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NHS Greater Manchester Primary Care Commissioning Committee
(Part 1)

Date: Monday 14 April 2025
Time: 3.00pm — 5.00pm

(Part 2 to commence at 4.10pm)
Venue: Microsoft Teams

Join the meeting now
Meeting ID: 381 238 799 311
Passcode: xm6ac6R3
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1. ) Welcome, Introductions and Apologies Verbal Chair

3.00 2 mins _ .
2. Declarations of Interest Verbal | Chair
3 3.02 3 mins 'IZ\/Illnl.Jtes of Previous Meeting and Matters Paper Chair

rising
Standing ltems
Place-based and sub-group reports

4. 3.05 10 mins | Place Based PCC Chair’s Reports Paper Jonathan Kerry

Service and Contracting Developments

5. 3.25 10 mins | GP contract 25/26 Paper Ben Squires
6. 3.35 10 mins | Dental commissioning 25/26 Paper Lindsey Bowes
7. | 345 | 10mins | CPCF 25/26 Paper | AMiSon Scowcroft

Luvjit Kandula
Alison Scowcroft
Barry McCann

8. 3.55 10 mins | MAS developments Paper

For Information

9. 4.05 5 mins | Any Other Business Verbal | Chair
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Minutes

Greater Manchester Primary Care Commissioning Committee — (PART 1)

Date: 10" February 2025
Time: 3.00pm to 4.15pm
Venue: Microsoft Teams
Present Apologies
Members

Katherine Sheerin KS Chair, Chief Officer for Commissioning, NHS GM

Manisha Kumar MK Chief Medical Officer, NHS GM

Sam Evans SE Corporate Director of Finance, NHS GM
Ben Squires BS Director of Primary Care, NHS GM

Anita Rolfe AR Deputy Chief Nursing Officer

Will Blandmer WB | Deputy Place Lead — Bury, NHS GM

Martin Ashton MA | (Bolton) NHS GM

Luvijit Kandula LK Community Pharmacy Provider Board, PCB
Jonathan Kerry JK Deputy Place Lead — Wigan, NHS GM

In Attendance

Tracy Vell

TV Primary Care Provider Board, Chief Officer, NHS GM

Don McGrath DM Don McGrath, GM Dental Provider Board Chair

Jane Brooks

JB Assistant Director of Finance (Direct Commissioning), NHSGM

Caroline Bradley CB | Associate Director of Primary Care, NHS GM

Janna Rigby JaR | Assistant Director of Primary Care (Operations), NHS GM
Stephanie Fernley | SF Assistant Director of Primary Care (Development), NHS GM
Gill Pilkington GP Primary Care Workforce Manager (Tameside)

Wendy Ryan WR | Programme Manager — Primary Care Workforce, NHS GM
Conor Dowling CD Primary Care Program Manager, NHS GM

Salimata Jarra SJ (Minutes) Primary Care Admin support, NHS GM
Apologies
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Item | Topic Action
No.

1. Welcome, Introduction and Apologies:

Katherine Sheerin (KS) welcomed everyone to the meeting and
introduced herself as the new Chair of the committee, succeeding Rob
Bellingham.

2. Declarations of Interest:
No declaration of interest

3. Minutes of Previous Meeting and Matters Arising:

o The minutes from the last meeting were corrected to address
mistakes and spelling errors found on page 9.

e Complaints: From last minutes some have been unresolved for
over 12 months. KS - What are we doing to address this? AR
mentioned that the situation has improved significantly. She
and Janna meet fortnightly to review progress and address
issues. Some GP practices are more reluctant to progress, so
they are working through escalation processes and meeting
with these practices to resolve long-standing issues. Focused
on removing poor practices and improving overall
performance. AR offered to share the trajectory they are
working against if anyone is interested.

e KS asked for clarification on whether the summary of
complaints, their themes, and how they have been dealt with
are reviewed by the Primary Care Commissioning Committee
or the Quality Committee of the Integrated Care Board.

¢ AR noted that the ad hoc dental advisor has finished working
with them, leaving them without a dental advisor to peer review
and sign off on matters. This has caused delays in getting
things signed off since November, due to a complicated
process.

Action: AR to add the complaints issue to the complaints risk
register.

¢ MK mentioned that the dental advisor issue was addressed
and suggested discussing how to get the right people involved
and noted that her team is now engaged in the process.

4, Place Based PCC Chair’s Reports:
JK

JK gave a brief update of the report, which was shared, highlighting
key themes, risks, and escalations for the committee.

o Capacity and Access: Focus on capacity and access,
including winter schemes.

o Estates: Challenges and opportunities in estates, with evolving
risks and efforts by practices and localities to respond.
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e GP Resilience: Emphasis on GP resilience, workload
management, and the impact of collective action on local
relationships.

o Commissioning Intentions: Engagement with locality primary
care committees on commissioning intentions across NHS
Greater Manchester.

o Risk Reporting: Acknowledgment of the need for more
consistency in risk reporting, with plans to improve this from
April.

o Mitigating Actions: Focus on mitigating actions for GP
collective action and primary-secondary care interface work.

e Manchester Locality: Recognition of the Manchester locality
team's efforts to address estates challenges.

o Workload Stretch: Noting the challenge of workload stretch
across resources and the importance of prioritizing efforts.

o Contract Negotiations: Ongoing contract negotiations and
their potential impact on local commissioned services.

o Escalations: Two key points: continued work on collective
action and progress in Salford to mitigate a potential practice
closure by aiming for a merger instead.

MK
Clarification on Interface Groups:

e MK stated that - regarding the interface groups, these are
locality-driven and should be established in each locality,
chaired as preferred, but definitely including AMD, Tim Hogan.

e There are 10 locality interface groups with local providers,
ensuring best practices are rolled out across GM.

e MK offered support for anyone needing assistance, mentioning
Steve Knight's involvement in compiling a best practice slide
deck for consultants.

MK asked if the shift of work from private weight loss clinics to general
practice is prevalent or if it's just a few cases she's aware of.

e Enquired if this issue is being discussed in primary care
commissioning meetings.

Impact of Winter Funding:
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e Sought information on how primary care can be more
involved in next year's decision-making regarding UEC
discharge money.

o Asked about the limitations of this year's funding and
how successful schemes are being reviewed for
broader implementation.

Personal Safety:

e MK raised concerns about personal safety incidents in
primary care and community pharmacy, mentioning
recent attacks and questioned whether these incidents
are widespread or isolated to specific areas.

cB

e Many personal safety incidents have been reported,
particularly from the Manchester locality.

o Steps are being taken to ensure proper recording of incidents
and integration into wider GM work streams.

Action: CB agreed to present at a future meeting to discuss
measures and potential wider implementation.

BS
Personal Safety:

e Grants for physical safety were provided to primary care
providers a couple of years ago, but more measures are
needed.

e Discussions are ongoing internally and with colleagues across
the Northwest to address broader societal aspects of safety.

Winter Pressures:

e Locality committee reports are being generated to reflect the
impact of the winter surge response.

e Recent feedback from Trafford was positive regarding winter
surge measures.

o Performance data is being collated to review outcomes from
this year and inform future planning.

Addressing violence and safety in primary care:

e The plan is to work with Don, Caroline Bradley, Tracy Vell, and
Primary Care Board colleagues to review and address safety
concerns.

e Acknowledgment of limited financial support compared to
previous grants for physical safety measures.

e Focus on providing device support and other non-financial
measures.

e Considerations on how to engage local community police
officers for support.
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e Ensuring security measures in health centres also cover
attached community pharmacies, which are sometimes
excluded.

e The issue is being actively worked on, and updates will be
provided in the future.

JK

e Zero Tolerance Element: Emphasis on the zero-tolerance
policy for abusive behaviour in general practice across GM.

o Special Allocation Scheme (SAS): The scheme is in place for
patients exhibiting violent or abusive behaviour, but there is a
need for additional measures beyond the SAS for particularly
complex cases.

o Complex Individuals: Recognition that similar issues exist in
other localities and sectors (e.g., community pharmacy, dental,
op), highlighting the complexity of managing such behaviour.

o Collective Support: Consideration of collective support and
mutual aid to protect providers, questioning the effectiveness
of shifting patients between localities (e.g., Wigan to Bolton)

o CB added that there has been significant work done at the GM
level to review the SAS. Further work is needed to address
patients who fall beyond the scope of the SAS. Primary care
providers feel isolated in dealing with these complex patients.

KS sought clarification from BS on whether the outcomes of this
year's winter schemes would be reviewed and reported back to the
committee, detailing the money spent.

BS - a general engagement update will be provided through primary
care, focusing on operational delivery and experiences.

o Aformal report will be presented to the committee, detailing the
outcomes and effects of the winter funding schemes.

e The majority of the winter funding initiatives are delivered and
reported at the locality level. Highlight reports will be used to
capture this information.

e Reporting for pharmacy and optometry will be included within
the pan-GM report.

e Collaboration with UEC colleagues will drive the impact and
outcome review from a commissioning perspective.

AR mentioned in each locality, there is a Community Safety
Partnership where police officers attend regular meetings with health
colleagues. It would be beneficial for all incidents_in primary care to be
documented during these meetings. This approach would help in
effectively targeting police resources to areas where they are most
needed.

Risk Register Report:
JR
e The list of risks has remained static this time around.
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e A new risk report has been added, supplementary to the risk
register, required by corporate PMO for upward reporting.

e The risk register will now be reported on a quarterly basis, with
ongoing work to understand corporate requirements.

e The risk rating for the medical examiner rollout has been
deescalated due to successful implementation as of
September 9th, 2024. However, it remains on the risk register
due to its complexity and ongoing incidents.

¢ JR asked for the committee agreement to the de-escalation
but maintaining the risk on the register for continued
monitoring.

KS praised the clarity and ease of following Janna's report. She asked
if anyone had objections to deescalating the medical examiner rollout
risk. With no objections, the de-escalation was accepted with the new
scoring. KS enquired if the risk registers adequately reflected the
recent discussion on potential violence.

JR acknowledged that the risk register does not strongly reflect the
recent discussion on potential violence. She suggested that the risk,
previously considered at the locality level, should be more clearly
reflected at the GM.

GP QOF 23 - 24 Correction Payment Adjustments:
BS

A paper was shared for information and collaboration with PCB
colleagues.

e There is a national issue affecting GP contracts due to
incorrect calculations under the QOF arrangements for 2023-
24, impacting outcome achievements for a number of
indicators, including immunisations and vaccinations.

o Feedback from GP colleagues is that these indicators are
contentious, and the national error has further complicated
matters.

e The incorrect calculations have affected TPP practices, with
some receiving additional payments and others facing negative
impacts. The overall cost pressure for NHS Greater
Manchester is £7,500.

e Individual practices are significantly impacted, with the highest
negative impact being £10,500 for one practice, while another
will receive an additional £11,000.

o Payments are being adjusted over February and March to
mitigate the impact.

e The issue is due to national contract calculations, and local
adjustments are not possible.

e The operational impacts were discussed with the Primary Care
Board, and it was agreed to raise these issues with the
national team for recognition of the implications.

e The committee is asked to note the situation and the
application of national direction in payment adjustments.
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e Some practices will need to do further work on corporate

accounts due to these adjustments.
TV

e It's crucial to make NHS England aware of the repercussions,
as they might perceive it as a minor mistake with small
financial impacts.

e The cost of unpicking accounts likely exceeds the actual
financial loss.

e The issue has broader implications, including increased NI
payments, adding pressure on practices moving forward.

e The situation is highly disruptive and complex, with costs likely
exceeding the financial loss.

o WB strongly recommend that the issue be written off, as the
disruption and complexity are not worth the small financial
amounts involved.

KS

e The issue involves paying practices that were short, with the
£10,000 being a balancing figure.

e The actual amount needed to pay the shorted practices is
unclear, but it's more than the £10,000 balancing figure.

e BS to explain the impact to NHS England colleagues and find
a better way to manage the situation.

e The goalis to find an effective way to handle the payments and
their impacts.

Supporting Modern General Practice transition and Capacity
Access and Improvement Payments:
SF

SF’s presentation follows a paper presented to the committee in
December 2024, highlighting the risk of appeals from primary care
networks (PCNs) if they couldn't self-declare by the end of March.

e The modern general practice model has three domains: better
digital telephony, simpler online requests, and faster care
navigation assessment and response.

e Support for modern general practice includes SDF allocation,
NHS England support documents, local peer ambassadors,
locality relationships, and national programs.

e Adraft process for capacity, access, and improvement
payments for 2024/25 has been set out, with payments to be
made by the end of June 2025.

e The process allows time for dialogue between commissioners
and PCNs and recognizes factors outside PCNs' control that
may impact achievements.

o Post-payment verification will be done between June and July
2025, with a report back to the committee in August.

e The committee is asked to support the suggested process and
timelines and note the ongoing work through the primary care
access group.

MK
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e The focus is on general practice appointments, not access and
recovery or primary care.

e Unsure about the plans for next year regarding these
schemes.

