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5 mins 

Welcome, Introductions and 
Apologies 

 Information Chair 

2  Declarations of Interest 
 

 Information Chair 

3 
 

 Minutes of previous meeting and 
Matters Arising 

Paper  Approval Chair 

4  Action Log  
 

 Information  Chair 

5 11.05 15 mins Children’s Update  Presentation Information / 
Discussion 

Jill Colbert 

6 11.20 5 mins Locality Performance Dashboard 
 

Paper Information Steph Sloan 

7 11.25 10 mins Finance Update   Paper Information / 
Discussion 

Amanda Fox 

8 11.35 10 mins GM Reform Update Verbal Information Harry Catherall 
/ Trish 
Cavanagh 

For information 

9 11.45  
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2025/26 Locally Commissioned 
Services (LCS) Specification 

Paper Information Tori O’Hare 
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Cavanagh 

11  NHS GM In Vitro Fertilisation 
(IVF) Cycles Consultation 

Paper Information Trish 
Cavanagh 

12  Primary Care Commissioning 
Committee Update  

Paper Information Tori O’Hare 

13  Tameside Clinical Effectiveness 
Group (CEG) Terms of Reference 

Paper Information Ashwin 
Ramachandra 

14 11.55 5 mins Any Other Business 
 

  Chair 

15 12.00  Date and Time of Next Meeting 
11 am, 25 June 2025 
Committee Room 1, Tameside 
One 

 Information Chair 
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Minutes 
 
Tameside Strategic Partnership Committee 
 
Date:  23 April 2025 
 
Time:  11 am 

Venue:   Hybrid - Committee Room 1, Level 2, Tameside One, Ashton-U-Lyne  

 
Present 

 
Apologies 

Amanda Fox (AF) – NHS Tameside  
Anna Hynes (AHy) – Voluntary sector 
Cllr Eleanor Wills (EW) Chair – TMBC 
Cllr John Taylor (JT) – TMBC Executive Member  
Cllr Teresa Smith (TS) – TMBC Executive Member 
Cllr Taf Sharif – (TSh) – TMBC Executive Member 
Dr Asad Ali (AA) – GP Alliance  
Dr Ashwin Ramachandra (AR) – NHS Tameside 
James Mallion (JM) – TMBC  
Harry Catherall (HC) – Placed Based Lead / Chief 
Executive TMBC 
Karen James (KJ) – Chair Provider Partnership – CEO 
Tameside & Glossop ICFT NHS Trust 
Katherine Sheerin (KS) – NHS GM  
Michelle Walsh (MiW) – NHS Tameside  
Simon Sandhu (SShu) – PCFT  
Steph Sloan (SSn) – NHS Tameside 
Tracey Harrison (TH) – TMBC 
Trish Cavanagh (TC) – NHS Tameside 
 
In Attendance 
Tori O’Hare (TOH) – NHS Tameside 
 

Ashley Hughes (AH) – TMBC  
Jill Colbert (JG) – TMBC  
Steph Butterworth (SB) – TMBC  
 

Item 
No. 

Topic Action 

1. Welcome, Introductions and Apologies 
 
Apologies noted as above.  
 

 

2. Declarations of Interest 
 
No declarations were noted. 

 
 
 

3. 
 

Minutes of Previous Meeting and Matters arising  
 
The minutes were approved as a correct record. 

 



  

4. Action Log 
 
52 – Performance Report – Data will be provided in line with locality 
performance and priorities when next presented to the Committee. 
 

 

5. Collective Action 
 
The Committee received an update on the GP Collective Action which 
commenced in August 2024 and the impact and management of this action in 
the locality.  The Committee also engaged in discussions around the 
Community Pharmacy Collective Action and the management of it as 
applicable in Tameside. 
 
The Collective Action Working Group has been in place since the 
commencement of the Action and continues to meet regularly to consider the 
impact.  There has not been a significant impact on the locality due to the 
agreements and discussions forums in place.  Partners have embraced 
positive conversation across the system and reports have been provided to 
Greater Manchester as requested.  Assurance was provided to the 
Committee that Tameside are in a relatively good position with continued 
open dialogue and inclusion of Local Medical Committee (LMC).  
 
Pharmacy have been part of the Working Group, however the plan would be 
to strengthen the input if and when the Community Pharmacy Collective 
Action takes place to ensure discussions are open and ongoing.  It was noted 
that a local Alliance with Community Pharmacist has been established which 
provides a collective voice of community pharmacists and further 
opportunities to work collaboratively along with the Integrated Medicines 
Optimisation Group (IMOG) which will both support through any Collective 
Action taken.   
 
The Committee were assured that relationships are well developed, and any 
challenges will be collectively managed with both primary and secondary care 
working together regarding any collective action.  
 
The Committee noted the update and oversight of GP Collective Action and 
the potential for Community Pharmacy Action and were assured of the 
governance in place to oversee both and manage risks and receive 
escalation by exception if required. 
 

 

6. Live Well Update 
 
The Committee received a presentation on the Live Well programme and the 
ambition to ensure great everyday support is available in every neighbourhood.  
across GM when they need it.   
 
There are plans for Live Well Centres and spaces offering integrated financial, 
employment well-being, health and social support as well as social connection 
for residents, which should be accessible from any neighbourhood.  There will 
be equal, connected and consistent support offers - whether for housing 
related issues, money advice, employment support, getting connected to 

 



  

community activities or other types of support. They will bring together the best 
of our public services and be crowded with the local VCSFE groups that already 
know and serve their local communities so well. 
A ‘Live Well workforce’ with a shared ethos and ability to collectively pull 
support around individuals, families and communities in a way that responds 
to their unique needs and builds on strengths. 
Moving from a fragmented welfare system to a proactive, preventative, 
community-led model - that instead of waiting for people to fall into crisis, will 
invest in prevention, early intervention and community-led health, care and 
support. 
 
As a locality there needs to be thought of what this offer looks like for Tameside 
residents, how it will work and ensure it makes the right difference.   
 
There are four key components of focus 

• Live well centres, spaces and offers 
• A vibrant and resilient VCFSE and communities 
• An optimum neighbourhood model  
• Culture of prevention 

 
There are specific elements to look at regarding economic inactivity which the 
employer and skills team are working on to ensure the model becomes 
operational and how we build and deliver across GM.  Work on funding to 
support the implementation is being finalised with a £10m investment from GM 
which will equate to around £800k for Tameside. 
 
The funding is proposed to establish a least one ‘Live Well Centre’, enhance 
an existing local setting, enable the co-location of staff to form cross sector 
teams, better align the neighbourhood model with the flagship Live Well Centre, 
directly support the local VCFSE sector’s contribution to Live Well and build on 
existing models and contribution to the development of Live Well workers or 
navigators.  
  
The Committee were presented with the chart explaining the services involved 
and those services which will need to be involved in the universal offer to 
support neighbourhood working.  This also supports and strengthens the role 
of primary care networks (PCN). 
 
There are three key objectives for the economic inactivity trailblazer which were 
shared, 
• Maximise the reach effectiveness and impact of the range of existing 

services – which will build on what is already in place 
• Test new and innovative approaches – will be linked to Live Well Model and 

have input from Local Authorities and Voluntary organisations 
• Provide a platform for longer term systems reform 
 
The next steps in Tameside were highlighted noting the areas of focus and 
outcomes.  Understanding if we are making a difference and how we share the 
story.  Work with partners over the past 12 months has helped establish the 
seven principles, ensure there is no judgement and give people hope in the 
buildup.  There are also visible peers in communities who can help with support 



  

and appropriately signpost.  
 
The Accelerator work taking place will test how to co-produce a shared 
outcomes framework for community and voluntary sector-led prevention 
activity, connect to local priorities, that enables VCFSE organisations to 
describe their impact as part of a stronger, collective voice and garners greater 
support for community-led prevention in Tameside.  It provides oopportunities 
to pull together and provide the right support for people at the right time in 
Tameside.   
 
With regards prevention there is a need to build back up within the locality and 
ensure the right social scaffolding is in place to prevent contact with primary, 
secondary and tertiary services. 
 
There are many examples which can be shared of various programmes taking 
place across the locality, however a video was shared with the Committee to 
provide an example of how one programme is working in the community, how 
it is benefiting residents and the impact on system priorities.  The video was 
well received and evidence the proactive work taking place.  There are plans 
to hold a summit twice a year, where the next one will agree the principles, 
share experiences and create more of the stories which can be shared to 
evidence further progress being made.   
 
The Committee welcomed the work and the aims to be achieved.  They 
supported the plans to evidence stronger partnership working and highlighting 
the different ways of engaging.  The stories shared are powerful and insightful 
into the impact of the work and the value to neighbourhoods.  The Committee 
welcomed the creation of a safe space for people to engage now and in the 
future and the opportunities for services to come together. 
 
The Committee questioned the funding allocation, noting the money is 
allocated non-recurrently with an ambition to seek further funding through bids 
to bolster the programmes in place.  There is a need to ensure services from 
primary and secondary care within Tameside are linked with the live well and 
voluntary schemes and groups, of which there are over 1000 in Tameside, to 
provide a more rounded offer for the future.  The Committee felt it would be 
helpful to see the structure, timelines and targets in future updates to help 
understand the impact.   AHy explained that many of the groups being set up 
do not require large sums of money but do need startup funding and 
opportunities to create the stories to demonstrate the impact.  A discussion on 
understanding what is in place, where in communities and which services may 
require further support were highlighted with a possible task group being set 
up to understand each scheme and any possible investment in key areas of 
needs should any grant funding be available.  It was highlighted to the 
Committee that there is currently a piece of work focusing on St Petersfield 
which will test the request and provide the necessary feedback to develop a 
programme and move forward. 
 
Work is taking place at GM around the governance of the programme, 
understanding the alignment to the principles and sharing of messages.  Once 
this work has been completed updates will be provided to the Committee. 



  

 
The Committee supported the presentation, the proposals, the work 
highlighted, and the funding received to ensure it has the right impact and 
delivers what it intends and drive the work forward.  There were expressions of 
support for the wider programmes rather than a single centre, as it was felt this 
would have a wider impact across the locality.   
 
The Committee thanked both JM and AHy for their update. 
 

7. Finance Update 
 
The Committee received the Tameside Locality ICB Finance Report presenting 
the financial position as of 28 February 2025 which included the Integrated 
Care System (ICS) overall and the delegated Tameside locality position. 
Summaries were also included within the appendices for both ICFT and PCFT.  
 
As at Month 11 the total ICS year to date (YTD) deficit is £(62.7)m, a £58.6m 
variance against the revised plan, an improvement from the prior month.   
 
The Committee were updated on the budget for 2025/26.  The budget setting 
principles are issued nationally which GM are required to follow.  The budget 
has historically been set based on outturn of previous year, however the budget 
for this year will be set based on the month 8 position from 2024/25, which was 
reporting a £57.3m spend at month 8 with an adjustment of £3.6m, therefore 
the opening budget will be £61m prior to inflation with an expected saving of 
£2.4m. The Locality has been allocated £60.5m, therefore a budget pressure 
of £4m.  The main impact is around ‘right to choose’ with ongoing discussions 
being held both locally and at GM level. 
 
Proposed savings plans are being drawn up, however currently their remains 
an unidentified gap of £807k.  Any ideas put forward are reviewed and where 
appropriate or possible included within the savings plan.  Areas identified to 
date for review were noted by the Committee.  It was noted that the plans will 
be agreed with GM, however a meeting is being requested by the locality to 
ask GM to consider a needs base rather than population-based savings plan 
approach.   
 
The finance report was noted by the Committee. 
 

 

8. Any Other Business 
 
No further business was raised. 
 
Feedback was shared with Local Authority colleagues following the parking 
charges consultation. The new approach is welcomed and supported for 
neighbourhoods.   LA colleagues acknowledged the gratitude and positive 
impact on neighbourhoods. 
 
With regards to the NHS Reform, a Transition Committee chaired by Sir 
Richard Lees will be set up focusing on high level funding issues.  Working 
Groups will also be created which will review any potential implications prior 

 



  

to final sign off.  It was noted that the savings target for Greater Manchester 
has now been identified as 39%, rather than 50% and a national team will 
provide further guidance and work with the GM Transition Committee in 
regards the design of a model that works for Greater Manchester. 
 

9. Date and Time of Next Meeting 
 
The next meeting is scheduled for Wednesday 28 May 2025 at 11 am. 
 
The Chair thanked members for their input and attendance. 
Apologies for Cllr Wills. 
 

 

 
  



  

Glossary 
 
• NHS – National Health Service 
• NHS GM – Greater Manchester Integrated Care Partnership 
• ICB – Integrated Care Board 
• ICFT – NHS Tameside & Glossop Integrated Care NHS Foundation Trust 
• PCFT – NHS Pennine Care NHS Foundation Trust 
• TMBC – Tameside Metropolitan Borough Council 
• GP Alliance (TGPA) – Tameside General Practice Alliance 
• CQC – Care Quality Commission 
• GM - Greater Manchester 
• GP – General Practice 
• SEND - Special Educational Needs and Disabilities 
• CAMHS – Child and Adolescent Mental Health Services 
• ADHD – Attention Deficit Hyperactivity Disorder  
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TAMESIDE STRATEGIC PARTNERSHIP COMMITTEE (TSPC) 

 
Meeting Date 28th May 2025 Agenda item 

Title of Report Tameside Locality Board Performance Dashboard 

6 
Lead Director / 
Executive Member / 
Clinical Lead 

Trish Cavanagh – Deputy Place Based Lead, Tameside 
Locality 

Author Stephanie Sloan, Associate Director of Transformation  

Outcome Required 
(please indicate) 
 
 

Approval 
 

Assurance 
 

Discussion Information 

Approval Only: 
Please indicate whether this is required 
from the pooled budget (s75) budget or 
non-pooled budget 
 

Pooled budget 
 

 

Non-Pooled 
Budget 

  

Purpose / Summary of Report: 
 
This report provides an update to the Committee on the performance of key NHS Greater 
Manchester (NHS GM) metrics, oversight of which has been delegated to the Tameside locality 
by Greater Manchester Integrated Care Board (GM ICB). 
The presentation provides a scorecard overview of all metrics that the locality are responsible for 
maintaining oversight of performance on, as well as providing detailed performance information 
and supporting narrative where performance is off-track. 
 

