practices will 
receive £11.50 per referral with total funding of £7.2m for the enhanced service. 

 
 
 
 



 

 
Publication reference: PRN01866 

Classification: Official 
 

 
 

Annex B: income protected indicators, retired from 2025/26  

 
CAN001  The contractor establishes and maintains a register of all cancer patients defined as a ‘register of patients with 

a diagnosis of cancer excluding non-melanotic skin cancers diagnosed on or after 1 April 2003’  
CAN004  The percentage of patients with cancer, diagnosed within the preceding 24 months, who have a patient 

Cancer Care Review using a structured template recorded as occurring within 12 months of the date of 
diagnosis  

CAN005  The percentage of patients with cancer, diagnosed within the preceding 12 months, who have had the 
opportunity for a discussion and informed of the support available from primary care, within 3 months of 
diagnosis  

CKD005  The contractor establishes and maintains a register of patients aged 18 or over with CKD with classification of 
categories G3a to G5 (previously stage 3 to 5)  

CHD001  The contractor establishes and maintains a register of patients with coronary heart disease  
HF001  The contractor establishes and maintains a register of patients with heart failure  
HYP001  The contractor establishes and maintains a register of patients with established hypertension  
PAD001  The contractor establishes and maintains a register of patients with peripheral arterial disease  
STIA001  The contractor establishes and maintains a register of patients with stroke or TIA  
DEM001  The contractor establishes and maintains a register of patients diagnosed with dementia  
DM017  The contractor establishes and maintains a register of all patients aged 17 or over with diabetes mellitus, 

which specifies the type of diabetes where a diagnosis has been confirmed  
EP001  The contractor establishes and maintains a register of patients aged 18 or over receiving drug treatment for 

epilepsy  
LD004  The contractor establishes and maintains a register of patients with learning disabilities  
DEP004  The percentage of patients aged 18 or over with a new diagnosis of depression in the preceding 1 April to 31 

March, who have been reviewed not earlier than 10 days after and not later than 56 days after the date of 
diagnosis  

MH001 The contractor establishes and maintains a register of patients with schizophrenia, bipolar affective disorder 
and other psychoses and other patients on lithium therapy 

MH021 Percentage of patients with schizophrenia, bipolar affective disorder and other psychoses who received all six 
elements of the Physical Health Check for people with Severe Mental Illness 
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OB003 The contractor establishes and maintains a register of patients aged 18 years or over living with obesity, 
appropriately adjusted for ethnicity in line with NICE guidelines – either with a BMI ≥30 in the preceding 12 
months, or a BMI greater than or equal to 27.5 kg/m2 recorded in the preceding 12 months for patients with a 
South Asian, Chinese, other Asian, Middle Eastern, Black African or African-Caribbean family background 

OST004 The contractor establishes and maintains a register of patients:  
1. Aged 50 or over and who have not attained the age of 75 with a record of a fragility fracture on or after 

1 April 2012 and a diagnosis of osteoporosis confirmed on DXA scan, and  
2. Aged 75 or over with a record of a fragility fracture on or after 1 April 2014 and a diagnosis of 

osteoporosis 
PC001 The contractor establishes and maintains a register of all patients in need of palliative care/support 

irrespective of age 
AF001 The contractor establishes and maintains a register of patients with atrial fibrillation 
AST005 The contractor establishes and maintains a register of patients with asthma aged 6 years or over, excluding 

patients with asthma who have been prescribed no asthma related drugs in the preceding 12 months 
AST008 The percentage of patients with asthma on the register aged 19 or under, in whom there is a record of either 

personal smoking status or exposure to second-hand smoke in the preceding 12 months 
COPD014 The percentage of patients with COPD and Medical Research Council (MRC) dyspnoea scale ≥3 at any time 

in the preceding 12 months, with a subsequent record of referral to a pulmonary rehabilitation programme 
(excluding those who have previously attended a pulmonary rehabilitation programme) 

COPD015 The contractor establishes and maintains a register of:  
1. Patients with a clinical diagnosis of COPD before 1 April 2023 and  
2. Patients with a clinical diagnosis of COPD on or after 1 April 2021 whose diagnosis has been 

confirmed by a quality assured post bronchodilator spirometry FEV1/FVC ratio below 0.7 between 3 
months before and 6 months after diagnosis (or if newly registered at the practice in the preceding 12 
months a record of an FEV1/FVC ratio below 0.7 recorded within 6 months of registration); and  

3. Patients with a clinical diagnosis of COPD on or after 1 April 2023 who are unable to undertake 
spirometry 

RA001 The contractor establishes and maintains a register of patients aged 16 or over with rheumatoid arthritis 
SMOK005 The percentage of patients with any or any combination of the following conditions: CHD, PAD, stroke or TIA, 

hypertension, diabetes, COPD, CKD, asthma, schizophrenia, bipolar affective disorder or other psychoses 
who are recorded as current smokers who have a record of an offer of support and treatment within the 
preceding 12 months 

QI modules QI x 6 
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Annex C: CVD prevention indicators (2025/26 QOF points and thresholds) 

 
  2024/25 scheme 2025/26 scheme 
ID Description  Lower 

threshold 
Upper 
threshold 

QOF  
points 

Lower 
threshold 

Upper 
threshold 

QOF  
points 

CHOL003 Percentage of patients on the QOF Coronary 
Heart Disease (CHD), Peripheral Arterial Disease 
(PAD), Stroke/ Transient Ischaemic Attack (TIA) or 
Chronic Kidney Disease (CKD) Register who are 
currently prescribed a statin, or where a statin is 
declined or clinically unsuitable, another lipid-
lowering therapy 

70% 95% 14 70% 95% 38 

CHOL004 Percentage of patients on the QOF Coronary 
Heart Disease (CHD), Peripheral Arterial Disease 
(PAD), or Stroke/Transient Ischaemic Attack (TIA) 
Register, with the most recent cholesterol 
measurement in the preceding 12 months, 
showing as ≤ 2.0 mmol/L if it was an LDL (Low-
density Lipoprotein) cholesterol reading or ≤ 2.6 
mmol/L if it was a non-HDL (High-density 
Lipoprotein) cholesterol reading. For multiple 
readings on the latest date the LDL reading takes 
priority. 

20% 35% 16 20% 50% 44 

HYP008 The percentage of patients aged 79 years or 
under with hypertension in whom the last blood 
pressure reading (measured in the preceding 12 
months) is 140/90 mmHg or less (or equivalent 
home blood pressure reading) 

40% 77% 14 40% 85% 38 
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HYP009 The percentage of patients aged 80 years or over, 
with hypertension, in whom the last blood 
pressure reading (measured in the preceding 12 
months) is 150/90 mmHg or less, (or equivalent 
home blood pressure reading) 

40% 80% 5 40% 85% 14 

STIA014 The percentage of patients aged 79 years or 
under, with a history of stroke or TIA, in whom the 
last blood pressure reading (measured in the 
preceding 12 months) is 140/90 mmHg or less (or 
equivalent home blood pressure reading) 

40% 73% 3 40% 90% 8 

STIA015 The percentage of patients aged 80 years or over, 
with a history of stroke or TIA, in whom the last 
blood pressure reading (measured in the 
preceding 12 months) is 150/90 mmHg or less, (or 
equivalent home blood pressure reading) 

46% 86% 2 46% 90% 6 

CHD015 The percentage of patients aged 79 years or 
under, with coronary heart disease, in whom the 
last blood pressure reading (measured in the 
preceding 12 months) is 140/90 mmHg or less, (or 
equivalent home blood pressure reading) 

40% 77% 12 40% 90% 33 

CHD016 The percentage of patients aged 80 years or over, 
with coronary heart disease, in whom the last 
blood pressure reading (measured in the 
preceding 12 months) is 150/90 mmHg or less, (or 
equivalent home blood pressure reading) 

46% 86% 5 46% 90% 14 

DM0362 The percentage of patients with diabetes, on the 
register, aged 79 years and under without 
moderate or severe frailty in whom the last blood 
pressure reading (measured in the preceding 12 
months) is 140/90 mmHg or less (or equivalent 
home blood pressure reading) 

38% 78% 10 38% 90% 27 

 

 
2 Note that DM036 replaces DM033, as set out in Annex D 
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Annex D: QOF Technical changes (highlighted text to signify wording change) 

Current 
ID 

Current indicator  New ID New indicator Change and rationale 

CHOL003 Percentage of patients on the QOF 
Coronary Heart Disease, 
Peripheral Arterial Disease, 
Stroke/TIA or Chronic Kidney 
Disease Register who are currently 
prescribed a statin, or where a 
statin is declined or clinically 
unsuitable, another lipid-lowering 
therapy 

CHOL003 Percentage of patients on the QOF 
Coronary Heart Disease (CHD), 
Peripheral Arterial Disease (PAD), 
Stroke/ Transient Ischaemic Attack 
(TIA) or Chronic Kidney Disease 
(CKD) Register who are currently 
prescribed a statin, or where a statin 
is declined or clinically unsuitable, 
another lipid-lowering therapy  

• Removed icosapent ethyl 
from the other lipid lowering 
therapies cluster as only 
NICE recommended for use 
with, rather than instead of, a 
statin.  

CHOL004 Percentage of patients on the QOF 
Coronary Heart Disease (CHD), 
Peripheral Arterial Disease (PAD), 
or Stroke/ Transient Ischaemic 
Attack (TIA) Register, who have a 
recording of LDL (Low-density 
Lipoprotein) cholesterol in the 
preceding 12 months that is 2.0 
mmol/L or lower or where LDL 
cholesterol is not recorded a 
recording of non-HDL (High-density 
Lipoprotein) cholesterol in the 
preceding 12 months that is 2.6 
mmol/L or lower. 

CHOL004 Percentage of patients on the QOF 
Coronary Heart Disease (CHD), 
Peripheral Arterial Disease (PAD), or 
Stroke/Transient Ischaemic Attack 
(TIA) Register, with the most recent 
cholesterol measurement in the 
preceding 12 months, showing as ≤ 
2.0 mmol/L if it was an LDL (Low-
density Lipoprotein) cholesterol 
reading or ≤ 2.6 mmol/L if it was a 
non-HDL (High-density Lipoprotein) 
cholesterol reading. For multiple 
readings on the latest date the LDL 
reading takes priority.  

• Technical change made to 
amend how the indicators 
measure cases where 
measures of both HDL and 
LDL are taken at different 
points in time. NICE Indicator 
IND278: Cardiovascular 
disease prevention: 
cholesterol treatment target 
(secondary prevention) | 
Indicators | NICE (published 
27 November 2024) 

DM022 The percentage of patients with 
diabetes aged 40 years and over, 
with no history of cardiovascular 
disease and without moderate or 
severe frailty, who are currently 

DM034 The percentage of patients with 
diabetes, on the register, aged 40 
years or over, with no history of CVD 
and without moderate or severe 
frailty, who are currently treated with 

• Other lipid lowering therapy 
cluster added to align with 
updated NICE indicator on 
which QOF is based. NICE 
Indicator IND275: Diabetes: 

https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind278-cardiovascular-disease-prevention-cholesterol-treatment-target-secondary-prevention
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
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treated with a statin (excluding 
patients with type 2 diabetes and a 
CVD risk score of <10% recorded 
in the preceding 3 years) 

a statin (excluding patients with type 
2 diabetes and a CVD risk score of 
<10% recorded in the preceding 3 
years), or where a statin is declined 
or clinically unsuitable, another lipid-
lowering therapy.  

lipid-lowering therapies for 
primary prevention of CVD 
(40 years and over) | 
Indicators | NICE (published 
27 November 2024) 

DM023 The percentage of patients with 
diabetes and a history of 
cardiovascular disease (excluding 
haemorrhagic stroke) who are 
currently treated with a statin 

DM035 The percentage of patients with 
diabetes, on the register and a 
history of CVD (excluding 
haemorrhagic stroke) who are 
currently treated with a statin, or 
where a statin is declined or 
clinically unsuitable, another lipid-
lowering therapy.  

• Other lipid lowering therapy 
cluster added to align with 
updated NICE indicator on 
which QOF is based. NICE 
Indicator IND276: Diabetes: 
lipid-lowering therapies for 
secondary prevention of CVD 
| Indicators | NICE (published 
27 November 2024) 

DM033 The percentage of patients with 
diabetes, on the register, without 
moderate or severe frailty in whom 
the last blood pressure reading 
(measured in the preceding 12 
months) is 140/90 mmHg or less 
(or equivalent home blood 
pressure reading)): 

DM036 The percentage of patients with 
diabetes, on the register, aged 79 
years and under without moderate 
or severe frailty in whom the last 
blood pressure reading (measured 
in the preceding 12 months) is 
140/90 mmHg or less (or equivalent 
home blood pressure reading)   

• ‘79 years and under’ age 
criteria added to align with 
updated NICE indicator on 
which QOF is based. NICE 
Indicator IND249: Diabetes: 
blood pressure (without 
moderate or severe frailty) | 
Indicators | NICE (published 
19 August 2023) 

AST011 The percentage of patients with a 
diagnosis of asthma on or after 1 
April 2023 with either: 
1.   A record of quality assured 
spirometry and one other objective 
test (FeNO or, bronchodilator 
reversibility or peak flow variability) 
between 3 months before and 6 
months after diagnosis; or 
2.    If newly registered in the 
preceding 12 months with a 
diagnosis of asthma recorded on or 

AST012 The percentage of patients with a 
new diagnosis of asthma on or after 
1 April 2025 with a record of an 
objective test between 3 months 
before or 3 months after diagnosis.  

• Removal of reliance on 
spirometry as main objective 
test to align with NICE 
Guideline NG25 | Asthma: 
diagnosis, monitoring and 
chronic asthma management 
(BTS, NICE, SIGN) | 
Guidance | NICE (published 
27 November 2024) 

https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind275-diabetes-lipid-lowering-therapies-for-primary-prevention-of-cvd-40-years-and-over
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind276-diabetes-lipid-lowering-therapies-for-secondary-prevention-of-cvd
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
https://www.nice.org.uk/indicators/ind249-diabetes-blood-pressure-without-moderate-or-severe-frailty
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
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after 1 April  2023 but no record of 
objective tests being performed at 
the date of registration, with a 
quality assured spirometry and one 
other objective test (FeNO or, 
bronchodilator reversibility or peak 
flow variability) recorded within 6 
months of registration 

AST007 The percentage of patients with 
asthma on the register, who have 
had an asthma review in the 
preceding 12 months that includes 
an assessment of asthma control 
using a validated asthma control 
questionnaire, a recording of the 
number of exacerbations, an 
assessment of inhaler technique 
and a written personalised action 
plan 

AST007 The percentage of patients with 
asthma on the register, who have 
had an asthma review in the 
preceding 12 months that includes 
an assessment of asthma control, a 
recording of the number of 
exacerbations and a written 
personalised action plan.  

• Removal of requirement to 
use a validated asthma 
control questionnaire and an 
assessment of inhaler 
technique to align with NICE 
Guideline NG25 | Asthma: 
diagnosis, monitoring and 
chronic asthma management 
(BTS, NICE, SIGN) | 
Guidance | NICE (published 
27 November 2024) 

AF008 Percentage of patients on the QOF 
Atrial Fibrillation register and with a 
CHA2DS2-VASc score of 2 or more 
who were prescribed a direct-
acting oral anticoagulant (DOAC), 
or, where a DOAC was declined or 
clinically unsuitable, a Vitamin K 
antagonist.  

AF008 Percentage of patients on the QOF 
Atrial Fibrillation register and with a 
CHA2DS2-VASc score of 2 or more, 
who were prescribed a direct-acting 
oral anticoagulant (DOAC), or, 
where a DOAC was declined or 
clinically unsuitable, a Vitamin K 
antagonist.  

• Invite PCA added in 
response to feedback, to 
align with indicators of a 
similar type 

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
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Annex E - programme changes to routine childhood schedule 

  
Programme Programme 

change effective 
from 

Proposed changes outlining who practices will be required to offer and provide 
vaccination to and when 

Cessation of 
Hib/MenC 12-
month dose 

1 July 2025 

Children who turn 12 months on or before 30 June 2025 will remain eligible for 
Menitorix® until stock levels are depleted, then the infant should be offered a Hexavalent 
vaccine (to replace the 12-month Hib dose) 
Children who turn 12 months on or after 01 July 2025 will not be offered a 12-month 
Hib/MenC vaccine but instead will receive a routine Hexavalent dose at a new 18-month 
appointment. 
This change will start from 01 January 2026 when the new 18-month visit will begin in 
the childhood vaccination schedule. 
DBS test recorded for Hep B at risk babies between 12 and 18 months. 