SF

e There is a session with NHS England on February 11th
regarding the general practice improvement programme.

e An invitation from the national team for a capacity and
transformation self-assessment as an ICB was mentioned.

e The self-assessment will cover all domains and evaluate the
system's capacity to support transformation.

e The need for modern general practice is expected to continue,
requiring ongoing work to support its embedding.

e There hasn't yet been clear communication from the national
team about expectations for next year

BS noted that Steph's points are correct.

e The planning guidance highlights two aspects of primary care:
experience of access to general practice (with no clear metrics)
and dentistry.

e There is no clear indication of expectations for general practice
next year, making planning difficult.

CB sought clarity on the suggestion of post-payment verification. CB
wants to understand the process better and ensure consistency.

SF

o Initially; the process was based on self-declarations and was
very light touch.

e In October 2024, unofficial guidance from NHS England
clarified expectations for capacity, access, and improvement
payments.

e Conversations with NHS England colleagues indicated an
expectation for a local PPV (post-payment verification)
process.

e The aim is to pre-empt these expectations with a desktop-
based exercise, requesting further information only if
necessary.

e This approach is intended to demonstrate compliance with
system requirements for implementing modern general
practice.

e The PPV process will only apply to a selected number of
PCNs.

BS

The Direct Commissioning Contracts Panel (DCCP) is the committee
responsible for making decisions regarding contracts. Below this

committee is the Operational Contracting Group, which manages the
contracts operationally and follows the directions from the DCCP. The
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decisions made by the DCCP are then enacted through the Contracts
panel.

SF was satisfied with the approach outlined in the paper but needed to
clarify the specifics of the audit. SF plans to revisit the wording and
confirm it with colleagues.

Primary Care Blueprint Delivery Plan — Year 2:
CcDh

CD is overseeing the development of the Year 2 GM Primary Care
Blueprint Delivery Plan. The group has not yet received the
engagement draft of the Year 2 plan, which has undergone significant
changes.

The primary care blueprint is a five-year plan with deliverables agreed
upon in 2023 to ensure sector sustainability. It is supported by a yearly
rolling delivery plan, adaptable to changes, and currently reporting on
Quarter 3 of Year 1. The Year 2 plan, starting in April 2025, includes
actions for 2025-26.

The Year 2 engagement draft has been reviewed by the Blueprint
Implementation Group, leading to updates in structure and context.
Broader engagement is ongoing, with feedback shaping further drafts.
The plan aligns with GM's strategic context, contributing to the GM
joint forward plan, sustainability plan, and Health and Care Review.
The Year 2 plan continues some Year 1 actions, includes new actions,
and highlights interdependencies with local and national strategies. It
aims to be ambitious despite capacity and financial pressures. The
plan will be iterated and launched in April 2025, with a substantive
update on Year 1 progress in June.

SK acknowledged the plan's launch in April and queried whether it will
require GM PCCC review. CD added that getting GM PCCC approval
would be the final step before the plan is implemented.

SF suggested that it would be beneficial to get PCCC perspective on
the priorities for the next year as Committee support is crucial,
especially considering the pressures noted by CD, to ensure
maximum delivery within the available resources.

MK to collaborate with Conor, Steph, and Ben to align with key dates,
including those of the Exec committee and locality boards.
Emphasizing the importance of grounding the plan in the 10 places
where action is needed and aim to incorporate various perspectives.

NHS GM Primary Care Workforce Update:
WR

WR provided an update on workforce development programs for
2024-25. The closure of the national GP fellowship program was
highlighted, and the development of the Integrated Development
Program commissioned by NHS GM and delivered by the Greater
Manchester Training Hub which started in October 2024 and currently
has 469 participants.
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This program aims to replace the activities of the national fellowship
offer and broaden the learning and development opportunities across
all primary care disciplines.

WR emphasized the need to evaluate the Year 1 program to inform
Year 2 delivery, ensuring it fits within the financial constraints. WR
also mentioned the Greater Manchester Training Pod program, which
will end in March 2025 due to financial sustainability issues. Despite
this, practice nursing remains a priority due to workforce challenges
such as retention, low morale, and feelings of isolation.

The focus is on evaluating the integrated development program and
incorporating the training pod offer, recognising ongoing pressures in
system development funding and resources for 2025-26. WR clarified
that the paper describes work and intentions for the general practice
workforce but does not cover the full proposed work plan for 2025-26.

The Committee is asked to note the report contents and support the
development of a learning and development offer for the primary care
workforce as a key priority for 2025-26.

AR

¢ Wants to confirm if some training programs were discontinued
due to cost-effectiveness concerns and whether a quality
impact assessment was completed to inform that decision.
Additionally, AR is curious about who supported this decision
from a clinical training perspective.

e Regarding funding for alternative training programs, who is
providing clinical nursing advice to ensure these alternatives
are fit for purpose.

BW expressed disappointment about the fellowship ending but
pleased with the integrated development program. Requested
information on the uptake of this program by locality to ensure the
opportunity is being appropriately shared and to identify any structural
reasons for low uptake. WR mentioned that the program is still
available and noted plans to assess its impact to retain essential
parts. WR emphasized the importance of nursing leadership and
welcomed suggestions for individuals to involve in the assessment.

Next Meeting Date and Time:
Monday 14" April, 3 pm — 5 pm
Monday 9* June, 3 pm - 5 pm
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Presented by: Jonathan Kerry,

Interim Deputy Place Lead (Wigan)
Date: 14" April 2025



This report updates / informs the NHS Greater Manchester PCCC on key themes, actions and risks from all localities. Individual locality reports included within appendices.

Key Themes:

* LCS specification for 2025/26

* GM BeCCoR indicators

* NHS GM intentions regarding dental commissioning.

* GP collective action

* Modern General Practice in the context of the delivery plan for recovering access to primary care.
* Review of the primary care risk register

* Winter vaccination update

* Interpreter services

* CQC update

* 2024/25 PCN Capacity and Access Improvement Payment (CAIP)
* GP Contract Update

* NHS England Recovering Access to Primary Care

* Finance Updates

Priority actions in next 2 months:

* Finalising LCS specification
* Pharmacy First workstream sharing learning
* Review of Language Line contract

e GP Collective Action:

GPCA complete however ongoing work between PC/SC Interface

Group locally to maintain momentum
e BeCCoR — Discussion around both 25/26 and 26/27 contracts
* Primary Care LCS (Core + 24/25) year-end reporting
* Quality Improvement Programme

* PCA workplan 25/26

Top risks & mitigation:

RAG

Bolton ICB: If General Practices in Bolton choose to implement any of the actions within the BMA collective action, then patients may not get access to the care they need in a timely manner. This may
have a knock-on effect to other service Providers. Mitigation: Ongoing dialogue with LMC, GP Board and other stakeholders. Dashboard in place. On GM risk register.

Bury ICB:

* Investmentinto General Practice — Impacting our commissioning options e.g. LCS and Spirometry, WHH etc. Discussions are ongoing via BeCCoR and GM Boards

* MOT CIP Delivery — Priorities have been reviewed and non-essential work stood down
* GPCA - Impact of collective action on wider system

Salford ICB: If a Salford general practice organisation is unable to continue to operate, then the Salford locality team will need to ensure that an alternative service is identified, which might be a sizable

and unplanned piece of work having an impact on team resources (Working closely with identified practices).

Manchester ICB:

* Hawthorn Medical Centre - risk to business continuity associated with the potential closure of Hawthorn Medical Centre and co-located Walk in Centre due to lease break clause being exercised by
landlord. A rapid estates options appraisal is being undertaken with MCC estates colleagues. Viable schemes have been identified with partner organisation support, and these schemes are being

worked up.

* Limited / lack of resource within the Primary Care Team - due to organisational restructure, requirement for running cost savings, fixed term role and long-term sickness. This is impacting upon the
team ability to deliver against its significant work programme. The primary care team is regularly reviewing its work on the programme plan and prioritising. However, recent sickness and loss of a
member of staff from the locality primary care team means future review may include ceasing some primary care work or reducing input into system wide work programmes. High level discussions
have taken place with NHS GM primary care colleagues to explore economies of scale across localities. To note — this may help with some of the current pressures, but it will not provide the resource

required to deliver across all aspects of the primary care programme plan.




This report updates / informs the NHS Greater Manchester PCCC on key themes, actions and risks from all localities. Individual locality reports included within appendices.

Key escalations for NHS Greater Manchester PCCC:

Bolton ICB:
* To escalate the concerns around mitigating the impact of any collective action affecting General Practice.
* To highlight concerns around dental access in Bolton.

Bury ICB:

* Funding with regards to QAS provision at locality level beyond 31st March 25 remains a concern.

* Funding with regards to WHH provision at locality level beyond 31st March 25 remains a concern.

* Localities need a better understanding of the Bl function supporting PC both in terms of existing and future dashboards and how they might meet ongoing requirements of localities
* MOCA - support needed to secure training FOC for 25/26

Salford ICB:
* Request for a GM CAIP position to be agreed, applied and communicated consistently to all GM PCNs.

Tameside ICB:

* Urgency of finalising LCS specification to ensure launch and sign up ahead of 1st April 2025.

* Urgency of framework to manage impact of pathology lab coding issues, capacity impact on practices for QOF and LCS and on PCN IIF achievement.

* Support for continuing to fund Stalybridge PCN hub premises, this was only approved for 12 months — this aligns to NHSE guidance Neighbourhood health and noting lower than fair share
spend on estates in Tameside therefore reflecting limited capacity and baseline.




This report updates / informs the NHS Greater Manchester PCCC on key decisions from all localities. Individual locality reports included within appendices.

Locality Decision Detail Meeting Period
Bolton ICB ¢ The committee approved the BQC specification following consultation ELICELR) =
PP P & ' February 2025
* Rock Healthcare Proposed Move from Radcliffe — PCCC supported the recommendation for Rock Healthcare to be allowed to close the Radcliffe site and move all
operations to the Moorgate site in Bury.
e Bury LCS 2025/2026 — PCCC supported recommendations to approve the specification presented whilst noting and supporting an in-year variation should it be needed
Burv ICB subject to the availability of the funding and further discussion on some aspects of consistency across the neighbourhoods. March 2025
¥ * Workforce Strategy - PCCC approved the task and finish groups to look at the priority areas such as recruitment and retention, training and development and staff
wellbeing. With the purpose to develop a co-designed strategy which can be brought to a future PCCC Meeting, this will enable the support of the strategy plan and its
implementation.
* Terms of Reference — PCCC supported the proposed Terms of Reference. There were no changes to the existing Terms of Reference, this was an annual review.
HMR ICB * Primary Care LCS scheme was approved and Risk register changes were approved 1 new risk, 1 closed risk and 4 reduced risks. March 2025
* Manchester Primary Care Quality Recovery and Resilience Scheme (PQRRS) / NHS GM Beyond Core Contract (BeCCoR) 2025/26 - supported for implementation
subject to NHS GM governance re: BeCCoR elements
MEMETSEEFES 1| General Practice Lead Nurse role — PCCC supported the recruitment of the General Practice Nurse Lead as outlined within the paper. METE AR
* Proposed PCN re-configuration — PCCC supported the move of New Bank Health Centre from Better Heath PCN to Ardwick & Longsight PCN.
L Jan — March
Oldham ICB No Decisions 2075
* The committee approved the application from Sorrel Bank Medical Practice to increase their contractual practice boundary. February —
Salford ICB * The committee approved the application from The Sides Medical Practice to decrease their contractual practice boundary. y
. . . . , March 2025
* The committee approved some minor updates to the Primary Care Operational Group’s Terms of Reference.
Stockport ICB * No Decisions January 2025
Tameside ICB . §upport for the LC_S SF.)ECIfIC'atIOI’l in prln(:.lple, noting aspect§ to be finalised. Recommendatlon for escalation of this to Locality Board to reiterate the urgency of February 2025
investment to maintain delivery of Locality Plan and GM Primary Care Blueprint.
Trafford ICB * No Decisions made within the Open meeting February 2025
Wigan ICB * No Decisions made within the Open meeting March 2025







Chair: Martin Ashton, Deputy Director - Delivery This report updates / informs the NHS Greater Manchester PCCC on the Bolton

Reporting period: January — February 25 Locality PCCC work to date. It also provides an opportunity to raise any issues and
Attendance: Acceptable inform of any changes that may affect the progression of work.
Key updates: 26" February 2025 Priority actions in coming period:

* Received a paper which outlines this initial stages of process for the next phase of the contract with GP OOHs

* Received a paper which shared highlights of NHS GM intentions regarding dental commissioning. Concerns around
patient access were noted.

* A presentation was shared on the final specification of the Bolton Quality Contract for 25/26.

e Update that Rochdale Health Alliance is the successful provider for the General Practice vacancy in Lever Chambers

e Update on antenatal prescribing around GP collective action

* Received a paper on Modern General Practice in the context of the delivery plan for recovering access to primary care.

* Review of the primary care risk register, noting all risks are being managed appropriately.

¢ Highlight and performance report shared and noted by the committee.

Decisions made:

The committee approved the BQC specification following consultation.