Recommendations: 
 
That the Tameside System Partnership Committee is asked to; 
 

• note and discuss the locality performance of the identified metrics presented in the 
dashboard for May 2025 
 

Financial implications: 
 
None noted in this paper 
 
Alignment with the Joint Health and Wellbeing and Locality Plan: 
 
The performance dashboard supports delivery of the joint Health and Wellbeing and Locality 
plan through providing the Committee with an update on the performance in Tameside on key 
metrics which improve outcomes for the population. 
 
 
 

 
 

X  
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Where issues are addressed in the paper - 
 Section of paper 

where covered 
Regulatory and legal compliance NA 
Sustainability (including environmental impacts) Throughout 
Quality impacts Throughout 
Safeguarding impacts Throughout 
Risks  Throughout 
Views and recommendations of the Clinical and Care Professional 
Advisory Group 

 

Views of the population / users  
 
 
The paper relates to the following CQC domains and Locality priorities -  

 Safe  Effective 
 Caring  Responsive 
 Well-Led  Use of Resources 
 Joint Health & Wellbeing Strategy & 

Locality Plan 
 Helps to reduce Health Inequalities 

 Equality and Diversity Impacts Assessment  Clinical Engagement 
   Public Engagement 

 
 
Access to Information: The background information relating to this report can be 

inspected by contacting the report writer: 

Telephone:  0161 922 4150 

e-mail: stephanie.sloan@tgh.nhs.uk 
 
 
 



Tameside Locality Board Report 
May 25





Tameside is ranked 5th in GM (based 
off count) 

Tameside holds the 80th national 
ranking, but this is determined by a 
basic count that overlooks population 
size.

The locality is monitoring capacity 
pressures and admission and 
discharge into Mental Health services 
through weekly system meetings.

 



Latest data: Feb 25 – 380 Access Rate 
for Talking Therapies. This is an 
improvement on the previous two 
months reported.

Tameside is ranked 6th in GM (based 
off count) and Joint 4th (based off 
rate per 1,000). 
Tameside holds the 81st national 
ranking, but this is determined by a 
basic count that overlooks population 
size.

The locality is monitoring capacity 
pressures and referral rates through 
contract governance.

 



Latest data: Feb 25 – 220 women 
accessing specialist community 
perinatal MH Service. This is higher 
than the FYTD average of 200, 
showing an improvement in 
performance. The performance 
throughout this FY is notably higher 
than pervious years, with an average 
of 163 in FY23/24 and 195 in 
FY22/23. 

Tameside is ranked 3rd in GM (based 
off rate per 1,000). Tameside is listed 
as the lower quartile Nationally; 87th 
out of 107, however this is 
determined by a basic count that 
overlooks population size (the result 
of this measure is that Tameside will 
always rank poorly due to the 
relatively small population size).



In March 23, the % of patients treated 
to target as per NICE guidance was 
65.9%. This was an improvement of 
5.6% from the reported figure of 
60.3% in March 22. 
Across GM, Tameside ranks 10th.  
Stockport has the highest % treated 
with 73.6%. 

Trend data shows significant 
improvement has been made in 
Tameside since March 22 when 
treated to target was 60.3%.
The national target is 77%. None of 
the GM localities are currently 
meeting the national target. 
Significant work has been undertaken 
to identify patients at risk of 
hypertension, this impacts on the 
performance rate

* Please note this metric is only 
reported annually and will be 
updated imminently
 







Latest data: Dec 24 – 82.7%. This is 
12.3% below the National target of 
95%. 

Tameside is ranked 9th in GM and is 
monitored locally through the 
Population Health forum. 

 





Latest data is March 23 – awaiting 
data update.

Tameside is ranked 9th in GM. 

 



Latest data: Feb 25 – 981.5 
prescriptions dispensed per 1,000 
patients. This has decreased from 
December 24 rate of 1,082 and is 
below the FY average of 1,048.5. 

Tameside is ranked 10th in GM and 
114th out of 119 Nationally. 

The locality has a well-established 
Integrated Medicines Optimisation 
Group (IMOG) attended by all 
stakeholders and this group has a 
focus on prescribing volume and 
quality.
IMOG receives monthly finance report 
which is scrutinised and appropriate 
actions put in place e.g. deep dive on 
certain practices or therapeutic 
chapters to understand rationale for 
sudden changes in volume and cost. 
Reduction of pharmaceutical waste 
and overprescribing is included in the 
Medicines Optimisation work plan – 
focusing on housekeeping of 
medication records, appropriate 
quantities, checking for stock pile etc.
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TAMESIDE STRATEGIC PARTNERSHIP COMMITTEE (TSPC) 

 
Meeting Date 28th April 2025 Agenda item 

Title of Report Month Twelve Budget Report 

7 
Lead Director / 
Executive Member / 
Clinical Lead 

Amanda Fox, Associate Director of Finance (Tameside) 

Author Carol Gibson, Head of Finance 

Outcome Required 
(please indicate) 
 
 

Approval 
 

Assurance 
 

Discussion Information 

Approval Only: 
Please indicate whether this is required 
from the pooled budget (s75) budget or 
non-pooled budget 
 

Pooled budget Non-Pooled 
Budget 

  

Purpose / Summary of Report: 
 
The report presents the financial position as of 31st March 2025 for the Integrated Care System 
(ICS) overall and the Tameside locality delegated budget. Details of locality partner positions are 
included for information with the appendices. 
 

 
Recommendations: 
 
The Committee are requested to note the month twelve position and the mitigating actions taken 
to manage pressures.   
 
Financial implications: 
 
While this report presents the financial position there are no financial implications as a result of 
the report. 
 
Alignment with the Joint Health and Wellbeing and Locality Plan: 
 
 
 

 
Where issues are addressed in the paper - 
 Section of paper 

where covered 
Regulatory and legal compliance Throughout 
Sustainability (including environmental impacts)  
Quality impacts  
Safeguarding impacts  

X 



                              

2 
 

Risks   
Views and recommendations of the Clinical and Care Professional 
Advisory Group 

 

Views of the population / users  
 
 
 
 
The paper relates to the following CQC domains and Locality priorities -  

 Safe  Effective 
 Caring  Responsive 
 Well-Led  Use of Resources 
 Joint Health & Wellbeing Strategy & 

Locality Plan 
 Helps to reduce Health Inequalities 

 Equality and Diversity Impacts Assessment  Clinical Engagement 
   Public Engagement 

 
 
Access to Information: The background information relating to this report can be 

inspected by contacting the report writer: 

Telephone:  07973 904306 

e-mail: carol.gibson6@nhs.net 
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1.  SUMMARY 
 
1.1 The report presents the financial position as of 31st March 2025 for the Integrated Care 

System (ICS) overall and the Tameside locality delegated budget. Details of locality partner 
positions are included for information with the appendices. 
 

2.  The final outturn position for the ICS for 2024/25 is a deficit of £46.0m, which is a slight 
improvement on the revised forecast outturn position of £46.1m reported at Month 11. This 
aligns to the reforecast position which was approved by the Board at the end of February 
2025, which has been adjusted for the surge funding received in M11. 
 

2.1  The following table presents the position by sector: 
 

  

2024/25 (£m) 
Annual 

Plan 

Actual 

Outturn 
Variance 

GM NHS Providers £0.0 £10.0 £10.0 
NHS GM £0.0 -£56.0 -£56.0 
ICS Total £0.0 -£46.0 -£46.0 

 
 

2.2  Key points of note for Month 12 are: 
 

• The provider revenue position has improved again in M12 and has resulted in a £10.0m 
surplus being reported. This is linked to the impact on revenue due to the capital incentive 
scheme, with The Christie, Tameside and Stockport all reporting a surplus against their 
revised annual revenue plan. Previously reported pressures including the shortfall in pay 
award funding estimated by providers have all been managed within the final position. All 
other providers have delivered in line with their revised revenue plan. 

• The final NHS GM position is a deficit of £56.0m which is in line with the reforecast 
position. There have been further increases to costs in Prescribing, CHC and for Drugs 
and Devices which were anticipated as part of the risks and mitigations process. This has 
been offset by improvements in Community Health Services and in Corporate/Operating 
Costs. 

• The draft accounts for NHS GM were submitted on 24th April, ahead of the deadline of 
9am on 25th April 2025, and are now subject to external audit. 

 
 
3. LOCALITY YEAR TO DATE AND FORECAST OUTTURN POSITION AT MONTH 12 
 
3.1 The budget funds the Tameside locality expenditure for healthcare services and does not 

include any staffing or other corporate costs. 
 
3.2 Key points on the 2024/25 Outturn as at month twelve are: 

• An adverse variance of £928k against total budget of £57,451k.  This now excludes the 
prescribing cost centres which are reported centrally from Month 5.  
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o It should be noted while prescribing costs are no longer reported within the Locality 
position, the Locality does retain responsibility for delivering the Medicines 
Optimisation savings target. 

• This position includes £5,039k achievement against an increased full year savings and 
efficiency target of £5,039k, which delivered a total of 5% efficiency against the total 
locality budget however it should be noted that only fifty eight percent of these savings 
have been delivered recurrently. 

• The locality had cost pressures in the following key areas: 
 Patient Transport services, which are impacted by the increasing need for the use 

of specialist scoops. 
 The ISCAN contract which was previously funded from non-recurrent sources 

which ended in 2023/24. The locality continues to work on opportunities to bridge 
this gap. 

 Increased activity within independent sector contracts relating to audiology and 
physiotherapy provision. 

 Increased Children Continuing Care costs relating to the requirement for additional 
high-cost placements 

 
3.3    The table below gives a breakdown of the position for each directorate. 
  

  
  
3.4 Further details for each of the areas above, are as follows: 
 

• Acute – Budget and costs relate to patient transport services and discharge and capacity 
funding.  These transport costs are activity driven, and budgets have been set in line with 
previous years out turn. Discharge and capacity funding received by the Locality will be 
utilised to support hospital discharge and increase capacity within the locality.   

• Community – Costs now exclude the block contract with Tameside Integrated Care 
Foundation Trust (ICFT) for Community Services, which is now accounted for centrally in 
line with other localities.  It should be noted that the locality is holding the pressure 
associated with the ISCAN service held within this contract as this was previously funded 
on a non-recurrent basis.   The Better Care Fund contribution to Tameside Metropolitan 
Borough Council (TMBC) (£13,889k) continues to be held within this budget.   It should be 
noted that the majority of anticipated savings in this area are profiled into the second half 

Month 12 - March Budget Actual Variance
Directorate £000 £000 £000
Acute 3,881 3,925 44
Community 18,012 18,447 435
Mental Health 11,240 10,840 (400)
CHC 15,557 14,859 (697)
Estates 3,821 4,000 179
Primary Care 6,340 6,308 (32)
Tameside Locality 58,851 58,379 (472)
Community Contract - ISCAN (1,400) 0 1,400
Total Tameside Locality 57,451 58,379 928
For info - budget now at GM
Primary Care Prescribing 45,419 47,375 1,956

Year To Date
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of the year, with lower than planned audiology savings being replaced through 
achievements in other non-recurrent areas.  Increased activity within independent sector 
contracts relating to audiology and physiotherapy provision have also now placed 
pressure on the community budget. 

• Mental Health – Pressures due S117 cases are being offset by a reduction in the number 
of Acute out-of-area placements.  Increased volumes of children’s cases have also added 
to the pressures in this area. 

• CHC – Overall the locality is performing better than budget in this area as although the 
locality is seeing a pressure in volume of cases in total, fewer high-cost placements have 
been commissioned than were anticipated during the planning cycle, although this Is 
partially offset by an increase in the costs of Children’s Continuing Care.  The locality is 
still seeing a high turnover in Fast Track cases, which resulted in a year end pressure in 
this area. All placements were carefully managed and monitored by the teams throughout 
the year. 

• Estates – these costs are in relation to the community estate, subsidising services across 
Tameside in community clinics, and Ashton Primary Care Centre. Although this position 
is reported through the locality budgets, these costs are being managed by a central GM 
team.  Work is ongoing with the local Strategic Estates Group (SEG) to consider 
opportunities for rationalisation of the estate. 

• Primary Care – Within locally commissioned schemes the locality is anticipating a small 
pressure based on forecast achievement relating to the Primary Care Quality scheme, 
however this is being offset by one-off mitigations within the cost centre.  The Quality 
Scheme is being scrutinised to ensure it is delivering value for money.  It should be noted 
that the prescribing budget and costs has now moved to be held centrally, with 
responsibility for savings schemes remaining with the locality Medicines Optimisation 
team. 

4  SAVINGS AND EFFICIENCIES 
 
4.1     The savings and efficiency target for the Tameside locality was increased to £5,039k at 

Month 4 from £3,901k, so now represents 5.0% of the total budget. This required a further 
£1.1m being identified to reach the 5.0% target. 

 
4.2 The Tameside Locality Finance, Savings and Efficiency group have delivered schemes 

totalling £5,039k, the full amount of required savings.. 
 
At month twelve locality savings are as per the table of schemes below: 

 

  

Final savings RED AMBER GREEN TOTAL
Savings Area £000 £000 £000 £000
Primary Care Prescribing 2,305 2,305
Community Healthcare 100 100
Continuing Healthcare 570 570
Other 2,064 2,064
Total 0 0 5,039 5,039
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At month eleven £5,039k of savings have been delivered against a month twelve target of 
£5,039k.  

    
5 RECOMMENDATIONS 
 
5.1 The Committee are requested to note the month twelve position and the mitigating actions in 

place to manage pressures. 



