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Agenda 
 
Tameside Strategic Partnership Committee 
 
Date:  Wednesday 24 September 2025 
 
Time:  11 am – 12.30 pm 

Venue:   Committee Room 1 – Tameside One 

Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Assurance/ 
Information 

By Whom 

1 11 am  
 
 
 
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 – no open actions 
 

 Information  Chair 

5 11.05 10 mins NHS Reform Update  Paper Information  Harry 
Catherall  

6 11.15 20 mins Overview of the GM Cancer 
Strategy 

Paper Information / 
Discussion  

Oliver 
Butterworth 

7 11.35 20 mins 2026/27 Planning 
a) Framework 
b) Finance 

Paper Discussion Paul Buckley 
/ Amanda 
Fox 

8 11.55 10 mins Train Tameside 500 (Apprentices) Presentation Information Sarah 
Jamison 

9 12.05 5 mins Primary Care Commissioning 
Committee Highlight report 

Paper Information Tori O’Hare 

10 12.10 10 mins Finance Update Paper Information / 
discussion 

Amanda Fox 

For Information 

11 12.20 10 mins Any Other Business 
 

  Chair 

12 12.30  Date and Time of Next Meeting 
11 am, 22 October 2025 
Committee Room 1, Tameside 
One 
 

 Information Chair 

 
 



  

Minutes 
 
Tameside Strategic Partnership Committee 
 
Date:  27 August 2025 
 
Time:  11 am 

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

 
Present 

 
Apologies 

Anna Hynes (AHy) – Voluntary sector 
Carol Gibson (CG) – NHS Tameside  
Cllr Eleanor Wills (EW) - Chair – TMBC (Chair) 
Cllr John Taylor (JT) – TMBC Executive Member  
Cllr Teresa Smith (TS) – TMBC Executive Member 
Cllr Taf Sharif – (TSh) – TMBC Executive Member 
James Mallion (JM) – TMBC  
Harry Catherall (HC) – Placed Based Lead / Chief 
Executive TMBC 
Karen James (KJ) – Tameside & Glossop NHS Foundation 
Trust (ICFT) 
Michelle Walsh (MiW) – NHS Tameside  
Simon Sandhu (SShu) – Pennine Care Foundation Trust 
(PCFT) 
Steph Sloan (SSn) – Deputy Place Based Lead, NHS 
Tameside 
Tracey Harrison (TH) – Assistant Director All Age 
Commissioning, TMBC 
Sarah Jamison (SJ) – TMBC 
Alex Leach (AL) - Healthwatch 
Jill Colbert (JC) – TMBC  
 
Member of the Public in Attendance 
 

Amanda Fox (AF) – NHS Tameside  
Dr Asad Ali (AA) – GP Alliance  
Katherine Sheerin (KS) – NHS GM  
Zoe Evans (ZE) – Acting Director of 
Finance  
Steph Butterworth (SB) – Director of 
Adults - TMBC 
Paul Buckley – Tameside & Glossop 
NHS Foundation Trust (ICFT) 
Dr Ashwin Ramachandra (AR) – 
NHS Tameside  
 
 
 

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 
 
All actions completed and therefore closed. 
 

 

5. Greater Manchester Work Well Partnership 
 
The Committee were reminded of the vanguard programme working with the 
Department for Work and Pensions to enhance support for those residents 
who are at risk of falling out of work or have recently fallen out of work due to 
health issues.  A £500k bid was successful to help set up and run the new 
service and to provide the enhanced support.  In addition, those vanguard 
participants were offered an additional £30k to focus on innovative work to 
identify further people who qualify and to broaden Tameside’s approach.  It 
was noted that Tameside is the only locality within GM who are receipt of this 
additional money.   
 
There is a link to the number of fit notes issued within the locality and there 
will be a focus on those to prevent long term fit notes being issued by a multi-
disciplinary team which will be associated with Hyde PCN.  Following a 
review of fit notes issued within the locality, the main areas are around mental 
health, stress at work and MSK / back pain.  Within the model, additional 
physiotherapy and mental health practitioners will be available to provide 
support to those patients.   
 
The programme is based on a national evaluation, highlighting potential high-
risk people falling within the scope of the programme.  It highlights gaps in 
low level provision and enables localities to focus on what is needed and how 
services can be broadened to provide the right support. 
 