Top 3 risks & mitigation:

If General Practices in Bolton choose to implement any of the actions within the BMA collective action, then patients may not get access to the care they need in a timely manner. This may have a
knock-on effect to other service Providers. Mitigation: Ongoing dialogue with LMC, GP Board and other stakeholders. Dashboard in place, On GM risk register.

Variation in GP Access - Evidence of variable quality across GP practices with regards to the level & type of access to services being offered. This requires consistent performance management of
primary care across the locality. This variability in access & availability could impact the delivery of timely & safe care required to ensure that conditions are managed, not missed, and appropriate
referrals are made on time. This, in turn, could lead to inequitable service delivery across providers, localities and populations, resulting in reduced quality of patient care and increased health
inequalities. Mitigation: A GP Access Dashboard (covering core GP, PCN Enhanced Access, GP Out of Hours) is in place & being used to measure access to primary medical services — in particular
same day access - at practice level as well as PCN/Neighbourhood level. The impact that underperformance has on other areas of the system (in particular attendance at A&E and Out of Hours) is
also being closely monitored. Practices in the lowest 25% in terms of performance against these key metrics have been contacted and have been given a deadline of 18th October to submit
actions plans for improvement to the ICB for review. Practices identified as underperforming are being closely monitored & supported to enable them to meet/ exceed GM averages.

RAG rating

Estates- Lack of funding - There is a risk that limited estates capacity will hinder the delivery of core & transformational primary care Causes: There is limited estates capacity in GP; however,
capital funding for estates developments is extremely limited and the lack of specific, trained estates expertise at both GM and, in particular, locality level can delay decision making.
Consequences: GP will not be able to fully recruit to ARRS roles in many PCNs, which will contribute to widening health inequalities. The inability to transform premises across all primary care will
limit service development and integration ambitions. Mitigation: GM estates team addressing capacity issues. Outcome of estates toolkit review being used to inform PCNs of premises availability
and identify priority schemes. Locally, all prioritised schemes undergoing a further review in order to identify cost-neutral opportunities; e.g. identifying available Section 106 health funds and use
of void space. Once all ‘cost-neutral’ options have been explored, remaining schemes will proceed to PID stage so that they are ready for full consideration as & when funding becomes available.

Any other information: Key escalations for NHS Greater Manchester PCCC:

No further information to report from this meeting. = To escalate the concerns around mitigating the impact of any collective action affecting General Practice.

= To highlight concerns around dental access in Bolton.



Chair: Will Blandamer
Reporting period: March 2025
Attendance: Acceptable

This report updates / informs the NHS Greater Manchester PCCC on the Bury PCCC
work to date. It also provides an opportunity to raise any issues and inform of any
changes that may affect the progression of work.

Key updates:

Rock Healthcare proposed move from Radcliffe — PCCC was provided with the outcome of engagement process and provided with two
options to consider. Option 1 - Approve the application and allow the branch site at Radcliffe to close and move all operations to the Moorgate
site. 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: Outcome 1: the practice continues to
operate over 2 sites and work to take place with the practice 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. Outcome 2: the practice hands the APMS contract back meaning
there would have to be a procurement exercise undertaken over both sites removing the contract from the Rock Healthcare in its entirety. With the
preferred option being option 1.

GP Contract Update — PCCC was provided with an update regarding the changes to the GP contract for 2025/26. These include an overall
increase of £889 million across core contract practice, a 7.2% cash growth on the funding envelope, a new enhanced service for advice and
guidance and the retirement permanently of 32 QOF indicators to name a few.

Highlight Report and Risks — the Acute Respiratory Hub, the Winter Surge Clinics, Women's Health Hub and Quality Assured Spirometry
services have all ended as of 31 March 2025.

Bury LCS 2025/2026 — The PCCC was provided with a paper detailing a fully costed service specification to be contracted for 2025/26. This
included potential future inclusions and associated risks.

In addition, PCCC were presented with updates regarding:

»  Workforce Strategy

» General Practice Leadership Collaborative update

» Terms of Reference Review

Priority actions in coming period:

Rock Healthcare: To ensure Rock Healthcare complete all outstanding actions prior to
closure of Radcliffe site

GP Collective Action: GPCA complete however ongoing work between PC/SC
Interface Group locally to maintain momentum

GP Strategy Update — end of year update to be presented

BeCCoR - Discussion around both 25/26 and 26/27 contracts in train in order to
consider local commissioning arrangements re any in year variations needed and
direction of travel for next year

Decisions made:

Rock Healthcare Proposed Move from Radcliffe — PCCC supported the recommendation for Rock Healthcare to be allowed to close the Radcliffe site and move all operations to the Moorgate site in Bury.
Bury LCS 2025/2026 — PCCC supported recommendations to approve the specification presented whilst noting and supporting an in-year variation should it be needed subject to the availability of the funding and further discussion on

some aspects of consistency across the neighbourhoods.

Workforce Strategy - PCCC approved the task and finish groups to look at the priority areas such as recruitment and retention, training and development and staff wellbeing. With the purpose to develop a co-designed strategy which can

be brought to a future PCCC Meeting, this will enable the support of the strategy plan and its implementation.

Terms of Reference — PCCC supported the proposed Terms of Reference. There were no changes to the existing Terms of Reference, this was an annual review.

Top 3 risks & mitigation:

RAG rating

Investment into General Practice — Impacting our commissioning options e.g. LCS and Spirometry, WHH etc. Discussions are ongoing via BeCCoR and GM Boards

MOT CIP Delivery — Priorities have been reviewed and non-essential work stood down

GPCA - Impact of collective action on wider system

Any other information: Key escalations for NHS Greater Manchester PCCC:

Funding with regards to QAS provision at locality level beyond 31st March 25 remains a concern.
Funding with regards to WHH provision at locality level beyond 315t March 25 remains a concern.
Localities need a better understanding of the Bl function supporting PC both in terms of existing and future dashboards and how they might meet ongoing requirements of localities

MOCA - support needed to secure training FOC for 25/26



Chair: Nichola Thompson — Deputy Place Lead This report updates / informs the NHS Greater Manchester PCCC and HMR

Reporting period: March 2025 Locality Board on the HMR PCCC work to date. It also provides an
Attendance: Excellent-/ Acceptable / Unacceptable opportunity to raise any issues and inform of any changes that may affect
(NB: no members from LPC/LOC were in attendance) the progression of work.

Key updates: Priority actions in coming period:

Primary Care LCS (core+) — The development of 2025/26 scheme to date was presented and committee were asked to

approve the outline scheme. The 25/26 scheme has been developed with co-production with locality GP clinical leads and - Primary Care LCS (Core + 24/25) year-end reporting

commissioning leads from across local system including public health teams. Following co-design phase consultation took - Quality Improvement Programme

place with all PCNs and wider stakeholders. Scheme has been designed to align with GM primary care blueprint and to - PCA workplan 25/26

reflect GM sustainability plan and local strategic priorities. The 25/26 scheme consists of 5 key themes each of which
contain several indicators with agreed target thresholds and outcome measures. The 5 themes are, Access demand and
capacity part A and part B, Integrated working , Prevention and GM areas of consistency. Detailed discussion took place and
the scheme was approved by the committee.

CAIP — an update was provided regarding the approach for 2024/25 Capacity Access & Improvement Plan (CAIP) PCN
assurance process and the national Post Payment validation approach. At the time of reporting the deadline for PCN self-
declarations had not yet closed however 5/6 self-declarations had been received for HMR PCNs. The outstanding PCN has
been contacted.

Quality Improvement Programme — A light touch version of HMR QIP restarted in January 2025 and a total of 10 visits were
planned in. 8 visit have taken place to date and the committee were provided with an update on outcomes and key themes
from these visits. Next steps are return to full visit programme for 25/26 the development of practice level action plans
which will be brought back to this committee.

Neighbourhoods — An overview and update on the development of local neighbourhood model was presented to the
committee.

Decisions made:

Primary Care LCS scheme was approved and Risk register changes were approved 1 new risk, 1 closed risk and 4 reduced risks.

Top risks & mitigation: RAG rating

There is a risk that without a quality assured model for respiratory diagnostics in place the quality of patient care may be impacted. A competency assessment and training 9
programme are in place to support existing service, and plans are being developed for quality assured model to be put in place from April 2025 via the PC LCS.

There is a risk that if general practices is no longer able to support requests for prescriptions from community service teams because of GP Collective Action (CA) then delays in 9
patient treatment pathways may occur and the quality of patient care may be impacted. Mitigating actions are in place including robust governance process and SOP developed
for all issues raised under GP CA at locality and GM level. Regular partnership meetings are in place to address issues as and when occur to mitigate any risk to patient safety.

Any other information: Key escalations for NHS Greater Manchester PCCC:
Next meeting to be held Friday 16th May 2025




Chair: Tom Hinchcliffe — DPBL Reporting period: Mar 25 Attendance: Excellent/ Acceptable / Unacceptable This report informs NHS GM PCCC on the Manchester PCCC work to date.

Key updates: Priority actions in coming period:
Manchester Primary Care Quality Recovery and Resilience Scheme (PQRRS) / NHS GM Beyond Core Contract (BeCCoR) 2025/26 —The item
provided an update on work undertaken since the presentation at the extra-ordinary PCCC in February 2025. The item outlined the content of | * Implementation of the Manchester PQRRS / NHS GM BeCCoR scheme

the PQRRS scheme, which will remain largely the same as in 2024/25, and summarised the NHS GM BeCCoR elements intended for inclusion. across General Practice in Manchester from April 2025.

Several of the NHS GM BeCCoR elements, and associated additional investment, are still subject to final sign off via NHS GM governance. * Recruitment to the General Practice Nurse Lead role asap.

General Practice Lead Nurse role — Clinical support that has been available to General Practice nursing workforce in Manchester via the * Liaise with relevant colleagues, partners to ensure the smooth transition
General Practice Nurse Leads, the Training Pod and the Cervical Screening Quality Improvement Nurse (CSQIN) has now come to an end. of New Bank Health Centre from Better Health PCN to Ardwick &

While there is an NHS GM level workstream to review this and commission alternatives, this has been delayed. Through an alternative source Longsight PCN from 1 April 2025.

of funding, plans have been developed to recruit to a further General Practice Nurse Lead role for Manchester, on a fixed term contract for 12
months, to bridge the gap while NHS GM level plans are finalised. The PCCC received information on the rationale and benefit of continuing
this role to support the General Practice nursing workforce.

Proposed Primary Care Network (PCN) re-configuration — following a recent APMS procurement, and a change in provider, the PCCC received
a request for New Bank Health Centre to move from Better Health PCN to Ardwick & Longsight PCN.

Autumn / Winter 2024/25 Flu and Covid 19 Seasonal Campaign Report — overview of the campaign, including challenges, opportunities and
learning provided to PCCC members

NHS England Recovering Access to Primary Care — overview of the programme of work that has been in place across the Manchester Locality
to support delivery of the plan; and continue to improve access to General Practice. This included updates on digital, estates, workforce,
delivery of primary care appointments and primary secondary care interface.

Finance Report — Month 11 overview provided

Primary Care Risks — presented to the PCCC for information, awareness and discussion re: impact and mitigating actions

Decisions made:

* Manchester Primary Care Quality Recovery and Resilience Scheme (PQRRS) / NHS GM Beyond Core Contract (BeCCoR) 2025/26 - supported for implementation subject to NHS GM governance re: BeCCoR elements
¢ General Practice Lead Nurse role — PCCC supported the recruitment of the General Practice Nurse Lead as outlined within the paper.
* Proposed PCN re-configuration — PCCC supported the move of New Bank Health Centre from Better Heath PCN to Ardwick & Longsight PCN.

Top 3 risks & mitigation: RAG

Hawthorn Medical Centre - risk to business continuity associated with the potential closure of Hawthorn Medical Centre and co-located Walk in Centre due to lease break clause being exercised by landlord. A
rapid estates options appraisal is being undertaken with MCC estates colleagues. Viable schemes have been identified with partner organisation support, and these schemes are being worked up.

Limited / lack of resource within the Primary Care Team - due to organisational restructure, requirement for running cost savings, fixed term role and long-term sickness. This is impacting upon the team ability to
deliver against its significant work programme. The primary care team is regularly reviewing its work on the programme plan and prioritising. However, recent sickness and loss of a member of staff from the
locality primary care team means future review may include ceasing some primary care work or reducing input into system wide work programmes. High level discussions have taken place with NHS GM primary
care colleagues to explore economies of scale across localities. To note — this may help with some of the current pressures, but it will not provide the resource required to deliver across all aspects of the primary
care programme plan.

Any other information: Key escalations for NHS Greater Manchester PCCC:




Chair: Erin Portsmouth
Reporting period: January 2025 — March 2025
Attendance: Excellent

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

Key Updates: 13t February 2025 Part 1 meeting

Winter vaccination update — Members received a winter vaccination report which confirmed that most flu and
COVID-19 vaccinations will be completed by Friday 20" December 2024. Outreach activities for COVID-19
vaccination should continue to be delivered to underserved communities until Friday 31st January 2025 and Flu
vaccinations will be available until Monday 31st March 2025..