MMR programme 
schedule change 
and catch-up 

1 January 2026 

Children turning 18 months on or after 01 January 2026 will receive their 2nd MMR dose 
at their new 18-month appointment. 
Children aged 18 months to 2 years 6 months on 01 January 2026 will be invited to a 
brought forward appointment for their 2nd MMR dose between 01 January 2026 and 31 
October 2026.   
Children aged 2 years and 7 months to 3 years 4 months on 01 January 2026 will 
receive their 2nd MMR dose at their existing scheduled 3 years 4 months appointment 
before 31 October 2026. 

Varicella 
introduction and 
catch-up (subject 
to final policy 
decision) 

1 January 2026 

Children turning 12 months on or after 01 January 2026 will receive two doses of MMRV 
(at 12 and 18 months) 
Children turning 18 months on or after 01 January 2026 will receive one dose of MMRV 
(to complete their two-dose MMR schedule) 
Children aged 18 months to 3 years 4 months on 01 January 2026 will receive one dose 
of MMRV instead of their 2nd MMR dose. Of this cohort: 
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• those aged 18 months to 2 years 6 months will be invited to a brought forward 
appointment for their 2nd MMR dose (as MMRV) between 01 January 2026 and 31 
October 2026, and 

• those aged 2 years 7 months to 3 years 4 months on 01 January 2026 will receive 
their 2nd MMR dose (as MMRV) at their existing scheduled 3 years 4 months 
appointment before 31 October 2026.   

Children aged 3 years 4 months to less than 6 years will be invited for a universal single 
catch-up dose of MMRV.  
Appointments to be scheduled from 01 January 2026 and completed by 31 March 2027. 
Children aged 6 years to less than 11 years will be invited to receive a single dose of 
MMRV if they have no history of chicken pox.   
Appointments to be scheduled from 01 January 2026 and completed by 31 March 2027. 
From 01 April 2027, an opportunistic or on request offer will remain for varicella (as a 
single dose of MMRV) to all children aged 3 years 4 months to less than 11 years before 
01 January 2026 who have no history of chicken pox. 
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Presented By Rachele Schofield, Primary Care Lead (Bury) 
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Executive Summary 
On Friday 28 February 2025, Rock Healthcare submitted a formal application to the ICB to close the Radcliffe 
branch of the practice with the intention of operating solely from their main site at Moorgate Primary Care 
Centre. The following paper has been written to provide Primary Care Commissioning Committee with the 
available options with regards to this application.  
Recommendations 
The Primary Care Commissioning Committee are asked to: 

• Consider the contents of this report and support Option 1 as the preferred option subject to the 
following: 
o Rock to confirm the formal closure date of Radcliffe branch and provide a detailed plan for the move 

of services to the Moorgate site  
o Rock completes all contractual documentation directed by GM ICB to complete the closure and 

movement of services to Moorgate  
o Rock provides a detailed patient communications plan to include the options available to patients 

regarding patient choice within the area including promotion of digital support sessions 
o Practice to take mitigating actions in response to concerns raised during the engagement process 

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes 
                
  
 

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

☐ 



 

 

Links to Locality Plan outcomes 
                
  
 

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

☐ 

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

 

☐ 

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

☐ 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☐ 

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

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☐ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

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

If yes, please give details below: 

 

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

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☐ N/A ☐ 

 
 
 
 



 

 

Governance and Reporting 
Meeting Date Outcome 
N/A 
 

       

 
 

       

 
 



 

 

Rock Healthcare Application to Close Branch Site 
 
1. Introduction 
 
1.1. On Friday 28 February 2025, Rock Healthcare submitted a formal application to the Integrated Care 

Board (ICB) to close the Radcliffe branch of the practice with the intention of operating solely from their 
main site at Moorgate Primary Care Centre.  
 

1.2. The following paper has been written to provide Primary Care Commissioning Committee with the 
available options with regards to this application.  

 
 

2. Background 
 
2.1. Rock Healthcare holds a single, Alternative Provider Medical Services (APMS) contract operating from 

two sites: 
 

• Moorgate Primary Care Centre (PCC), 1st Floor, 22 Derby Way, Bury BL9 0NJ (Main Site) 
• Radcliffe Primary Care Centre, 69 Church Street West, Radcliffe, M26 2SP (Branch site) 

 
2.2 The practice has approximately 10,000 registered patients, with a ‘notes kept at field’ used to 

determine the patients preferred site. Approximately 2500 patients have their preferred site as the 
Radcliffe branch with the remainder aligned to Moorgate. The Practice is owned and managed by Bury 
and Rochdale Doctors on Call (BARDOC), a not-for-profit organisation and an experienced provider of 
urgent and community services, including GP services.   
 

2.3 In August 2024, the practice approached the ICB to advise that operating from two sites was no longer 
financially viable for the practice and therefore, in accordance with the guidelines set out in the Primary 
Medical Services Policy and Guidance Manual, the Primary Care Team from NHS GM (Bury) and Rock 
Healthcare explored the options available to them. The options were to remain as is operating from 2 
sites, formally apply to close the Radcliffe branch or hand back the APMS contract in its entirety for 
both sites.  

2.4 Rock Healthcare advised that they wished to close their branch location at Radcliffe, moving their 
registered population into their main site at Moorgate PCC.  Whilst Rock Healthcare has a statutory 
duty to ensure that patient voices are taken into account when making significant changes to services,  
the ICB also engaged with the Assistant Director of Engagement at NHS Greater Manchester to ensure 
due process was followed in an appropriate and proportionate manor and in accordance with section 
13Q of the National Health Service Act 2006 (as amended by the Health and Social Care Act 2012) so 
that, by the time that the practice submitted their formal application to apply for the branch closure, they 
had carried out the correct due diligence prior to formal progression.  

 

3        Rock Healthcare Practice Profile 
 

3.1        Rock Healthcare is a member of Bury Primary Care Network (PCN), with its Rock Radcliffe site sitting   
       within Bury West Neighbourhood and Rock Moorgate site within Bury East Neighbourhood. 

 
3.2 Rock had a CQC inspection in 2015 and, on 20 August 2015, and at that time gained an Outstanding 

rating, the only practice to hold this status in Bury. 
 
3.3 As the practice operates across more than one site the registered list has been determined by a 

denotation on a patient record advising where the patient records are located, this is called “notes kept 



 

 

at”. This is usual practice where there is more than one location and does not necessarily correlate with 
the physical number of patients accessing each branch as patients registered with Practices who have 
more than one location can, often, access appointments at any of the available practice locations.  

 
3.4 On that basis, Rock have approximately 2500 patients with “notes kept at” Radcliffe and a further 

approx. 7500 patients with their “notes kept at” Moorgate.  The spread of patients however, expands 
beyond the reach of the local areas to both practice sites with SHAPE Atlas showing that the 10,094 
patients registered with Rock spread across 273 lower super output areas (LSOAs) including 397 
patients outside of the Bury locality.   

 
3.5 Figure 1 below, highlights the current practice catchment area for both locations and Figure 2 shows a 

snapshot of patients as shown in purple however, due to the expansive nature of this, we are not able 
to show the full spread which extends the entire country.  There are no proposed changes to this at 
Moorgate following the Radcliffe branch closure:  
 
Figure 1: Rock Healthcare Catchment Area 
 
Area Covered: 107.67km2 

 
 
 
 
 
 
 



 

 

Figure 2:  Snapshot of patients locations who are registered with Rock 
 

 
 

3.6 Table 1 highlights the accessibility of services for both Rock Healthcare sites. This includes disability 
access, practices within a two-mile radius (i.e. patient choice in the area), opening hours and transport 
links. 

 
 
 
 

 
 



 

 

 
 
 
 
 
Table 1- Accessibility, Disability, Location, Opening Hours, Transport Links and Patient Choice.  

 
 
 

Rock Radcliffe 
 

Rock Moorgate 

 
Disability Access 
 

• Disabled Parking 
• Step free access 
• Disabled WC 
• Loop access 

 
Reception: 

• The reception point is located on the first floor to the left as you exit the lift. 
• The reception point is approximately 17m (18yd 1ft) from the lift. 
• Clear signage for the reception area/desk is visible from the lift. 
• There is step free access to the reception point, via lift. 
• There is a clear unobstructed route to the reception point. 
• There are windows, glazed screens or mirrors behind the reception point 

which could adversely affect the ability of someone to lip read. 
• The reception counter is not placed in front of a background which is 

patterned. 
• The lighting levels at the reception point are good. 
• The height of the reception counter is high (110cm+). 
• There is not sufficient space to write or sign documents on the counter. 
• There is a low section of the counter (76cm or below) available. 
• There is sufficient space to write or sign documents on the low section of the 

counter. 
• The counter is staffed. 
• There is not a bell to attract attention. 
• The bell is at a suitable height for a wheelchair user. 
• There is not a hearing assistance system. 
• Signs and universally accepted symbols or pictograms, indicating lifts, stairs, 

WCs, circulation routes and other parts of the building are provided in the 
reception area. 

Waiting Area: 
• There is a waiting area close to the reception point. 
• Access to the waiting area is unobstructed. 
• The type of flooring is vinyl/laminate. 
• There is not sufficient space for a wheelchair user to use the waiting area. 
• There is a mixture of seating with and without armrests. 
• The waiting room / area does not have background music playing. 
• There is not a red flashing fire alarm beacon within the waiting room / area. 
• There is a television. 
• Subtitles are available. 

• Disabled Parking 
• Step free access 
• Disabled WC 
• Loop access 



 

 

• Vending machines are not available. 
• A water dispenser is not available. 
• There is a play area or toys/books for a child to play with. 
• There is space for an assistance dog to rest within the seating area. 
• Lighting levels are good. 

Safe Spaces: 
• There is a designated place of safety which can be used by people with 

dementia, autism or learning disabilities. 
• A place of safety can be provided if needed. 

Practices within the 
same building  

Radcliffe Medical Practice 
Wave Suite 
Radcliffe Primary Care Centre 
69 Church Street West 
Radcliffe 
M26 2SP 
 
Redbank Group Practice 
Sun Suite 
Radcliffe Primary Care Centre 
69 Church Street West 
Radcliffe 
M26 2SP 

Tower Family Healthcare (Minden) 
Moorgate Primary Care Centre 
22 Derby Way 
Bury 
BL9 0NJ 

Practice boundaries  
within 2 mile radius 

Practice  Radius 
Radcliffe Medical Practice Same 

building 
Redbank Group  
Practice 

Same 
building 

Tower Family Healthcare 
(Spring Lane) 

0.4 miles 

Monarch Medical Centre 0.5 miles 
 

 Practice  Radius 
Tower Family Healthcare (Minden) Same 

building 
Ribblesdale Medical Practice 0.7 miles 
Townside Surgery 0.7 miles 
Peel GPs 0.7 miles 
Knowsley Street Medical Centre 0.8 miles 
Walmersley Road 0.3 miles 
Huntley Mount 0.8 miles 
Woodbank Surgery 1.8 miles 

 

 
Opening Hours 

Core Hours  
8am – 6:30pm  
 
Enhanced Access 
Enhanced access for Rock Radcliffe is provided by Bury PCN from both Radcliffe 
Primary Care Centre and Moorgate Primary Care Centre on Monday to Friday 6.30 pm 
- 8pm and Saturday 9am - 5 pm (patients can book into either Radcliffe or Moorgate 
EA service as they wish which will not change) 

Core Hours  
8am – 6:30pm  
 
Enhanced Access 
Enhanced access for Rock Moorgate is provided by Bury PCN from both Radcliffe Primary Care 
Centre and Moorgate Primary Care Centre on Monday to Friday 6.30 pm - 8pm and Saturday 9am - 
5 pm (patients can book into either Radcliffe or Moorgate EA service as they wish which will not 
change) 

Transport Links  
(bus stops) 

The nearest bus stop is on Church Street West approximately 1 mile away. 
There is a Metrolink Tram Stop, Radcliffe on Spring Lane that is approximately 0.4 
miles away. 
The nearest train station is Kearsley 3.3 miles away. 

There is a bus stop within approximately 150m of the Practice. 
The nearest Metrolink tram and bus station is Bury Interchange. 
The nearest train station is Hall i' th' Wood. 
 



 

 

Parking Radcliffe PCC has its own free to park car park which is located at the front of the 
building. 
 

• Parking is free for Blue Badge holders. 
• The car park type is open air/surface. 
• Parking spaces for Blue Badge holders do not need to be booked in 

advance. 
• There is/are 7 Blue Badge parking bay(s) within the car park. 
• The dimensions of the Blue Badge parking bay(s) are 300cm x 500cm (9ft 

10in x 16ft 5in). 
• The nearest Blue Badge bay is 17m (18yd 1ft) from the main entrance. 
• The furthest Blue Badge bay is 27m (29yd 1ft) from the main entrance. 
• The route from the car park to the entrance is accessible to a wheelchair 

user with assistance. 
• Assistance may be required because there is / are slopes/ramps. 
• The car park surface is cobbled. 
• There is not a road to cross between the car park and the entrance. 
• The car park does not have a height restriction barrier. 

Public parking: 
• There is a car park for public use within 200m (approx). 
• The name of the car park is Civic Centre East. 
• The car park is located at the side of the building off Quarry Road, accessed 

via Seymour Street. 
• There is a/are Blue Badge parking bay(s) available within the car park. 

On Street Parking: 
• There is on street parking: 
• On street marked Blue Badge bays are not available. 
• There is not a designated drop off point. 

 

Moorgate PCCC has a council owned car park with 24 (+2 disabled) spaces which is open 24 hours 
a day, 365 days a year. Parking places are free after 6pm, until 8am the following morning.  Charges 
apply Monday to Saturday: 

• Up to 1 hour - £1.00 
• Up to 2 hours - £2.10 
• Up to 3 hours - £2.50 
• Up to 4 hours - £3.00 
• Up to 5 hours - £4.00 
• More than 5 hours - £5.50 

On Sundays there is a £1.50 standard charge.  
 
There are a number of other town centre council owned car parks near by as follows: 
Location Spaces 
Castle, BL9 0EY (entrance on Bolton Street)* 34 (+2 disabled) 

Foundry Street, BL9 7AZ 135 (+5 disabled) 

George Street, BL9 0QT 55 (+1 disabled) 

Irwell Street, BL9 0LL 35 (+1 disabled) 

Manchester Road, BL9 0SY (via Belle Vue Terrace) 91 (+4 disabled) 

Market, BL9 0RN 310 (+25 disabled) 
Parsons Lane North, BL9 0LY* 21 
Parsons Lane South, BL9 0LY* 127 (+16 disabled) 

Trinity Street, BL9 0BT 221 (+8 disabled) 
Charges: 

• Up to 2 hours - £2.10 
• Up to 3 hours - £2.50 
• Up to 4 hours - £3.00 
• Up to 5 hours - £4.00 
• More than 5 hours - £5.50 (* more than 5 hours - £12.00 at Castle, Parsons Lane North 

and Parsons Lane South) 
Location Spaces 
Bolton Street Station, BL9 0LQ (via Irwell Street) 94 (+4 disabled) 
Charges: 

• Up to 2 hours - £2.10 
• Up to 3 hours - £2.50 
• Up to 4 hours - £3.00 
• Up to 5 hours - £4.00 
• More than 5 hours - £5.50 
• Saturday all day - £4.00 



 

 

Location Spaces 
Castle Leisure Centre, BL9 0HE (via Irwell Street) 212 (+ 7 disabled)  
Charges: 

• Up to 10 minutes - £0.20 
• Up to 1 hour - £1.00 
• Up to 2 hours - £2.10 
• Up to 3 hours - £2.50 
• Up to 4 hours - £3.00 
• Up to 5 hours - £4.00 
• More than 5 hours - £5.50 

There are a number of private car parks with varying costs located near by as follows: 
• Angouleme Retail Park, BL9 0BZ 
• Knowlsey Place car park, Knowsley Street, BL9 0SW 
• Metrolink station, Haymarket Street, BL9 0AY 
• Moorgate Retail Park, BL9 7AQ 
• Millgate shopping centre, BL9 0QQ 
• The Rock Parkade, 61a Rochdale Rd, Bury BL9 7AX 
• Woodfield Retail Park, Peel Way, BL9 5BY 

 

https://www.q-park.co.uk/en-gb/cities/bury/knowsley-place/
https://tfgm.com/public-transport/park-and-ride
https://millgatebury.co.uk/


 

 

3.7 There was some indication as part of the patient engagement that patient’s would want to move 
practices if the Radcliffe branch closed.  There are 4 practices that patients from the Rock Radcliffe list 
could register with within a 2-mile radius, Radcliffe Medical Practice and Redbank Group Practice are 
both in the same building as Rock Radcliffe currently. This would mean that patients wishing to remain 
with Rock Radcliffe would not need to travel any further and there would be no change to how they 
access the building.  Tower Family Healthcare (Spring Lane) and Monarch Medical Centre are located 
close by. 