It is the intention to widen to all PCN within the localities in the future if further 
funding can be secured, however the initial focus will be on Hyde PCN to 
ensure the support is delivered in the right way before expansion. 
 
The Committee noted the update and thanks Sarah Jamison for her 
presentation. 
 

 

 
 

Greater Manchester Alcohol Harm 
 
The Committee received a presentation from James Mallion, Director of 
Public Health to support the report shared.  He explained the challenges 
within Greater Manchester around alcohol related harm which cost the GM 
healthcare system £1.67 billion annually. 
 
The Committee noted the number of alcohol related deaths in GM, the 
admissions to hospital, unmet needs, alcohol dependency within GM higher 
than the national average and the rising use of alcohol amongst young 
people.  All of these factors impact on areas such as violence and crime, 

 



  

areas of deprivation and drugs. 
 
There is a need to focus on alcohol prevention, capture lived experience and 
look at those who drink too much rather than those who have already become 
alcoholic.  There is work to do around wider issues around licencing in order 
to make GM a safer place to live.   
 
The Greater Manchester Strategy has a bold vision for a city region free from 
alcohol harm enabled by  
 
• Thriving communities  
• A culture that normalises and models moderate and non-drinking 

environments  
• Healthier cities and communities by design 
• Improved access to support and treatment  
• A community-led approach to recovery 
• A compassionate society – free from stigma 
 
The strategy aims to focus ambitions and actions, engaging communities, 
restricting availability, work with other agencies, advertising, review 
interventions and treatment. 
 
A GM Alcohol Health Alliance has been set up bringing together Local 
Authorities, NHS Providers, GM Combined Authority, Community and 
Voluntary organisations.  It aims to create a city-region free from alcohol harm 
under the eight components of A SAFER GM framework which the Alliance 
leads on.  Regular updates will be provided to the Committee from the 
Alliance as and when required. 
 
The Committee supported the work taking place with further discussions to 
take place between JM and TH regarding Every Adult Matter and a dual 
approach for the future.  There is a focus to ensure early years, and 
pregnancy are monitored and include relevant children’s manager. 
 
There will be a review of data to see if there are any hotspots to consider in 
an evidence led approach to take steps to reduce harm. 
 
A general discussion regarding how messages are shared with young people 
regarding other ways to enjoy themselves and move away from a drink 
culture took place.  A resource pack is being refreshed in Tameside to 
support education settings regarding alcohol, tobacco and drugs as well as 
looking at specialist provision to support young people.  It was noted that 
since covid alcohol mortality has increased therefore noting the focus of the 
work presented.  
 
In line with financial constraints and key priorities, partners need to consider 
where investment gains the best return for health outcomes and where efforts 
are focused.   
 
The Committee noted the update and thanked JM for his presentation. 
 



  

7. NHS Tameside Planning Update 
 
The Committee were provided with an update on a range of contracts funded 
through allocated budget.   
 
With regards the voluntary sector, GM informed them that for this year funding 
would continue unless otherwise notified.  With that agreement in mind, the 
Committee received the list of contracts and approved.  The contract noted 
were as follows. 
 
Action Together - Miles of 
Smiles  

Miles of Smiles - Volunteer Car Scheme - 
Tameside 

Age UK Tameside Serious Mental Illness step down (Older 
Person's Functional Mental Health) 

Alzheimer’s Society Dementia Support Workers 
Ashton GP Service (GTD) Special Allocation Service 
Ashton PCN PCN Locally Commissioned Services 
Big Life Group - Self Help 
Services 

Mental Health Primary Care Services - 
Neighbourhood Model, IAPT 

British Pregnancy Advisory 
Service (BPAS) 

TOPS / Booking Service 

Broomwell Healthwatch Ltd ECG monitoring 12 Lead and 24hr ECG 
Care Fertility IVF 
Complete Price Eyewear 
(T/AS The Outside Clinic) 

DAD Adult Hearing 

Create Fertility    IVF 
Denton PCN  PCN Locally Commissioned Services 
Francis House Family Trust Hospice- children 
Go To DOC Limited Primary Care Access Service 
Go To DOC Limited TARGET Session Cover 
Homestart - HOST PIMH, Dad Matters 
Hyde PCN PCN Locally Commissioned Services 
Hyde Physio Physiotherapy services 

 
A number of contracts are moving as part of the GM process and will be part 
of the planning and contracting contract process for 25/26.  A Joint 
Commissioning Group has been set up which will lead discussions with regards 
to the best use of resources and details of these contracts will be shared with 
the Committee as part of the commissioning intensions for 2025/27 in line with 
the reform work.   
 