GM commissioned Bolton GP Federation to deliver a mobile outreach offer to Oldham. In turn they
commissioned IGP Care to undertake this. Concerns raised as delivery was late and uptake poor.

Spring booster programme now due.

Oldham has successfully bid for £106k of access & inequality funding.

Interpreter services — Members received a report that provided a review of the telephone interpretation
provision over the last two financial years, looking at usage by practices and changes in the demographics of
Oldham’s population. Data is very sensitive and is required to stay amongst healthcare professionals.

CQC update - In 2024, the CQC introduced a new single assessment framework that applies to all health and
social care services. An independent review of the CQC by Dr Penny Dash was published October 2024.The
review found significant failings in the internal workings of CQC. The CQC are making immediate changes to
the way it works and making changes to the single assessment framework.

The locality met with CQC on 5t February to discuss the inspection schedule and the current CQC processes.
Inspections are scheduled to recommence from April 2025.

Priority actions in next 2 months:

Healthwatch colleagues to be contacted in relation to whether
there are any issues being raised with specific groups or
concerns and disengagement.

Mortality figures to be added to the data.

MMR rates — GM to be contacted re comms for this area to
see what is being planned in relation to awareness
campaigns.

To promote the call queuing system out to practices via
comms.
Feedback all suggestions to Language Line.

To focus on practices that have been inspected the least.
Paper to be discussed at the next practice managers forum.
To reinvigorate the PM500 re training and engagement for
CQcC.

Top risks & mitigation:

RAG rating

Any other information:

Key escalations for Locality Board/NHS Greater Manchester:




Chair: Hannah Dobrowolska:

Delivery Director for Health and Care Integration (Salford)

Reporting period: February — March 2025
Attendance: Excelent/Acceptable/Unaceeptable

This report updates / informs the NHS Greater Manchester PCCC on
the Salford PCCC work to date. It also provides an opportunity to
raise any issues and inform of any changes that may affect the
progression of work.

Key updates: Salford PCCC meeting was held on 5 March 2025.

The committee considered two applications from Salford practices to alter their contractual practice boundary.

An update was provided in relation to the various Salford primary care estates projects in progress.

The PCCC were updated regarding the conversations about undertaking a ‘lessons learned’ exercise following the
conviction of Dr Davis for sexual assault. It was reported that a Safeguarding Adults Review was not appropriate (as
the individuals involved wished to remain anonymous) and GM advice was that the new Patient Safety Incident
Response Framework would not apply, so a thematic review is the only viable option for taking this forward.

The committee reviewed the Salford PCCC risk register. Two new risks had been added since the last update and one
risk had been closed.

PCCC discussed a paper in relation to the 2024/25 PCN Capacity and Access Improvement Payment (CAIP). Some
particular concerns were raised regarding the requirements for GP practices to have their online consultation systems
available throughout core hours. The Committee was concerned that there did not appear to be a consistent GM-
wide approach. It agreed to escalate the need for a consistently applied GM-wide approach.

The committee received the Primary Care Operational Group (PCOG) Update Report which summarised the meetings
held in January and February 2025. This included an update regarding the plan to add additional partners (from a
neighbouring practice) to the Limefield Medical Practice GM contract which has mitigated the risks relating to the
retirement of the single-handed contract holder. The ultimate intention is that the two practices will apply to merge
later in the year. Salford PCCC also approved the updates to the PCOG terms of reference.

Priority actions in coming period:

To implement the two contract variations in relation to the
approved boundary change applications.

To progress the Dr Davis ‘lessons learned’ exercise via a thematic
review.

To continue to liaise with Salford PCNs re the 2024/25 CAIP and to
support the GM post-payment verification process.

Providing support to Limefield Medical Practice to take forward
their plans for viability and sustainability, including a merger with a
neighbouring practice.

Decisions made:

- The committee approved the application from Sorrel Bank Medical Practice to increase their contractual practice boundary.
- The committee approved the application from The Sides Medical Practice to decrease their contractual practice boundary.

The committee approved some minor updates to the Primary Care Operational Group’s Terms of Reference.

Top 3 risks & mitigation:

RAG rating

If a Salford general practice organisation is unable to continue to operate, then the Salford locality team will need to ensure that an alternative service is identified, which might be
a sizable and unplanned piece of work having an impact on team resources (Working closely with identified practices).

Any other information:

Key escalations for NHS Greater Manchester PCCC:

Next meeting scheduled for 7 May 2025. - Hannah Dobrowolska has escalated to Katherine Sheerin and Ben Squires a request for a CAIP

GM position to be agreed, applied and communicated consistently to all GM PCNs.




Chair: David Dolman (Associate Director of Finance, GM ICS (Member) (Acting Chair)
Reporting period: Jan 2025
Attendance: Excellent / Acceptable / Unacceptable

This report updates / informs the NHS Greater Manchester PCCC on the
Stockport PCCC work to date. It also provides an opportunity to raise any
issues and inform of any changes that may affect the progression of work.

Key updates:

An update was provided on discussions from the last meeting of Stockport Primary Care Board including:

. A detailed discussion took place on shared care arrangements This formed part of the Locally Commissioned Service (LCS) contract in

Stockport

. Update on the Community Diagnostic Centre (CDC) for Stockport and Tameside including referral pathways for GPs

. The challenges for Integrated care coordination implementation

. A presentation on the proposed frailty model & actions to be taken. A discussion took place on the governance for the frailty model

. Patient pathway following a blood test and impact of collective action

It was noted that issues of emergency preparedness had been raised at Stockport Locality Board as had the pathways for ADHD and shared

care with significant work underway in NHS Greater Manchester on these topics.

*  Members were referred to slides which presented available data, highlighting there had been minimal impact on performance as a result of
collective action, with confirmation the impact would continue to be monitored in Stockport.

* The Locality Primary Care Quality Report was presented highlighting that Stockport continued to perform well in comparison to other
areas. Practice quality visits are continuing with 17 practices having already been visited. Learning Disability health checks: achievement of
88.4% against a national 75% year-end target. Friends and Family Test (FFT): 94 — 96% positive experiences in primary care. It was noted
that the issue of pausing additional incentive for SMI health checks had been raised at Locality Board and further discussions would take
place prior to the new contract year.

* An update was provided to members of locality progress against the deliverables of the Primary Care Blueprint. Localities had been asked
to provide assurance that work was taking place to meet the blueprint ambitions. It was pointed out that without additional investment, a
significant proportion of the deliverables would be captured through other workstreams across Stockport such as the Stockport
Neighbourhood and Prevention Programme including the Provider Partnership with good progress made to date. The Access element of
the blueprint was closely linked with Digital priorities. The data highlighted that uptake for the NHS App in Stockport was 9% higher than
the GM average and 5% higher than the national average.

* The PCCC NOTED the Delegated Commissioning Finance Update for the period ending 315t December 2024 (Month 9).

* An update was provided to the committee regarding the underspend relating to ARRS General Practitioner roles were followed up with
practiecs and it had been determined this was due to guidance being released late and stringent criteria on what practices could recruit to.

Priority actions in coming period:

e Aligning the Terms of Reference for the Group with GM Primary Care
Commissioning Committee

e Support the work delivered by the NHS GM Strategic Migrant Health Group to
implement the 2025/2026 enhanced GP contractual model once approved through
governance

* Evaluation of potential collective action impact across the locality to continue

* Development of an annual work plan for Primary Care Commissioning Committee

Decisions made:

* No decisions required

Top 3 risks & mitigation: RAG rating

Risk : The locality has very limited Bl capacity to monitor quality and performance and having to work with significantly limited access to data 9

Mitigation. NHS Stockport teams are working with NHS GM central DIl teams to review support across place

Any other information: Key escalations for NHS Greater Manchester PCCC:

None BeCCoR financial analysis for Stockport includes elements of investment that may be shown in other localities as non-primary care therefore the investment shown for
Stockport primary care is overstated




Chair: Trish Cavanagh — Deputy Place Based Lead
Reporting period: PCCC Meeting — 5 February 2025
Attendance: Excellent / Acceptable / Unacceptable

This report updates / informs the NHS Greater Manchester
PCCC on the Tameside PCCC work to date. It also provides
an opportunity to raise any issues and inform of any
changes that may affect the progression of work.

Key updates:

» Draft LCS specification for 2025/26 was presented, noting final budgets and GM BeCCoR indicators are outstanding. This
reflects the principles agreed at the December meeting for consistency, tariff uplift and recognises the delivery of Locality Plan
and GM Primary Care Blueprint through this specification. The paper highlighted a risk, based on planning assumptions at this
time, but also the disconnect between the principles agreed through BeCCoR workstream and a reduction in locality LCS
budget.

* Month 9 finance update was received, this shows a marginal overspend is forecast on the delegated budget and reiterates the
lower than proportion spend in this area in Tameside.

Priority actions in coming period:

* Finalising LCS specification, aim to launch to PCNs and
practices for review, mobilisation and go live from 15t April
2025.

* Ongoing work through Pharmacy First workstream sharing
learning, including opportunity to embed in Tameside and
Glossop ICFT UTC.

Decisions made:

Support for the LCS specification in principle, noting aspects to be finalised. Recommendation for escalation of this to Locality Board to reiterate the urgency of investment to maintain delivery of

Locality Plan and GM Primary Care Blueprint.

Top 3 risks & mitigation: RAG rating
Primary Care Workforce — risk re resilience, capacity, recruitment. Mitigation through continuation of programme of work under Primary Care Academy and aligned with TGPA 12

priority.

Access — risk demand on services continues to exceed capacity — risk is increased in light of workforce and practice delivery risks, creating risk to overall system resilience. 12

Practice Delivery — the risk of internal and external factors — including but not limited to, poor succession planning, cash flow management, estates, regulatory and procedural 12

issues, individual performer performance issues affecting the safe delivery of health care. Mitigation through maintaining channels of communication with providers, supporting

where required, and escalating where appropriate.

Any other information: Key escalations for NHS Greater Manchester PCCC:
Date of next meeting — 2 April 2025 * Urgency of finalising LCS specification to ensure launch and sign up ahead of 15t April 2025.
* Urgency of framework to manage impact of pathology lab coding issues, capacity impact on practices for QOF and LCS and on PCN IIF
(shortened meeting noting ICB all staff achievement.
session scheduled for this date) * Support for continuing to fund Stalybridge PCN hub premises, this was only approved for 12 months — this aligns to NHSE guidance

Neighbourhood health and noting lower than fair share spend on estates in Tameside therefore reflecting limited capacity and baseline.




Chair: Manish Prasad
Reporting period: February 2025
Attendance: Acceptable

This report updates / informs the NHS Greater Manchester PCCC on the
Trafford PCCC work to date. It also provides an opportunity to raise any
issues and inform of any changes that may affect the progression of work.

Key updates:

General Practice Update: The Committee noted that there continues to be weekly monitoring and reporting of GP
Collective Action with weekly meetings between Manchester/Trafford and GM.

The Committee noted that all 5 PCN’s have submitted their Capacity and Access Improvement Plans. However, two PCN’s
have domains outstanding and are working towards achieving these by the 7t" April.

The committee were asked to note that the surge hubs are well utilised across Primary Care with15,000 additional
appointments running at 83% utilisation.

The Committee were asked to note the risk around Primary Care IT due to the contract expiring at the end of February.
General Practice Quality Update: The Committee were asked to note that the Quality Team are continuing to work with
GM on the Quality Improvement Framework with a further workshop to look at data from GP practices and software
intelligence planned for March 2025.

The Committee noted that the CQC have now re-inspected Partington Central Practice and the rating on the website has
now been upgraded too good.

The Committee were asked to note that the CQC are planning on inspecting GP practices across GM that have not been
inspected in the last five years.

The Committee were asked to note that Comms are currently being drafted re the Medical Examiners process to inform
practices of the most up to date information on processes and pathways.

Primary Care Finance: The Committee were asked to note that the financial position for Trafford remains unchanged from
that in December.

The Locally Commissioned Services have a continued forecast and underspend of £335,000

The Committee were asked to note that the Primary care CIP had a 5% target, with the share for Primary Care being
£241,000

Priority actions in coming period:

Sign off for the Spirometry PSR’s for Trafford.

Weekly collective action tactical and operational meetings in place across
Manchester and Trafford.

Primary Care IT extension of contract to be discussed and funding agreed at CIP
meeting.

Decisions made:

None

Top 3 risks & mitigation: RAG rating
GP industrial action — link to GM command and control 9

3 senior positions within Trafford commissioning that have gaps within the Trafford PC ICB team 9
Primary Care CIP Target 9

Any other information: Key escalations for NHS Greater Manchester PCCC:




Chair: Jonathan Kerry, Interim Deputy Place Lead (Wigan)
Reporting period: March 2025
Attendance: Excellent/ Acceptable / Unacceptable

This report updates / informs the NHS Greater Manchester PCCC on the
Wigan PCCC work to date. It also provides an opportunity to raise any
issues and inform of any changes that may affect the progression of work.

Key updates:

A Finance report was presented that provided a financial position for wigan Locality as at January 2025 (M10). The paper also included an
update on Wigan's Primary Care Delegated financial position for the same period.