Month 12 Finance Report

Month 12 Key Messages
Workforce: 
• Overall Pay Position is £2.6m above plan, largely because of NEL 

demand and Winter Pressures
• WTE of 4,734 in M12, an increase of 104 from M11 and 260 above plan
• Bank and agency spend is 12.2% of total pay costs.
• Agency spend of £179k in Mar-25 (0.8% of total pay costs) is £230k 

under target. (YTD 1.5%, £1.7m under target)

• Bank WTE has increased by 81 of which 64 is on Nursing. An urgent 
review is required by the Corporate and Divisional nursing teams to 
triangulate vacancy, sickness absence with NHSP usage across all 
areas, to be reported back to FIB in May 2025.

Trust Efficiency Programme 
• The Trust has delivered £17.1m in year TEP, £1.1m above target and 

has achieved £8m recurrently in line with plan.

Capital and Cash 
• Capital expenditure in March was £2.8m and £10.6m for the year which 

is £0.5m under plan and in line with the final year end CDEL position 
agreed with GM ICB

• Cash balances at the end of March were £19.7m, £16.2m above plan 
including £35.3m non recurrent deficit funding & £6.8m PDC revenue 
support

GM ICB Year End Settlement
• Within the M12 position is £3m income relating to a non-recurrent 

settlement from GM ICB to primarily support Non-Elective demand 
pressures seen throughout the year, ERF and high-cost devices

Month 12 Position
• In month 12 the Trust is reporting an £0.7m underspend against plan 

and a net surplus of £0.4m

• The final year outturn is an underspend against plan of £1.5m and a 
net deficit of £0.6m

• Within the YTD position is an impairment of £11.8m associated with 
the new ED build, which is excluded for the purpose of the financial 
performance measurement.

Key Drivers of YTD Position:
• Overperformance on TEP Programme £1.1m (F)
• Grip and Control measures (Bank/SAG/Agency) £1.2m (F)
• Interest Receivable £1.2m (F)
• PDC and other Financing £0.8m (F)
• Partially offset by Industrial Action Impact £0.2m (A) 
• PFI Legal fees £1.3m (A)
• Pressures due to NEL Demand / Winter £3.1m (A)
• Other £0.1m (F)

Contract Performance against Block Contract
• Excluding community services the over performance vs the block 

contract (activity x price) is £16.5m (8.0%)

Elective Recovery Fund Performance 
• ERF performance was £1.4m better than plan 
• Other variable activity (drugs and devices), was £0.5m above plan



Month 12 Finance Report

Financial Position as at Month 12 (March)
Plan Actual Variance Plan Actual Variance

Operating income from patient care activities 25,390 27,462 2,073 8% 340,754 341,942 1,188 0%
Other operating income 5,906 3,023 (2,883) (49%) 22,496 21,631 (865) (4%)

Total Operating income 31,296 30,486 (810) -3% 363,251 363,574 323 0%
 

Substantive Staff (18,741) (18,642) 99 1% (222,425) (225,342) (2,917) 1%
Bank Staff (2,153) (2,384) (231) (11%) (26,039) (27,367) (1,329) 5%
Agency Staff (408) (179) 230 56% (5,556) (3,867) 1,688 (30%)

Pay total (21,303) (21,205) 98 46% (254,020) (256,577) (2,557) (24%)
Operating non pay (9,528) (8,022) 1,505 16% (113,660) (111,635) 2,025 (2%)

Total operating surplus / (deficit) 465 1,258 793 59% (4,429) (4,639) (210) -26%
Non operating items (820) (591) 229 28% (9,888) (7,888) 2,000 (20%)

Surplus / (deficit) before impairments and transfers (355) 667 1,022 288% (14,317) (12,527) 1,790 -13%
Technical adjustments 21 23 2 (10%) 252 261 9 4%
PFI IFRS 16 adjustment* 13 (229) (242) 1862% 8 (190) (198) (2475%)
Add back all I&E impairments/(reversals) 0 (86) (86) 0% 11,906 11,820 (86) (1%)

Adjusted financial performance surplus/(deficit) (321) 375 696 217% (2,151) (636) 1,515 -70%
I&E margin (1.0%) 1.2% 2.3% (0.6%) (0.2%) 0.4%

Trust Efficiency Programme 5,471 5,085 (386) (7%) 16,044 17,114 1,070

Of which recurrent 13% 26% 50% 47%
Efficiencies as a % of Operating Expenditure 17.7% 17.4% 4.4% 4.6%

Plan Actual Variance Plan Actual Variance

Total Capital Expenditure 15 2,848 2,833 8,500 10,637 2,137
CDEL 0 (819) (819) 3,500 3,043 (457)
PDC 15 3,667 3,652 5,000 7,594 2,594
PFI Lifecycle 0 1,726 1,726 0 1,726 1,726

Cash and Equivalents 3,583 19,753 16,170

Month 12 (Mar-25) 2024/25 Financial Position

%
£000s £000s

Month 12 (Mar-25) 2024/25 Financial Position

Income & Expenditure summary % %

£000s £000s



Summary Dashboard 

 

 

Prior Year Commentary
Actual Plan Actual Variance
£000 £000 £000 £000

5,780 Adjusted surplus / (deficit) 50 50 - 

- Lead provider collaborative tier 4 CAMHS - - - 

59,800 Closing cash balance 62,627 48,732 (13,895)

The cash balance is now below plan by £13.9m and £11.1m lower than March 24 due to 
funding of The Meadows (£6m), settlement of long-standing creditor disputes and increase 
in supplier payments in the last two months (£8.6m) including capital expenditure partially 
offset by receipt of public dividend capital (£3.5m). Performance against the Better Payment 
Practice Code (BPPC) has been sustained and the target of 95% has been met. 

5,168 Capital expenditure - internal funding 4,000 5,560 1,560 

3,530 Capital expenditure - public dividend capital 
schemes 1,780 3,505 1,725 

891 Capital expenditure - leases 11,221 4,200 (7,021)

305 Capital expenditure - PFI 256 344 88 

2,771 Recurrent savings 7,950 7,950 (0)

10,838 Non-recurrent savings 6,570 6,570 0 

13,609 Total savings 14,520 14,520 0 

15,324 Agency 13,923 11,549 (2,374)

15,670 Bank 13,737 22,372 8,635 

30,994 Total temporary staff costs 27,660 33,921 6,261 

220,643 Total gross staff costs 253,797 259,157 5,360 

6.9% Agency as a % of gross staff costs 5.5% 4.5% -1.0%

Month 12 year to date

Subject to audit, the Trust has achieved the plan of a £50k surplus (adjusted).

The value improvement target is £14.5m, with £8m required recurrently. Both recurrent and 
non recurrent targets have been fully achieved.

Agency costs have been sustained at a significant reduction on prior year and are 
favourable to plan. Costs have marginly increased in month, mainly in medical and support 
to clinical staff. Bank costs have increased in month 12, mainly in support to clinical staff 
and registered nursing. Work is ongoing to reduce bank spend in 2025-26 with particular 
controls on retrospective bank bookings. Highlighted wards/teams with particularly high use 
of temporary staffing are currently actioning recovery plans and will be escalated through the 
Trust Operational & Performance Oversight Group. All temporary staffing spend will be 
monitored through the Executive Oversight Group chaired by the Director of Workforce. 
Further controls are being put in place to strengthen the approval process.

The outturn on capital internally funded is £1.56m above plan, reflecting the GMICB 
commitment that the first £2m of capital available will be allocated to PCFT, reduced by 
£0.5m for additional PDC funding agreed for Critical Infrastructure works. The £0.06m 
overspend has been agreed with GMICB. 
Right of use leases outturn is below plan by £7m driven by delays on some lease 
agreements and the  impact of the The Meadows (£6m) no longer requiring a lease as it will 
become a Trust asset expected in 2025/26. 
Spend on the public dividend capital (PDC) schemes is in line with the agreements and PDC 
received. 
The overspend on the PFI is due to inflation adjustments.



NHS reform key messages
Updated 15 May 2025

Date: 15 May 2025



Overview to NHS Reform

Integrated Care Boards
• On 1 April 2025, NHS England wrote to ICB and provider leaders outlining how we will work together in 2025/26 to deliver our core priorities, 

laying the foundations for reform in preparation to deliver the ambitions of the 10 Year Health Plan 

• Delivering the 10 Year Health Plan will require a leaner and simpler way of working, where every part of the NHS is clear on their purpose, 
what they are accountable for, and to whom. Our focus is to deliver the three strategic shifts:

• Treatment to prevention – stronger emphasis on preventative health and wellbeing, addressing the causes of ill health before medical 
intervention is needed

• Hospital to community – reducing reliance on acute care by building more joined up, person-centred care closer to home in local 
neighbourhoods

• Analogue to digital – Using technology and data to make healthcare smarter, faster, and more tailored to each person’s needs

• Over the last few weeks, NHS England has worked with ICB leaders across the country to co-produce a draft Model ICB Blueprint that 
clarifies the role and purpose of ICBs, our core functions and what needs to be in place to ensure success:

• ICBs will continue to play a vital leadership role, focused on understanding population health needs, planning for the long term, 
reducing health inequalities and ensuring access to consistently high quality and efficient care

• Our functions will be more focused, with some responsibilities moving to providers or regional/national teams over time. We will 
need to streamline in places and do some things differently, more efficiently and/or at scale 

• Not all changes can be done this year as some need legislation and some functional changes/transfers will need time to be done 
safely

• There will be a national support offer, including advice on voluntary redundancy/mutually agreed resignation schemes (MARS), 
guidance on redeployment, training and help with career transitions if necessary. The detail of this is TBC

https://www.england.nhs.uk/long-read/working-together-in-2025-26-to-lay-the-foundations-for-reform/


What we know

NHS England
• The Government has announced the eventual abolition of NHS England (NHSE), with the aim of reducing the bureaucracy and 

duplication which currently occurs between NHSE and the Department for Health and Social Care (DHSC)
• It is calculated that this move will reduce the current combined NHSE and DHSC headcount of 18,000 by around 50% - saving the 

NHS around £500 million 
• It is expected that this process, which is being led by Chief Exec Sir Jim Mackay, will take around two years to implement

Providers
• As part of the reforms, all NHS providers must also reduce their corporate cost growth by 50% during Quarter 3 2025/26 

(October – December 2025)
• These savings should be reinvested locally to enhance frontline services
• More information about how to make these cuts is expected from NHS England later in May, including on pooling resources at 

geographical and system level

https://www.gov.uk/government/speeches/nhs-england-health-and-social-care-secretarys-statement


Impact on NHS Greater Manchester
• NHS England has confirmed running costs for all ICBs must be calculated at £18.76 per head of population. For NHS GM, this means a 

reduction in our running costs by 39%, which must be delivered by the end of Quarter 3 2025/26 (31 December 2025)

• NHS Greater Manchester will not be merging with another ICB, like some are in other parts of the country

• NHS GM needs to submit a high-level plan to NHS England by the end of May 2025 in response to this model ICB Blueprint, outlining 
how we intend to implement whilst ensuring our plans to deliver the best healthcare for the people of Greater Manchester remain intact 

• We have started engagement with staff at all levels of the organisation, including our first all staff away day where we gathered more than 
1,300 ideas and suggestions on improving efficiency 

• Met with all chief executives of our provider trusts 

• Scheduled meetings with the voluntary, community, faith and social enterprise (VCFSE) sector

• Started engagement with primary care

• Established a Task and Finish Group, chaired by NHS GM's chair, Sir Richard Leese, to oversee the successful transition to our new working 
arrangements and structures. This group includes membership from senior leaders representing providers, Place and staff alongside our 
chief officers  



Next steps

• We will continue to engage with stakeholders throughout the process – and beyond our May deadline - to explore:
o Our interpretation of what strategic commissioning is and isn't
o What options are available to us in terms of integrated care deliver models, e.g. accountable care
o What our future locality model looks like 
o The future functions of NHS GM – how we can best adapt our existing functions to unlock greater focus on priority areas, e.g. 

understanding population health needs, and which functions/activities might be safely transferred to other parts of the system 
over time

o Our path to the 39% reduction in running costs

• As we do this, we will embrace this request from Government as an opportunity to re-shape and improve the way in which we are 
structured and work - ensuring we are efficiently set-up to oversee the delivery of the new NHS 10 Year Health Plan and implement the 
three strategic shifts 

• We will ensure focus stays on the delivery of our GM Integrated Care Partnership (ICP) Strategy, which describes how we will 
recover core NHS and care services; help people stay well and detect illness earlier; support our workforce and our carers; help our 
population to get into – and stay in – good work; and achieve financial sustainability

• Continue to work to our Sustainability Plan which provides our system with direction in terms of ensuring we address our financial, 
performance, quality and population health challenges



Public engagement

• Given the tight timescales for producing our response to the Model ICB blueprint, there is very limited time to conduct detailed public 
engagement – but we do want to provide our public representatives with an opportunity to contribute

• In May, we will share our response with VCSFE (voluntary, community, social and faith enterprises) and public participation 
representatives, inviting general feedback

• In addition, over the past year the public across all parts of Greater Manchester have been taking part in our engagement programme to 
help design an NHS fit for the future

• We have been having conversations all across the city region at face-to-face events, focus groups and via surveys to find out:
o What is important to people and what they think we should prioritise
o How we can improve and places where we can be more efficient to save money
o What actions people in GM can take to help the NHS
o What things people think we should consider when making decisions about services and how they can be improved
o Getting involved in current and future engagement and consultations and different services

• This valuable feedback will be used as part of drafting our response and will help to ensure the patients and people of Greater 
Manchester remain at the centre of everything we do

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Ffit-for-the-future%2F&data=05%7C02%7Czulfi.jiva%40nhs.net%7C6d163a8504994c7a91f008dd9155acc6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638826519331039471%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=MWmHYd7DRSQthNLtUFCenQ0xsIPHJ9Mws8GO%2FGoVkFE%3D&reserved=0


To receive our updates, please contact the Internal and 
Stakeholder team gmhscp.gm-stakeholders@nhs.net 

mailto:gmhscp.gm-stakeholders@nhs.net
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LOCALLY COMMISSIONED SERVICES 2025/26 – OVERVIEW AND 
PRINCIPLES 

 

Background, Introduction and Context 

General Practice Locally Commissioned Services (LCS) in Tameside were significantly 
reviewed and redesigned from 2019/20 framing services within a series of ‘bundles’ of care 
and with an approach of collaboration and outcomes, moving away from transactional item of 
service activity. This created a framework to demonstrate transparency of investment and 
focus on strategic priorities; for quality standards, addressing unwarranted variation in offer to 
our population, reducing health inequalities and improving proactive identification of patients. 