 
3.8 During the engagement process, patients did raise concerns with registering with other surgeries 

including a question with regards to if other surgeries have a limit to how many patients they can have.  
All practices in Bury (25 in total) are open to taking new patients as there are no closed practice lists 
within the Borough. Rock are conscious that they don’t want to overwhelm the surgeries with additional 
registrations all in one go and are working with the surgeries in the building to ensure they are aware of 
the changes.   

 
3.9 From the SHAPE data it is apparent that there are patients whose closest GP may in fact not be based 

at Radcliffe. The NHS website has a GP finder tool, which can assist patients in locating their nearest 
GP practices.  Rock will also be holding sessions to assist patients who wish to register at a different 
practice to help with that transition. 

 
3.10 Similarly, patients expressed that changing GPs could impact continuity of care, all Bury Practices 

operate using the same clinical digital system (EMIS).  This system offers the ability to transfer records 
digitally, GP to GP, with physical records being transferred via PCSE which means any new GP 
practice will have all of the relevant patient information once the patient has registered with them.  

 
4 Services and Staffing  
 
4.1 Rock Healthcare advised that only 7% of their current list size expressed a desire to only be seen at 

the Radcliffe site with the majority of patients accessing Moorgate site for appointments.  Patient 
feedback showed that patients believed that there was a lack of appointment availability at Radcliffe 
and were therefore this led to booking appointments at Moorgate in order to be seen rather than 
choice.   
 

4.2 The staffing mix and availability of appointments are integral to the delivery of primary medical services 
and critical to meeting the needs of patients. Data below shows the number of available face to face 
(F2F) appointments and number of telephone consultations (tel) during a typical week by skill mix at 
both sites which totals 760 appointments per week with a prescribing clinician and a total of 321 
nursing appts per week: 

 
Radcliffe 
• GP (mixed F2F and tel at pt request) = 125 appts per week 
• HCA (F2F) = 33 per week 
• Pharmacist (mixed F2F and tel at pt request) = 20 per week 
• Nurse (F2F) = 21 per week 

 
Moorgate 
• GP (mixed F2F and tel at pt request) = 355 appts per week 
• ANP (mixed F2F and tel at pt request) = 140 appts per week 
• Pharmacist (mixed F2F and tel at pt request) = 120 appts per week 
• Nurse (F2F) = 100 appts per week 
• HCA (F2F) = 167 appts per week 

 



 

 

4.3 Table 3 below outlines the proposed staffing levels and appointment capacity for each site currently 
and also what this would look like post-Radcliffe closure:  

Table 3 – Current and proposed staffing levels and appointment capacity  
 

 

Current Provision – Rock 
Radcliffe  

Current Provision – 
Rock Moorgate 

Combined Practice 
provision  

Name and address 
of practice 

(provide name and 
address) 

Radcliffe Primary Care 
Centre, 69 Church Street 
West, Radcliffe, M26 2SP 
(Branch site) 
 

Moorgate Primary Care 
Centre, 1st Floor, 22 
Derby Way, Bury BL9 
0NJ (Main Site) 
 

Moorgate Primary Care 
Centre, 1st Floor, 22 Derby 
Way, Bury BL9 0NJ (Main 
Site) 
 

P Code Y02755 Y02755 Y02755 

Register List Size  

Qtr 4 2024/25 

10147 10147 7500 + any of the 
remaining 2500 Radcliffe 
patients who wish to move 
to Moorgate site  

Number of clinical 
sessions 

 

GP X10 
ANP X 0 
Pharm X 1 
PN X 2 
HCA X 2 

GP X 28 
ANP X 10 
Pharm X 12 
PN X 6 
HCA X 10 

GP X 38 
ANP X 10 
Pharm X 13 
PN X 8 
HCA X 12 

Number of non-
clinical  practice staff 

 3  9  12 

GP average 
appointments (per 
week) 

 125  355  480 

Advanced Nurse 
practitioner (per 
week) 

 0  140 140 

Pharmacist (per 
week) 

20 120 140 

Practice nurse 
average 
appointments(per 
week) 

 21  100  121 

Health Care 
Assistant average 
appointments(per 
week) 

 33  167  200 

 
4.4       In addition to face to face appointments, the last available data for online consultations was as at  

      August 2024 and showed that 29.37% of registered patients at Rock Healthcare were enabled to  
      book/cancel appointments online.  This information is not available per site.  
 

4.5       In 2023/24 Rock Healthcare achieved 81.44% against the Quality and Outcomes Framework (QOF).  
      This was slightly below the Bury average of 92.31%, the GM average of 92.93% and the England  
      average of 93.03%.  A full breakdown of Rock’s performance by QoF Indicator is show in Appendix 1  



 

 

      (please note this is not available at site level). 
 

4.6       In addition to delivering core services, in 24/25 Rock Healthcare signed up to deliver a variety of   
      additional enhanced services. Table 2 highlights which additional services the contractor signed up to  
      deliver by site. The practice will continue to offer all contracts to their patient population from the  
      Moorgate site:  

Table 2 – List of Additional Enhanced Services and Local Commissioned services being delivered 
across each of the sites 

 
 
5 IT Infrastructure 

 
5.1 As with all practices in Bury, Rock Healthcare operates using the EMIS clinical system at both sites 

approval to close the Radcliffe site will not effect this.  Patients registered at either site currently can be 
seen at both sites and both sites can access all patient records regardless of site registration as they are 
on a single database.  

 
6 Premises  

Enhanced Services Radcliffe            Moorgate 

PCN DES (inc Enhanced Access) Yes Yes 
Learning Disability DES Yes Yes 
Minor Surgery DES No Yes 
Childhood Flu Yes Yes 
Men ACWY (age 18) Yes Yes 
Men ACYW fresher Yes Yes 
Men B Infants Yes Yes 
Pertussis Pregnant Women Yes Yes 
Seasonal Flu Yes Yes 
Pneumococcal Yes Yes 
Shingles Catch up Yes Yes 
Shingles routine Yes Yes 
Hep b New Born Babies Yes Yes 
HPV Yes Yes 
MMR 16 plus Yes Yes 
Rotavirus Yes Yes 
Men C completing dose Yes Yes 
Covid Vaccination PCN DES Yes Yes 
LARC Yes Yes 
Local Commissioned Services     
Bury LCS Yes Yes 
Paediatric Phlebotomy Service No Yes 
NHS Health Checks Yes Yes 



 

 

 
6.1 Both Surgeries are located as follows:  

• Moorgate Primary Care Centre, 1st Floor, 22 Derby Way, Bury BL9 0NJ (Main Site) 
• Radcliffe Primary Care Centre, 69 Church Street West, Radcliffe, M26 2SP (Branch site) 

 
6.2  The current lease held by Rock at Radcliffe (Lift building with headlease held by Community Health 

Partnerships) and Moorgate (PFI with headlease held by NHS Property Services) premises have 
expired.  The proposal to move the branch from Radcliffe to Moorgate would allow utilisation of 
void/under-utilised space at Moorgate and would also release in demand space at Radcliffe Primary 
Care Centre for other uses (there is significant demand for space in this area with a number of options 
to fill the space that would be made available being considered, one relating to a critical service that 
could locate to Radcliffe.) 
 

6.3 The current demised space to the practice at Radcliffe Primary Care Centre is in excess of the 
premises guidance for the current branch list size, which in part is contributing to the cost pressures to 
the practice on this site.  In the event that a decision not to allow the branch consolidation to be 
progressed, there would be a requirement to reduce the demised space to the practice in line with 
premises cost directions and current list size. 
 

7 Impact on the Local Pharmacy 
 
7.1 If the proposed closure of Radcliffe was approved there could be a small impact on the local Pharmacy 

located within Radcliffe PCC as there will likely be less footfall to the building however, patients have 
expressed a desire to remain with practices in the local area which may include those practices in the 
Radcliffe building.  This will remain an accessible pharmacy for patients accessing the building 
however, patients are able to nominate any pharmacy of their choosing via the NHS App.  This may not 
be a pharmacy near to their GP as they could prefer to select a pharmacy which is closer to their 
residence.  Choice is further widened as you need not physically go to a pharmacy for your medication 
as this can be delivered to you.  
 

7.2 For patients wishing to move to Rock Moorgate, there is also Pharmacy that is currently located within 
Moorgate PCC which services patients of other services in that building including Rock Moorgate and 
Tower Family Healthcare Minden and will continue to do so.  
 

8 Financial Implications  
 
8.1        If a decision to allow consolidation of the branch was made, the additional space needed at  

       Moorgate would be funded via an element of the existing budget allocated to the Radcliffe  
       Primary Care site – there may be a small non-recurrent cost in relation to removal costs etc.  
       and legal fees but, legal fees would apply for either option so not a determining factor. 

 
9       Stakeholder Engagement  
 
9.1      Rock Healthcare have led the engagement processes, working closely with the Assistant Director of    

     Engagement at NHS GM to ensure a robust engagement process was in place ahead of the stakeholder  
     engagement taking place. The following documents were produced to facilitate that: 

 
• Engagement Plan including timescales for delivery (Appendix 2) 
• Engagement Document (Appendix 3) 
• Engagement Questionnaire (Appendix 4) 
• Engagement Log (Appendix 5) 
• Equality Impact Assessment (Appendix 6) 
• Engagement Feedback Summary (Appendix 7) 



 

 

• Engagement Outcome Report (Appendix 8) 
• Formal Application for Branch Closure (Appendix 9) 

 
9.2     The consultation spanned 7 weeks from Monday 9th December 2024 to 30th January 2025. This  

    was increased from the usual 6 weeks due to the Christmas period.  The stakeholder engagement  
    process was carried out via email, three face-to-face consultations, and physical questionnaires. This  
    multi-pointed approach allowed for a range of stakeholder perspectives to be obtained, fostering a full  
    understanding of key concerns and recommendations.  

 
9.3     All patients marked as having their medical records stored at Radcliffe were contacted via text message  

    to make them aware of the proposed change and consultation dates, they were further contacted to state    
     that an additional in-person consultation date had been arranged.  All patients coded as being  
     housebound were sent a specific letter, printed questionnaire and freepost envelope, the letter sent  
     provided extra detail and stated the consultation dates. 

 
9.4      Posters detailing the proposed changes were present in the reception area of both sites, with printed  

     questionnaires also available. QR codes were on display pointing patients to the online survey and a   
     leaflet was available which provided more detail for patients to take away.  In addition, staff were briefed  
     on the contact methods and language to use when discussing the proposed change. 

 
9.5      Rock Healthcare held a meeting with Local Councillors to discuss the proposed branch closure and  

     engaged with practices also located in Radcliffe Primary Care Centre (Radcliffe Medical Practice and  
     Redbank Group Practice) to discuss the impact the branch closure may have on their practices if     
     patients chose to leave Rock Healthcare and register with them.  Not all practices in Radcliffe were   

           engaged as part of the process however, only those in Radcliffe PCC due to them sharing the building,  
           being the bigger Practices able to take on additional patients.  It is anticipated by Rock that most    
           patients will choose to register with Practices in Radcliffe PCC if they choose to move from Rock  
           however, it should be noted that not consulting with all practices within the borough is a gap in the  
           engagement process when it is considered that Tower Family Healthcare (Spring Lane branch) is   

    located 0.4 miles away from Rock Radcliffe and is part of the largest practice in Bury. This is an       
    oversight and a risk. 
 

9.6      Overall, the following activities took place during the engagement process: 
• The consultations were advertised on the Practice website and on posters displayed in both 

branch sites.  
• Text messages sent to patients registered at Radcliffe branch on 2 occasions 
• Easy-read questionnaire sent to all registered housebound patients with Freepost envelopes to 

return them 
• Questionnaires given out to people and left in the waiting room across both branches. 
• A meeting was held with local Councillors on 16th December 2024 
• A consultation was held at Moorgate Primary Care Centre on 16th December 2024 
• A consultation was held at Radcliffe Primary Care Centre on 18th December 2024 
• The ICB received feedback from a local Councillor in December 2024 
• A meeting was held with the other Practices located within Radcliffe Primary Care Centre on 

13th January 2025 
• A meeting was held with Bury Healthwatch on 14th January 2025 
• A consultation was held at Radcliffe Primary Care Centre on 17th January 2025 
• Bury Healthwatch supported patient engagement on 7 occasions from Radcliffe Primary Care 

Centre The consultations were advertised on the Practice website and on posters in both 
branch sites.  

 
10       Stakeholder Feedback 

 



 

 

10.1  Rock Healthcare provided a summary of all stakeholders responses during the sessions    
       noted above (Appendix 7) and it was confirmed by the Assistant Director of Engagement for NHS GM  
       that sufficient work had taken place in line with the Engagement Plan to proceed with the formal  
       application to close the branch. 
 

10.2     A total of 190 contacts were recorded during the engagement process as follows:  
 

44 Formal responses to the consultation survey. 
5 People attended the consultation at Moorgate Primary Care Centre 
60 People attended the consultations at Radcliffe Primary Care Centre 
4 Local Councillors in attendance at the consultation meeting 
25 Text messages received from patients 
2 Representatives from neighbouring Practices 
4 Representatives from Bury Healthwatch 
46 Patients engaged with by Bury Healthwatch 

 
 
10.3 In summary, the feedback received noted the following themes of concern should Rock Radcliffe close:  

• Lack of parking near Moorgate branch 
o Rock Healthcare have no control over parking at either site. There is currently free parking 

available at Radcliffe Primary Care Centre but this may not always be the case. There is 
free parking on local streets within a 5-minute walking distance and ample paid for parking 
in the area. There are also public transport links to the town centre from Radcliffe. Patients 
who do not wish to travel to Moorgate do have the option to register with a number of local 
Radcliffe practices. 

• Distance from Radcliffe Primary Care Centre to Moorgate Primary Care Centre 
o The distance between Radcliffe Primary Care Centre and Moorgate Primary Care 

Centre is 3.4 miles. This is a distance that many patients have to travel to get to 
appointments and we do not feel this is an unreasonable distance to ask able-bodied 
patients to travel. We do accept that there are patients of advancing age and/or with 
mobility issues/disabilities who would struggle to travel this distance. We would be 
happy to support these patients to register with a local Practice. We would welcome 
support from the local Council or ICB to provide a free ring and ride service to enable 
these patients to access appointments at Moorgate Primary Care Centre. 

• Ability of other local Radcliffe surgeries to provide registration to patients not wishing to 
travel to Moorgate Primary Care Centre 

o Rock Healthcare met with the Practice Managers of both Redbank Group Practice and 
Radcliffe Medical Practice. They stated that, although it would cause increased 
pressure, they were able to take registrations from patients who wished to remain 
registered within the Radcliffe area. The funding for each of these patients would 
transfer to their new practice, enabling the practice to fund additional clinical time. 

 
10.4 Rock Healthcare will still aim to see all housebound patients residing in the Radcliffe area and will not 

be removing patients from its list however, patients do have the choice to register elsewhere if they 
wish and Rock will run some digital sessions to support and assist patients to complete new 
registrations if they choose. 
 

 
11 Formal Application to Close 



 

 

 
11.1 Rock Healthcare understands that closing Radcliffe branch will affect some patients however by not 

closing Radcliffe branch the effect will be much larger and for a greater number of patients. Rock 
Healthcare cannot continue to run in it’s current form and without closing Radcliffe branch will have no 
other option but to hand the contract back to the ICB in it’s entirety. On this basis, Rock Healthcare 
have made a formal application to close the Radcliffe branch by 31 March 2025.  