A report was presented that outlined the progress of the Primary Care Quality Improvement Programme, detailing the key priority areas
including GP Provider Contract updates, Changes to Contracts, GP Enhanced Service Specification, Service Users Experience and Care Quality
Commission (CQC).

A update was presented that provided an update on the progress against the GP Collective Action and the recent letter detailing the GP
contract for 2025/26.

A verbal update was presented that provided an update on the progress against the NHS Greater Manchester Wigan Primary Care Community
Pharmacy Programme — this include an update on current pressures and challenges within pharmacies and the potential Collective Action
within community pharmacy.

A verbal update report was presented that provided an update on the progress against the NHS Greater Manchester - Wigan Borough Local
Optometry Schemes. This included updated on the glaucoma monitoring scheme and the CVD GM wide initiative scheme. Also working with
Council regarding Stop Smoking pilot, which will run in a number of practices.

A report was presented that provided an update on the progress against the NHS Greater Manchester - Wigan Primary Care Infrastructure
Support programme and in regard to the Cloud based Telephony programme of work noting 54/56 practices have gone live.

An update was provided in regard to the work being undertaken by Healthwatch.

An update was received giving an overview of the GP Enhanced Specification for 2025/26, some which align to the GM Consistency elements
and having a focus on asthmas, blood pressure, childhood vaccinations, diabetes, end of life and a focus of health inequalities.

An update was provided in relations to the Primary Care and integrated neighbourhood working element of the locality plan and the currently
locality plan objectives and what this might look like for 2025/26.

Priority actions in coming period:

* Review the Primary Care Commissioning Terms of Reference in line with NHS
GM PCCC

* Issue the 2025/2026 Local Commissioned Services Specifications

* Review Language Line Service

Decisions made:

No Decisions made within the Open meeting

Top 3 risks & mitigation:

RAG rating

Lack of funding available to support premise developments could hinder the ability to adapt to new models of care, supporting patients close to home — Mitigation will be to maintain strong working relationships 12

with the locality SEG and GM SEB to utilise any capital funding opportunities and support from partners in the delivery of estates across Wigan Borough.

Continuing shift from NHS to Private Dental works could result in health inequalities across the Borough — Mitigation will be to maintain awareness of national position to understand implications and potential 12

support options required for local contractors

Failure to deliver on QIPP targets results in additional financial pressures on locality budgets. Mitigation — Maintain regular reporting through to SLT and Finance colleagues through the year to forecast any 12

increasing risk and mitigate where possible.

Any other information:

The next committee will take place on the 06t May 2025.

Key escalations for NHS Greater Manchester PCCC:
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Changes to the GP Contract 2025/26
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Contact for further information
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Executive summary

Table 1 - core information rplafing to the content and creatio

The paper is a copy of the letter and
supporting annexes, published and updated
by NHS England on the 11t March 2025.
The letter from Amanda Doyle summarises
the key changes to the GP Contract for
2025/26 in relation to a number of areas that
are intended to contribute to the national
priorities to shift care into the community, to
focus on prevention and to move from
analogue to digital.

To note that the formal contract variation
documentation and accompanying details are
§¢UL59,be published.

The benefits that the population of Greater
Manchester will experience.

General Practice in Greater Manchester will
be required to deliver on a number of key
areas that are intended to improve access for
patients, improve digital connectivity and
access to online services and greater focus
on areas for prevention, notably CVD.

How health inequalities will be reduced in
Greater Manchester’s communities.

Key elements of the 25/26 contractual

requirements are:

e For people to be able to contact their
practice, by phone, online or by walking in,
and for people to have an equitable
experience across these access modes.

e To ensure patients receive care in the
right place at the right time

The decision to be made and/or input
sought

For information

How this supports the delivery of the
strategy and mitigates the BAF risks

N/A

Key milestones

National timescales for delivery (2025/26) as
set out in the letter below.

Leadership and governance arrangements

N/A

Engagement* to date

N/A
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Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report




NHS England » Changes to the GP Contract in 2025/26

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 |
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 the Department of Health and Social
Care (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.

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 £889 million across the core practice
contract and the Network Contract Directed Enhanced Service (DES). This will take the combined
total estimated contract value from £12,287 million in 2024/25 to £13,176 million 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 £80 million. 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 ¢.£298m in 2025/26.

5. Of the 212 points, 71 points (worth c£100 million) 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£198 million) 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
3
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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).

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

o 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.

o 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 £87.6
million) but will change from three domains down to two. One domain will continue to focus on
supporting modern general practice access (worth £58.4 million) while the other (worth £29.2 million)
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.

Lastly, I'd like to thank you all for the hard work and dedication of general practice and PCN teams. |
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 £889 million across the core practice
contract and the Network Contract Directed Enhanced Service (DES). This will take the combined
total estimated contract value from £12,287 million in 2024/25 to £13,176 million.

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. toreflect 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 ¢.£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 (l0S 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).

Increasing locum reimbursement payments in the SFE

7. In response to feedback from GPC England, the locum reimbursement payments in the
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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£12 million 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. achange 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 (I0S) 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. ¢.£17.8 million of the funding generated through the 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 (8am — 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


https://www.england.nhs.uk/long-read/changes-to-the-gp-contract-in-2025-26/#annex-e-programme-changes-to-routine-childhood-schedule

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 strategy 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.

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.


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

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.

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 £186 million 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 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 £87.6 million) 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 £29.2 million) 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 £80
million for advice and guidance (which will begin in April 2025). This funding is in addition to the
increase of £889 million 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 (10S) 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 £7.2 million for the enhanced service.

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



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

CANO0O1 cancers diagnosed on or after 1 April 2003
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
CANO004 occurring within 12 months of the date of diagnosis
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
CANO0O05 from primary care, within 3 months of diagnosis
The contractor establishes and maintains a register of patients aged 18 or over with
CKDO005 CKD with classification of categories G3a to G5 (previously stage 3 to 5)
The contractor establishes and maintains a register of patients with coronary heart
CHDO0O01 disease
HFO001 The contractor establishes and maintains a register of patients with heart failure
The contractor establishes and maintains a register of patients with established
HYPO0O01 hypertension
The contractor establishes and maintains a register of patients with peripheral
PADOO1 arterial disease
STIA001 The contractor establishes and maintains a register of patients with stroke or TIA
The contractor establishes and maintains a register of patients diagnosed with
DEMO001 dementia
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
DMO017 been confirmed
The contractor establishes and maintains a register of patients aged 18 or over
EPO0O1 receiving drug treatment for epilepsy
The contractor establishes and maintains a register of patients with learning
LD004 disabilities
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
DEPO004 after and not later than 56 days after the date of diagnosis
The contractor establishes and maintains a register of patients with schizophrenia,
MHO001 bipolar affective disorder and other psychoses and other patients on lithium therapy
Percentage of patients with schizophrenia, bipolar affective disorder and other
psychoses who received all six elements of the Physical Health Check for people
MHO021 with Severe Mental lliness
OB003 The contractor establishes and maintains a register of patients aged 18 years or
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over living with obesity, appropriately adjusted for ethnicity in line with NICE
guidelines — either with a BMI 230 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: 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 Aged 75 or
over with a record of a fragility fracture on or after 1 April 2014 and a diagnosis of
osteoporosis

PCO001

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

AFO001

The contractor establishes and maintains a register of patients with atrial fibrillation

ASTO005

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

COPDO014

The percentage of patients with COPD and Medical Research Council (MRC)
dyspnoea scale 23 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)

COPDO015

The contractor establishes and maintains a register of: patients with a clinical
diagnosis of COPD before 1 April 2023 and 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 patients with a clinical diagnosis of COPD on or after 1
April 2023 who are unable to undertake spirometry

RAQ01

The contractor establishes and maintains a register of patients aged 16 or over with
rheumatoid arthritis

SMOKO005

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

Ql
modules

Qlx6
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Annex C — CVD prevention indicators (2025/26
QOF points and thresholds)

2024/25 scheme

2025/26 scheme

Description

Lower thres
hold

Upper
thresh
old

QOF poi
nts

Lower thres
hold

Upper
thresh
old

QOF poi
nts

CHOLO
03

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

CHOLO
04

Percentage
of patients
on the QOF
Coronary

20%

35%

16

20%

50%

44
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Heart
Disease
(CHD),
Peripheral
Arterial
Disease
(PAD), or
Stroke/Tran
sient
Ischaemic
Attack (TIA)
Register,
with the
most recent
cholesterol
measureme
nt in the
preceding
12 months,
showing as
<20
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.

HYPOO

The
percentage
of patients
aged 79
years or
under with
hypertensio
n in whom
the last
blood

40%

77%

14

40%

85%

38
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pressure
reading
(measured
in the
preceding
12 months)
is 140/90
mmHg or
less (or
equivalent
home blood
pressure
reading)

HYPOO

The
percentage
of patients
aged 80
years or
over, with
hypertensio
n, 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%

40%

85%

14

STIAO01
4

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

40%

73%

40%

90%

14



12 months)
is 140/90
mmHg or
less (or
equivalent
home blood
pressure
reading)

STIAO1
5

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%

46%

90%

CHDO1

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

40%

77%

12

40%

90%

33
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equivalent
home blood
pressure
reading)

CHDO1

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%

46%

90%

14

DMO036

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

38%

78%

10

38%

90%

27

16



equivalent
home blood
pressure
reading)

* Note that DM036 replaces DM033, as set out in annex D below.

Annex D — QOF technical changes

Highlighted text signifies a wording change.

Current Change and
ID Current indicator New ID New indicator rationale
Percentage of patients
on the QOF Coronary
Percentage of Heart Disease (CHD),
patients on the QOF Peripheral Arterial
Coronary Heart Disease (PAD),
Disease, Peripheral Stroke/ Transient
Arterial Disease, Ischaemic Attack (TIA)
Stroke/TIA or or Chronic Kidney
Chronic Kidney Disease (CKD) Removed icosapent
Disease Register Register who are ethyl from the other
who are currently currently prescribed a | lipid lowering
prescribed a statin, statin, or where a therapies cluster as
or where a statin is statin is declined or only NICE
declined or clinically clinically unsuitable, recommended for use
unsuitable, another another lipid-lowering with, rather than
CHOLO003 | lipid-lowering therapy | CHOL003 | therapy instead of, a statin.
Percentage of Percentage of patients
patients on the QOF on the QOF Coronary
Coronary Heart Heart Disease (CHD),
Disease (CHD), Peripheral Arterial Technical change
Peripheral Arterial Disease (PAD), or made to amend how
Disease (PAD), or Stroke/Transient the indicators
Stroke/ Transient Ischaemic Attack (TIA) | measure cases where
Ischaemic Attack Register, with the most | measures of both HDL
(TIA) Register, who recent cholesterol and LDL are taken at
have a recording of measurement in the different points in
LDL (Low-density preceding 12 months, | time. NICE Indicator
Lipoprotein) showing as < 2.0 IND278:
cholesterol in the mmol/L if it was an Cardiovascular
preceding 12 months LDL (Low-density disease prevention:
that is 2.0 mmol/L or Lipoprotein) cholesterol treatment
lower or where LDL cholesterol reading or | target (secondary
cholesterol is not < 2.6 mmol/L if it was prevention) |
recorded a recording a non-HDL (High- Indicators
of non-HDL (High- density Lipoprotein) NICE (published 27
CHOLO004 | density Lipoprotein) CHOLO004 | cholesterol November 2024)
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Current Change and
ID Current indicator New ID New indicator rationale
cholesterol in the reading. For multiple
preceding 12 months readings on the latest
that is 2.6 mmol/L or date the LDL reading
lower. takes priority.
The percentage of
patients with diabetes,
The percentage of on the register, aged
patients with 40 years or over, with
diabetes aged 40 no history of CVD and | Other lipid lowering
years and over, with without moderate or therapy cluster added
no history of severe frailty, who are | to align with updated
cardiovascular currently treated with a | NICE indicator on
disease and without statin (excluding which QOF is
moderate or severe patients with type 2 based. NICE Indicator
frailty, who are diabetes and a CVD IND275: Diabetes:
currently treated with risk score of <10% lipid-lowering
a statin (excluding recorded in the therapies for primary
patients with type 2 preceding 3 years), or | prevention of CVD (40
diabetes and a CVD where a statin is years and over) |
risk score of <10% declined or clinically Indicators
recorded in the unsuitable, another NICE (published 27
DMO022 preceding 3 years) DMO034 lipid-lowering therapy. | November 2024)
Other lipid lowering
The percentage of therapy cluster added
patients with diabetes, | to align with updated
on the register and a NICE indicator on
The percentage of history of CVD which QOF is
patients with (excluding based. NICE Indicator
diabetes and a haemorrhagic stroke) IND276: Diabetes:
history of who are currently lipid-lowering
cardiovascular treated with a statin, or | therapies for
disease (excluding where a statin is secondary prevention
haemorrhagic stroke) declined or clinically of CVD | Indicators |
who are currently unsuitable, another NICE (published 27
DMO023 treated with a statin DMO035 lipid-lowering therapy. | November 2024)
The percentage of The percentage of '79 years and under’
patients with patients with diabetes, | age criteria added to
diabetes, on the on the register, aged align with updated
register, without 79 years and NICE indicator on
moderate or severe under without which QOF is
frailty in whom the moderate or severe based. NICE Indicator
last blood pressure frailty in whom the last | IND249: Diabetes:
reading (measured in blood pressure blood pressure
the preceding 12 reading (measured in (without moderate or
months) is 140/90 the preceding 12 severe frailty)
mmHg or less (or months) is 140/90 Indicators
equivalent home mmHg or less (or NICE (published 19
DMO033 blood pressure DMO036 equivalent home blood | August 2023)
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Current Change and
ID Current indicator New ID New indicator rationale

reading)): pressure reading)
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 after
1 April 2023 but no
record of objective
tests being
performed at the Removal of reliance
date of registration, on spirometry as main
with a quality objective test to align
assured spirometry The percentage of with NICE Guideline
and one other patients with a new NG25 | Asthma:
objective test (FeNO diagnosis of asthma diagnosis, monitoring
or, bronchodilator on or after 1 April 2025 | and chronic asthma
reversibility or peak with a record of an management (BTS,
flow variability) objective test between | NICE, SIGN) |
recorded within 6 3 months before or 3 Guidance |
months of months after NICE (published 27