This 2025/26 refresh of the specification reflects learning over prior years and sits alongside 
the GM review of LCS commissioning, this includes quality standards, inclusion health and 
beyond core contract delivery (BeCCoR); there will therefore be further contract variations, 
potentially in year, and in future years.   

Locally Commissioned Services (LCS) Principles 
 
The original principles remain relevant and frame the LCS under an overarching premise for 
personalised, preventative and proactive care which focuses on health inequalities with 
the aim of improving the healthy life expectancy of the population and to reduce the 
burden of disease.   
 
Under that overarching premise, all aspects of the investment align with at least one of the 
following three key themes: 
 

1. supports the delivery of locally identified priorities,  
2. maintains or increases quality of services, 
3. reduces demand elsewhere within the health and social care system. 

 
The design of the LCS framework, commissioned from PCNs since October 2021, recognises 
local priorities of a place-based approach to reducing early deaths, improving healthy life 
expectancy and supports the management of unwarranted variation across practices.  
Collaboration is key and there remains flexibility for delivery across neighbourhood partners 
and member practices and PCNs through their Board meetings should consider the delivery 
model to best utilise capacity, expertise and estate.   
 
A culture of partnership and effective communication is essential to drive the improvement in 
population outcomes and improve the health experience and healthy life expectancy of our 
population recognised throughout our locality plan. The importance of system working with 
partners across the locality remains a fundamental foundation of this framework and aligns 
with the roles of Tameside Provider Partnership and of Tameside General Practice Alliance. 

Although contracted separately from 2025/26, delivery of the Public Health Services 
specifications remains a fundamental part of these LCS principles.  Any queries in relation to 
these services should be sent to publichealth.enquiries@tameside.gov.uk.   

Personalised care, based on holistic care planning and shared decision, making must be a 
key principle of delivery plans.  Patient engagement through PPGs and PNGs, the Partnership 
Engagement Network (PEN) and our VCFSE partners is critical in this. 

In signing up to the LCS, PCNs, and their member practices, sign up to these principles.  

mailto:publichealth.enquiries@tameside.gov.uk
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LCS Framework 
 

The specification sets out a number of overarching core sign up requirements and a number 
of service area bundles.  This is illustrated below; with the full specification in the next chapter 
of this LCS guidance. 

 

Outcomes and Funding 
 

The outcomes throughout the LCS framework specification follow the principles set out above.  
The assessment framework will maximise external measurable data and minimise the 
bureaucracy and admin burden, whilst recognising the need for assurance, scrutiny and 
oversight of the investment. 

The funding model varies through the LCS framework, with aspects on a capitation basis, 
some based on achievement against standards or targets and some claimed on an activity 
basis.  Items paid on a capitation basis will show the split of funding through the year and the 
basis of achievement assessment.  The coding principles will support the post payment 
verification of aspects claimed on an activity basis.   

Contracting, Duration and Eligibility 
 
The LCS contract is in place as a standard NHS contract.  This will be commissioned on a 
PCN footprint and the contracting period is from 1st April 2025 to 31st March 2026.  This aligns 
with the GM wide quality schemes review through the Beyond Core Contract review (BeCCoR) 
workstream.   
 
All specifications will be reviewed and updated, as required through this contracting period, 
for changes in national clinical and strategic guidance, changes in nationally commissioned 
services and any local service transformation.   
 
The output of the GM review noted above will also be reflected in this specification as this 
review progresses with any updates required enacted as a contract variation.   
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LOCALLY COMMISSIONED SERVICES 2025-2026 SPECIFICATION 
 
The LCS specification builds on the overview principles, the sign up principles and service 
delivery detail is set out here.  Embedded throughout the specification is a culture of shared 
learning, within the locality and across GM.  
 

Core Sign Up Principles 
 
Workforce 
 
Delivery of this LCS specification should reflect the strategy of the Primary Care Academy and 
support the recruitment, retention and development of primary care workforce across the 
breadth of roles in primary care.  This will include a strong focus on education, training and 
ensure supervision in place for the expanding workforce structure.  The workforce will be 
reflective of local population need in terms of roles and skill set.  Health and wellbeing within 
the workplace should be embedded into core culture, integrating wellbeing practice into day 
to day operations.    
 
PCNs should consider how the expertise of Clinicians with Special Interest is used within the 
PCN and member practice workforce as ‘subject matter experts’ for advice.  These may be 
practice staff or be PCN staff through Additional Roles Reimbursement Scheme (ARRS).  
PCNs are also asked to consider how development opportunities for clinical leadership roles 
can be provided.   
 
The importance of education and training is recognised and practices and PCNs are 
encouraged to support this through a range of access points, including but not limited to, 
TARGET, GM GP Excellence offer and through relevant Health Matters (public health issues)1 
e-learning to support delivery of LCS.  This could include consideration of reciprocal training 
through Neighbourhoods and locality wide to support system colleagues and support a model 
of ‘every contact counts’.  This might, for example, include support by Be Well staff in delivery 
of health promotion, including vaccine and screening uptake. 
 
Access 
 
Access to primary medical services, in line with national focus on access, recognises the 
development of PCN models of delivery of care and PCN recruitment.  The PCN DES 
specification details that “no Core Network Practice of the PCN will be closed for half a day on 
a weekly basis, except where a Core Network Practice has prior written approval from the 
commissioner; and the PCN’s Patients are able to access core services, which meet the 
reasonable needs of patients during core hours, from their own practice or from any sub-
contractor.”  
 
The model of access, use of PCN practice estate and workforce capacity can evolve however 
the reasonable needs of the population registered within the PCN must be met.  The model of 
delivery of any subcontracting must be detailed to and approved by the commissioner.  The 
NHS GM (Tameside) TARGET (protected learning time) sessions, usually 10 per year, sit 
outside this requirement.  
 
There is a strong model of digital primary care offer across the locality and it is important we 
maintain this as part of a blended core offer by practices.  This, together with a continued 
priority to manage same day demand, particularly for specific cohorts of the population, is a 

                                                
1 Health matters: public health issues - GOV.UK (www.gov.uk) 

https://www.gov.uk/government/collections/health-matters-public-health-issues
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key priority as part of our locality management of demand.  This sits alongside the 
implementation of the Delivery Plan for Recovering Access to Primary Care, published in May 
2023 and the actions for ICBs and for PCNs through that strategy.   
 
Practice and PCN engagement in the GM Digital First Primary Care programme is key to this 
continued digital transformation journey.  Patient engagement on the use of digital models of 
access, awareness of digital literacy and potential barriers to use should be considered.  PCNs 
should demonstrate the collaboration by PCN Digital and Transformation Leads within the ICB 
and through the VCFSE.   
 
PCNs should, in conjunction with member practices, review and be assured on the Business 
Continuity Plans in place across practices, including the resilience and buddying 
arrangements, appropriate system access etc to ensure prompt adoption of these plans where 
required. 

All practices within the PCN are required to fulfil the elements of their core Primary Medical 
Services (GMS/PMS/APMS) contract and be actively engaged in, and optimising, QOF 
delivery to be eligible for participation in this LCS.   
 

SITREP 

Daily reporting on demand and pressure, via the online submission of the GM Primary Care 
SITREP is a core sign up principle.  Practices are encouraged to report the full extent of 
practice pressure and resilience; this is key as part of the organisation wide escalation of 
pressure and ensures Primary Care is accurately reflected in system pressure oversight.     

PCNs and practices should consider how they use and act on this information, in conjunction 
with information on urgent demand elsewhere in the system.  Practice level resilience issues, 
as and when experienced, should be highlighted to the primary care team via gmicb-
tameside.primarycareteam@nhs.net to ensure the team can provide any support and also co-
opt any other services/teams to provide advice or assistance. 

Service Components 
 

The service delivery components of the LCS are set out in summary below; full detail of each 
is included within the appendices. 

1 Population Health Focussed Neighbourhood Delivery Plan 
 
In line with the LCS principles, and with clear alignment to the Tameside Joint Health and 
Wellbeing and Locality Plan2, the LCS delivery by PCNs should be part of a Neighbourhood 
wide system approach focussed on the health and wellbeing of a geographical population.   

This should be articulated through co-designed Neighbourhood Projects, via Neighbourhood 
Delivery Groups, developed and delivered to involve all parts of the system including the 
community itself with a clear patient voice, and reflect identified priorities for the population.  
This builds on the delivery requirements in the Network Contract DES for improving health 
outcomes and reducing health inequalities and to the Neighbourhood health guidelines3 
published in January 2025.  

                                                
2 https://www.tameside.gov.uk/TamesideMBC/media/PublicHealth/Building-Back-Fairer-Stronger-
Together-Tameside-Joint-Health-and-Wellbeing-Strategy-and-Locality-Plan-23-28.pdf 
3 NHS England » Neighbourhood health guidelines 2025/26 

mailto:gmicb-tameside.primarycareteam@nhs.net
mailto:gmicb-tameside.primarycareteam@nhs.net
https://www.tameside.gov.uk/TamesideMBC/media/PublicHealth/Building-Back-Fairer-Stronger-Together-Tameside-Joint-Health-and-Wellbeing-Strategy-and-Locality-Plan-23-28.pdf#:~:text=This%20Joint%20Health%20%26%20Wellbeing%20Strategy%20and%20Locality,reducing%20the%20inequalities%20many%20communities%20in%20Tameside%20experience.
https://www.tameside.gov.uk/TamesideMBC/media/PublicHealth/Building-Back-Fairer-Stronger-Together-Tameside-Joint-Health-and-Wellbeing-Strategy-and-Locality-Plan-23-28.pdf#:~:text=This%20Joint%20Health%20%26%20Wellbeing%20Strategy%20and%20Locality,reducing%20the%20inequalities%20many%20communities%20in%20Tameside%20experience.
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/
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Projects should be developed through close collaboration with the Public Health team at 
Tameside MBC to develop opportunities.  The team will support the development and delivery 
of projects to ensure all opportunities for active signposting through all neighbourhood partners 
to NHS Health checks, Smoking Cessation and other population health access are maximised. 
 
The LCS does not change, nor should it duplicate, with any of the Core GMS Contractual 
requirements, GP or PCN DES (including IIF), QOF or any other contracting or funding route.   

Delivery through these projects should support patient and provider relationships and for 
patients to be seen as an individual rather than as having a condition and as an equal partner 
in their care, ensuring planning happens as early as possible.  
 
This aspect of our LCS aligns with the GM Primary Care Blueprint with a commitment to 
operating in a multi-disciplinary manner facilitates the provision of, and access to place based 
care with local services responding to local need, working with people and communities to 
deliver care and support at its heart. 

Visibility of collaborative working across stakeholders in the wider health economy is an 
essential requirement of this specification.  This aligns with the vision that PCNs were 
introduced “intended to dissolve the historic divide between primary and community health 
services” and that the PCN boundary marks “the extent of PCN accountability for the health 
and wellbeing of a defined place”.  
 
Patient communication to support understanding of services across the system, to ensure 
collaboration and enabling people to access the most appropriate professional and service is 
critical and is supported by our Get To Know Where To Go communications campaign4.  This 
is a growing model however will include, but not be limited to, Social Prescribing, Community 
Urgent Eyecare Service (CUES), Minor Ailments Services and Pharmacy First.   
 
Neighbourhoods should ensure that the workforce has the required skills to deliver person 
centred care.  This offer should directly support and enhance the delivery of end of life care, 
including the development of an EPaCCS record and an Advanced Care Plan.  
 
An updated Neighbourhood Projects summary, reflecting the feedback from the 2024/25 Q3 
evaluation process and agreed through the Neighbourhood Delivery Group, should be 
submitted by 31st March 2025 to gmicb-tameside.primarycareteam@nhs.net.   

The specification for this core element of the LCS is included at Appendix 1. 

2 Quality  
 
This bundle focuses on Quality Improvement throughout LCS delivery and with specific focus 
on four key areas; these are set out in turn below. 
 

•  CVD & Diabetes 
 

This component of our specification is maintained as part of the GM transition to consistency 
of GM General Practice quality schemes.  This specification takes a quality focus, using a 
population health management approach and adopting use of a digital risk stratification tool, 
to prioritise those with known CVD or Diabetes who are at highest risk for review.  Both cohorts 

                                                
4 Get to know where to go | Greater Manchester Integrated Care Partnership (gmintegratedcare.org.uk) 
 

mailto:gmicb-tameside.primarycareteam@nhs.net
https://gmintegratedcare.org.uk/gtkwtg/
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are included in this single specification.  The achievement targets are set recognising this as 
year two of this specification.  

• SMI  
 
With the national changes to QOF announced as part of GP contract change on 28th February 
2025 and the removal of SMI healthchecks indicators this component of the LCS framework 
is included as a place holder pending national and/GM discussion on SMI focus. 
 
This will be reviewed in line with those discussions but is held as a placeholder so as not to 
delay distribution of the specification.   
 