 
12 Options appraisal 
 
12.1 The underlying principle for the PCCC is to consider when any such proposal is made is what the  

       benefits are for patients and what the financial implications are to NHS GM (Bury).  NHS GM (Bury)   
       must consider any application having regard to but not limited to:  impact on patients, patient choice,  
       impact on other primary care providers, premises and leases, financial implications and primary care  
       strategies. 
 

12.2  The role of the PCCC is to ensure that due process has been followed and that all of the information  
       presented to them is of a standard that allows them to make a fair and balanced decision.  It is  
       therefore the purpose of this Options Appraisal to present all of the available facts to the Committee so  
       that an informed decision can be taken.   

 
12.3 There are 2 options available:  
 

• Option 1 - Approve the application and allow the branch site at Radcliffe to close and Moorgate 
become the only option for patients wishing to remain registered with Rock Healthcare. Any 
patients who do not wish to travel to Moorgate will be given details on how to reregister with a 
practice of their choosing. 

• Option 2 - Reject the application for branch closure, resulting in two possible outcome 
responses by the practice: 

o Outcome 1: the practice continues to operate over 2 sites and we work to reduce the 
practice estates footprint at the Radcliffe branch to reduce overheads to a minimum 
and work with the practice to maximise income from its contracts QoF etc. 

o Outcome 2: the practice hands the APMS contract back meaning we would need to 
undertake a procurement exercise over both sites removing the contract from the 
Rock Healthcare in its entirety.  

 
12.4 Option 1 – PREFERRED OPTION: Approve the application and allow services to be delivered   

      solely from Rock Moorgate   
 

12.5 General practice in England is under significant strain, facing pressure from a range of supply, demand 
 and health service factors. At the same time, it is being asked to do more to relieve increasing           
       pressures on emergency and out-of-hours services, support the development of better integrated care  
       for people with long-term conditions, and play a central role in commissioning and, since 2020,  
       manage new demand following the COVID Pandemic. 

 
12.6 GPs and their teams are responding to pressures by forming new organisations to allow care provision 

at greater scale meaning fundamental changes to the organisation and delivery of general practice and 
primary care become necessary, including the linking together of practices in federations, networks or 
merged partnerships, in order to increase the scale. 

 



 

 

12.7 The strategic direction for primary care within the Borough, as detailed in the GM Primary Care 
Blueprint and the Local General Practice Strategy for Bury is to radically improve residents’ health and 
wellbeing by having in place high quality and resilient primary care services that form the basis of our 
integrated model for health and care services in communities. Empowering people to be in control of 
their own health and offer co-ordinated, person-centred care when it is needed. 

 
12.8 Furthermore, the strategic direction for Primary Care within the Borough is for Primary Care Networks 

(PCN’s) and neighbourhood teams to provide the basis for enabling general practice to work at scale, 
improve the ability of practices to recruit and retain staff, to manage financial and estates pressures 
and to provide a wider range of high quality, resilient services to patients. They also provide the 
foundation for general practice to strengthen joint working with dentists, community pharmacies, 
opticians and other partners in PCN’s to improve the health of their populations. 

 
12.9 Rock Healthcare has sited their main reason for applying to close the Radcliffe branch as a financial   

      one and the Practice is seeking to consolidate its operations into its larger site to ensure its  
      sustainability going forward.  Currently, Rock Healthcare has approx.. 10000 patients and 25% of these  
      are registered with the Radcliffe branch (though this does not mean they necessarily live in  

Radcliffe).  At present 7% of patients registered with Radcliffe have stated that they will only be seen at 
Radcliffe, the remainder have advised they are able to be seen at Moorgate. This means that a move 
to Moorgate would affect just under 700 people accessing primary care services. 

12.10 If this option is approved, all patients can remain registered with Rock Healthcare, they will carry  
on accessing services at Moorgate, the staff will remain unchanged.  This option provides the following 
benefits:   

 
• A larger pool of GPs and other clinicians for patients 
• A bigger practice can provide more services including more group consultations which many 

patients find useful, longer consultations and more choice of appointment times 
• The practice can recruit and retain more clinical staff providing increased long term security 

for the practice 
• Opening hours will remain the same 
• Emergency appointments will be available as appropriate on the same day with patients being 

treated by a GP or other clinician  
• Patients will not have to wait longer for an appointment as a bigger practice will mean more 

flexibility to offer appointments to suit patient needs more quickly 
• Rock hope to be able to offer longer consultations to patients who need them 
• Telephone systems will remain the same  
• Rock will continue to use online consultation over the internet, which many people are using 

successfully.  
• Rock will be more effective with all Receptionist and Administrators at one site 
• Services will not be stopping and the practice merger will Rock to offer more services to 

patients in the future 
• If any patients do not wish to travel to Moorgate then other practices are available in Radcliffe 

Primary Care Centre and the surrounding neighbourhood and able to accept registrations 
including Radcliffe Medical Centre and Redbank Group Practice both in the primary care    
centre and Mile Lane health centre on Mile Lane and Monarch Medical Centre on Cross Lane 

 
12.11  The disbenefits of this move are as outlined in Appendices 7 and 8 of this report with the majority of   

       stakeholder  feedback being opposed to the branch closure.  This attracts negative optics to the   
       borough at both a patient and local government level although the benefits of the closure for the  
       practice are clear. 



 

 

 
 

12.12 Option 2 – Reject the application and Rock Healthcare would be required to continue to provide  
services from 2 separate sites (resulting in either a reduced estates footprint or re-procurement 
following contract hand back) 

 
12.13 There are no real benefits to this option from the perspective of Rock healthcare or the ICB.  The    

       practice has made their case clear as to why they cannot continue to provide safe, effective or  
 adequate services from the Radcliffe site which is to the detriment of patient care.  The ICB promotes     
 primary care at scale and provision of all Rock services from one site works to achieve this agenda.  
 

12.14 The ICB would work with the practice to reduce overheads however, our ability to do this would be  
limited and would include reducing the footprint the practice currently occupies in Radcliffe PCC which 
may lead to reduced clinics, reduced services and therefore see a reduction in services that patients 
can access at this site.  This is in direct contradiction to option 1 which has been put forward to 
increase access and the service offer to Rock Healthcare patients.  

 
12.15 This would also leave the ICB with potential void space at Radcliffe PCC if we were not able to fill it as    

this would reduce the available space we were able to offer services lined up as per option 1 who may 
then not find the space left adequate for their needs. 
 

12.16 The primary benefit of this option is to the patient population who does not wish to access Rock  
      services at Moorgate due to issues noted in the stakeholder feedback provided.  However, whist this  
      has been taken into consideration, patients wishing to remain registered at Radcliffe can do so at the  
      two other practices who will remain active in Radcliffe Primary Care Centre who have both advised that  
      they are able to accept new patient registrations.  In addition, wider practices within the Radcliffe area  
      are also open to accepting new patient referrals as well as all other practices in Bury, none of which  
      have a closed patient list, therefore allowing for patient choice. This is not the favoured option. 
 

12.17 Procurement  
 

12.18 Should PCCC decide to reject this application from Rock Healthcare and sufficient financial support not 
be possible through reducing their estates footprint or maximising achievement through other contracts 
then it is extremely likely to mean that the practice will hand back their APMS contract meaning that the 
ICB would be required to go out for procurement to find a new provider willing to deliver one contract 
over two sites. 
 

12.19 If the current provider was not willing to provide continuation cover whilst this exercise took place then 
a caretaking practice would need to be found and additional costs incurred.   

 
Pros Cons 

• A service would be maintained at both 
Radcliffe and Moorgate maintaining GP 
services, particularly within deprived areas of 
the borough   

• Whilst a CQC rating of outstanding was 
issues some time ago, in the eyes of the 
public we would effectively be forcing our only 
outstanding practice to hand back their APMS 
contract. 



 

 

• A new provider may wish to advertise and 
grow the offer available to patients at the 
Radcliffe site 

 

• Lack of continuity of care for some 10,000 
patients (as opposed to 700) 

• Rock expressed the need to consolidate sites 
was financially based and therefore it is likely 
that this contract would not be attractive to 
another provider on the same basis. 

• The provider currently occupies space at 
Radcliffe greater than their list size supports.  
If re-procurement was needed the incoming 
provider would need to increase the list at 
Radcliffe significantly to warrant keeping this 
space. 

 
13 Risks 

 
13.1 There are several risks to be considered by PCCC in making this decision:  

• If option 2 is approved, Rock Healthcare may hand back their APMS contract meaning a re-
procurement will be required and cannot be guaranteed  

• Not all practices in Radcliffe were engaged as part of the process, only those in Radcliffe PCC 
due to them sharing the building and being the bigger Practices able to take on additional 
patients. It is anticipated that most patients will choose to register with Practices in Radcliffe 
PCC if they choose to move from Rock given the feedback received however, it should be 
noted that this is a gap 

• Any large increase in patient registrations within one GP practice alone may result in access 
issues and destabilisation of other GP services 

• Perception of Bury not ensuring services available close to Radcliffe residents could lead to 
complaints from both patients and MPs 

• Lack of support for patients may lead to an increase in attendance at BARDOC/A&E/111 
 

 
14 Recommendations 

 
14.1 The Primary Care Commissioning Committee are asked to: 

• Consider the contents of this report and support Option 1 as the preferred option subject to the 
following: 
o Rock to confirm the formal closure date of Radcliffe branch and provide a detailed plan for 

the move of services to the Moorgate site  
o Rock to complete a work through of the estates list to detail what is their property to take 

to Moorgate and what stays in the Radcliffe building 
o Rock completes all contractual documentation directed by GM ICB to complete the closure 

and movement of services to Moorgate  
o Rock provides a detailed patient communications plan to include the options available to 

patients regarding patient choice within the area including promotion of digital support 
sessions 

o Practice to take mitigating actions in response to concerns raised during the engagement 
process   

Rachele Schofield  
Primary Care Lead (Bury) 
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Documents to support the Options Appraisal  

Appendix 1 Rock Healthcare 2023/24 QoF Achievement 
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Appendix 2 Engagement Plan including timescales for 

delivery  
Engagement Plan v1 

FINAL.docx  
Appendix 3 Engagement Document  

Radcliffe Closure 
Leaflet FINAL.docx  

Appendix 4 Engagement Questionnaire  

GP practice in 
Radcliffe Consultation    

Appendix 5 Engagement Log  

Consultation Log - 
record of activity.xlsx  

Appendix 6 Equality Impact Assessment  
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Appendix 7 Engagement Feedback Summary  
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Feedback Summary.do 

Appendix 8 Engagement Outcome Report  

Radcliffe Consultation 
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Appendix 9 Formal Application for Branch Closure  
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on-notice-to-close-bra 
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Executive Summary 
 
The purpose of this paper is to present a fully costed service specification to be contracted 
for 2025/26, potential future inclusions and associated risks. 
 
On agreement this will be taken through the System for Thorough Assessment of 
Resources (STAR) and the Provider Selection Regime (PSR) process.  
 
Recommendations 
 
The Primary Care Commissioning Committee is asked to: 

• Receive the information being presented 
• Note the concerns and risks  
• Approve the specification being presented whilst noting and supporting an in-

year variation should it be needed 
 

 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 

☒ 
 

  

 
Links to Locality Plan outcomes 
                
  

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

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



 

 

Links to Locality Plan outcomes 
                
  

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

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

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☒ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☒ 

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

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☒ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☒ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☒ 

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

If yes, please give details below: 

 

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

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☒ N/A ☐ 

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
GPLC 19/03/2025 Neighbourhood Indicators removed from the 

specification altogether.  Requirement for these to 
be agreed by end Q1. 

 
 

       



 

 

 
 

The Bury Locally Commissioned Service 2025-26 
 
1. Introduction 

 
1.1 In November 2024 Primary Care Commissioning Committee was presented with 

Commissioning intentions for 2025/26 which took into consideration both the GM 
commissioning intentions and a 5% Cost Improvement Programme (CIP) Target. 

 
1.2 The option to reduce The Bury Locally Commissioned Service (LCS) investment as 

part of those CIP proposals was rejected by the committee and a subsequent follow 
up paper then taken in January 2025, which outlined an engagement timeline and 
draft funding model against which contractual discussions could begin to take place. 

 
1.3 The purpose of this paper is to present a fully costed service specification to be 

contracted for 2025/26, potential future inclusions and associated risks. 
 
1.4 On agreement this will be taken through the System for Thorough Assessment of 

Resources (STAR) and the Provider Selection Regime (PSR) process.  
 
 

2. Background 
 
2.1. PCCC will be aware that the Beyond Core Contract Review (BeCCoR) group along 

with three further subgroups, are driving a piece of work around standardising and 
harmonising Local Quality Commissions Services across GM. 
 

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

 
2.3. Phase 2 subgroup of BeCCoR has updated and reshared draft specifications based 

on learning and evidence from Phase 1 and includes several small changes e.g. 
payment thresholds etc.  Reimbursement for this work remains calculated at £4.00per 
head of weighted population, meaning that what costed £847,764 in 2024/25 to deliver 
will cost the locality £861,728 in 2025/26 based on our most recently published 
weighted list size of 215,432 (April 2024)  

 
2.4. Phase 3 subgroup of BeCCoR continues to discuss and construct a GM Standards 

Contract for 2026/27, it is acknowledged that there are both GM and Local needs 
being funded via the LCS contracts and that this balance will need to be managed 
carefully. 

 



 

 

2.5. The Finance subgroup of BeCCoR is looking at securing additional investment for 
2026/27 aligned with the sustainability plan and strategic financial framework and 
designing a methodology of demonstrating return on investment (ROI) of existing and 
future BeCCoR investment.  

 
 
3. The Bury LCS 2025/26 

 
3.1 As is our usually engagement approach, this year’s contract has been shaped using 

feedback gained via a variety of methods including webinars, Practice Managers 
meetings, neighbourhood meetings and the General Practice Leadership 
collaborative. 
 

3.2 Some of the existing neighbourhood indicators within the LCS for 2024/25 cannot 
simply be rolled into 2025/26 as the activity required is no longer comparable to that 
identified in 2024/25, therefore additional amendments/additions must be made in 
order to retain the same financial investment opportunity. 
 

3.3 Unfortunately, despite much feedback a consensus decision could not be reached as 
to what those changes might include.  Neighbourhood leads (along with relevant 
experts) will therefore be given till the end of Q1 to produce clinically and financially 
acceptable indicators which have been discussed and agreed with all parties in order 
to be varied into the 2025/26 Bury LCS from July 2025 onwards.  

 
3.4 A final version of the proposed service specification (minus these indicators) is 

attached as Appendix 1.  Practices will be issued with a tracked and final version of 
the service specification for ease of noting amendments. 

 
3.5 Funding requirements are outlined in Table 1 Column 4 below, along with the 2024/25 

budget (Column 2) and original draft assumptions (Column 3): 
 
Table 1 
 

Column 1 Column 2 Column 3 Column 4 
 2024/25 2025/26  

Payable to practices  £    2,209,955  £    2,385,396 £   2,277,767 
Transactional  £       871,056  £    1,031,032 £      916,236 
Neighbourhoods £       400,000 £       400,000 £      407,166 
GM Standards CVD/Diabetes £       635,823 £       646,296 £      646,296 
GM Standards Medicines £       211,941 £       215,432 £      215,432 
Local Medicines £         91,135 £         92,636 £        92,636 
5% Management Fee  £       110,498  £       119,270 **£        68,077 
Total Cost  £    2,320,453  £    2,504,665 £   2,345,843 
50% upfront  £    1,104,978  £    1,192,698  £   1,138,883  



 

 

50% reward  £    1,104,978  £    1,192,698  £   1,138,883  
weighted population  211941 215432 215432 
£/ph (exc. management fee)  £           10.43  £           11.07 £10.57 
With 25K Dementia Training*  £    2,345,453    

*non recurrent 
** 5% of non-transactional indicators 

 
 
4. New Investment 

 
4.1 Given the investment into general practice varies so significantly across GM, there 

has been a separate piece of work looking at securing levelling up monies to the sum 
of £16 for 2025/26. Localities who were below this level of investment were asked to 
submit proposals by the 14th March meeting three criteria:  

 
1. Be justified in terms of underperformance or ROI 
2. Clearly demonstrate additionality and not duplicate 
3. Be measurable metrics which will demonstrate in year improvement 

 
4.2 Following discussion and engagement with general practice, several proposals were 

put forward which if agreed would see the introduction of: 
 

Neighbourhoods  Adopt the alternative neighbourhood indicators (e.g currently doing 
COPD, also pick up Frailty in 25/26) 

End Of Life 

 Practice based GSF meetings in order to identify people earlier in 
the last phase of life in, assess their physical and personal 
needs earlier, offer them advance care planning discussions and 
then plan coordinated care in line with their preferences. 
Measurable indicators would include: 
 Increase in the number of patients on palliative care register 
 Reducing EoL admissions (and repeat admissions) 

Wellbeing 

 The Greater Manchester Good Employment Charter, Measurable 
indicators would include: 
 Baseline Staffing Levels at start and end of year 
 Vacancy fulfilment 
 Implementation of an action plan to show commitment to 

embedding 7 characteristics in practice   



 

 

Elective Care 

 Quarter 1 – Completion and submission of referral management 
template, including full completion of Q1 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 referral management 
template including full completion of Q4 requirements: review of 
referral and A&G data, internal audit, referral management activity 
outcomes and outcome of action undertaken across the PCN. 