ASTO011 registration AST012 diagnosis. November 2024)
The percentage of The percentage of Removal of
patients with asthma patients with asthma requirement to use a
on the register, who on the register, who validated asthma
have had an asthma have had an asthma control questionnaire
review in the review in the to align with NICE
preceding 12 months preceding 12 months Guideline NG25 |
that includes an that includes an Asthma: diagnosis,
assessment of assessment of asthma | monitoring and
asthma control using control, a recording of | chronic asthma
a validated asthma the number of management (BTS,
control exacerbations, an NICE, SIGN) |
questionnaire, a assessment of inhaler | Guidance |

ASTO007 recording of the ASTO007 technique and a NICE (published 27
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Current Change and
ID Current indicator New ID New indicator rationale
number of written personalised November 2024)
exacerbations, an action plan.
assessment of
inhaler technique
and a written
personalised action
plan
Percentage of
patients on the QOF
Atrial Fibrillation Percentage of patients
register and with a on the QOF Atrial
CHA:DS,-VASCc Fibrillation register and
score of 2 or more with a CHA2DS,-VASCc
who were prescribed score of 2 or more,
a direct-acting oral who were prescribed a
anticoagulant direct-acting oral
(DOAC), or, where a anticoagulant (DOAC),
DOAC was declined or, where a DOAC Invite PCA added in
or clinically was declined or response to feedback,
unsuitable, a Vitamin clinically unsuitable, a | to align with indicators
AF008 K antagonist. AF008 Vitamin K antagonist. of a similar type

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

dose

Cessation of
Hib/MenC 12-month

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 1 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
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Programme Proposed changes outlining who practices will be
change required to offer and provide vaccination to and
Programme effective from when

12 and 18 months.

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

MMR programme months on 01 January 2026 will receive their 2nd
schedule change and MMR dose at their existing scheduled 3 years 4
catch-up 1 January 2026 | months appointment before 31 October 2026.

Children turning 12 months on or after 01 January
2026 will receive two doses of MMRYV (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 MMRYV instead
of their 2nd MMR dose. Of this cohort:

— 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 1 January 2026 and
31 October 2026

—those aged 2 years 7 months to 3 years 4 months
on 1 January 2026 will receive their 2nd MMR dose
(as MMRYV) 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
MMRYV. Appointments to be scheduled from 1
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 MMRYV if they have
no history of chicken pox. Appointments to be
scheduled from 1 January 2026 and completed by 31

March 2027.
Varicella introduction
and catch-up (subject From 1 April 2027, an opportunistic or on request
to final policy offer will remain for varicella (as a single dose of
decision) 1 January 2026 | MMRV) to all children aged 3 years 4 months to less
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Programme

Programme
change
effective from

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

than 11 years before 1 January 2026 who have no
history of chicken pox.
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Report on the Progress of the Dental Recruitment Incentive Scheme in Greater Manchester

1. Introduction
e Objective of the Report:

The purpose of this report is to provide an overview of the progress made under the Dental
Recruitment Incentive Scheme (DRIS) in Greater Manchester, from its launch in September
2024 to March 2025, and to analyse the challenges faced in recruiting dentists under the
scheme.

e« Background Information:
The DRIS was introduced as a measure to support NHS dental practices in Greater
Manchester in recruiting dentists, particularly in areas where recruitment has been
historically difficult. The scheme offers financial incentives and support to attract and retain
dental professionals for NHS roles.

GM were allocated 7 whole time equivalent (WTE) places for the most deprived localities.
To identify the areas in greatest need of support under the Dental Recruitment Incentive
Scheme (DRIS), the localities across Greater Manchester were ranked by priority using a
variety of key factors. These included:

Population per Dentist: Localities with a higher population-to-dentist ratio, indicating
greater pressure on dental services, were prioritised.

Number of Children Below 5 Years in Absolute Poverty: Areas with a higher
number of children living in poverty were also considered a higher priority,
recognising the additional dental health needs of disadvantaged families.

These factors were used to highlight the 7 localities most in need of additional funding and
support for dental services, ensuring that resources are allocated to areas where they will
have the greatest impact on patient access and outcomes. The 7 allocated WTE were split
so that more practices could benefit if they managed to recruit. In total 10 practices were
allocated funding should they manage to recruit.

2. Overview of the Scheme

e Launch Date: September 2024
o Target Practices: 10 NHS dental practices in Greater Manchester

¢ Key Incentives:
Financial support, benefits for both new and current performers, and specific bonuses for
practices that successfully recruit dentists under the scheme.

3. Progress on Recruitment

e Recruitment Data:
o Total number of practices enrolled in the scheme: 10
o Number of practices successfully recruiting a dentist: 2

o Current status of recruitment:
Despite the scheme’s incentives, recruitment has proven difficult, with only two



practices managing to recruit a dentist since the scheme began. This represents a
20% success rate in terms of recruitment.

Timeline Overview:

o September 2024 - March 2025: Recruitment attempts made, with minimal success
to date.

4. Challenges Encountered

Difficulty in Attracting Dentists to NHS Roles:

Many practices have reported significant challenges in enticing dentists to take up NHS
positions, even with the incentives provided. The following factors appear to be contributing
to this challenge:

o Private Dentistry’s Financial Advantage: New and current performers in private
dentistry are finding it more financially rewarding compared to NHS work. This has
made it harder for NHS practices to compete.

o Workload and Patient Demands: NHS roles are often perceived as having higher
patient volumes and administrative burdens compared to private practice, which may
deter potential candidates.

o Geographic and Social Factors: Some practices, particularly in less urban areas,
may find it harder to attract dentists due to location and living costs.

5. Key Findings and Analysis

Recruitment Challenges Persist: Despite the incentives, the discrepancy in financial
rewards between private and NHS dentistry remains a key barrier. The financial appeal of
private dentistry continues to overshadow NHS roles, limiting the effectiveness of the
scheme.

Geographic Imbalances: The scheme’s effectiveness may vary depending on the location
of practices, with urban areas potentially seeing better success than rural or less populated
regions.

Short-Term Results vs. Long-Term Goals: The limited success in recruitment so far
highlights the need for a longer-term strategy to attract dentists to NHS roles, with ongoing
incentives and possibly more comprehensive reforms to NHS dentistry.

6. Next Steps and Recommendations

Review and Adjust Financial Incentives:
Consider evaluating the financial structures of the incentives to make them more competitive
with private dentistry, particularly in terms of compensation and workload expectations.

Connections with HEE and the Deanery/ Workforce Training Education (WTE): Given
the ongoing challenges faced by practices in recruiting under the Dental Recruitment
Incentive Scheme (DRIS), a potential next step would be to strengthen connections between

NHS dental practices and Health Education England. The Deanery and WTE support FDs
3



throughout their training, and they are well-placed to assist practices in identifying suitable
candidates. HEE plays a critical role in training and developing the dental workforce, and by
partnering with them, we could:

o Targeted Advertising of DRIS Vacancies to Foundation Dentists (FDs): The British
Dental Journal is a primary platform where most FDs look for job opportunities. Therefore,
we recommend encouraging practices with DRIS offers to advertise their vacancies in the
British Dental Journal in the upcoming months. This will ensure that FDs have access to the
available opportunities within the short recruitment window, increasing the chances of
securing talented professionals.

o Action Point: Practices with DRIS offers should ensure they advertise their vacancies with
clear details about the scheme, including incentives, benefits, and any additional support
offered to new recruits. This should be done proactively over the next couple of months to
align with FD recruitment patterns.

+ Timing and Opportunity: The workforce lead also highlighted the importance of timing in
recruitment. By advertising DRIS-funded positions now, practices can capitalise on the
opportunity to attract Foundation Dentists before they transition into independent practice.
This short window is critical to ensuring that both practices and FDs have access to the best
possible match.

e Recommendation: Practices should be advised to advertise DRIS-funded vacancies now
and throughout the next few months to ensure that FDs are aware of available positions
before they begin seeking permanent roles.

7. Conclusion

While the Dental Recruitment Incentive Scheme has made some progress, with two
practices successfully recruiting, the overall recruitment rate remains low. Financial
disparities between NHS and private dentistry continue to be a significant barrier.

The limited success in recruiting dentists under the DRIS so far highlights the need for a
multi-faceted approach. Strengthening partnerships with Health Education England,
improving communication between training providers and practices, and reviewing the
structure of the DRIS could be pivotal in addressing the recruitment challenges faced by
NHS dental practices.

By offering targeted support and facilitating better connections between available candidates
and practices, we can ensure the scheme's long-term success and help address the ongoing
workforce shortages in NHS dentistry.

Incorporating insights from the workforce lead, it is clear that practices with DRIS offers
should focus on targeted advertising through established channels such as the British Dental
Journal and collaborate with HEE and the Deanery/Workforce Training Education (WTE) to
better connect with Foundation Dentists. By acting quickly and strategically, practices can
attract talented professionals who are actively seeking job opportunities, thereby increasing
the chances of successful recruitment under the scheme.

8. Recommendation

The committee is requested to note the contents of this report.
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patients.

How health inequalities will be
reduced in Greater Manchester’s
communities.

Community pharmacies are positioned and
embedded into our GM communities, and
they are easily accessible with 99% of the
population able to reach a pharmacy within
20 minutes by car and 96% by walking or
using public transport.

Community pharmacy teams are an integral,
trusted part of the NHS, delivering high
quality clinical services as a partner within
local primary care networks. Over 80,000
people visit a community pharmacy every day
across Greater Manchester.

In addition, 64% of GM community
pharmacies are in areas of GM with the
highest levels of deprivation (IMD 1-3).

By integrating nationally commissioned
services into all GM community pharmacies,
including those in our most deprived areas,
this work will ensure that all GM citizens have
appropriate access to community pharmacy
services.
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October 2025: Nationally commissioned EHC




service commences. Depression added to
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month. DSPs cannot deliver advanced and
enhanced services from their premises
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contraception consultations (TBC)
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Introduction
1.0 Background

Community Pharmacy England (CPE) announced the Community Pharmacy Contractual
Framework: 2024 to 2025 and 2025 to 2026 ' arrangements for the financial years 2024/25 and
2025/26 on 31t March 2025.

These arrangements include several key changes aimed at enhancing pharmacy services and
ensuring compliance with updated requirements.

This is the first significant investment in community pharmacy’s core funding for over 10 years, but it
is only a first step towards sustainability. The CPE Committee therefore reluctantly accepted the
final offer — with the very serious caveats that this funding is not enough to meet the full cost of
delivery of NHS services as indicated by the independent Economic Analysis (published on Friday).

CPE has been clear to Ministers that this is only a first step towards sustainability, and that more
funding is needed.

Crucially, the Government has acknowledged the funding gap and committed to working towards a
sustainable model for community pharmacy. Work will continue to ensure that this commitment is
met.

The NHSE Independent Economic Review ? highlighted estimated economic costs exceeding
funding by £2.308 Billion. Over 97% of pharmacies are operating below their full economic cost
(FEC), 47% have not been profitable for the last year and there is an increasing number of
pharmacies defaulting on direct debits for stock.

In answer to its core inquiry, the Economic Analysis identifies that the mean Full Economic Cost to
operate a community pharmacy in 2023/24 was £409-£573k, or £5,063 million for the sector, nearly
100% of pharmacies receive less funding than that.