• Improving Medicines Optimisation 
 

This component of our specification maintains Antimicrobial Stewardship as part of the GM 
transition towards consistency of GM General Practice quality schemes.  The content of the 
specification aligns to the GM Medicines Optimisation strategy, with delivery is supported by 
the Tameside Medicines Optimisation Team, and is made up of projects under 4 themes: 

o Sustainability 
o Medicines Safety   
o Antimicrobial Stewardship 
o Value for Money 

 
• Elective Care 

 
This component of our specification has been added in 2025/26 as part of the GM transition 
to consistency of GM General Practice quality schemes.  Elective care, and the recovery of 
waiting times, remains a key priority for the NHS as we enter 2025/26, with national Reform 
Plan5 published in January 2025. Although we are seeing more patients in elective settings 
than previously, waiting list numbers for elective secondary care services remain high across 
GM with some patients still experiencing long waits; this adversely impacts patient experience 
of care and patient outcomes.   

It is intended that taking a quality improvement approach to referral management activities, 
alongside addressing unexplained referral variation, will enable more patients to receive timely 
interventions, and will support the GM system to achieve a reduction in referrals within the 
identified specialties. 

 

The specification for the Quality element of the LCS is included at Appendix 2. 

3  Alternatives to Hospital/Clinic Based Services Bundle 
 
This bundle recognises core services which sit outside the primary medical services contract 
however which ensure care closer to home and a collaborative service offer within a 
neighbourhood.   All patients within the PCN should have access to the following: 
 

• Anti-coagulation 
• 12 lead ECG 
• DVT services 

                                                
5 NHS England » Publication of the plan to reform elective care for patients 

https://www.england.nhs.uk/long-read/publication-of-the-plan-to-reform-elective-care-for-patients/
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• Spirometry 
• Phlebotomy  

 
These are paid on a capitation basis and the delivery model may be on a PCN footprint, by 
individual practices or be subcontracted.  Where subcontracted, this should be following 
discussion with PPGs and be delivered in a location which is geographically reasonable for 
patients.   
 
The Alternatives to Hospital/Clinic Based Services component of the LCS framework 
comprises a further list of individual specifications to those listed above, this section of the 
specification is paid on an activity basis.   The delivery model is to be agreed across the PCN 
and may include delivery by individual practices within the PCN, by a PCN team or 
subcontracted.  The model should be notified to the commissioner at sign up and oversight of 
delivery will be by the PCN, though claims may be directly from practices where applicable.     

This notification and subsequent claims including all required information should be sent to 
gmicb-tameside.enhancedservices@nhs.net.   

The specifications within this bundle are included at Appendix 3. 

Access to Support   
 

There is a range of support across the locality available to practices and PCNs to enable the 
delivery of this LCS.  In addition, there are a number of key workstreams and existing 
commissioning which will provide support to delivery by practices and PCNs.  This support 
includes, but is not limited to: 
 

• Tameside Locality ICS Teams  
• Service Transformation Team, ICFT 
• Clinical and Care Professional Leads 
• Population Health Team, TMBC 
• Data Intelligence Teams, GM and across Tameside system 
• Workforce Leads, GM and across Tameside system, to include support to identify and 

facilitate shared learning/education opportunities 
• Communications Teams, GM and across Tameside system 
• Access to / support from GM GP Excellence Programme  
• Local working groups and system governance  

Payments and Reporting & Assessment Requirements 
 
The payment mechanism for the LCS is set out in the table below.  The commissioner reserves 
the right to claim back elements/all of this funding as appropriate if assessment does not 
confirm delivery of the specification, including through Post Payment Verification.  
 
Activity claims should be submitted as per the service component overview including the 
clinical system coding indicated; this should be by the LCS invoice template provided.   
 
Aspect of LCS Funding Model Tariff 
Population Health Focussed 
Neighbourhood Delivery Plan 

Capitation Based – WLS £6.50 

Quality – CVD & Diabetes Capitation Based – WLS £3.00 
Quality – SMI  tbc tbc 
Quality – Medicines 
Optimisation 

Capitation Based – WLS 
 

£1.70 
 

mailto:gmicb-tameside.enhancedservices@nhs.net
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Quality – Elective Care Capitation Based – WLS £0.80 
Alternatives to Hospital/Clinic 
Based Services  

Part Capitation Based – WLS 
 
Part Item of service fee 
activity claims 

£5.30 
 
Tariff detailed in 
individual specifications 

 
For claim based aspects of the LCS specification practices or PCNs (subject to the model of 
service delivery) are required to submit timely claims.  Claims should be received no later than 
3 months after the end of the quarter in which that activity relates.   
 
An overview of the assessment of outcomes and delivery requirements of the LCS framework 
is set out in Appendix 4.   
 
  



 

11 
 

 

 

Locally Commissioned Services 2025/2026 – PCN Sign Up Schedule 
 

PCN Name:  

 

Our PCN signs up to the refreshed Locally Commissioned Services specification for the 
period 1st April 2025 to 31st March 2026, noting our:  

 

• confirmation of agreement to the LCS principles, 
• confirmation of awareness of the updated specification, 
• sign up to, and delivery of, the core sign up principles, 
• sign up has been agreed by the PCN Board on behalf of all PCN member practices 

and is recorded as such in Board meeting minutes,  
• the commitment to ensuring population access, recognising not all elements of the 

bundles are mandated to be provided by all practices, to include patient engagement 
in design, 

• the commitment to participate in post payment verification process, as required,  
• recognition of continued review of specifications and LCS framework, and potential 

for in year contract variation, in line with emerging national guidance and GM wide 
BeCCoR workstream. 

 
 

Signed for the PCN by: ___________________________________________ 

 

Name: _____________________________________________ 

 

This form is co-signed by a Partner for each member practice: 

Practice Name Signed By Name 
   
   
   
   
   
   
   
   

 

 

Completed forms to be scanned and submitted by email to:  

gmicb-tameside.primarycareteam@nhs.net 

Forms to be returned by 30th April 2025 (acknowledging delays in distributing this 
specification). 

mailto:gmicb-tameside.primarycareteam@nhs.net


 

12 
 

 

 
 
 
 
 

LCS Specification 
Appendices 

 
 
 
  
 

  



 

13 
 

Appendix 1 - POPULATION HEALTH FOCUSSED NEIGHBOURHOOD 
DELIVERY PLAN 
 

Background and Introduction  

This LCS bundle supports national ambition to improve the quality of patient care and health 
outcomes, to embed personalised care as business as usual, to increase focus on prevention 
and health inequalities by detecting disease early, preventing deterioration of health and 
reducing symptoms to improve quality of life.  The Core20PLUS56 approach is designed to 
support targeted action for a population.   

Delivery should also be in the context of the Major Conditions Strategy7; this begins with one 
question: “how should our approach to health and care delivery evolve to improve outcomes 
and better meet the needs of our population, which is becoming older and living with 
multimorbidity?”  The six conditions of the strategy together account for over 60% of ill health 
and early death in England.  Improving outcomes in each of these areas would transform the 
lives of millions of people and fulfil the UK government’s aims to increase healthy life 
expectancy and reduce ill-health related labour market inactivity.  

The focus of this bundle supports delivery of NHSE neighbourhood health guidelines8, the GM 
Primary Care Blueprint9 and the GM ICP Strategy10 including the implementation of the 
Greater Manchester Model for Health and Sustainability Plan. 

Tameside In Context – 2023 

 

                                                
6 NHS England » Core20PLUS5 (adults) – an approach to reducing healthcare inequalities 
7 Major conditions strategy: case for change and our strategic framework - GOV.UK 
8 NHS England » Neighbourhood health guidelines 2025/26 
9 greater-manchester-primary-care-blueprint-october-2023.pdf 
10 ICP Strategy | Greater Manchester Integrated Care Partnership (gmintegratedcare.org.uk) 

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/
https://www.gov.uk/government/publications/major-conditions-strategy-case-for-change-and-our-strategic-framework/major-conditions-strategy-case-for-change-and-our-strategic-framework--2
https://www.england.nhs.uk/long-read/neighbourhood-health-guidelines-2025-26/
https://gmintegratedcare.org.uk/wp-content/uploads/2023/10/greater-manchester-primary-care-blueprint-october-2023.pdf
https://gmintegratedcare.org.uk/greatermanchester-icp/icp-strategy/
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People living in Tameside have some of the worst health outcomes in the country; our 
population has a lower than average life expectancy, but healthy life expectancy is much lower 
and also below the England average.  This has a profoundly negative impact on the ability of 
residents to engage in work, support themselves and their families, and ultimately on the 
healthy and fulfilling lives they expect.   

The borough is ranked across GM 5th lowest of 10 for male and 9th lowest of 10 for life 
expectancy and healthy life expectancy.  There are also significant disparities in life 
expectancy within Tameside, with a difference of 9.6 years for men and 9.2 years for women 
in the most deprived wards compared to the least.   

Scope 

The delivery of this LCS bundle, as detailed in the specification overview, should be part of a 
Neighbourhood wide system approach, and collaborative delivery, focussed on population 
health and wellbeing, their priorities and needs and address health inequalities.  It is 
recognised that improving healthy life expectancy requires long term input and cannot be fully 
measured in the lifespan of the LCS.   
The delivery of projects under this bundle should be data driven and inform the use of funding 
across the Neighbourhood, including PCN investment and will maximise the workforce, direct 
patient provision and support staff, irrespective of employer, to improve outcomes and address 
health inequalities and unwarranted variation across the population.  
 
The use of this fund will be overseen by Partnership Oversight Group (POG) to ensure 
alignment to other commissioned services and system delivery, and with a clear focus on the 
delivery and outcomes of the projects agreed under this investment. 

A shortlist of existing Neighbourhood Plan delivery projects is in place, based on those 
approved by POG in January 2025; a project proposal plan will need to be completed for each 
project proposed from this shortlist for delivery in 2025/26.  An existing progress reporting 
structure is in place to include shared learning, qualitative and quantitative data, demonstrating 
trends and progress.  Reporting should evidence: 
 

• Progress against agreed projects, including recruitment plans, outcomes,  
• Clear updates through Neighbourhood Delivery Group and PCN Board meetings, as a 

minimum of quarterly. 
 
Payments / Conditions Attached to Payments 

The payment structure for this element of the LCS is weighted list size, calculated on list size 
at the 1st January.  The funding, £6.50 per head of population, will paid on the basis of: 
 

• 25% on approval of the Project Proposal Plan, to include baseline data assessment 
and progress to date (recognising continuation of existing focus), 

• 25% on approval of half year evaluation through Partnership Oversight Group, 
• 25% on approval of quarter 3 evaluation through Partnership oversight Group, and 
• 25% on approval of year end evaluation through Partnership Oversight Group. 

 

If assessment does not confirm delivery of the bundle specification the commissioner reserves 
the right to withhold elements/all of this funding as appropriate. 
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Population Health Focussed Neighbourhood Plan – Project Proposal Plan 2025/26 

PCN name [insert name] PCN 

Scheme/project name Project Title 

Scheme funding – annual 
amount  
 

Eg £70,000 

Use of fund – what does it 
actually pay for  
(ensure no duplication to 
other funding streams) 

Eg 
£50,000 Salary for 1 WTE nurse  
£10,000 Payment to------- for------- 
£10,000 Payment to------   for-------    

Original date this scheme was 
approved by Partnership 
Oversight Group  

Scheme originally approved [insert date]  

Brief summary of the aims 
and intentions of the scheme 

Eg: This project is intended to work towards tackling ---------------------- 
 

Alignment of scheme to the 
GM Primary Care Blueprint 
and the Tameside locality 
plan   

Show how this scheme aligns to the PCBP and locality plan. 
Please attach / embed documents to support this.   
 

Key actions / priority areas for 
focus in 2025/26  
 

Eg We did---------------- and found ----------------and so next year we want to 
focus on ------------------- 
 

KPIs 
 
SMART objectives - figures/ 
data section, showing progress 
over the period of the project to 
date and projected (to include 
practice level targets so as to 
manage health inequalities 
across practices) 
 

  

  
Confirmation of approval at 
PCN Board meeting 

PCN Board meeting date:  

Narrative and approval of 
scheme from Neighbourhood 
Delivery Group Meeting  
 
Does the wider neighbourhood 
feel the scheme is working and 
delivering the intended 
outcomes 

NDG meeting date of approval:  

NDG feedback: eg: 

• We feel…… 
• Lessons for shared learning are………   
• etc 
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Appendix 2 - QUALITY 
 

Background and Introduction  

This bundle focuses on Quality Improvement throughout LCS delivery and with specific focus 
on a number of areas.  The PCN should engage with ICB officers and Clinical and Care 
Professional Leads for support and have oversight of delivery, supported by data.  Delivery of 
this bundle will require practice level and PCN level engagement and the specification for each 
aspect is set out below. 
 

CVD & Diabetes 
 

As detailed in the specification overview, this indicator takes a quality focus by using a 
population health management approach and adopting use of a digital risk stratification tool to 
prioritise those with known CVD or Diabetes who are at highest risk for review.  

The achievement targets for 2025/26 are set recognising this is year two of the scheme.  The 
payment mechanism structure of £3 per head of population is paid on a threshold achievement 
basis.  There is no exception reporting, the achievement thresholds are adjusted to allow for 
this. 

Threshold payment:  

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

The payment model will be 40% paid upfront with the eligible balance paid on achievement at 
the end of the year.  The full detail of the specification is embedded here:   

 

GM Enhanced LTC 

Scheme - Diabetes and CVD updated 2025.26 Final.docx 

 

 SMI  
 
As set out in the specification overview, this bundle is under review and is included as a place 
holder but with the detail to follow.  There is locality recognition of progress made and 
innovative examples of delivery for these patients. 
 

Improving Medicines Optimisation 
 
Medicines optimisation focuses on maximising the value medicines provide by ensuring they 
are both clinically effective and cost-effective. It aims to ensure individuals receive the right 
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medicines at the right time while actively involving them in decisions made with their clinician. 
The primary objectives of medicines optimisation are to:   
 

▪ Improve patient outcomes   
▪ Support correct use of medicines   
▪ Avoid unnecessary medications   
▪ Minimise medicine waste   
▪ Enhance medication safety   
▪ Promote sustainability   

 
PCN Requirements 

The Primary Care Network (PCN) must appoint a Medicines Optimisation (MO) Clinical 
Lead—this can be a Pharmacist, GP or Nurse, —who will serve as the main point of contact 
between the PCN and the Medicines Optimisation (MO) team.  