 1% increase in A&G Utilisation 

Shared Care of 
Medicines 

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.  
e. To undertake a QI audit if shared care requests for ‘shared care 
arrangements in place’ medicines are declined and meet the 
threshold. 
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’" 

CKD 

Carrying out the ACR and eGFR for patients with either Diabetes or 
Chronic Kidney Disease Stage 3 – 5 (eGFR < 60) 
Lower threshold: 30% achievement = 40% payment 
Sliding threshold: 30.01% to 69.99% achievement = achievement 
+30% payment (so 31% = 61% payment and 59% = 89% payment) 
Upper threshold:  70% or greater achievement = 100% of payment 

 
4.3 At the time of writing this paper is it not known if levelling up monies will be agreed 

and made available therefore for the purpose of approving the specification all 
additional likely changes have been noted in section 9 of the service specification and 
a contract variation issued at a later date if required. 
 

4.4 A separate but connected discussion is taking place at GM around other funding gaps 
which have been identified, this includes Quality Assured Spirometry, which at the 
time of writing this paper we have no conclusion for. 

 
 

5. Associated Risks 
 

5.1 Costs of service delivery have risen in addition to patient registered list sizes meaning 



 

 

any budgetary freeze will result in a real time reduction in contract value.  
Confirmation of budgetary uplift is currently being sought.  
 

5.2 Full achievement of the Bury LCS contracted rate will result in a budgetary pressure 
as the budget will be set in line with historic achievement. 
 

5.3 The funding methodology used by GM localities differ, in Burys case the contract is 
funded 50% block and 50% reward and indicators manipulated to enable this.  Whilst 
this may be viewed less favourable by our practices due to historically split of 70/30 
we are aware that one localities is 100% reward based and that Heywood Middleton 
and Rochdale have moved to this funding methodology for 2025/26.   
 

5.4 The local governance route for Local Medical Committee (LMC) feedback on this 
contract service specification is via the General Practice Leadership Collaborative but 
as yet we have not received any feedback. 

 
 
6. Recommendations 

 
6.1 The Primary Care Commissioning Committee is asked to: 

• Receive the information being presented 
• Note the concerns and risks still relevant  
• Approve the specification being presented whilst noting and supporting an in-

year variation should it be needed 
 

 
Zoe Alderson 
Head of Primary Care 
March 2025 



Service Specification 
 

Service Specification No. 001 

Service Bury Locally Commissioned Service 

Commissioner Lead Zoe Alderson, Head of Primary Care 

Provider Lead Bury GP Federation 

Period 1st April 2025 – 31 March 2026 

Date of Review Quarterly 

 
1. Population Needs 
 

1.1 National/local context and evidence base 
 
Greater Manchester Integrated Care Partnership took over the role of Clinical Commissioning 
Groups as of the 1st July 2022 and now operates at three levels: 
 

1. Across the Greater Manchester (GM) System 
2. Local Place 
3. Neighbourhoods 

 
The content of this specification describes requirements of practices working both at place and as 
neighbourhoods within that place in addition to GM wide standards which have been worked up 
through the Beyond Core Contract Review (BeCCoR). 
 
Beyond Core Contract Review (BeCCoR) group along with three further subgroups, are driving a 
piece of work around standardising and harmonising Local Quality Commissions Services across 
GM. 
 
In April 2024 the Bury Locally Commissioned Service (LCS) was significantly adjusted to allow for 
the commissioning of the first three GM Standards around CVD, diabetes and medicines 
optimisation and a financial envelope of £4.00per weighted head of population set aside for Phase 
1. 
 
Phase 2 subgroup of BeCCoR has updated and reshared draft specifications based on learning 
and evidence from Phase 1 and these now include several small changes e.g. payment thresholds 
etc.  Reimbursement for this work remains calculated at £4.00per head of weighted population.  
 
Phase 3 subgroup of BeCCoR continues to discuss and construct a GM Standards Contract for 
2026/27, it is acknowledged that there are both GM and Local needs being funded via the LCS 
contracts and that this balance will need to be managed carefully moving forward. 
 
The Finance subgroup of BeCCoR is looking at securing additional investment for 2026/27 aligned 
with the sustainability plan and strategic financial framework and designing a methodology of 
demonstrating return on investment (ROI) of existing and future BeCCoR investment. 
 
1.2 Population of Bury 
 
As of April 2024, Bury had a registered population of approximately 211,597 patients (weighted 
215,432) and consists of 25 Practices working from 29 sites, across 5 neighbourhoods. 



 
Practices continue to work together to not only ensure the local population has high quality 
healthcare services which are sustainable, but also working alongside wider neighbourhood 
colleagues to target and address areas of variation in terms of care or outcomes for patients.   
 
2. Outcomes 
 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely  
Domain 2 Enhancing quality of life for people with long-term 

conditions 
 

Domain 3 Helping people to recover from episodes of ill-
health or following injury 

 

Domain 4 Ensuring people have a positive experience of care  
Domain 5 Treating and caring for people in safe environment 

and protecting them from avoidable harm 
 

 
The overall aim of this service specification is to provide clinically safe and effective services that 
will improve the outcomes for patients. 
 
Indicators within this specification have been categorised as follows: 

A - Gateway requirements in order to access funding – All practices 
B - Transactional activity – All practices 
C - Measurable improvements - All practices 
D - Measurable improvements - Neighbourhood specific 
E - Data collection only – All practices 

 
A - Gateway Requirements 
 
In order for practices to access the funding available through delivery of this specification they 
must: 

• Operate an open-door policy 8am – 6.30pm Monday to Friday at all sites.  This cannot be 
subcontracted to a third party (unless it’s part of an agreed LTI) 

• Ensure patients have access to both male and female prescribing clinicians. 
• Provide children under 12 years with an urgent clinical need with same day access with a 

prescribing clinician. 
• Complete mandatory safeguarding training annually 
• Complete Child Protection Templates as and when requested by Child Protection Agencies 

in a timely manner, by the due date requested, though it is appreciated that requests may be 
made with very short notice.   

• Allow data extraction and use which supports the delivery of the General Practice Strategy, 
this includes performance monitoring of this contract, in line with the EMIS Enterprise data 
sharing agreement.      

 
Table 1 – List of indicators 
 

Work Area Level Indicator 

Diagnosis B 

Continue to support the local Dementia Diagnosis Pathway by: 
 
1 Identifying a Dementia Clinical Lead 
2 Providing a first assessment 



3 Providing a second assessment to carry out diagnostic tests 
4 Providing a third assessment for further medical assessment 
5 Referring patients with a new diagnosis and their carers for support 
6 Providing newly diagnosed patients with a 3 month follow up 
7 Patients with suspected complex dementia should be referred to MAS 
8 Recording information re care for each patient using provided SNOMED codes 
 
Please see full required delivery criteria for points 1 – 8 in section 4.1 

Diagnostics B Undertake and record PC diagnostics as appropriate 

Diagnostics B 

Undertake venepuncture as appropriate, including hospital requested phlebotomy 
(outside of the NCA footprint) when a fully completed card has been provided by the 
requester.   This does not preclude any practice from undertaking hospital requested 
bloods within the NCA footprint should they see fit. 
 
Children between the ages of 5 and 12 years old may be referred to the Paediatric 
Phlebotomy Service who will test only for conditions that can be managed within 
primary care e.g. suspected menorrhagia, anaemia or celiac disease. 
 Any bloods for the above conditions required on patients 12 years and over are 

done in practice   
 Any children outside of these conditions (of any age), must go through 

Paediatric Advice & Guidance first to determine if/why the bloods are needed  
 Any patient under 5 is referred to secondary care Paediatrics and not dealt with 

in Primary Care following consultation with Advice & Guidance  
Ear wax B Only perform ear wax removal where clinically necessary and in line with local 

guidance (≥18)  
Reducing 
Inequalities B Write to all patients on the Learning Disability (LD) register to seek confirmation of 

RA needs using the easy read letter provided and record response 
Reducing 
Inequalities B Increase in the number of patients on the LD register with a reasonable adjustment 

recorded 
Reducing 
Inequalities B Increase the number of patients on LD registers by using case finding data and lists 

provided by LD Nurse 

Ring Pessaries B 

Undertake the fitting, change and removal of ring pessaries. 
 
There is currently a GM wide procurement exercise taking place for gynae services 
(which includes ring pessaries).  It is envisaged that once this service is in place this 
requirement will be dropped from this specification.  Current indications are that this 
will be by the end of Q1 though this cannot be confirmed at this stage. 

System working B Support repeat prescribing for patients in IMC facilities where a patient/carer is not 
able to do so themselves 

System working B 
Practices to ensure the local sit rep template is completed in full twice per week 
(Monday and Wednesday), ensuring corresponding OPEL level actions are 
implemented 

System working 
– Shared Care of 
Medicines 

C 

Work with peers and relevant stakeholders to ensure that the practice can deliver the 
appropriate agreed GMMMG shared care requirements for their registered patients in 
line with GMMMG shared care principles:  
 
1. Review each shared care request in line with GMMMG SCPs and engage with 

NHS GM approved specialist services 
2. Deliver any accepted shared care medicine request in line with GMMMG 

protocols 
3. All shared care medicines are coded with either ‘accepted’ or ‘declined’  

      
Work Area Level Indicator 
Neighbourhood 
Working (North, 
Prestwich and 
Whitefield) 

B 
All practices must be actively engaged in neighbourhood working, including the 
Multidisciplinary Team (MDT) process, including adopting strength-based 
approaches 

C Reward based indicators to be defined 
Work Area Level Indicator 



Neighbourhood 
Working (East 
and West) 

B 
All practices must be actively engaged in neighbourhood working, including the 
Multidisciplinary Team (MDT) process, including adopting strength-based 
approaches 

C Reward based indicators to be defined 
      

GM Standards C 

Undertake a high risk review (of a static patient list) which includes a minimum of 6 
tests (Blood Pressure /BMI/eGFR/HbA1c/Smoking status/Cholesterol) 
Lower threshold: 30% achievement = 40% payment 
Sliding threshold: 30.01% to 59.99% achievement = achievement +20% payment (so 
31% = 59% payment and 59% = 79% payment) 
Upper threshold: 60% or greater achievement = 100% of payment  

Hypertension 
High Risk C 

• Clinic BP >= 180/120 mmHg 
• Clinic BP >= 160/110 mmHg 
• No BP reading in the last 18 months 

Diabetes High 
Risk C 

• HbA1c > 86 mmol/mol 
• Moderate / Severe Frailty, HbA1c > 75 mmol/mol 
• Mild Frailty / No Frailty, HBA1c > 75 mmol/mol 
• No HbA1c reading in the last 18 months 

Atrial Fibrillation 
High Risk C 

• Not on Anticoagulant, Female and CHADS >= 2 
• Not on Anticoagulant, Male and CHADS >= 1 
• Not on Anticoagulant, Age >= 65 
• Not on Anticoagulant, No CHADS ever 

Secondary 
Prevention of 
CVD: Coronary 
Heart Disease, 
Peripheral 
Arterial Disease, 
Stroke or TIA 

C 

• No lipids ever 
• No lipids in the last 12 months 
• Not on statin therapy and eligible 
• Statin declined or contraindicated, not on alternative lipid lowering therapy 

      
The practice will need to identify a GP Prescribing Clinical Lead who will act as the point of contact. The 
nominated person will need to ensure and coordinate the following Practice responsibilities: 

• Practice work collaboratively with MO team to discuss prescribing performance, participate in 
workstreams including patient safety and cost-effectiveness and facilitate dissemination of key MO 
updates. 

• Prescribe in line with Greater Manchester Management Group (GMMMG) and optimising the use of 
Scriptswitch to prescribe the most cost-effective medicine where clinically appropriate. 

• Ensure locally developed standards relating to repeat prescribing processes are followed. 
• Attend a bi-annual practice/MOT meeting to review prescribing data and trends, facilitate improvement 

and change. 

GM - Prescribing B 

Domain 1:  
• Nominate an AMS Champion (prescribing clinician) who will lead and drive AMS 

within the practice 
• Participate in World AMR awareness week (WAAW) in partnership with NHS 

GM.  NHS GM will provide supporting materials to practices to aid with 
participation in advance.  

GM - Prescribing C 

Domain 2: 
Payment based on performance against antibiotic prescribing data   
• GP practice maintains or meets national target 0.871 items per STAR-PU – 

100% achievement 
o 0.872 - 0961 = 75% reward 
o 0.962 - 1.050 = 50% reward 
o 1.051 - 1.140 = 25% reward 

GM - Prescribing C 

Domain 3: 
Proportion of antibiotics prescribed from broad spectrums (co-amoxiclav, 
cephalosporins and quinolones to be ≤10% and ≥70% of broad spectrums must have 
a coded indication 

GM - Prescribing C Domain 4: 



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 
 
• Amoxicillin 

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

o If March 2025 Baseline <50% - 15% increase from baseline = 100% reward 
 
• Doxycycline 

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

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

Bury - 
Prescribing C 

Practices will work towards the following cost per head (ASTRO-PU) targets: 
• Practices in the lower quartile – maintain within lower quartile 
• Practices in the 2nd quartile to reduce by 1%, those in 3rd quartile by 2%, those 

in 4th quartile by 3% 
Sliding scale achievement based on individual target practice: 
50% or greater achievement of target reduction = 100% payment 
25% - 50% achievement of target reduction = 80% payment 

Bury - 
Prescribing C 

Reduction in high-dose opioid prescribing > 120mg morphine – to show a downward 
trend from baseline 31/3/25 (excluding End of Life & opioid prescribed to cancer 
patients) 

      
 
GM Standard Specs have been published within the contracting pages on SharePoint.  These 
should be read in conjunction with this LCS in order to fully understand the contractual 
requirements. 
 
Data for these indicators comes from Graphnet and is available to view via 
https://curator.gmtableau.nhs.uk 
 
A series of webinars are in the process of being established which practices are encouraged to 
attend, these will be promoted once finalised. 
 
Further guidance regarding the support available to practices via the Medicines Optimisation Team, 
expectations and rationale for indicators can be found here.  
 

Meds Opt indicators 
LCS 25-26 v2.docx  

 
This agreement supplements and operates in conjunction with the collaborating Practices’ existing 
Contracts and the respective obligations under these Contracts continue. 
 
Where indicators appear similar to those contracted through other mechanisms this specification 
aims to either stretch that requirement or rewards for the collective achievement. 
 
Data for the following indicators will continue to be taken: 

Carers E % of patients on the Carers register 
Carers E Carers register split by child and adult 
Carers E % of patients on the Carers register offered an annual health check (age 40 – 74) 
Carers E % of patients on the Carers register who received an annual health check (age 40 – 74) 
Carers E % of patients on the Carers register offered an annual flu vaccination (all ages)  

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcurator.gmtableau.nhs.uk%2F&data=05%7C02%7Czoe.alderson%40nhs.net%7C39b5c78140fc429dfa6f08dd6b7c613e%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638784904170424448%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=R7cOUbH61n3f8df2GoI89JRXdjn6Y1lWjSdPvSPhhUg%3D&reserved=0


Carers E % of patients on the Carers register who received an annual flu vaccination (all ages)  
CHD E Actual versus estimated CHD register 

CHD E % of CHD patients who’ve had an annual review which includes the recording of all 6 
tests 

CHD E % of patients with CHD with recorded aspirin, APT, or ACT use 

CHD E % of patients with CHD immunised against flu & COVID-19 (for this autumn’s 
programme) 

CHD E % of patients with CHD with BP in last 12 months and reading less than or equal to 
140/90 

CHD E % of CHD patients with BP > 140/90 who are taking antihypertensive medication 

CHD E % of patients aged between 25 and 84 years with a CVD risk score greater than 20 
percent on lipid lowering 

EOL E % of patients on the palliative care register 
Reducing 
Inequalities E No. of Asylum seekers/ refugees/homeless registered at the practice 

Injections E No. of Hepatitis B and Vitamin 12 Injections 
 

3. Scope 
 
3.1 Aims and objectives of the service 
 
Indicators categorised as A 

• Are classed as minimum gateway requirements which must be met in order to access any 
monies associated with this contract. 