T www.gov.uk/government/publications/community-pharmacy-contractual-framework-2024-to-2025-
and-2025-to0-2026/community-pharmacy-contractual-framework-2024-to-2025-and-2025-t0-2026

2 www.frontier-economics.com/uk/en/news-and-insights/news/news-article-i207 39-economic-
analysis-of-the-pharmacy-sector/
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http://www.gov.uk/government/publications/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026
http://www.frontier-economics.com/uk/en/news-and-insights/news/news-article-i20739-economic-analysis-of-the-pharmacy-sector/
http://www.frontier-economics.com/uk/en/news-and-insights/news/news-article-i20739-economic-analysis-of-the-pharmacy-sector/

Summary of national arrangements for 2025/26

2.1. Funding:

o Baseline Funding: £3.073 million for the Community Pharmacy Contractual Framework
(CPCF).

e Pharmacy First Budget: £215 million for clinical pathways, contraception service, and
hypertension case-finding service.

e Allowed Medicines Margin for 2025/26 is being increased to £900 million with £193 million
over delivery of margin being written off Overall Uplift: Greater than 30% compared to final
year of the 5 -year CPCF deal of which the last year was 2023/24.

o Single Activity Fee will increase from £1.27 to £1.46 per item.

Service Developments:

o Pharmacy First: Consultation fees increased from £15 to £17; monthly payment banding
introduced. note: claim period will reduce to one month from June 2025.

e Pharmacy Contraception Service: Consultation fees increased £18 to £25.

e Emergency Hormonal Contraception added from October 2025 at a fee of £20 per
consultation.

o Hypertension Case-Finding Service is subject to a restructure of the fees to support better
outcomes and increase skill mix. The fee for clinic check consultation has been reduced to
£10; Ambulatory Blood Pressure Monitoring (ABPM) consultation has been increased from
£45 to £52.85.

¢ New Medicine Service (NMS): Simplified payment structure; depression added to service from
October 2025 with a simplified payment structure. Manage Your Service (MYS) will allow
separate reporting of both elements, MYS module will be updated by BSA (date to be
confirmed). NMS will be expanded to include addition of depression within the conditions and
associated medicines covered by the service. No mandatory training is required. a related



training programme provided by Centre for Postgraduate Pharmacy Education (CPPE) will be
included in the PQS.

Smoking Cessation Service: Skill mix changes and Patient Group Directions (PGDs)
introduced for Varenicline and Cytisine.

There will be further expansion and amendments to existing services including New Medicines
Service, Emergency Contraception and Smoking Cessation services. Further information and
updated service specifications will be provided in due course.

4. Bundling of Services:

To receive the Pharmacy First monthly payment community pharmacy must achieve agreed volumes

From June 2025 - pharmacies need to be registered to provide Contraception and
Hypertension services.

From October 2025 - pharmacies must deliver at least one Ambulatory Blood Pressure
Monitoring (ABPM) per month

From March 2025 - a specified number of contraception consultations need to be delivered
every month (this figure is to be decided by DHSC, NHSE and CPE)

Delivery and capping of Pharmacy First and other services is to be reviewed by DHSC.

5. Regulatory easements:

Opening Hours: Amendments to regulations for changing core opening hours which will permit
Pharmacies to apply for reduction in core funding once NHS (Pharmaceutical and Local
Pharmaceutical Services) (PLPS) Regulations 2013 are amended.

Distance Selling Pharmacies (DSPs) will no longer be able to provide Advanced and
Enhanced services for patients on the pharmacy premises. it will be possible for DSPs to



provide remote and off-site provision if the service specification allows. likely to be effective
on/from 2 October 2025 after PLPS regulations have been amended.

Other amendments are outlined in the Community Pharmacy Contractual Framework: 2024
to 2025 and 2025 to 2026

Pharmacy Quality Scheme (PQS):

A targeted Pharmacy Quality Scheme (PQS) will be reinstated for 2025/26 worth £30 million,
focusing on embedding quality improvements.

Aspiration payment of 75% in May for payment in July 2025.

Key Elements: Palliative care (EOL care), depression in NMS, respiratory referrals,
emergency contraception training and antimicrobial stewardship audit building on PQS
delivered in previous years.

Community Pharmacy England Next Steps:

A commitment to continuing to work with Community Pharmacy England (CPE) to set out a
sustainable funding and operational model to underpin the sector’s contribution to healthcare.

A commitment to working with CPE to manage and review both Pharmacy First delivery and
the operation of the margin system.

A commitment to working with CPE to improve the medicines margin survey and speed up
Category M and Category C Drug Price setting and reimbursement.

Exploring impact of Prescribing activity (e.g. branded generics) on Community Pharmacy
Margin and actions relating to RPS medicines shortages: Solutions for Empty Shelves Report.

Consideration of earlier payment for dispensing (on the 1st instead of the 12").

Proposed Next Steps for Greater Manchester:

Further embedding of Pharmacy First Service via CPGM / CPPB and NHS GM.

Review of HCF GP/Pharmacy pathway which will include updated guidance on appropriate
referrals to community pharmacy.

Supporting pharmacy teams to ensure they meet key deadlines re: engagement, service sign
up, implementation and training as required.

Supporting pharmacy contractors to achieve PQS.

Inclusion of updated community pharmacy services and PQS in the GM Primary Care
Blueprint.


https://www.gov.uk/government/publications/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026
https://www.gov.uk/government/publications/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026/community-pharmacy-contractual-framework-2024-to-2025-and-2025-to-2026

o Working with GM, Primary Care Board and localities to embed services at place to support
prevention, care closer to home and left shift.

Appendix 1: CPE Infographic






10






GM Primary Care Commissioning Committee

DATE 14/04/2025

Required information

Details

Commissioning of the Greater Manchester

Title of report Minor Ailments Service for 2025/26 and
beyond.
Author Barry McCann and Alison Scowcroft

Presented by

Barry McCann and Alison Scowcroft

Contact for further information

Barry.mccann@nhs.net
alison.scowcroft@nhs.net

Executive summary

Standardisation of the GM Minor ailment
service including the continuation of current
commissioning arrangements, pooling of
locality budgets at GM level and MAS to be
funded from recurrent funding streams.
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1. Executive Summary

In Winter 2023/24, the Greater Manchester (GM) Minor Ailments Service (MAS) was
expanded and commissioned across all 10 GM localities utilising non-recurrent UEC Winter
Surge funding. This was in response to the requirement to create capacity in general
practice by patients with minor illnesses being supported in community pharmacies. This
expansion allows eligible patients across GM convenient access to minor iliness support
and a supply of NHS-funded over-the-counter (OTC) medicines without the need for a GP
appointment or intervention.

For 2024/25 financial year, the expanded MAS has continued in 9 of 10 localities (excluding
Wigan which dropped to restricted patient eligibility in May 2024 due to concerns about cost
pressures and funding) and commissioned in 10 of 10 localities. From November 2024, all
10 localities have proceeded with the expanded MAS, which is partially funded by existing
locality budgets (except for Bolton) and by a non-recurrent GM top-up taken from 2024/25
UEC Winter Surge funding.

Expanded patient eligibility (i.e. all those people who receive free prescriptions) has
resulted in higher activity levels as more patients are deflected from general practice or
prevented from attending general practice. This, combined with the funding of MAS at the
locality level and budgets being topped up by non-recurrent funding streams, has led to a
piecemeal approach to commissioning and a situation where the service is not delivering to
its full potential. This has caused uncertainty for patients and community pharmacies as to
what service is commissioned and where, and concerns by localities around cost pressures
from historic budgets based on restricted patient eligibility (i.e. only those people who
receive free prescriptions for financial reasons e.g. tax credits). This uncertainty and the
constantly changing arrangements have led to inequitable access for patients, and to NHS
GM not maximising the potential of community pharmacy to support patients and reduce
pressures on other parts of the system.

This paper recommends:

e That the existing 2024/25 commissioning arrangements (all 10 GM localities to
deliver expanded MAS to all patients who are in receipt of free prescriptions)
continue into 2025/26 and beyond on a recurrent basis.

e That the budgets for MAS are pooled and managed at a GM level, providing
resilience across the system.

e That from 2025/26 the full eligibility for MAS is funded by recurrent funding streams,
addressing the piecemeal funding and commissioning approach to the service and
allowing a sustained service to be offered to GM citizens.

2. Context

Minor ailments are defined as common or self-limiting or uncomplicated conditions which
can be diagnosed and managed without medical intervention.

GM MAS enables community pharmacies to provide advice and support to people on the
management of minor ailments, including where necessary, the supply of OTC medicines



for the treatment of the minor ailment, for these people who would have otherwise gone to
their GP for a prescription.

The service improves access and choice for people with minor ailments by promoting self-
care through pharmacy — without the need to visit the GP practice, operating a signposting
system from local general practices or other primary care providers, supplying appropriate
medicines, and improving general practice capacity by reducing workload related to
managing minor ailments.

Community pharmacies in GM delivered a total of 5392 consultations across 10 localities
during winter 2023/24. MAS saved over 5000 GP appointments and allowed walk-in,
accessible minor ailments support for patients without the need for an appointment. The
service has also reduced pressures on other parts of the NHS including NHS 111, Out Of
Hours (OOH) and Emergency Departments (ED) by managing patients in the community
pharmacy, who may otherwise have attended ED.

The average cost of a 9-minute GP appointment was £42.00 in 2021/22 (Kings Fund,
2023). The current cost of the MAS consultation is £3.40 and therefore the local GM NHS
has saved £208,131.20 in addition to the value and outcomes delivered for patients and the
wider NHS across GM.

It is important to note that on 313t January 2024, Pharmacy First nationally commissioned
advanced service was launched, which adds the provision of Prescription Only Medicines
(POMs) via Patient Group Direction (PGD) for seven common conditions to the previous
Community Pharmacist Consultation Service (CPCS). General Practice can refer patients
to Pharmacy First via locally agreed referral pathways, as well as NHS 111, NHS 111
online, and Urgent and Emergency Care (UEC) referring patients to community pharmacies
for a Pharmacy First consultation with a pharmacist. Patients can also access walk-in
appointments for the seven common conditions that can be treated through Pharmacy First
via a PGD.

Pharmacy First does not routinely include the supply of medicines for minor illness and
increasingly results in a patient being referred back to their GP to issue a prescription if the
patient is unable to afford to buy the OTC medicine recommended to them, other than for
the seven common conditions now treatable under PGD where appropriate (UTI, sore
throat, sinusitis, infected insect bites, shingles, impetigo, and acute otitis media).

An ICB wide commissioned MAS therefore enables community pharmacists to complete the
episode of care (i.e., consult and supply a medicine if appropriate) for patients self-
presenting or when referred for Pharmacy First minor iliness from GP practices, NHS 111
or UEC.

MAS is therefore a complementary service pathway which ensures that eligible patients can
access walk-in minor illness support and supply of OTC medicines (if eligible) from
community pharmacy without the need to take up a GP appointment or GP practice
resource. The service also allows patients to access walk-in minor illness support which is
not included in the national Pharmacy First service.



3. Importance and benefits of MAS

MAS supports the delivery of the NHS GM Joint Forward Plan, the GM Primary Care
Blueprint and the Pharmacy First Service. A consistently commissioned and standardised
MAS will offer significant benefits for patients and the wider system.

e Equity of service provision for all citizens in GM - ensures a consistent offer for
all GM citizens to improve access and address the current inequitable provision of
the service to reduce winter pressures and longer term.

¢ Improves geographical coverage and access - consistent commissioning will
allow targeted patient-facing communications, promotion of the service and
improved community pharmacy contractor uptake; something which can’t happen
currently due to the disparity in provision across GM.

¢ Reduces demand for urgent care - many pharmacies have extended opening
hours and offering patients treatment can help to reduce demand for local urgent
and emergency care services, leading to cost savings and improved access for
patients. This will reduce workload on other parts of the system including General
Practice, NHS 111, Out Of Hours services (OOH), and urgent care.

e Release of capacity in general practice - reduced requests for GP appointments
from patients with minor ilinesses with diversion away from general practice. Staff
can signpost patients for a consultation at their local pharmacy without an
appointment, releasing GP capacity almost immediately.

¢ Reduces costs and saves time - consultations for minor ailments in pharmacies
are less costly than general practice consultations and have been shown to provide
favourable health-related outcomes. The patient can be seen by the right healthcare
professional first time, reducing the time spent by GPs on managing minor ailments
to enable them to focus on more complex cases.

e Provides quality patient care - community pharmacies are easily accessible with
99% of the population able to reach a pharmacy within 20 minutes by car and 96%
by walking or public transport. Patients are seen by qualified staff without the need
for an appointment and some community pharmacies are open for extended hours,
including Saturdays and Sundays. The commissioning of the GM MAS will ensure a
more seamless patient experience at the point of service provision.

e Improves accessibility for patients - Allows better accessibility for patients as MAS
operates as a walk-in service where no appointment is needed.

e A positive change in culture for accessing services - re-education of patients to
use community pharmacy as the first port of call for minor ailments. The improved
patient experience and pathway will support the shift, demand, and culture for minor
illness support provision by community pharmacy.

¢ Increases the completion rate of episodes of care by community pharmacies -
a reduction in escalations back to general practice to request a prescription following
a Pharmacy First referral for patients unable to purchase medicines over the counter.

This is especially relevant in areas of deprivation where the cost-of-living crisis and
other socioeconomic factors impact the ability of patients to pay for medicines. >75%
of all MAS activity is delivered by community pharmacies located in our most
deprived areas.