The appointed individual will be responsible for ensuring and coordinating the following 
activities: 

Responsibility Area Specific Activities 
Engagement with NHS 
GM – Tameside 
Medicines Optimisation 
Team 

Foster active collaboration between the PCN, practices, and 
the Medicines Optimisation (MO) team. 

Communication and 
Information Sharing 

Ensure LCS workstream requirements are shared with 
individual practices and the wider PCN to foster understanding 
and alignment. Additionally, provide quarterly and ongoing data 
update reports to keep all practices informed and engaged. 
 
Provide important Medicines Optimisation updates to keep all 
practices informed and aligned. 

Quarterly Reporting 
and Follow-Up 
Meetings 

Submit quarterly reports detailing MO-related activities. 
 
Support in the collation and submission of all requirements 
from individual practices/PCN 
 
Attend follow-up meetings to review reports and address any 
issues or risks. 

Bi-Monthly PCN/MO 
Team Meetings 

Attend scheduled meetings every two months to discuss 
progress, challenges, and future plans. 

Adherence to GMMMG 
Recommendations 

Ensure all practices follow the Greater Manchester Medicines 
Management Group (GMMMG) guidelines and the RAG list. 

 

Themes and Indicators 

Key indicators have been organised into overarching themes aligned with NHS GM Medicines 
Optimisation priorities and national objectives. This LCS aims to support and enhance ongoing 
initiatives across Greater Manchester, Tameside, and local Neighbourhoods/PCNs.  
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Category  Indicator  Target (from Baseline)  Assurance  

Sustainability  

1. To ensure patients continue 
receiving safe and effective treatments 
while promoting cost-effective 
prescribing and appropriate resource 
allocation, reduce Cost per ASTRO-PU 
through the following initiatives:  

a. Implement Patient-Led 
Ordering in each GP Practice  
b. Improve the number of 
repeat prescriptions ordered 
through the NHS App.  
c. See Value for Money 
indicators  

▪ Practices in the 
lower 2 quartiles – reduce 
cost per head (ASTRO-
PU) by 2.5%  
▪ Practices in the 
2nd highest quartile to 
reduce cost per head 
(ASTRO-PU) by 5%  
▪ Practices in the 
top quartile to reduce cost 
per head (ASTRO-PU) by 
10%  

ePACT Reports  
Quarterly 
Progress 
Reports/NHS App 
Dashboard  

2. Review patients identified as 
overordering their medication by 
reducing the number of over-threshold 
patients on NHS ePACT Oversupply 
Dashboard:  

10% reduction each   

NHS Oversupply 
Dashboard – 
PCNs are able to 
access and 
request patient 
lists by following 
the instructions 
provided by the 
Patient 
Information 
Request 
Procedure  

- Antiplatelets (excluding Aspirin)  
- Aspirin 75mg  
- Inhalers  
- Laxatives  
- Oral Anticoagulants  
- Statins  

3. Reduce the mean carbon 
emissions per Salbutamol inhaler 
prescribed (kg CO2e) to support the 
NHS England delivery of a net zero 
national health service  

▪ Practices in the 
lower 2 quartiles – reduce 
mean carbon emissions 
value by 2.5%  
▪ Practices in the 
2nd highest quartile to 
reduce mean carbon 
emissions value by 5%  
▪ Practices in the 
top quartile to reduce 
mean carbon emissions 
value by 10%  

Business 
Intelligence 
Report  
Quarterly 
Progress 
Reports  

Medicines 
Safety  

1. Reduce the risk of harm for 
patients prescribed ≥120mg Morphine 
(or equivalent), excluding cancer-related 
pain and palliative care. The risk of harm 
significantly increases at doses above an 
oral morphine equivalent of 120mg/day 
with no increased benefit, as advised by 
the Faculty of Pain Medicine supported 
by the GMMMG Opioid Resource Pack 
and the Greater Manchester Pain 
Resources Hub.  

Achieve a reduction in 
either the doses or the 
number of patients 
prescribed Morphine (or 
equivalent) at ≥120mg.  

Quarterly High 
Dose Opioid 
Patient Register  
Quarterly 
Progress 
Reports  
Business 
Intelligence  

2. Nominate a representative to join 
the upcoming Tameside Pain 
Collaborative Group to help improve 
opioid communication and discharge 
standards across the system.  

Active participation and 
the completion of 
assigned actions  

Attendance 
records  
Action Logs  
Quarterly 
Progress Report  

https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
file:///C:/Users/jennie.nield/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/ZBRLELNM/Mean%20carbon%20emissions%20per%20salbutamol%20inhaler%20prescribed%20(kg%20CO2e)
file:///C:/Users/jennie.nield/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/ZBRLELNM/Mean%20carbon%20emissions%20per%20salbutamol%20inhaler%20prescribed%20(kg%20CO2e)
https://gmmmg.nhs.uk/wp-content/uploads/2023/12/Opioid-resource-pack-2023-final-for-web.pdf
https://padlet.com/PatientSafetyTeamHInM/greater-manchester-pain-management-resources-hub-uf9wj95w1pfmutn8
https://padlet.com/PatientSafetyTeamHInM/greater-manchester-pain-management-resources-hub-uf9wj95w1pfmutn8
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3. Reduce the PCN total indicator 
population of patients identified as 
potentially at risk from their prescribed 
medications on the SMASH Dashboard.  

10% reduction  SMASH 
Dashboard   

Antimicrobial 
Stewardship  

GM AMS Standard 2025/26   
  

  

GM Tableau  
Individual 
Practice 
Submissions  

Value for 
Money  

1. Reduce weighted prescribing of 
Drugs of Limited Clinical Value as 
advised by NHS England not to be 
routinely prescribed in primary care  

10% reduction  

Business 
Intelligence  
Submission of 
monthly 
intervention log  

2. Reduce weighted prescribing of 
"Do Not Prescribe" medications as 
advised by GMMMG  

10% reduction   

Business 
Intelligence  
Submission of 
monthly 
intervention log  

3. Reduce prescribing of High-Cost 
Drugs.  10% reduction  

Business 
Intelligence  
Submission of 
monthly 
intervention log  

 

Payment: 

Payments for this MO bundle will be based on the achievement of individual practices. While 
payments will be made to the PCN, a breakdown of payments allocated to each practice —
based on their performance — are provided in line with the table below. 

The funding for this bundle is set at £1.70 per head of population, allocated as follows: 

Category Payment 
allocation 

Baseline 
Payment 

Quarter 3 
Payment 

End of 
Year 
Payment 

Sustainability £0.30 £0.05 - £0.25 
Medicines Safety £0.20 £0.05 - £0.15 
Antimicrobial Stewardship £1.00  £0.30 £0.70 
Value For Money £0.20 £0.05 - £0.15 

 

 

Elective Care 
 

As detailed in the specification overview, this indicator focusses on a quality improvement 
approach to referral management activities which, alongside addressing unexplained referral 
variation, will enable more patients to receive timely interventions, and will support the GM 
system to achieve a reduction in referrals within the identified specialties. 

This specification describes how, based on their own data, practices will determine the three 
specialties (from an agreed GM list) with the most significant referral volumes and/or with the 

https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://gmmmg.nhs.uk/rag/rag-dnp-adult/#:~:text=%E2%80%9CDo%20Not%20Prescribe%E2%80%9D%20status%20may,%E2%80%9CDo%20not%20do%E2%80%9D%20recommendation.
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largest apparent opportunities to manage more patients outside of secondary care (when 
compared with peers).   

 

Payment: Payment is £0.80 per head of weighted population made up as: 

• £0.30php for completion of Quarter 1 requirements 
• £0.30php for completion of Quarter 4 requirements 
• £0.20php for achieving A+G component  

The payment model will be payment made on achievement of completion point.  The full 
detail of the specification is embedded here:   

 

GM Elective Quality 

Improvement Scheme 2025.26 final post PCCC.docx 

 

 

 

Payments / Conditions Attached to Payments 

The payment structure for the Quality bundle is detailed in each section and shown below as 
a summary. 
 
CVD & Diabetes £3 per WLS 
SMI  tbc 
Medicines Optimisation £1.70 per WLS  
Elective £0.80 per WLS 

 
If the assessment does not confirm delivery of this specification the commissioner reserves 
the right to claim back elements/all of this funding as appropriate. 
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Appendix 3 - ALTERNATIVES TO HOSPITAL/CLINIC BASED 
SERVICES  
 

Background and Introduction  

As set out in the specification summary, the focus of this bundle recognises services which sit 
outside the primary medical services contract however which ensure the care closer to home 
and collaborative service offer within a neighbourhood.  All patients within the PCN should 
have access to the services described and the model of delivery/location of delivery should 
be clear when appointments are made where this is different to the usual practice building. 
PCNs and practices should be able to demonstrate the engagement process through PPGs 
for delivery model, the feedback, resulting action and implementation. 
 
Capitation based activity 
 
Anticoagulation 

2526 anticoag.docx

 

12 lead ECG 

2526 12 lead 

ECG.docx  
DVT Services 

2526 DVT 

services.docx  

Spirometry 

2526 

spirometry.docx  
Phlebotomy 

2526 

phlebotomy.docx  

  

The payment structure for this section of the bundle is weighted list size, based on list size at 
the 1st April 2025.  The funding is £5.30 per head of population; this will be paid on a split basis 
with 30% available at the start of the year and a further 17.5% paid at the end of each quarter 
on review of activity data extracted from clinical systems.  
 
If the assessment does not confirm delivery of this specification the commissioner reserves 
the right to claim back elements/all of this funding as appropriate. 
 
Activity Claim Services 

Earwax Removal 
2526 ear wax 

removal.docx  

Ring Pessary 
Replacement 
 

2526 ring 

pessary.docx  
Shared Care 
Protocol Delivery 
 

2526 shared care 

v3.docx  

Hormonal Implants 
 2526 hormonal 

implants.docx  

Dermatoscopy 
2526 

dermatoscopy.docx  

Insulin Initiation  
 2526 insulin 

initiation.docx  



 

22 
 

IUCD for Non-
Contraception 
Reasons 
 

2526 IUCD 

non-contraception.docx 

 
 

The tariff associated for each service is detailed in the embedded specification. 

Primary Care Network Requirements 

The PCN will ensure that all staff involved in providing any aspect of care under this scheme 
have completed relevant training, are proficient and competent and are provided with 
appropriate clinical management support. In particular the following criteria for standards for 
nurses in general practice should be applied:  
 
• maintain professional competence (e.g. anaphylaxis, BLS, infection control);  
• appropriate, recommended and assessed education and training for removal of sutures 

and wound management and annual updates;  
• professional development support;  
• support to work within their scope of competence;  
• have a source of professional advice and support available through the practice;  
• have their competence in a new role assessed by the practice or its chosen assessor;  
• regularly update protocols based on the latest national guidance;  
• maintain a ‘competence file’ providing a safe record of what they can and cannot do;  
• carry out regular audits and;  
• evaluate user satisfaction with care provided.  

 
The PCN will give notification of all emergency admissions or harm/potential harm to people 
where such events may relate to delivery of this service, in line with the requirements 
contained within this contract including the local policy on the reporting of incidents.  
 
Payments 

The payments for this section of the LCS specification is split between a capitation-based 
section and activity claims in line with the tariff identified within each service specification. 
 
Claims should be received no later than 3 months after the end of the quarter in which that 
activity relates.   
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Appendix 4 - REPORTING AND SUBMISSIONS SUMMARY 
Element of 
Framework 

Outcome/Aim Assessment Timescale/ Frequency 

Sign Up Completed sign up form to be scanned and submitted  Review by commissioner and 
finance leads 

By 31st March 2025 to gmicb-
tg.primarycareteam@nhs.net 

    

Neighbourhood 
Plan 

Updated Neighbourhood Projects summary, reflecting the feedback from 
the 2024/25 Q3 evaluation process and agreed through the 
Neighbourhood Delivery Group, should be submitted  

Review by POG and shared 
with Neighbourhood 
Leadership Group 

By 31st March 2025 to gmicb-
tg.primarycareteam@nhs.net 
 

Half year evaluation of projects Presentation by PCN at, and 
review by, POG 

Submit by 11th July 2025 to 
gmicb-
tg.primarycareteam@nhs.net 
Meeting date 23rd July 2025 
(tbc) 

Quarter 3 evaluation of projects Electronic submission and 
remote review by POG 

Submit by 10th October 2025 
to gmicb-
tg.primarycareteam@nhs.net 
Meeting date 22nd October 
2025 (tbc) 

Year end evaluation of projects Presentation by PCN at, and 
review by, POG 

Submit by 10th April 2026 to 
gmicb-
tg.primarycareteam@nhs.net 
Meeting date 22nd April 2026 
(tbc) 

    
CVD & Diabetes  Practice to run their high risk search (search will be provided) to identify 

the cohort of patients for this work and plan how to deliver streamlined 
high risk review for defined cohort 

 April 2025 

For the high risk cohort of patients, practices are asked to perform a 
‘streamlined high risk review’ for this group to ensure a minimum of the 6 
criteria listed are undertaken within the financial year 2025-26 
Practices are strongly recommended to complete full long-term 
condition/QOF reviews at the same time. 

Proportion of high risk list who 
have had a complete review 
undertaken over the financial 
year. 