It was reported that work is underway to have understand priorities should the 
financial position allow, to align the voluntary sector with the LA on a 3 year 
settlement.  This approach was supported by the Committee should it be 
possible. 
 
In line with the recommendations within the papers the Committee approved 
 

1. the contract update for health services provided to the Tameside 
population through locality funding. 

 



  

2. the proposals for service reviews ahead of commissioning in 2026/27. 
3. the extended VCSE contracts in line with GM letter to providers that 

funding for VCSE will be assured in 2025/26. 
 

8. Strategic Estates Group Update 
 
The Committee noted the established Strategic Estates Group (SEG) for the 
Tameside locality with representatives from all partners, ICB, LA and local 
Trust, who have all contributed to funding a Project Manager to progress 
priority areas. 
 
An agreed set of principles agreed at SEG focuses on primary care blueprint, 
primary care premises as well as all other parts of the system.  Ashton remains 
an area of concern with regards estate, however progress has been made over 
the past few months. Progress has also been made on property in Denton and 
working with NHS Property Services have accommodated the staff using the 
building.   
 
A risk has been escalated to GM regarding estates for PCN. There are currently 
3 out of 4 PCN who have estates, work with the Local Authority continues in 
order to identify further estates, however funding is required in order to support.  
It was noted that other localities across GM are funded by GM. 
 
The Committee noted the risk and supported its escalation to GM. 
 

 

9. Finance Update 
 
The Committee received the Tameside Locality ICB Finance Report presenting 
the financial position as of 30 June 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.  
 
The Committee received the finance update which explained that NHS GM are 
forecasting to break even, however there are pressures within the system that 
may change that forecast although action is ongoing to seek a solution to those 
pressures. 
 
The Locality is reporting a favourable variance but anticipate that to change, 
work is underway to seek a solution to that change.  Pressure is being felt from 
right to choose, learning disability and autism budgets, as much as there is 
work ongoing to reduce the deficit in those areas, Tameside are experience 
significant pressures.  It was reported that senior NHS Tameside staff are 
meeting with NHS GM to discuss ADHD resources later in the day regarding 
the significant number on the waiting list for Tameside residents.  If additional 
support is not offered for Tameside it was noted that a further overspend will 
be incurred to address the issues.  The Committee supported this course of 
action. 
 
The finance report was noted by the Committee. 
 

 



  

10. Tameside Locality Performance Report 
 
The Committee received the Performance Report and noted for information. 
 

 

 11. Locality Assurance Monitoring Update 
 
The Committee noted the Locality Assurance Monitoring Letter received 
following the recent visit. 
 

 

12. Any Other Business 
 
No other business was raised. 
 

 

13. Date and Time of Next Meeting 
 
The next meeting is scheduled for Wednesday 24 September 2025 at 11 am. 
 
The Chair thanked members for their input and attendance. 
 

 

 
  



  

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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NHS reform key messages
Updated 2 September 2025

Date: 28 August 2025



Background to NHS Reform
• 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
• NHS England has worked with ICB leaders across the country (including some of our own) 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 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

https://www.england.nhs.uk/long-read/working-together-in-2025-26-to-lay-the-foundations-for-reform/
https://gmintegratedcare.sharepoint.com/sites/IntranetSite/Shared%20Documents/Forms/Main%20view%20%20tiles.aspx?id=%2Fsites%2FIntranetSite%2FShared%20Documents%2FNHS%20Reform%202025%2FModel%20ICB%20Blueprint%5F%20020525%2Epdf&parent=%2Fsites%2FIntranetSite%2FShared%20Documents%2FNHS%20Reform%202025
https://gmintegratedcare.sharepoint.com/sites/IntranetSite/Shared%20Documents/Forms/Main%20view%20%20tiles.aspx?id=%2Fsites%2FIntranetSite%2FShared%20Documents%2FNHS%20Reform%202025%2FModel%20ICB%20Blueprint%5F%20020525%2Epdf&parent=%2Fsites%2FIntranetSite%2FShared%20Documents%2FNHS%20Reform%202025