 
Indicators categorised as B 

• Are transactional type activity which all relevant registered patients must have access to 
• Data will be collected from all practices using EMIS enterprise 
• GM will provide localities/practices with the data to support GM wide indicators  

 
Indicators categorised as C 

• Targets which all practices must aim to deliver. 
• Will be based on individual practice achievement/reward. 
• Data will be collected from all practices using EMIS enterprise  
• GM will provide localities/practices with the data to support GM wide indicators 

 
Indicators categorised as D 

• Are testing the neighbourhood working model, this contract rewards the elements 
specifically deliverable by the practice.  

• Are aligned to a neighbourhood achievement/reward (all practices within that 
neighbourhood must achieve to receive payment). 

• Data will be collected for all practices across all indicators for benchmarking purposes 
using EMIS enterprise. 

 
Indicators categorised as E:  

• Data will be collected from all practices using EMIS enterprise 
• Is being collected to evidence potential wider impact of work being/not being undertaken 
• To provide comparative data 
• To aid possible future commissioning discussions/decisions 

 



3.2 Service description/care pathway 
 
The provider will determine the most appropriate care pathways when delivering the 
requirements articulated within this specification.  
 
Leads identified as a requirement within this specification should as a minimum: 

• Be the most suitably skilled person for the role 
• Engage in meetings specific to the work area 
• Contribute to finding agreeable solutions 
• Implement actions as a result of discussions 
• Disseminate information and influence wider work colleagues 

 
Training to support ongoing dementia diagnosis is currently in development.  Your dementia 
leads will be contacted shortly in order to determine their training needs. 
 
3.3 Population covered 
 
All patients must be registered with a Bury General Practice 
 
3.4 Any acceptance and exclusion criteria and thresholds 
 
For neighbourhood specific targets all practices within that neighbourhood must achieve the 
required improvement in order to receive the year end reward 
 
Where possible, a fixed patient cohort will be identified.  Should this not possible, newly eligible 
patients within the last month of this contract e.g. via new patient registration or diagnosis etc will 
be excluded from the requirement of measurable reward indicators.  
 
3.5 Protected Learning Time  
 
There will be 8 practice based Protected Learning Time (PLT) sessions in the year with 4 face to 
face quarterly events led by the GP Federation (once details have been finalised this will be 
communicated out to practices.) Cover will be provided for the PLT sessions therefore, all 
practice staff are expected to attend. 
 
Monthly sessions will continue to be covered by BARDOC with Practices having a choice of 1 
from 3 set days/times, as follows: 
 

Dates: The 3rd Tue of each month  
The 2nd Thursday of each month, OR 
The 4th Wed of each month  

Duration: 13:00 - 15:30 (2.5 hours) 
 

• Practices are required to maintain their chosen session throughout the year and only by 
prior negotiation with the locality may consideration be given to this being changed.  This 
is to ensure that effective communication with patients can be maintained.  

• Practices wishing to undertake LTIs outside of these standard days/times must do so 
whilst remaining open to their patient population. 

• If requested, Practices will submit a summary of LTI’s undertaken which details key 
learning from the session. 

 

ALDERSON, Zoe (NHS GREATER MANCHESTER ICB - 00V)
Might want to say all relevant working staff?? Or something similar - needs to be defined by the fed



3.6 Interdependencies with other services/providers 
 

• Northern Care Alliance 
• Community Services 
• Integrated Neighbourhood Teams 
• BARDOC 
• Voluntary Community Faith Alliance 
• Bury Hospice 
• Memory Assessment Service 
• Dementia United 

 
4. Applicable Standards & Quality Requirements  
 
4.1 Applicable national/local standards 
 
The following letter should be used to determine reasonable adjustments for those with a learning 
disability 

Reasonable 
Adjustments Letter.d 
 
The following pathway should be followed when diagnosing those with Mild Cognitive Impairment 
or Dementia 

Mild Cognitive 
Impairment Dementia     
 
Ear Wax removal should only be carried out in line with the follow pathway  

Draft criteria Ear Wax 
Removal v3.docx  

 
The following child protection template has been provided for ease of use by the practice 

Child Protection 
Template.docx  

 
Practices are reminded that: 
 
Prescribing should be in line with Greater Manchester Management Group (GMMMG) where 
clinically appropriate GMMMG, materials to support patient conversations are also available 
https://gmmmg.nhs.uk/shared-care/gmmmg-approved-shared-care-protocols/  
 
Hepatitis B vaccinations should only be given in line with the Green Book guidance click here.   
 
Vitamin B12 injections should only be carried out in line with local guidance  
 
Vitamin D testing should only be requested in line with local guidance, any instances where this is 
not being followed should be reported through gmicb-bu.quality@nhs.net. 

http://gmmmg.nhs.uk/index.html
https://gmmmg.nhs.uk/shared-care/gmmmg-approved-shared-care-protocols/
https://www.gov.uk/government/publications/hepatitis-b-the-green-book-chapter-18
https://nhs.sharepoint.com/sites/msteams_5876c4/Shared%20Documents/Forms/AllItems.aspx?id=/sites/msteams_5876c4/Shared%20Documents/Medicine%20Optimsation%20documents/Old%20website%20clinical%20documents/Treatment-of-vitamin-B12-deficiency-update-aug-2020.pdf&parent=/sites/msteams_5876c4/Shared%20Documents/Medicine%20Optimsation%20documents/Old%20website%20clinical%20documents


Vitamin D When to 
Test and Treat.pdf  

Vit D Testing and 
Prescribing Informatio 

 
All clinical issues and incidents should be reported through gmicb-bu.quality@nhs.net. 
 
5. Reimbursement 
 
The total value of this contract is £2,345,843.  This includes a reduced management fee of 
£68,077 for the Federation.  
 
This makes the total reimbursement available to practices through this contract £2,277,767  
which equates to £10.57 per head of weighted population (215432 weighted population as at 
Apr’24). 
 
50% of this contract will be paid to practices on a monthly pro-rata basis via the GP Federation 
on the assumption that practices are undertaking the necessary tasks to achieve the indicated 
requirements. 
 
The remaining 50% will be reimbursed in accordance with year-end achievement, again via the 
GP Federation.  In order to improve cashflow for practices where it is possible to reward in year 
this will be facilitated. 
 
A full practice level breakdown will be provided, please bear in mind that list adjustment takes 
place quarterly and the budget then fair-shared accordingly. 
 
6. Contract Monitoring 
 
All work undertaken as part of this LCS is auditable by Mersey Internal Audit Agency or other 
centrally agreed post payment verification method and therefore every effort should be made to 
use the business rules providers by the localities Data Quality Team. Any omissions or errors 
within those business rules should be reported to gmss.dataqualitygm@nhs.net at the earliest 
opportunity.   
 
A coding specification for 2025/26 will be provided as soon as is practically possible.  Until then 
practices should continue to use the coding specification they have for 2024/25. 
 
For the most up to date version of the contract and associated documents including coding 
specification practices should always refer to the Contracts page on sharepoint. 
 
Correlating searches to aid both the delivery and monitoring of this LCS will be available within 
EMIS enterprise.  
 
Data will be published and shared in various forms over the course of the contract due to the 
collaborative nature of some of the indicators included in this year’s specification.  
 
All GM data will be available via The GM Intelligence Hub, again a link will be on sharepoint.   
 
As per previous iterations of this contract non measurable requirements within this LCS will be 
done through a self-declaration process for which a template will be provided and will be audited 
for accuracy across the year. 
 

mailto:gmss.dataqualitygm@nhs.net


Monthly performance reviews will be carried out in order to highlight any areas of best practice or 
contracting concerns which must be addressed to avoid financial clawback. 
 
To support practices to achieve the maximum reward the GP Federation will provide support in 
the form of: 

• Data Quality:  
o Support practices to use the searches created to support this contract  
o Highlighting any issues with the coding specification or searches provided by the 

locality  
o Work with practices around any likely coding discrepancies which may be affecting 

the data 
• Training:  

o Identification, coordination and facilitation of any training needs aligned to the LCS 
o Support the LTI review process 

• Monitoring  
o Taking part in monthly performance meetings with the locality team  
o Highlight issues to the locality team on behalf of practices should they arise along 

with plans to address where possible  
o Quarterly monitoring/analysis against all targets  
o Providing updates on underperformance including plans to address 

If the GP Federation are unable to meet the any of the contractual obligations as laid out in this 
LCS at any time, including management support, the locality Primary Care Team must be notified 
immediately. 

7. Disputes 
 
Although both the Commissioner and the GP Federation are entering into this contract in good 
faith, there will be certain issues that arise that cannot be anticipated that will potentially impact 
on the performance of Providers and their ability therefore to meet targets that trigger contractual 
payments.   

In these circumstances, to ensure that the contracts continue to be formed in good faith, the 
Dispute Resolution Process will be followed.  This process will enable any provider who feels 
aggrieved by a decision of the Locality Primary Care Team to have a mechanism to enable the 
decision to be independently reviewed within the wider locality and without prejudice.   

To ensure we continue to adopt a uniform approach to disputes alongside our GM colleagues, we 
will continue to implement the GM Disputes Process for the LCS in 2025/26. At its heart, this 
process is to create openness, transparency and provide equity to Providers across each of the 3 
stages of the appeals process both locally and at GM level. 

This process can be found here - FINAL LCS Appeals Process_Jan24.docx   

8. Duration & Notice Period 
 
This enhanced service will run from the 1st April 2025 until 31st March 2026. 

Should it be necessary to amend the service requirements mid-year, it will be done following 
further engagement and a contract variation subsequently issued in line with previous iterations 
of this contract. 

https://nhs.sharepoint.com/:w:/r/sites/msteams_5876c4/Shared%20Documents/Contracts/FINAL%20LCS%20Appeals%20Process_Jan24.docx?d=w1f5e927ca05345b5983a8d1f8ee07f55&csf=1&web=1&e=bf7YLw


Termination of this agreement by either party will be in writing with a minimum notice period of 3 
months. 

9. Future Developments  
 
Discussions have been taking place via the Beyond Core Contract Review (BeCCoR) group 
which may result in an additional sum of monies being made available as part of a levelling up 
process.  Should that come to fruition it is anticipated that the following requirements will be 
varied into this contract by the usual process: 
 

System working 
– GM Standards 
Forerunner 

C 

Widening of Shared Care of Medicines ask: 
 
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. 
f. Attendance at an engagement event hosted by NHS GM’s SCOM programme  
g. Submission of 2 short surveys in Q1 and Q4  
h. All shared care medicines are coded with either ‘accepted’ or ‘declined’ 

GM Standards C 

ACR and eGFR for patients with either Diabetes or Chronic Kidney Disease Stage 3 
– 5 (eGFR < 60) 

Lower threshold: 30% achievement = 40% payment 
Sliding threshold: 30.01% to 69.99% achievement = achievement +30% payment 
(so 31% = 61% payment and 59% = 89% payment) 
Upper threshold:  70% or greater achievement = 100% of payment 

GM Standards – 
Elective Care C 

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. 

1% increase in A&G Utilisation 

 
In addition to North, Prestwich and Whitefield adopting the following COPD indicators (subject to 
an additional £1.89phwp): 
 

Level Indicator 

B All practices must be actively engaged in neighbourhood working, including the Multidisciplinary Team 
(MDT) process, including adopting strength-based approaches 

D Step 1 - TBC% of patients diagnosed with COPD as at 31/03/25 have a severity recorded 

D 

Step 2 – All patient diagnosed with moderate/severe COPD (including those identified as a result of the 
above) who did not receive an annual review in 2024/25 which includes all of the 4 elements: 

1. Medication review and optimise treatment in line with GMMMG guidance 
2. Inhaler check 
3. Smoking status, if not already recorded & cessation advice/referral where patient is a current 

smoker 
4. Escalation/management plan (a template is available in EMIS) 

Lower threshold: 50% achievement = 50% payment 
Sliding threshold from 51% - 79% achievement = +50% payment (so 51% = 51% payment) 



Upper threshold:  80% or greater achievement = 100% of payment 
D 95% of eligible patients with COPD receive their pneumococcal vaccination within the neighbourhood 
D 85% of eligible patients with COPD receive their flu vaccination within the neighbourhood  
E No. of moderate/severe COPD patients with a referral to social prescribing in the last 12 mths 
E No. of newly diagnosed COPD patients without a severity recorded (01/04/25 – 31/03/26) 

E No. of patients diagnosed with moderate/severe COPD who have been referred to pulmonary rehab in 
the last 2 years 

E No. of patients diagnosed with moderate/severe COPD who received an annual review in 2024/25 which 
included all 4 elements that did not receive an annual review in 2025/26 

E No. COPD admissions (all) 
 
And East and West also adopting the following Frailty indicators (subject to an additional 
£1.89phwp): 
 

Level Indicator 

B All practices must be actively engaged in neighbourhood working, including the Multidisciplinary Team 
(MDT) process, including adopting strength-based approaches 

B 
Use an appropriate case finding tool [e.g. eFI which has been validated before being added into patient 
notes] to determine frailty in patients ≥ 65 (core contract) 

D A minimum of 12% of patients ≥65 identified as having frailty as determined by a recording of Rockwood 
score 5 or 6 

D 

An annual review of these patients which includes both: 
1. A review of the patient's medication; and  
2. Calcium/Vitamin D preparation as per GMMMG Formulary except where patient declines or it is 

not clinically appropriate to prescribe 
Lower threshold: 50% achievement = 50% payment 
Sliding threshold from 51% - 79% achievement = +50% payment (so 51% = 51% payment) 
Upper threshold:  80% or greater achievement = 100% of payment 

D 70% (of the 12%) considered at high risk of having a fall with a QFracture recorded 
D 70% (of the 12%) considered at high risk of having a fall with a fall’s discussion recorded  

B Referral or signposting to strength and balance training, if appropriate (https://www.nhs.uk/live-
well/exercise/balance-exercises/)  

B Referral or signposting to social prescribing, if appropriate 

E 
No. of patients ≥65 identified as having moderate frailty as determined by a recording of Rockwood score 
5 or 6 who received an annual review in 2024/25 which included both elements that did not receive an 
annual review in 2025/26 

E Reduction in emergency hospital admissions for falls in those ≥65  
E Reduction in emergency hospital admissions for fractured neck of femur in those ≥65  

  
Plans have also been submitted for:  
 

1. Gold Standards Framework 
2. The Greater Manchester Good Employment Charter 

 
9.1 Gold Standard Framework  
Re-establish practice based GSF meetings in order to identify people earlier in the last phase of 
life in, assess their physical and personal needs earlier, offer them advance care planning 
discussions and then plan coordinated care in line with their preferences. 
 
Intended outcomes: 

1. Better Quality of Care - experienced by all people nearing the end of their life 
2. Better Communication & Coordination between Care Systems and Teams 
3. Better Outcomes 

a. for People - Living and dying well, where they choose 

https://www.nhs.uk/live-well/exercise/balance-exercises/
https://www.nhs.uk/live-well/exercise/balance-exercises/


b. for Health Care Systems - Better use of limited resources, reducing over-
hospitalisation 

 
Measurable indicators: 
 Increase in the number of patients on palliative care register 
 Reducing EoL admissions (and repeat admissions) 

 
9.2 The Greater Manchester Good Employment Charter  
 
The Charter has two tiers of involvement: Supporters (Employers that support the aim of the 
Charter and have made a commitment to improving practice in all characteristics of good 
employment) and Members (Employers that have made the Supporter Commitment and meet the 
membership criteria in all characteristics of the Charter).   
 