Assessment at year end 
 
(Data Intelligence dashboard 
available to monitor progress) 

mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
mailto:gmicb-tg.primarycareteam@nhs.net
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SMI  tbc 

 
tbc tbc 

    

Improving 
Medicines 
Optimisation 

Sustainability Indicator 1 – safe and effective treatments while promoting 
cost effective prescribing.  
  

ePACT Reports 
Quarterly Progress 
Reports/NHS App Dashboard 

Complete implementation in 
all GP practices by the end of 
March 2026 

Sustainability Indicator 2. - reducing the number of over-threshold 
patients on NHS ePACT Oversupply Dashboard   

NHS Oversupply Dashboard – 
PCNs are able to access and 
request patient lists by 
following the instructions 
provided by the Patient 
Information Request 
Procedure 

Complete by end of March 
2026 
 

Sustainability Indicator 3. - reducing mean carbon emissions per 
Salbutamol inhaler prescribed   

  

Business Intelligence Report 
Quarterly Progress Reports 

Complete by end of March 
2026 
 

Medicines Safety Indicator 1. – reducing risk of harm for patients 
prescribed ≥120mg Morphine (or equivalent), excluding cancer-related 
pain and palliative care  

Updated quarterly PCN patient 
register. 
Quarterly Progress Report 
Business Intelligence. 

Complete by end of March 
2026 
 

Medicines Safety Indicator 2. - ensure PCNs have representatives in 
Tameside Pain Collaborative Group   
  

Attendance records  
Action Logs 
Quarterly Progress Report 

Complete by end of March 
2026 
 

Medicines Safety Indicator 3. - reduce total indicator PCN population on 
SMASH Dashboard by 10%  

SMASH Dashboard Complete by end of March 
2026 

Antimicrobial Stewardship - GM AMS Standard 2025/26  SMASH Dashboard 
GM Tableau 
Individual Practice 
Submissions 
Business Intelligence 

As set out in embedded spec 

Value for Money Indicator 1 – reducing weighted prescribing of Drugs of 
Limited Clinical Value  

• High Cost Drugs (list to be provided)  

Business Intelligence 
Submission of monthly 
intervention log 

Complete by end of March 
2026 

https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
https://datawarehouse.nhsbsa.nhs.uk/analytics/saw.dll?Dashboard
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Value for Money Indicator 2 – reducing weighted prescribing of "Do Not 
Prescribe" medications   

Quarterly Progress Reports 

Value for Money Indicator 3 – reducing prescribing of High Cost Drugs (list 
to be provided)  

    

Elective Care 

Quality Improvement: Referral Management  
 

As set out in embedded spec Submission deadline for the 
Q1 template is 31st July 2025. 

Submission deadline for the 
Q4 template is 10th April 
2026. 

Quality Improvement: Advice and Guidance As set out in embedded spec Submission deadline for the 
Q4 template is 10th April 
2026. 

    

Alternatives to 
Hospital 

All patients within the PCN should have access to the following: 
• Anti-coagulation 
• 12 lead ECG 
• DVT services 
• Spirometry 
• Phlebotomy  

Assessment by coding search 
and any PPV 

A quarterly report will be run 
by the Commissioner to 
review coding of this activity 
as a measure of delivery 

All patients within the PCN should have access to the following: 
• Earwax removal 
• Shared Care Protocol Delivery 
• Dermatoscopy 
• Ring Pessary Replacement 
• Hormonal Implants 
• IUCD for Non-Contraception Reasons 
• Insulin Initiation  

Receipt of claims and any PPV Submission of claims 
 

 



 

                                                                                                     
 

The Tootal Buildings,  
56 Oxford Street, Manchester, M1 6EU 
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Colin Scales 

Deputy Chief Executive  
Greater Manchester ICB 

The Tootal Buildings 
56 Oxford Road 

Manchester, M1 6EU 
 

 
 
Harry Catherall 
Interim Place Based Lead, NHS Greater Manchester - Tameside 
 
 
Sent via email 
 
         

          7th May 2025 
 
 
Dear Harry 
 
Tameside Locality Assurance Meeting – 29/04/25 
 
Firstly, I would like to thank you and your colleagues for accommodating the meeting in the locality and the 
hospitality you extended to us. Going forward, if you can facilitate the meeting at a Tameside location, these 
meetings will continue to be face-to-face which I hope you agree, are more personal than on a computer screen. 
I’d also like to thank you for providing the comprehensive written responses to the key lines of enquiry.  
 
It is evident that Tameside locality has a real grip and control on money, quality and relationships with its 
stakeholders. As a health and social care system you work closely together to ensure the best outcomes for your 
population and are supportive and understanding of the challenges experienced by your main mental Health (MH) 
provider Pennine Care NHS FT (PCFT) as it works across varying models across the Pennine footprint.  

We acknowledge the risks within your system that you highlighted including the financial risk to Children’s services 
and key vacancies within the various services that would help to drive efficiencies. We all agree the profile of 
Children’s services needs to be raised across not only GM but nationally. 

Performance 
 
We were keen to hear about your approach to MH especially the focus on long term community provision and crisis 
response. You had an ask of GM in terms of the challenges of equity of access in relation to the care home market. 
It was encouraging to hear these issues are getting the level of detail needed and it was clear that there are lessons 
to be learned and best practice to be shared in relation to the care home initiatives within your borough. We were 
particularly interested to learn about the upskilling within your care home staff and home care team members to 
enable progression.  

You should be commended on your proactive approach regarding children’s services and your acknowledgment of 
the barriers to improving these services for your population. We will wait for the outcome of your SEND inspection, 
but it is hoped that you’re awareness, plans and initiatives will stand you in good stead to progress positively. 

In summary, we were fully assured of the locality’s plans in relation to reducing the time in hospital for patients with 
mental health condition. We will await the outcome of the SEND inspection to identify key improvement actions for 
children’s services 

Quality 

As a locality you are passionate about your commitment to deliver Continuing Healthcare (CHC), and we were very 
interested to hear about the wider CHC work the locality is involved in across GM. We discussed the risk areas to 
both the locality and GM due to vacancy freezes over the last 12 months and the pausing of the Previously 
Unassessed Periods of Care (PUPoC) work which needs to restart, particularly in light of the imminent reforms. It  
 



 

                                                                                                     
 

 
was encouraging to hear about the plans in place regarding Court of Protection places and how you are supporting 
all localities in terms of CIP and pulling together all 10 locality CIP plans.  
 
In summary, we heard of strong plans for quality and to provide continued and additional assurance, the locality will 
continue to focus on good stewardship of CHC.   

Primary Care & Medical Directorate 
 
In relation to Diabetes performance it was noted that since the last LAM meeting a significant volume of work has 
been undertaken to improve engagement with the lower performing GP practices in this and other indicators. It was 
positive to learn that you have identified and resolved some of the internal issues around management turnaround 
which should have a positive impact.  

We also discussed the yearlong issue with the pathology LIMS implementation across GM and the issues with 
results flowing back to practices, tests having to be repeated and coding issues. It is important to note that whilst 
the main issue relates to the LIMS and EMIS software being unable to talk to each other and the reluctance for the 
software companies to take responsibility and work together to find a resolution the locality is continuing to 
persevere and a meeting with Clinical Informatics has now been arranged. This issue will be considered at both 
future LAMs and POMs meetings until a resolution is reached. 

In summary, we heard plans are in place, but we need further review of the progress and effectiveness of the 
workstreams at subsequent Locality Assurance Meetings before we can be fully assured. 

Finance 

We thanked you for the diligent monitoring of the 2024/25 outturn position and ISCAN risk which resulted in a lower 
than predicted deficit. 
 
The 2025/26 budget has been agreed which includes £3million of pressures funding. The CIP for the locality is 
£2.4million of which currently £1.6million has been identified leaving £800K unidentified. We are aware there are 
risks and we will continue to look at flexibility and how we can assist. It was noted that you have asked for a further 
meeting with Kathy Roe to discuss the challenges that the 2025/26 budget presents and this is currently being 
arranged. We discussed how best to ensure money is in the correct place and the potential to use the ICB reform 
as an opportunity to track financial spend against health outcomes going forward. It is recognised that Tameside is 
one of the lowest funded localities per weighted head of population and the challenges that this presents against 
the health needs of the population.   
 
In summary, we heard of strong plans but recognise the risks and challenges faced by the locality and to provide 
additional assurance, the locality will need to continue to make progress in further identifying CIP opportunities.  

 
This letter aims to give an overview of our discussions, and all formal actions agreed are appended to this letter. 
However, if you feel I have missed anything, or you would like to give me direct feedback on how the meeting went, 
please do not hesitate to contact me. 

 
Yours sincerely 

 
 
 
 
 
 

Colin Scales 
Deputy Chief Executive  
NHS Greater Manchester ICB 
    
 
Cc: 
Mark Fisher - Chief Officer, Greater Manchester ICB 
Trish Cavanagh, Deputy Place Based Lead, 
 
 



 

                                                                                                     
 

 
Agreed actions  
 
 

 Actions Responsible  Update 

1 Sam Evans was asked to facilitate a meeting with Kathy Roe, 
Chief Finance Officer at NHS GM  

Sam Evans 06/05/25 

2 Group agreed that the Pathology LIMS issue is a live issue and 
needs to feed into the POMs and LAM meetings.  

Steven Knight 05/06/25 

3 Follow up letter to be issued summarising the themes and 
actions.  

Laura Kidd 12/05/25 
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Stakeholder briefing: In Vitro Fertilisation (IVF) Cycles consultation 
 
Following approval from the NHS Greater Manchester board on Wednesday 21 
May 2025, there will be an eight-week public consultation on In Vitro Fertilisation 
(IVF) Cycles starting on 18 June 2025. 
 
IVF is a type of fertility treatment where fertilisation takes place outside the body. 
Many people seek help for fertility issues and for a small number IVF is the final, 
specialist treatment option 

Why do we need to consult? 

At the moment, depending on where a person lives in Greater Manchester, they will 
get offered a different number of cycles of IVF treatment. 

NHS Greater Manchester (NHS GM) is reviewing the number of IVF treatment cycles 
available to residents to make sure that, wherever someone lives in Greater 
Manchester, they get offered the same number of cycles of IVF. 

What are we consulting on? 
 
Following a review of options, we are consulting on one option which is:  

• One cycle of IVF plus a second attempt if the first was cancelled or abandoned 
(known as 1+). 

 
This is because: 

 
• It creates an equal offer across GM 
• It is a similar offer to most of the rest of England. 
• It is already the policy in most parts of GM so will mean no change for the 

majority of people. 
• It is affordable and will continue to be affordable in the future. 

http://www.gmintegratedcare.org.uk/
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Next steps 
 
We will contact stakeholders and the public on or around 18 June when consultation 
begins with information on how to take part. After the consultation has closed, time 
will be taken to consider all the feedback and information given to us. A report will be 
produced and published online. Whilst all stakeholders across Greater Manchester 
will be able to respond to the consultation, we will focus our attention on those areas 
of Greater Manchester where the preferred option is a change to the current option 
 
This report, alongside further evidence and a recommendation will be taken through 
our governance process, with the NHS Greater Manchester board taking the final 
decision. This meeting will be held in public. 
 
After this, the policy will be updated with the new number of cycles, and we will make 
sure all health professionals who are involved in the treatment of fertility are informed. 

 

http://www.gmintegratedcare.org.uk/
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Chair: Trish Cavanagh – Deputy Place Based Lead
Reporting period: PCCC Meeting – 7 February 2024
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:
• Overview of Tameside Tobacco Free Plan – system collaboration and links to refresh of Locally Commissioned 

Services (LCS) specification; discussion on importance of broader awareness and making every contact count.  
Confirmation of 5 year funding to the Local Authority; further detail to be shared following Cabinet approval. 

• Primary Care Estates – Delivery Update – oversight of programme of work through Strategic Estates Group and
also update on Greater Manchester (GM) Primary Care Network (PCN) Estates Toolkit work. Acknowledgement
of the risks and challenges in this work and the risk to service provision, both linked to recent and future housing
growth and from the growth in workforce through Additional Roles Reimbursement Scheme.

• LCS 2024/25 specification oversight and approval; noting this is still pending output from GM Beyond Core
Contract (BeCCoR) and therefore is approved in knowledge of finalisation of current placeholders however
noting importance of sign off to ensure adequate time for PCN consideration and sign up ahead of 1st April 2024.

Priority actions in coming period:
• Finalise LCS specification – pending GM output from BeCCoR group and

confirmation re financial position

Decisions made:

LCS specification was approved, noting context to GM review and pending outputs thereof.

Approval of locality process for establishing caretaking arrangements.

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 
priority.

12

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 
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. 

12

Any other information: 
Date of next meeting –3 April 2024

Key escalations for NHS Greater Manchester PCCC:
• Clarification re timeline for BeCCoR outputs for 2024/25 contracts.
• Risk re Meds Optimisation Function review, stability of relationships and risk of short term adverse impact on locality delivery
• Prospective citizen access to records, the possible conflict with GDPR, and whether this has been fully clarified and communicated to practices.  

Tameside Primary Care Commissioning Committee (PCCC) Highlight Report
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Chair: Trish Cavanagh – Deputy Place Based Lead
Reporting period: PCCC Meeting – 20 March 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:
• This extra-ordinary meeting was convened to finalise and sign off the LCS specification for 2025/26. Further amendments to

the specification were agreed from the draft version shared at the February meeting, noting final locality budget information
and GM BeCCoR indicator updates. The principles agreed at the December meeting for consistency and tariff uplift have had
to be adjusted slightly given the financial pressure through locality budget; the disconnect between the principles agreed
through BeCCoR workstream and a reduction in locality LCS budget was reiterated.

• Committee recognises the delivery of Locality Plan and GM Primary Care Blueprint through this specification.
• 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:
• Launch of LCS specification, collating sign up and

mobilisation of delivery.

• Ongoing work through Pharmacy First workstream sharing
learning across practices, communication and engagement
with patients.

Decisions made:

2025/26 LCS specification was supported with this being also presented to Locality Board noting funding base and also reiterating alignment to 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 
priority.

12

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 
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. 

12

Any other information: 
Date of next meeting – 4 June 2025

(2 April 2025 meeting stood down noting 
ICB all staff session scheduled for this date)

Key escalations for NHS Greater Manchester PCCC:

• Urgency of developing GM LCS specification for 2026/27 to ensure timeliness of specification planning, financial planning and launch.