Our approach to reform in NHS Greater Manchester
• We are committed to delivering an operating model for NHS GM in line with the model ICB blueprint, build on strong 

partnerships, local needs and a shared ambition for population health improvement

• GM will retain footprint aligned with GMCA (supported by the ICP) and not merging with any other ICBs

• GM is ahead nationally, already using an integrated place model, and we have reaffirmed our commitment to 10 places 
aligned with local authorities

• Our vision for Greater Manchester still applies as does our commitment to our 6 missions as outlined in the ICP strategy

• We continue to be committed to our Sustainability Plan and the three shifts (outlined in ‘Background’)

• NHS GM will be accountable for the £8.5bn of health spend across Greater Manchester

• We will aim to influence the wider public sector spend across Greater Manchester by working in partnership with 
colleagues from across a range of services

• To oversee our progress, a Task and Finish Group, chaired by NHS GM's chair, Sir Richard Leese is now established with 
membership from senior leaders representing providers, Place and staff alongside our chief officers

• We continue to engage with stakeholders from across the ICP, including the voluntary, community, faith and social 
enterprise (VCFSE) sector, provider trusts and primary care

https://gmintegratedcare.org.uk/greatermanchester-icp/icp-strategy/
https://democracy.greatermanchester-ca.gov.uk/documents/s34124/Sustainability%20Plan%202024_09_10%20-%20full%20version%20FINAL_Sept%202024.pdf


Voluntary redundancy scheme update
• Our intention was to deliver a completely new organisational structure by the end of March 2026, which would go towards  

reducing our operating costs by the required 39% and deliver a full year of savings in 2026/27
• Alongside Lancashire and South Cumbria ICB and Cheshire and Merseyside ICB, we submitted a joint, self-funded North 

West voluntary redundancy scheme to NHS England, which was then sent to the Treasury for overall approval  
• NHS England has now informed us the Treasury has not yet approved any proposals for redundancy from any of the ICBs

• As a result, the planned September launch of our VR scheme cannot proceed and the joint North West proposal remains 
pending with the Treasury. No ICB currently has permission to spend on redundancies

What this means right now:
• Treasury is in summer recess; we expect no updates for several weeks

• If no decision is received soon, we must assume no VR scheme will happen this year

• We cannot yet share new organisational structures until we know if we can progress with redundancies

• We are now waiting for clarity on whether the original savings targets still apply for the next financial year, which would 
leave us with approx. £44m less than we receive now



• Treasury’s post-recess update will be critical to next steps. We need to prepare for both scenarios:

• If Treasury approves, we need to be ready to progress quickly with our redundancy scheme
• If not, develop an alternative plan and timeline 

• We are exploring efficiency improvements that do not require redundancies, and which aligns with our 
pre-existing New Ways of Working review; looking at ways we reduce duplication and improve clarity 
over roles and responsibilities across NHS GM

• The pause gives us time for a more thoughtful, refined approach to reform 
• We need to continue to set a new path for GM. We have a clear purpose to deliver our annual plan 

and must continue to provide the best health service possible for the people of Greater Manchester

Our next steps: twin-track approach



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

mailto:gmhscp.gm-stakeholders@nhs.net
mailto:gmhscp.gm-stakeholders@nhs.net
mailto:gmhscp.gm-stakeholders@nhs.net


                              

1 
 

 
TAMESIDE STRATEGIC PARTNERSHIP COMMITTEE (TSPC) 

 
Meeting Date 24th September 2025 Agenda item 

Title of Report Greater Manchester Early Cancer Diagnosis Strategy 

6 
Lead Director / 
Executive Member / 
Clinical Lead 

Steph Sloan, Deputy Place Based Lead, Tameside Locality 

Author GM Cancer Alliance  

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 Greater Manchester Early Cancer Diagnosis Strategy set out the vision that everyone in 
Greater Manchester with cancer receives equitable and timely early diagnosis. The strategy sets 
out the foundations and priorities we will need to consider and work on as a system to achieve 
this the aim of continuous improvement in the proportion of cancers diagnosed at an early stage. 
 