We would expect all Practices to become Supporters of the Charter, evidencing their commitment 
across all 7 characteristics (secure work, flexible work, pay, engagement & voice, recruitment, 
people management and health & wellbeing) in year. 
 
Intended outcomes: 

1. Better staff retention  
2. Succession planning 
3. Support the health, development and resilience of their workforce 

 
Measurable indicators: 
 Baseline Staffing Levels at start and end of year 
 Vacancy fulfilment 
 Implementation of an action plan to show commitment to embedding 7 characteristics in 

practice   
 
These requirements are currently in draft form and will be finalised and varied into the contract as 
per usual process following confirmation of funding via the GM Board. 

 



 

 

 
Meeting: Primary Care Commissioning Committee  

 
Meeting Date 31 March 2025 Action Receive 

Item No. 10 Confidential No 

Title General Practice Workforce Strategy 

Presented By Katie Heselwood, Primary Care Manager 

Author Katie Heselwood, Primary Care Manager 

Clinical Lead Dr Cathy Fines 

 
Executive Summary 
The following paper has been written to provide the committee with an update on the general practice 
workforce strategy and the proposed next steps. 
 
Recommendations 
The Primary Care Commissioning Committee are asked to: 
 

• note the contents of this report 
• approve the general practice workforce strategy next steps 

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes 
                
  
 

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

☒ 

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

☒ 

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

 

☒ 



 

 

Links to Locality Plan outcomes 
                
  

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

☐ 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☐ 

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

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☐ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

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

If yes, please give details below: 

 

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

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☒ N/A ☐ 

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
General Practice Leadership 
Collaborative 
 

19/03/2025 The General Practice Leadership Collaborative agreed 
to the next steps re task and finish groups 

 
 

       

 



 

 

General Practice Workforce Strategy 
 
1. Introduction 
 
1.1 The following paper has been written to provide the Committee with an update on the General Practice 

Workforce Strategy (GPWS) in line with the General Practice Strategy, including progress to date, priority 
areas and timeframes. 

  
 
2 Background 
 
2.1 The General Practice Strategy was formulated following input at a Member Engagement Event.  Priority 

goals were set as follows: 
 

• Goal 1 – Develop and promote a new model of general practice (practices with practices) 
• Goal 2 – A resilient workforce and an attractive place to work   
• Goal 3 – Increase capacity within general practice and meet appropriate demand 
• Goal 4 – Strengthen the relationship between provider partners across the Bury system (Practices 

with the wider system) 
• Goal 5 – Improve outcomes for patients by reducing inequity and variation in access and quality of 

care  
 
2.2 The GPWS is a programme of work which is pivotal to the delivery of all 5 goals within the strategy and 

as such we are working with wider system partners to develop this in an integrated way.  
 

2.3 The GPWS will aim to articulate how we will support our member practices both in terms of education 
but also with resilience, including support on how to attract and retain the best workforce. The GPWS 
and solutions will align to both the GM People and Culture Strategy/GM Primary Care Work, and locally 
with the 6 workforce strategy delivery programmes. 

 
2.4 The GPWS aims to address workforce, recruitment and retention issues, as identified as key workforce 

challenges in the engagement webinars held, and will include: 
 

• identifying why people train in Bury but then leave 
• establishing what Bury could have offered to make staff stay (if anything)  
• promoting the return to practice scheme 
• promoting the first five group 
• considering blended roles opportunities 
• implementation of training pods (potential to contribute towards training and retention of nurses) 

 
2.5 In Bury, historical data showed that that there was a decline in the number of full time equivalent (FTE) 

staff. However, over the past 12 months there has been a general increase in the number of Full Time 
Equivalent (FTE) staff which is really positive and the increase per job role is shown in table 1: 

 
 

 
 
 
 
 
 



 

 

Table 1  
 

Bury FTE by Roles January 2024 January 2025 Trend 
All staff 451 463 ↑ 
GPs 113 117 ↑ 
Nurses 48 52 ↑ 
Admin 247 253 ↑ 
Direct Patient Care 43 41 ↓ 

 
2.6 Data shows us, Bury has an aging workforce, recruitment issues (national, not Bury specific) and 

retention issues, especially in relation to trainee GPs, all of which is impacting on workload pressures 
and retaining workforce.  

 
2.7 Table 2 shows the FTE of staff aged 55+ in various staff groups within general practice in Bury for January 

2024 and January 2025.: 
 

Table 2 
 

Staff 
Group 

FTE of Staff Aged 55+ Bury Trend 
Bury January 
2024 

Bury January 2025  

Admin / 
Non-
clinical 

81 83 ↑ 

Direct 
Patient 
Care 

8 10 ↑ 

GP 16 14 ↓ 
Nurses 18 21 ↑ 

 
 
2.8 This data gives a strong indication as to the number of staff who may be retiring in the next 5-10 years 

and reiterates the need for succession planning. 
 

2.9 General Practice are contractually required to provide their workforce data via National Workforce 
Reporting System (NWRS), reviewing monthly and amending accordingly. Historically, practice response 
rates and completeness of data was not sufficient to form a baseline, and meant practices were not 
fulfilling their contractual requirements. The primary care team have been working closely with general 
practice to improve the accuracy and frequency of recording the workforce data, which we will link into 
the GPWS, with the intention of: 

 
• Identifying lower resilience areas where new roles could be utilised  
• Retirement forecasting and succession planning  
• Enabling cross sector workforce planning to help develop neighbourhoods  

 
2.10 Understanding the characteristics and makeup of our workforce is a powerful tool in ensuring the locality 

has a workforce reflective of the communities we serve. Workforce data submissions can help practices 
with workforce planning through the identification of workforce gaps helping practices to outline the needs 
for the future 

 



 

 

2.11 The primary care team are required to submit an annual operational workforce planning return. As there 
are some flaws and gaps in reliability of data on NWRS, this has to be completed manually by obtaining 
information from the practices and pulled together into the required template. There have been some 
technical issues re NWRS and practices reporting, and we are hopeful that once this is resolved and 
practices regularly update on NWRS, this would reduce practice bureaucracy, however until then we will 
continue with the GM return which gives us the most up to date staffing and allows us to see forecasted 
recruitment plans.  

 
 

3 Progress to date 
 
3.1 The Primary Care Team and Workforce System Transformation Lead (Integrated Delivery Collaborative) 

are working together to support general practice with the development of a GPWS to identify its key 
sector workforce challenges and solutions. This was identified as a key gap as part of the locality 
workforce strategy and agreed workplan to develop this together. 
 

3.2 All elements of the GPWS link back to Goal 2 - A resilient workforce and an attractive place to work, of 
the Bury General Practice Strategy, which part of the vision is ‘to provide a workplace that is satisfying, 
safe and inclusive to employees’. 

 
3.3 With the support of Bury Integrated Delivery Collaborative (IDC), we have run a series of engagement 

sessions (outlined in Appendix 1 for information) as an opportunity for all general practice staff to be part 
of co-designing how we can support to address the main workforce challenges identified. The online 
workshops focused on: 

 
• Sharing insights to establish the root causes of our current workforce challenges in our Bury general 

practice workforce 
• Contributing to creating a future vision for our Bury general practice workforce 
• Co-designing collaborative workforce solutions to address the workforce challenges 
• Identifying where to start – selecting the top workforce challenges and agreeing our realistic 

solutions (inc. quick wins) to progress in these areas 
• Examples of any workforce solutions/initiatives that have positively addressed any workforce 

challenges including any key learning points. 
 

3.4 Prior to the engagement sessions there was also a survey monkey questionnaire circulated which was 
designed to give everyone the opportunity to share their thoughts, concerns and key workforce 
challenges. This also gave people the chance to feed into the sessions and ultimately the direction of the 
strategy, even if they could not attend any of the engagement sessions. 
 

3.5 Despite there being ample opportunity to be involved in an engagement session the attendance at the 
sessions was not as high as we anticipated, meaning overall we did not get the volume of input we 
required to develop a meaningful strategy that was ultimately created by voices of general practice staff; 
however we still have valuable contributions that will support and drive the strategy. There were various 
factors that could have affected attendance / input, such as school holidays, collective action 
commencing and system pressures impacting time for staff to be released (sessions were on average 1-
2 hours maximum). The practice manager forum had the best attendance and some key discussions as 
a group.  

 
 
 



 

 

4 Engagement Session Outputs / Themes 
 

4.1 Survey monkey - We received 13 responses, breakdown of 6 x GPs, 6 x practice managers and 1 x 
advanced clinical practitioner, with the main themes: 
 
• over worked 
• under paid 
• stress levels 
• demand of job 
• abuse receptionists deal with 

 
4.2 The main general practice workforce challenges that were highlighted as part of the engagement 

sessions were similar to that of the survey monkey and common themes were: 
 

• Pay and Terms & Conditions 
• Recruitment – difficulties filling posts, limited induction process 
• Retention – high staff turnover (mainly non-clinical) 
• Training and Development – skills gaps, lack of progression routes 
• Staff morale and Wellbeing 

 
(All the workforce challenges raised can be seen in Appendix 2) 
 

4.3 Although these challenges were issues across the locality, there was also some good practice and 
processes in place which can be shared wider and adopted as part of the workforce strategy, such as: 

 
• On the job experience as part of interview process (non-clinical)  
• Buddy system in place for new starters (shadowing initially) 
• Monthly Practice Manager coffee and catch up 

 
4.4 Due to lack of engagement at the majority of the webinars we hosted, the plan to have a webinar session 

focused on agreeing priorities and sharing solutions did not materialise, and this has been taken into 
consideration when looking at the next steps.   
 
 

5 Training and Education for Primary Care Workforce 
 
5.1 You may be aware that in Bury, the primary care team have historically delivered an education 

programme, consisting of (but not limited to) GP webinars, masterclasses, clinical professional 
development (CPD) training (nurses & AHP’s), non-clinical training, learning time initiatives (LTIs) and 
rolling out care navigation and correspondence management training. Our education programme 
continues; however we no longer receive funding for non-clinical training. 

 
5.2 In 2024 we did offer in house care navigation training from a previous practice manager who had train 

the trainer experience, in line with national priorities around faster care navigation and also to meet the 
training and development needs of general practice staff. 

 
5.3 In the past 12 months we successfully implemented learning agreements for all CPD training we offer to 

support a reduction in unavoidable financial loss (full details of the costs associated with this will be 
included in the end of year summary paper in May 2025). 

 



 

 

5.4 In the past 6 months we have successfully implemented the training pod, run by a local practice nurse. 
The main functions of the training pod are: 

 
• To provide a central function which supports the learning and development of staff within general 

practice 
• To provide career development through motivation, developing transferable skills and exposure to 

new opportunities 
• To attract new talent and improve GPN retention  
• To re-energise primary care staff and provide career pathways 
• To reduce the number of cervical cytology sample rejections by having a quality improvement nurse 

role incorporated into the training hub  
 
5.5 There are various programmes of support available to GPs, practice nurses and non-clinical staff, which 

include but are not limited to:  
 

• GM GP mentorship offer  
• Overview of the GM GP support programmes 
• Fairer for health fellowship application 
• CPD nurse training 
• General practice nurse collaborative 
• Care navigation  
• Non-clinical passport 
• Practice managers forum 

 
5.6 All programmes, education meetings / webinars, training sessions and resources are shared and 

promoted with general practice staff via teams and SharePoint and also promoted during the primary 
care quality visits.  
 

5.7 The training and education programme will continue and will be a part of the general practice workforce 
strategy, ensuring staff have the opportunity to develop and enhance their skills and have access to the 
appropriate training to undertake their roles (webinars, clinical masterclasses, CPD training for nurses, 
no non-clinical funding). 

 
 

6 Recruitment and Retention 
 

6.1 The primary care team are looking at ways to support general practice with their recruitment and retention 
issues. The team recently attended and held a stall at a Bury recruitment event run by the Job Centre 
Plus, where we promoted primary care in Bury along with the live non-clinical vacancies we were aware 
of in general practice.  
 

6.2 There is a recruitment programme currently being run by HMR primary care academy, commissioned by 
GM. The programme is targeted at people who have the skills required to secure an entry level role (non-
clinical) within primary care. The programme is there to support general practice, at no financial cost. 
The programme consists of: 

 
• Skills training for candidates 
• Matching candidates to primary care vacancies  
• Preparing candidates for interview 
• Supporting the practice with the interview process 



 

 

 
6.3 The overall aim is to achieve a permanent job for the individuals on the programme and reduce costs / 

administrative tasks associated with recruitment for general practice. 
 

6.4 We are linked in with the GM team who are coordinating the T level placement programme. T Levels are 
a two year qualification for 16-19 year olds designed in collaboration with employers. Each T Level is 
equivalent to 3 A Levels, with the aim to support the young person to develop their skills, knowledge and 
to thrive in the workplace. T Levels offer a mixture of classroom learning, at a GM college, and ‘on the 
job experience’ through an industry placement. Upon completion of their T Level programme, learners 
may be able to progress onto higher education, employment (sometimes where they had undertaken 
their placement) or an apprenticeship. We believe this is a valuable opportunity we need to explore to 
support our ‘grow your own’ ethic and attract people to work in Bury. 

 
 
7 Risks 

 
7.1 Engagement and input from general practice has been lower than anticipated, therefore there is a 

concern re lack of support and engagement to implement the delivery of the strategy. The primary care 
team have continued to promote the positive impact it will have on primary care. 
 

7.2 If recruitment and retention does not improve and the locality has no succession plan in place, patient 
care will be directly impacted, however with the implementation of the general practice workforce strategy 
we are aiming to make the locality a more attractive place to train, work and live. 

 
7.3 General practice staff may not engage in the proposed task and finish groups outlined below in next 

steps; therefore, the general practice workforce strategy will not be co-designed and general practice 
may not agree to implement the strategy. 

 
 
8 Next Steps 

 
8.1 To create a compelling future vision for our Bury GPWS and to help general practice address the 

workforce challenges presented, task and finish groups are to be co-designed to take place within the 
next 3 months, which will require the support, engagement and input from general practice staff, to 
progress the initial priority areas: 
 
• Recruitment and Retention – looking at utilising the job centre plus (we know some practices don’t 

and need to understand barriers), utilising employment programme offer, introducing an introduction 
pack the primary care team have developed for general practice new starters, undertaking exit 
interviews, succession planning, reviewing administrative processes and process mapping, 
exploring the options with an internal central bank to call upon for last minute / short term sickness, 
exploring T level placements. 

• Training and Development – understanding the needs of various roles – IT training for nurses an 
example raised. 

• Staff Wellbeing – addressing barriers to wellbeing toolkits / support, effective wellbeing 
conversations by leaders, understanding how we can make a difference for staff when morale is 
low, job satisfaction. 

 
 
9 Actions Required 
 
9.1 The committee are asked to: 
 



 

 

• Note the contents of this report and progress to date 
• Approve T&F groups to progress the priority areas to support the co-designed strategy 

implementation 
 
 
 
 
 
Katie Heselwood 
Primary Care Manager 
Katie.heselwood@nhs.net 
March 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Katie.heselwood@nhs.net


 

 

Appendix 1 
 
Engagement Sessions Taken Place 
 

Date Aimed At Attendance 
7th August GPs / Clinicians 15 
20th August Practice Managers 16 
21st August GPs / Clinicians 10 
9th September Non Clinical Staff 6 
13th November GPs / Clinicians / Practice 

Managers 
1 

27th November GPs / Clinicians / Practice 
Managers 

2 

 
 
 
Appendix 2 
 
Key workforce challenges identified by General Practice staff 
 
 

 
 
 
 
 

What are your workforce challenges?

Sickness
absence/
wellbeing

Leadership/
management
skills gap/devt

needs

Ways of working –
IT/systems/
processes/
team work/roles

Vacancies
– hard to
recruit
post

High
Bank/Agency
spend

Difficulty
retaining
staff –
high
turnover

Skills gaps
in our
teams

Aging
workforce
with no clear
succession
planning

Pay and
T&Cs

Recruitment
/induction
processes

Culture – people
don’t feel like they
belong/valued/care
and compassion

Lack of
clear
progression
routes

Workload/
morale of
workforce

Changing
psychological
contract/
attitudes to
work
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Item No. 14 Confidential No 

Title Primary Care Commissioning Committee Terms of Reference review 

Presented By  Will Blandamer, Executive Director, Health and Adult Care – Bury Council, 
Deputy   Place Lead – NHS GM (Bury)   

Author   

Clinical Lead  

 
Executive Summary 
As of the 1st April 2023, the Bury Primary Care Comissioning Committee (PCCC) was established and 
formally constituted by the NHS Greater Manchester Integrated Care Board. There were a number of 
Committees/Groups established as part of the locality governance structure to support the effective 
operation of the Bury Health, Care, and Well Being Partnership. 
 