Tameside Primary Care Commissioning Committee (PCCC) Highlight Report



 

 
TAMESIDE CLINICAL EFFECTIVENESS GROUP 

 
Meeting Date 28th May 2025 Agenda 

item 

Title of Report Updated Terms of Reference 

13 
Lead Director / 
Executive Member 
/ Clinical Lead 

Ash Ramachandra, Associate Medical Director Tameside 

Author Stephanie Sloan, Associate Director of Transformation  

Outcome Required 
(please indicate) 
 
 

Approval 
 

Assurance 
 

Discussion Information 

Purpose / Summary of Report: 
The terms of reference for the Clinical and Care Professional Advisory Group (CCPAG) 
were prepared and approved by the group in early 2024 and are required to be reviewed on 
an annual basis. 
During 2024 the Greater Manchester Integrated Care Board (GM ICB) Medical Directorate 
reviewed its governance arrangements and amended their sub-Board structure to move 
from an advisory group to become a Clinical Effectiveness Group and supplied localities 
with standard terms of reference for their associated Clinical Effectiveness Groups, to 
ensure good governance and two-way reporting arrangements are in place through 
localities to ICB Board. 
Therefore, the revised terms of reference reflect the standardised ToR from GM ICB Medical 
Directorate and amend the name of the group from Clinical and Care Professional Advisory 
Group to Tameside Clinical Effectiveness Group.  The purpose and aims of the group 
remain consistent with the approach of joint clinical oversight across the locality and reflect 
the agreed Tameside priorities of the group. 
 

Recommendations: 
 
Review and approve the revised Terms of Reference and group name change in line with 
GM ICB governance. 
 

Financial implications: 
 
None noted in this paper 
 

 
 

Access to Information: The background information relating to this report can be 
inspected by contacting the report writer: 

Telephone:  0161 922 4150 

e-mail: stephanie.sloan@tgh.nhs.uk 

X  



 

 

NHS Greater Manchester  

Tameside Clinical Effectiveness 

Group 

(Formerly the Clinical and Care 

Professional Advisory Group) 

1. Constitution and Governance  
 
1.1 These Terms of Reference (ToR), set out the membership, the remit, 

responsibilities, and reporting arrangements of the group. 
 

1.2 The Tameside Clinical Effectiveness Group is a formal sub-group of the NHS 
Greater Manchester Clinical Effectiveness and Governance Committee  

 
1.3 The Tameside Clinical Effectiveness Group forms a key element of the Clinical 

Effectiveness and Governance structure for NHS GM ICB and a key element of the 
NHS GM Clinical Effectiveness and Governance Committee, as well as providing 
the vehicle for supporting localities to meet its legal requirements as defined in the 
Health and Care Act 2022.  

 
2. Authority 

 
2.1 For the avoidance of doubt, the group will comply with the ICB Constitution, 

Standing Orders, Standing Financial Instructions, and the Scheme of Reservation 
and Delegation (SoRD).  
 

3. Purpose and Responsibilities of the Committee 
 

The following clinical quality framework has been adopted across Greater Manchester:  



 

 

 
To facilitate the enactment of this framework, Tameside Locality Clinical Effectiveness 
Groups will  

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

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

• Provide a clinical and care advisory function across Tameside and will influence, 
through professional expertise, evidence base and expert opinion the shape the 
health and care objectives of ‘Tameside PLACE’ 

• Provide constructive clinical scrutiny to ensure that evidence and best practice 
is used to drive improvement and deliver strategic priorities   

• To make recommendations on clinical strategy that will feed into locality and 
ICB work programmes as per the operating model   

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

• Work as a clinical and care professional team in locality and in a matrixed way 
across core functions to deliver clinical leadership and clinical quality  

• Bring together the clinical and care professional representation and subject 
matter experts on health and social care, to provide leadership and expertise into 
the design and redesign of health and care for the local population.   

• Ensure clinical and care professional views are represented at Tameside 
Strategic Partnership Board and that Clinical and professional leadership, 
opinion and experience drives and supports health and care transformation 
across the Tameside locality. 

 
 
In addition, the locality has identified the following additional areas of purpose for the group: 
 

• Develop a definition of a shared clinical and professional purpose for Tameside, 
with a focus on reducing health inequalities for the Tameside population. 

• Be a commitment to joint working and collaboration with each other to ensure 
that improved outcomes for Tameside people are the basis for developments 



 

• Put outcomes, quality, and efficiency at the heart of local design/re design and 
service provision and promote the needs of Tameside people above the needs 
of individual organisations or professions 

• Gather multi-professional views from the richness of health and care 
professionals and peers within their own organisations and existing professional 
fora 

• To report to the health economy on the implementation of local clinical standards 
of healthcare 

• To support the development of pathways of care and clinical guidelines for the 
Tameside health economy, with reference to national recommendations 
including NICE 

• To promote high quality, rational, cost-effective prescribing and clinical care 
across the whole of Tameside 

• To ensure mechanisms of dissemination and implementation of clinical 
standards among local provider organisations when relevant items are discussed 

• To recognise potential implications of new drugs and new technologies on 
clinical care, including changes on local guidance, service and cost implications 

• To agree the impact of pathway changes and inform commissioning/ contracting 
decisions, establishing professional values/key responsibilities 

• To ensure that a full range of clinicians, practitioners and professional leaders 
from diverse backgrounds are consulted in the decision-making process 

• To support clinicians, practitioners and care professionals to collaborate, share 
learning and innovate with managers, communities and civic leaders within the 
Tameside locality and integrate with the Greater Manchester Clinical and Care 
Professional Leadership 
 

4. Membership and attendance 

Membership 

 
4.1 The Tameside Clinical Effectiveness Group shall be comprised of representative 

roles in addition to the expertise required to fulfil the committee’s objectives 
 

4.2 Tameside Medicines optimisation governance aligns with clinical effectiveness 
governance and reports through to the Tameside Clinical Effectiveness Group 

 
4.3 Membership will be inclusive of system partners – for example voluntary sector, 

social care, public health, primary care (ICB and provider), mental health, acute 
provider colleagues, expert leads, and those in System leadership roles as 
appropriate.   

 
4.4 Members will possess between them clinical knowledge, skills, and 

experience in the provision of high-quality care, and people’s experience of 
care. 

 
4.5 When determining the membership of the Tameside Clinical Effectiveness Group, 

active consideration will be made to diversity and equality. 
 
 
Chair and vice chair 

4.6 The Tameside Clinical Effectiveness Group will be chaired by the Tameside 



 

Locality Associate Medical Director. Any nominated deputy arrangement should 
be agreed with NHS GM Chief Medical Officer team to ensure accountability can 
be discharged.  

 
4.7 The Locality Clinical Effectiveness Group Vice Chair will be Michelle Walsh. 
 
4.8 The Chair will be responsible for agreeing the agenda and ensuring matters 

discussed meet the objectives as set out in these ToR. 
 

 
Members and Attendees 

4.9 Only members of the Group have the right to attend the Tameside Clinical 
Effectiveness Group meetings. The following are members of the Group: 

 
Name Position Organisation 
Locality Leads   
Ashwin Ramachandra 
CHAIR 

Associate Medical Director Greater Manchester 
Integrated Care (Tameside) 

Michelle Walsh 
VICE CHAIR 

Associate Director of Nursing, 
Quality and Safeguarding 
(Tameside) 

Greater Manchester 
Integrated Care (Tameside) 

Luvjit Kandula / 
Mohammed Anwar 
 

Local Pharmaceutical 
Committee representatives 

Greater Manchester Local 
Pharmaceutical Committee  

Vinny Khunger CCPL Lead for Mental Health Greater Manchester 
Integrated Care (Tameside) 

Vikas Gupta CCPL Lead for Children & 
Young People 

Greater Manchester 
Integrated Care (Tameside) 

Kate Hebden CCPL Lead for General Practice 
Delivery  

Greater Manchester 
Integrated Care (Tameside) 

Lisa Guttridge CCPL Lead for Cancer (as 
required) 

Greater Manchester 
Integrated Care (Tameside) 

Grace Choi CCPL Lead for Urgent Care Greater Manchester 
Integrated Care (Tameside) 

Saif Ahmed CCPL Lead for Long Term 
Conditions 

Greater Manchester 
Integrated Care (Tameside) 

Asad Ali  CCPL Lead for Primary Care 
Transformation  

Greater Manchester 
Integrated Care (Tameside) 

Faisal Bokhari Head of Medicines Optimisation Greater Manchester 
Integrated Care (Tameside) 

Acute providers   
Jacqui Burrow Chief Nurse Tameside & Glossop 

Integrated Care Foundation 
Trust 

Dilraj Sandher Medical Director Tameside & Glossop 
Integrated Care Foundation 
Trust 

Katherine Cullen  Director of Pharmacy Tameside & Glossop 
Integrated Care Foundation 
Trust 

Mental Healthcare 
providers 

  



 

Simon Sandhu Medical Director Pennine Care NHS 
Foundation Trust 

Local Authority Leads    
James Mallion Director of Population Health  Tameside Metropolitan 

Borough Council 
Steph Butterworth Director of Adult Services 

(or nominated representative) 
 

Tameside Metropolitan 
Borough Council 

Jill Corbett Director of Children’s Services 
(or nominated representative) 
 

Tameside Metropolitan 
Borough Council 

TBC Assistant Director of Education 
(or nominated representative) 
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4.10 Other individuals may be invited to attend all or part of any meeting as and when 
appropriate to assist it with its discussions on any matter  

4.11 Agendas will be agreed in terms of content and forward planning, in line with 
direction from the Tameside Strategic Partnership Board, Greater Manchester 
Integrated Care Board and the GM Clinical Effectiveness Group 

 
 
Attendance 

4.12 Where an attendee of the Group (who is not a member of the group) is unable to 
attend a meeting, a suitable alternative should be agreed with the Chair. 

 
Access 

4.13 Regardless of attendance, the minutes of the meeting will be shared with members  
 
5. Meetings Quoracy and Decisions 

5.1 The Tameside Clinical Effectiveness Group will meet monthly 10 times a year. 
Additional meetings may take place as required. 

 
5.2 In accordance with the Standing Orders, the Tameside Clinical Effectiveness Group 

may meet virtually when necessary and members attending using electronic means 
will be counted towards the quorum. 

 



 

Quorum 

5.3 For a meeting to be quorate a minimum of either the Chair or Vice Chair are 
required, there should be at least one representative from the following (or 
deputy)  

• Locality Team 
• 2 representatives from different Health and care providers 

 
Decision making and voting  

 
5.4 Note, this is not a decision-making group. The group can make 

recommendations to NHS GM Clinical Effectiveness & Governance 
Committee for ratification but does not hold decision making responsibility. 
 

6. Behaviours and Conduct 

ICB values 

6.1 Members will be expected to conduct business in line with NHS GM values 
and objectives. 

 
6.2 Members of, and those attending, the Tameside Clinical Effectiveness Group shall 

behave in accordance with the ICB’s Constitution, Standing Orders, and Standards 
of Business Conduct Policy. 

 
Equality and diversity 

6.3 Members must demonstrably consider the equality and diversity implications of 
decisions they make. 

  
7. Accountability and reporting 

7.1 To support the two-way flow of reporting from GM to place (and vice versa), and 
support the implementation of the Clinical Effectiveness Framework, the following 
reporting routes are the minimum requirements.  

7.2 The Tameside Clinical Effectiveness Group is accountable to the NHS GM Clinical 
Effectiveness and Governance Committee (CEG) and shall report to CEG on how it 
discharges its responsibilities against the framework. Reporting will occur on a 
quarterly basis.  

7.3 The Chair will ensure the highlight reports shared for information from the following 
GM groups are shared with the Locality Clinical Effectiveness Group and staff at 
place.  

• NHS GM Clinical Effectiveness and Governance Committee  
• NHS GM Clinical policy audit and standards  
• NHS GM Deterioration  
• NHS GM Mortality  
• NHS GM Long term conditions  
• NHS GM Research and Innovation  



 

• NHS GM GMMMG 

 

7.4 Conflicts of Interests 

Members are required to adhere to the NHS GM Conflicts of Interest Policy. The 
Locality Clinical Effectiveness Group will ensure that ICB and NHS England 
requirements and statutory guidance on management of conflicts of interest is 
adhered to. In particular, the Committee will 

• Maintain appropriate declarations of interest 

• Make arrangements requiring the prompt declaration of interests by the persons 
specified (members and employees) and ensure that these interests are entered 
into the relevant register. 

• Make arrangements for managing conflicts and potential conflicts of interest 
(e.g., developing appropriate policies and procedures); and 

• Have regard to guidance published by NHS England in relation to conflicts of 
interest. 

 
8. Administration 

8.1 The Tameside Clinical Effectiveness Group will ensure: 
• The agenda and papers are prepared and distributed in advance 
• Attendance of those invited to each meeting is monitored and highlighted to the 

Chair those that do not meet the minimum requirements. 
• Good quality action notes/minutes are taken and agreed with the chair and 

that a record of matters arising, action/decision log and issues to be carried 
forward are kept. 

 
9. Recording of Meetings 

9.1 NHS GM IC is committed to being open and transparent in the way they conduct 
decision making. Recording of discussions is permitted and expected at many 
meetings, some of which are either open to the public, or with members of the public. 

9.2 Generally, minutes of meetings are taken and then typed up for ratification as a ‘true 
and accurate record’ of discussions. Where audio recordings are made, to aid the 
minutes or notes of the meetings, then whether the typed-up version is ‘word for 
word’, or a ‘précis’, will depend on the audience and its agreed expectations. 

10. Effectiveness of meetings 

10.1 The Tameside Clinical Effectiveness Group will demonstrate its effectiveness through 
a number of measures including  

- GM actions enacted 

- Risks reported to NHS GM Clinical Effectiveness and Governance Committee 



 

- Insight and intelligence shared within locality 

 

Date of Approval by Locality Clinical Effectiveness Group – 16.04.2025 
 
Date for review of TOR – April 2026 
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