4. MAS Finances and Forecasting

Each minor ailment consultation currently generates a fee of £3.40 plus the drug cost
reimbursement at the current Drug Tariff cost. A consultation consists of an interaction with
a single patient and only one consultation fee will be paid regardless of the number of items
supplied.

GM MAS is currently funded as follows:
e Locality budgets which are managed individually at locality level (recurrent).
e GM top-up from UEC winter surge funding (non-recurrent).

It is proposed that from 2025/26, GM MAS is funded differently using a ‘do once’ approach:
e Locality budgets to be pooled and managed at GM level.
o0 Service fees to be funded from existing locality budgets.
e GM top-up from recurrent budgets.
0 Drug cost reimbursement to be funded from the NHS GM Prescribing budget.

4.1 Forecasting and rationale for 25/26 budgets

MAS activity for 2025/26 has been forecast by locality using the following methodology:

184 pharmacies are currently actively providing the service in GM — average monthly
invoice costs were calculated based on the actual activity from the active
pharmacies.

e Annualised forecasts were created based on 100% (624), 75% (468) and 50% (312)
of pharmacies delivering the service at the current average monthly level.

e Additional costs were forecast at 5%, 10%,15% and 20% to account for an uplift in
activity associated with a re-launch of the service.

e Service fees were forecast at £3.40 (current), £4.00, £4.50 and £5.00 to account for
an uplift in fees which have not been reviewed since 2021.

It is recommended that we proceed with the following forecasting assumptions for the GM
MAS (see Table 1):

e 75% (468) pharmacies delivering at the current average level of activity. Historically,
locally commissioned services are not delivered by all pharmacy contractors within
GM, and it would not be reasonable to assume that this would be the case with MAS.
75% delivery delivers an expansion in the number of providers which is realistic and
affordable.

e A 10% uplift in costs to account for the re-launch of service and associated
increased level of activity. A re-launch of the service, along with new registration of
pharmacies and promotion of the service to patients will inevitably lead to an uplift in
service provision, especially as patients become more aware of the service with
consistent access to it.

e An uplift in fees to £4.50 per consultation to cover community pharmacy costs to
deliver the consultations. This is a 32% uplift in fees from the £3.40 that was agreed
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in 2021, which is in line with a 37% increase in the national minimum wage over that
same period. This consideration is relevant as it is recommended that pharmacy
support staff should provide this service to patients and update administration tasks,
under the supervision of the responsible pharmacist.

The fee has not been reviewed since 2021 and it has been essential to engage with
Community Pharmacy Greater Manchester (CPGM) leadership to ensure that the
proposed fee is agreeable for contractors to further engage with the service. This is
particularly important during a period where community pharmacy is experiencing a
significant funding crisis, and the new current 24/25 and 25/26 contractual framework
has just been negotiated and agreed in April 2025. National Pharmacy Association
(NPA) members have voted in favour of ‘collective action’ for the sector, which
includes community pharmacies reviewing the profitability of locally commissioned
service delivery; this increase in fees will help to mitigate the effect of any potential
action that may be taken.

Table 1 - Recommended MAS forecast 25/26

Forecast Total Inv Total tem  |Total Fees  (Total Inv Total tem  |Total Fees  (Total Inv Total tem  |Total Fees  (Total Inv Total Item  |Total Fees  (Total Inv Total ltem  |Total Fees
model Forecast cost forecast |forecast Forecast cost forecast |forecast Forecast cost forecast |forecast Forecast cost forecast |forecast Forecast cost forecast |forecast
25/26 25/26 25/26 25/26 plus  |25/26 plus  [25/26 plus  |25/26 plus  |25/26 plus  [25/26 plus  (25/26 plus  |25/26 plus  |25/26 plus  [25/26 plus  |25/26 plus  |25/26 plus
5% 5% 5% 10% 10% 10% 15% 15% 15% 20% 20% 20%

100% @£3.40| £652,465.95| £437,663.87| £214,802.07| £685,089.24| £459,547.07| £225,542.17| £717,712.54| £481,430.26| £236,282.28| £750,335.84| £503,313.46| £247,022.38| £782,959.13| £525,196.65| £257,762.49

100% @£ 4.00 | £690,372.19| £437,663.87| £252,708.32| £724,890.80| £459,547.07| £265,343.73| £759,409.41| £481,430.26| £277,979.15| £793,928.02| £503,313.46| £290,614.57| £828,446.63| £525,196.65| £303,249.98

100% @£ 4.50 | £721,960.73| £437,663.87| £284,296.86| £758,058.77| £459,547.07| £298,511.70| £794,156.81| £481,430.26| £312,726.54| £830,254.84| £503,313.46| £326,941.39| £866,352.88| £525,196.65| £341,156.23

100% @£ 5.00 | £753,549.27| £437,663.87| £315,885.40| £791,226.74| £459,547.07| £331,679.67| £828,904.20| £481,430.26| £347,473.94| £866,581.66| £503,313.46| £363,268.21| £904,259.13| £525,196.65| £379,062.48

75% @ £3.40 | £489,349.46| £328,247.91| £161,101.55| £513,816.93| £344,660.30| £169,156.63| £538,284.40| £361,072.70| £177,211.71| £562,751.88| £377,485.09| £185,266.79| £587,219.35| £393,897.49| £193,321.86

75% @ £4.00 | £517,779.14| £328,247.91| £189,531.24| £543,668.10| £344,660.30| £199,007.80| £569,557.06| £361,072.70| £208,484.36| £595,446.02| £377,485.09| £217,960.93| £621,334.97| £393,897.49| £227,437.49

75% @ £4.50 | £541,470.55| £328,247.91| £213,222.64| £568,544.08| £344,660.30| £223,883.78| £595,617.60| £361,072.70| £234,544.91| £622,691.13| £377,485.09| £245,206.04| £649,764.66| £393,897.49| £255,867.17

75% @ £5.00 | £565,161.95| £328,247.91| £236,914.05| £593,420.05| £344,660.30| £248,759.75| £621,678.15| £361,072.70| £260,605.45| £649,936.25| £377,485.09| £272,451.16| £678,194.35| £393,897.49| £284,296.86

50% @ £3.40 | £326,232.97| £218,831.94| £107,401.04| £342,544.62| £229,773.53| £112,771.09| £358,856.27| £240,715.13| £118,141.14| £375,167.92| £251,656.73| £123,511.19| £391,479.57| £262,598.32| £128,881.24

50% @ £4.00 | £345,186.10| £218,831.94| £126,354.16| £362,445.40| £229,773.53| £132,671.87| £379,704.71| £240,715.13| £138,989.58| £396,964.01| £251,656.73| £145307.28| £414,223.32| £262,598.32| £151,624.99

50% @ £4.50 | £360,980.37| £218,831.94| £142,148.43| £379,029.38| £229,773.53| £149,255.85| £397,078.40| £240,715.13| £156,363.27| £415,127.42| £251,656.73| £163,470.69| £433,176.44| £262,598.32| £170,578.12

50% @ £5.00 | £376,774.64| £218,831.94| £157,942.70| £395,613.37| £229,773.53| £165,839.83| £414,452.10| £240,715.13| £173,736.97| £433,290.83| £251,656.73| £181,634.10| £452,129.56| £262,598.32| £189,531.24

The total forecast cost for GM MAS for 2025/26 is £595,617.60. The total actual cost for
24/25, based on the month 11 position is £212,196.67.

The total forecast item cost for GM MAS for 25/26 is £361,072.70. The total actual item cost
for 24/25, based on the month 11 position is £142,096.44.

The total forecast fees for GM MAS is £234,544 .91 The total actual fees cost for 24/25,
based on the month 11 position is £69,180.48.

4.2 System Benefit

Providing MAS consultations in community pharmacies offers a significant opportunity to
deflect activity from General Practice to free up GP capacity. To put this into context we
have considered what the potential costs would be if this MAS activity was delivered in GM
general practice, at both the current and recommended forecast rates of delivery. We have
based our calculation on an average GP appointment cost of £42 per 9-minute face-to-face
consultation (Kings Fund, 2023).

At the current rate of delivery there would be a cost avoidance opportunity of around £850k.

With the standardisation and expansion of MAS and an increase in activity levels there
would be a cost avoidance opportunity of around £2.1 million. The expansion of MAS
clearly demonstrates a more significant benefit to the system.



These numbers account for the GP consultations alone and there would also be additional
costs for the prescribing and dispensing of medications on NHS prescriptions. It is
important to note that this is not a cash releasing saving, but if the GP appointment saving
is coupled with the additional costs to prescribe and dispense the medications on NHS
prescriptions, then there is a clear benefit to the system from a cost avoidance financial
perspective.

4.3 Pooling of locality budgets

It is proposed that the locality budgets are pooled and managed at GM to fund the service
fees for the service (£234,544.91). Table 2 details the pre-existing 24/25 locality budgets for
MAS and the shortfalls against the forecast fees for 25/26. The pooling of the locality
budgets allows for greater resilience and budgetary control on the GM footprint. If one
locality is underspent and another is overspent, the resilience of the pooled budget can
support this without any additional financial impact. This method of pooled budget
management has been clearly demonstrated with the GM management of the 24/25 UEC
winter surge funding, where the budget was pooled and managed within the set budgets.

Based on the 24/25 budgets there is a shortfall of £44,438.91 and all of the locality MAS
budgets for 25/26 have not yet been confirmed, where we await final numbers for
forecasting purposes. The base assumption is that the pooled budgets will cover the
forecast fees for the service for 25/26. If there is a shortfall then we will require an
alternative recurrent funding stream to top up the shortfall, or the service will deploy a
capping methodology to ensure that activity remains within the financial envelope from the
pooled 25/26 budgets.

Table 2 - Summary of locality budgets and
shortfalls to forecast of fees

Locality Annual Total fees Total fees
budget forecast shortfall /
24/25 25/26 surplus
25/26
Bury £2,770.00 £7,067.34 | -£4,297.34
Manchester £42,172.00 £50,487.62 -£8,315.62
HMR £15,270.00 £36,099.21 | -£20,829.21
Salford £38,761.00 £31,638.84 £7,122.16
Stockport £42,023.00 £15,817.63 | £26,205.37
Tameside £18,445.00 £21,482.70 | -£3,037.70
Trafford £16,600.00 £23,815.48 | -£7,215.48
Wigan £10,139.00 £11,873.21 -£1,734.21
Bolton £0.00 £17,204.40 | -£17,204.40
Oldham £3,926.00 £19,058.49 | -£15,132.49
Grand Total | £190,106.00 | £234,544.91 | -£44,438.91




4.4 Service assurance measures for 25/26

Once the recurrent funding streams are secured and pooled at GM level, there will be a
robust package of operational measures in place to provide system assurance for delivery
of the MAS within agreed budgets:

A pharmacy activity capping process will be implemented that will mitigate any risks
of overspending against 25/26 budgets, which will be initiated if a risk of overspend
is identified in any given month throughout the year. The capping process will be
cross-referenced against IMD deprivation for each community pharmacy, thus
ensuring that the service can continue to support those areas where the most
support is required.

A cyclical monitoring and reporting process of actual activity against budgets will be
implemented. This will include reports taken from actual PharmOutcomes activity
data and invoices at locality level. This process will identify high and low performers
and post payment verification visits may be implemented if issues are identified,
ensuring that claims are processed in line with the service specification. This will be
an extension and enhancement to the existing work carried out by the GM team in
identifying service provision issues, where we have recently resolved contractual
issues that were identified in both the Tameside and Rochdale localities. PSRC will
be consulted where appropriate, in line with appropriate GM governance.

A new contractor payment process has been identified through the BSA using a ‘do
once’ approach, which will take away the requirement for localities to process
payments individually, thus freeing up more capacity in the locality finance and
Medicines optimisation teams.

5. Conclusion

The increase in eligible patients able to access GM MAS has led to increased service
activity. However, with the current piecemeal funding approach to the GM MAS, the service
is not able to deliver to its maximum potential across the whole system. By investing in a
standardised and expanded MAS across GM, we can realise all the described benefits for
members of the public and the wider healthcare system. This standardised commissioning
of MAS supports the ‘do once’ approach to the service delivery on a GM footprint.

6. Conclusion

This paper requests support for the full implementation of the following recommendations:

That the existing 2024/25 commissioning arrangements (all 10 GM localities to
deliver expanded MAS to all patients who are in receipt of free prescriptions)
continue into 2025/26 and beyond.
That the existing locality budgets for MAS are pooled and managed at a GM level.
That from 2025/26 the full patient eligibility for MAS is funded by recurrent funding
streams, addressing the piecemeal funding and commissioning approach to the
service.

o0 Recurrent locality budgets to be pooled and managed at the GM level.

= Service fees to be funded from existing locality budgets.



A total of £234,544.91 of recurrent budget is required; £190,106.00
from pooling the existing locality budgets for 24/25 and £44,438.91
from an uplift in 25/26 locality budgets or via an alternative
commissioning funding stream. Alternatively, a capping process will
keep activity within the given financial envelope.

o GM top-up from recurrent budgets.

Drug cost reimbursement to be funded from the NHS GM prescribing
budget.

A total of £361,072.70 is required from the prescribing budget to fund
item costs for the service.
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