There is a governance requirement to ensure that there is a regular (at least annual) review of any 
Committee/Group Terms of Reference (ToR).  
 
A review of the Bury PCCC ToR is therefore required to ensure these are reflective of current 
organisational requirements.  
 
Recommendations 
It is recommended that the Primary Care Commissioning Committee: 

• Review and approve the updated Terms of Reference presented. 
 

 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes 
                
  
 

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

☒ 

 ☒ 



 

 

Links to Locality Plan outcomes 
                
  

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

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

 

☒ 

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

☒ 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☒ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☒ 

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

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☒ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☒ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☒ 

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

If yes, please give details below: 

 

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

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☐ N/A ☒ 

 
 
 
 
Governance and Reporting 



 

 

Meeting Date Outcome 
N/A 
 

       

 
 

       

 
 
 



 

 
Place Based Primary Care Commissioning Committee 

{Bolton, Bury, Heywood Middleton & Rochdale, 
Manchester, Oldham, Salford, Stockport, Tameside, 

Trafford and Wigan} 

Terms of Reference 
1. Constitution 

1.1 The Place Based Primary Care Commissioning Committee (the Committee) is 
established by the Integrated Care Board (the Board or ICB) as a Committee of the 
Board in accordance with its Constitution. 

 
1.2 These Terms of Reference (ToR), which will be published on the ICB website, set out 

the membership, the remit, responsibilities and reporting arrangements of the 
Committee and may only be changed with the approval of the NHS GM Primary Care 
Commissioning Committee. 

 
1.3 The Committee is an executive sub-committee of the NHS Greater Manchester (NHS 

GM) Primary Care Commissioning Committee and its members, including those who 
are not members of the NHG GM Primary Care Commissioning Committee or the 
Board, are bound by the Standing Orders and other policies of the ICB. 

 
1.4 The Committee will also ensure strong links with Locality System Boards, and 

integrated delivery approaches, ensuring that work programmes and decision making 
align to both GM Strategy and locality plans as necessary/appropriate. 

2. Authority 

2.1 The Place Based Primary Care Commissioning Committee; Bolton, Bury, Heywood 
Middleton & Rochdale, Manchester, Oldham, Salford, Stockport, Tameside, Trafford 
and Wigan are authorised by the NHS GM Primary Care Commissioning Committee 
to: 

 
• Investigate any activity within its terms of reference; 
• Seek any information it requires within its remit, from any employee or member 

of the ICB (who are directed to co-operate with any request made by the 
Committee) within its remit as outlined in these terms of reference; 

• Commission any reports it deems necessary to help fulfil its obligations; 
• Operate within the individual locality boundaries as identified in the NHS Greater 

Manchester Integrated Care constitution. 
• Obtain legal or other independent professional advice and secure the attendance 

of advisors with relevant expertise if it considers this is necessary to fulfil its 
functions. In doing so the Committee must follow any procedures put in place by 
the ICB for obtaining legal or professional advice; 



• Create task and finish sub-groups in order to take forward specific programmes 
of work as considered necessary by the Committee’s members. The Committee 
shall determine the membership and terms of reference of any such task and 
finish sub-groups in accordance with the ICB’s constitution, standing orders and 
Scheme of Reservation and Delegation (SoRD) and may delegate any decisions 
to such groups. 

 
2.2 For the avoidance of doubt, the Committee will comply with, the ICB Standing Orders, 

Standing Financial Instructions and the SoRD. 

 
3. Purpose 

3.1 To contribute to the overall delivery of the ICB objectives by providing oversight and 
assurance to the NHS GM Primary Care Commissioning Committee on: 

 
3.2 The management of GMS, PMS and APMS contracts, including the design of PMS 

and APMS contracts, monitoring of contracts, taking decisions on contractual action 
such as issuing breach/remedial notices, and removing a contract. 

 
3.3 Newly designed enhanced services (“Local Commissioned Services” and “Directed 

Enhanced Services”). 
 

3.4 Design of local incentive schemes as an alternative or in addition to the Quality 
Outcomes Framework (QOF). 

 
3.5 Decision making on whether to establish new GP practices in an area. 

 
3.6 The approval of practice mergers, boundary changes, list size closures. 

 
3.7 Making decisions on ‘discretionary’ payment (e.g. returner/retainer schemes, section 

96, local incentive schemes), in line with Standing Financial Instructions (SFIs). 
 

3.8 Support the development of place-based operational plans for primary medical care 
services, including needs assessment, integration, alignment to neighbourhoods and 
innovation. These plans should be aligned to the Greater Manchester Strategy. 

 
3.9 Utilise the Greater Manchester Primary Care Assurance Framework (to be developed) 

to undertake a programme of contract reviews of primary medical care services in the 
place, which align to peer reviews and other quality improvement activity. 

 
3.10  Co-ordinating a common approach to the commissioning of primary medical care 

services, in line with the NHS England Primary Medical Care Policy and Guidance 
Manual (PGM) and required response times. 

 
3.11  Managing the delegated and non-delegated budget for place-based commissioning of 

primary medical care services in the place and reciprocally align to the Locality System 
Board to ensure an integrated budget management system. 



3.12  Ensuring quality assurance and quality improvement remain a focus across primary 
care in place and reciprocally align to the Locality System Board to ensure an 
integrated quality management system. 

 
3.13  Work with local primary care providers and representatives in support of provider 

quality, performance and/or contractual issues. 

3.14 Contributing to dental, pharmaceutical and optometry place-based plans. 

3.15Contribute to discussions that promote and facilitate integration of primary care and 
wider care services (e.g. transfer of care), working with partner organisations in the 
locality to promote integrated and proactive care delivered in neighbourhoods in 
between primary care and other hospital services. 

 
3.16  Ensuring a clear working relationship between Locality System Boards and the Place 

Based Primary Care Commissioning Committee in developing locality plans, 
implementation and monitoring, including providing highlight reports where indicated. 

 
3.17  Providing an update via a chairpersons report of the Place Based Primary Care 

Commissioning Committee’s decisions relating to primary medical care to the NHS GM 
Primary Care Commissioning Committee, and for information only to the Locality 
System Board. 

 
3.18  The duties of the Committee will be driven by the organisation’s objectives and the 

associated risks. An annual programme of business will be agreed before the start of 
the financial year; however this will be flexible to new and emerging priorities and risks. 

 
3.19  The Place Based Primary Care Commissioning Committee has no executive powers, 

other than those delegated in the SoRD and specified in these terms of reference. 
 
 

4. Membership and Attendance 

Membership 

4.1 The Committee members shall be appointed by the NHS GM Primary Care 
Commissioning Committee in accordance with the ICB Constitution. 

 
4.2 No fewer than six (6) voting members shall be appointed to the Committee including 

at least one non-provider Independent non-voting member. 
 

4.3 Voting members of the Committee must not be providers such as clinicians, non- 
clinical provider partners or directors of provider limited companies within the place. 

 
4.4 Members will possess between them knowledge, skills and experience in primary care; 

contracts, quality, finance, public health, estates, procurement, information technology, 
business intelligence and transformation, governance and addressing health 
inequalities 

 
4.5 Committee members will ensure that all decisions and/or commissioning 

recommendations have had the appropriate subject matter experts and scrutiny 
through the attendees at the Committee. 



4.6 When determining the membership of the Committee, active consideration will be 
made to diversity and equality, giving due consideration to the characteristics of the 
local population. 

 
4.7 The relationships and interconnectivity of Committees across the system, with regards 

to the Place Based Primary Care Commissioning Committee, have been outlined in 
Appendix A for illustrative purposes. 

 
Chair and vice chair 

4.8 In accordance with the constitution, the Committee will be chaired by the Locality 
Officer responsible for primary care appointed on account of their specific knowledge 
skills and experience making them suitable to chair the Committee. 

 
4.9 Committee members may appoint a Vice Chair who will have specific knowledge, skills 

and experience and be of appropriate seniority 
 

4.10 The Chair will be responsible for agreeing the agenda and ensuring matters 
discussed meet the objectives as set out in these ToR. 

Attendees 

4.11 Only members of the Committee have the right to attend Committee meetings: 
 

Membership Voting Role 
Locality Officer responsible for Primary Care or appropriate 
deputy (Chair) 

Y 

Place Based Lead or appropriate deputy Y 
Locality Officer responsible for Nursing/Allied Health 
Professionals or appropriate deputy 

Y 

Commissioning Manager(s) of appropriate seniority Y 
Finance Manager of appropriate seniority Y 
Quality Manager of appropriate seniority Y 
Primary Care Provider Representative(s) - Community 
Pharmacy 

 

Primary Care Provider Representative(s) - Dentistry  
Primary Care Provider Representative(s) - General Practice  
Primary Care Provider Representative(s) - Optometry  
Public Health Representative  
Patient Voice (Healthwatch, Lay Member, Patient Panel) – 
independent member/s 

 

 
4.12 Other individuals may be invited by the chair to attend all or part of any meeting as 

and when appropriate to assist it with its discussions on any particular matter including 
representatives from the Health and Wellbeing Board(s), Secondary and Community 
Care Providers and other subject matter experts as appropriate. 

 
4.13 Multiple provider representatives are able to attend, but this attendance should not 

be in conflict with, create duplication with, or be as an alternative to local provider 
partnership and collaboration forums. 



4.14 Place Based Primary Care Commissioning Committees will work in localities to 
ensure primary care provider collaboratives are in place, building relationships 
between the four primary care disciplines and give the forum to develop opportunities 
for closer working and alignment. 

 
4.15 The Committee Chair may ask any or all of those additional attendees including 

members of the public, who are not members, to withdraw to facilitate open and frank 
discussion of particular matters. 

 
4.16 The NHS Greater Manchester Integrated Care Chief Executive and Chair have an 

open invite should they wish to attend the meeting. 
 

 
Attendance 

4.17 Where an attendee of the Committee (who is a member of the Committee) is unable 
to attend a meeting, a suitable deputy may be agreed with the Chair. 

Access 

4.18 Regardless of attendance, NHS Greater Manchester Integrated Care Board will have 
full and unrestricted rights of access to the Place Based Primary Care Commissioning 
Committee. 

 
4.19 Part 1 of the meeting is to be held in public as an open meeting. To address 

commercially sensitive matters, the Chair may determine whether a Part 2 of the 
meeting is to be held in private as a closed meeting. 

 
4.20 Where meetings are held in the “open”, members of the public will be able to attend 

Part 1 of the meeting, with any questions submitted in advance to be included/asked 
at the discretion of the Chair. 

 
 

5. Meetings Quoracy and Decisions 

5.1 The Place Based Primary Care Commissioning Committee will meet at least six (6) 
times a year and arrangements and notice for calling meetings are set out in the 
Standing Orders. Additional meetings may take place as required. 

 
5.2 The Board, Chair, Chief Executive or NHS GM Primary Care Commissioning 

Committee may ask the Place Based Primary Care Commissioning Committee to 
convene further meetings to discuss particular issues on which they want the 
Committee’s advice. 

 
5.3 In accordance with the Standing Orders, the Committee may meet virtually when 

necessary and members attending using electronic means will be counted towards the 
quorum. 

Quorum 



5.4 For a meeting to be quorate a minimum of five (5) voting members of the Committee 
are required, including the Chair or Deputy Chair, commissioning, quality and finance 
managers with responsibility for primary care. 

 
5.5 If any member of the Committee has been disqualified from participating in an item on 

the agenda, by reason of a declaration of a conflict of interest, then that individual shall 
no longer count towards the quorum. 

 
5.6 If the quorum has not been reached, then the meeting may proceed if those attending 

agree, but no decisions may be taken. 
 

5.7 All meetings should aim to be conducted in the presence of the patient voice. 

Decision making and voting 

5.8 Decisions will be taken in according with the Standing Orders. The Committee will 
ordinarily reach conclusions by consensus. When this is not possible the Chair may 
call a vote. 

 
5.9 For the avoidance of doubt, only voting members of the Committee may vote. Each 

member is allowed one vote and a majority will be conclusive on any matter. 
 

5.10 Where there is a split vote, with no clear majority, the Chair of the Committee will hold 
the casting vote. 

 
5.11 If a decision is needed which cannot wait for the next scheduled meeting, the Chair 

may conduct business as an extraordinary meeting on a ‘virtual’ basis through the use 
of telephone, email or other electronic communication. 

 
5.12 Where an extraordinary meeting is not possible, the Chair can enact Emergency 

Powers and Urgent Decisions, where an emergency or urgent decision needs to be 
executed in the period between the scheduled meetings. In agreement with the chair 
(or in their absence the vice chair) the following will be circulated/outlined to the 
committee: 

 
a) The details in respect of the decision required; 
b) The response required and associated timescales; 
c) Communicate the outcome with the committee members. 

 
 

6. Responsibilities of the Committee 

6.1 The Committee has been established in accordance with the above statutory 
provisions to enable the members to make collective decisions on the review, planning 
and procurement of primary care services in the place under delegated authority from 
NHS England. 

 
6.2 In performing its role, the Committee will exercise its management of the functions in 

accordance with the agreement entered into between NHS England and NHS GM 
Integrated Care, which will sit alongside the delegation and terms of reference. 



6.3 The functions of the Committee are undertaken in the context of a desire to promote 
increased co-commissioning to increase quality, efficiency, collaboration, integration, 
inclusion, productivity and value for money and to remove administrative barriers. 

 

 
7. Behaviours and Conduct 

ICB values 

7.1 Members will be expected to conduct business in line with the ICB values and 
objectives. 

 
7.2 Members of, and those attending, the Committee shall behave in accordance with the 

ICB’s Constitution, Standing Orders, and Standards of Business Conduct Policy. 
 

Equality and diversity 

7.3 Members must demonstrably consider the equality and diversity implications of 
decisions they make. 

 
8. Accountability and Reporting 

8.1 The Committee is accountable to the Board and shall report to the Board on how it 
discharges its responsibilities. 

 
8.2 The minutes of the meetings shall be formally recorded by the secretary and submitted 

to the Board in accordance with the Standing Orders. 
 

8.3 The Chair will provide assurance reports to the Greater Manchester Primary Care 
Commissioning Committee and shall draw to the attention any issues that require 
disclosure or require action. 

 
8.4 The Committee will provide the Greater Manchester Primary Care Commissioning 

Committee with an Annual Report, timed to support finalisation of the accounts and 
the Governance Statement. The report will summarise its conclusions from the work it 
has done during the year. 

 
9. Secretariat and Administration 

9.1 The Committee shall be supported with a secretariat function which will include 
ensuring that: 

 
• The agenda and papers are prepared and distributed in accordance with the 

Standing Orders having been agreed by the Chair; 
• Attendance of those invited to each meeting is monitored and highlighting to 

the Chair those that do not meet the minimum requirements; 
• Records of members’ appointments and renewal dates and the Board is 

prompted to renew membership and identify new members where necessary; 



• Good quality minutes are taken in accordance with the standing orders and 
agreed with the chair and that a record of matters arising, action points and 
issues to be carried forward are kept; 

• The Chair is supported to prepare and deliver reports to the Board; 
• The Committee is updated on pertinent issues/ areas of interest/ policy 

developments; 
• Action points are taken forward between meetings and progress against those 

actions is monitored. 
 
 

10. Review 

10.1 The Committee will review its effectiveness at least annually. 
 

10.2 These terms of reference will be reviewed at least annually and more frequently if 
required. An initial review will take place during January to March 2023 to ensure 
appropriate alignment to functional development across NHS Greater Manchester. 

 
10.3 Any proposed amendments to the terms of reference will be submitted to the GM 

Primary Care Commissioning Committee for approval. 

Date of approval: 31/03/2024 

Date of review: 31/03/2025



 

Appendix A : Committee Structure and Relationships 

NHS England 

NHS Greater Manchester 
Integrated Care Board 

Locality System Board 
NHS GM Primary Care 

Commissioning Committee 

Locality Integrated 
Delivery Board 

NHS GM Placed Based Primary 
Care Commissioning 
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GM Pharmaceutical Services 
Regulations Committee 

GM Delegated Commissioning 
Contract Panel 
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