Recommendations: 
 
That the Strategy is noted and adopted in the locality’s early diagnosis work programme. 

 
Financial implications: 
 
None  
 
Alignment with the Joint Health and Wellbeing and Locality Plan: 
 
This strategy ambition is to achieve continuous improvement in the proportion of cancers 
diagnosed at an early stage. This improvement aligns directly with the priority to help people 
stay well across the life course and detect illness but also supports: 
 

• enabling all Tameside residents to grow old with dignity and independence, as cancer is 
largely a disease in older people and as such any improvement in outcomes is more likely 
to have a direct impact on the care and experience of our older population. 

• helping people to stay in work, by lessoning the burden cancer places on an individual and 
the impact on their long-term health and ability to work. 
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Foreword

As clinical and director leads  
for this vital strategy, we are 
deeply committed to improving 
the lives of those in Greater 
Manchester affected by cancer. 
Cancer is an incredibly personal 
issue for many, and we both have 
seen first-hand the impact it has 
on individuals and families. Yet 
we also know that early diagnosis 
offers the best opportunity for 
better outcomes, and this is the 
cornerstone of our vision.

Our vision for Greater Manchester is simple,  
yet profound: a future where everyone with  
cancer receives equitable and timely early 
diagnosis. We want to ensure that every person, 
regardless of their background or where they live, 
has access to the highest standard of care from 
the moment they first seek help. By raising public 
awareness, addressing health inequalities, and 
fostering a culture of collaboration and innovation, 
we believe we can achieve this vision and make  
a significant difference to the lives of many.

This strategy represents more than just our 
collective goals; it reflects our personal 
commitment to this cause. We’ve both worked 
alongside incredible colleagues in the clinical, 
operational management, commissioning, research 
and public-health fields, and we’ve seen how 
collaboration can break down barriers and create 
real change. This strategy is the result of that 
collaboration – of many voices coming together 
to drive change in a way that will make early 
diagnosis not just a possibility, but a reality, in 
Greater Manchester.

We are proud to lead this initiative, but we know 
that its success depends on all of us – clinicians, 
community leaders, patients, researchers and 
policymakers – working together. This is a shared 
mission, and we are here not just as leaders, 
but as passionate advocates for early diagnosis. 
We believe that, with sustained effort and 
determination, we can make Greater Manchester 
a place where cancer is detected early, when it is 
most treatable and outcomes for all are improved.

We have seen the difference that early diagnosis 
can make in the lives of our patients, and we are 
determined to ensure that this opportunity is 
available to everyone. We ask for your support in 
this journey, not just as part of a strategy, but as a 
movement to save lives and improve outcomes.

Together, we will make this  
vision a reality.

Dr Sarah Taylor  
Associate Medical Director and Clinical Lead for  
Early Diagnosis, Greater Manchester Cancer Alliance, 
CRUK GP for Greater Manchester

Alison Jones  
Director of Commissioning and Early Diagnosis, 
Greater Manchester Cancer Alliance

Our vision for the 
people of Greater 
Manchester is a future 
where everyone with 
cancer receives equitable 
and timely early diagnosis. 
By raising public awareness, 
reducing health inequalities, 
and fostering collaboration 
and innovation, we aim for 
continuous improvement 
in the proportion of 
cancers diagnosed  
at an early stage.
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Diagnosing cancer earlier is the 
single biggest action that can 
improve survival. 

One in every two people will receive a cancer 
diagnosis at some point in their life. In Greater 
Manchester between August 2023 and July 
2024, there were 8,983 cancer diagnoses. Whilst 
cancer survival rates are the highest they have 
ever been, only 58% of people are currently 
diagnosed at ‘early stage’, which refers to stages 
1 and 2 (according to Rapid Cancer Registration 
Data, July 2024). Early diagnosis is crucial as it 
leads to improved survival rates, better quality of 
life, and often less aggressive and more effective 
treatments. The impact of this is substantial. 
For example, five-year survival for lung cancer 
diagnosed at stage 1 is eight times higher than  
at stage 4. 

All 20 cancer alliances in England are tasked  
with executing strategies to drive earlier diagnosis 
of cancer. 

Improvements in the rate of early diagnosis have 
been seen over the past five years, at both Greater 
Manchester and England levels. Rates in Greater 
Manchester have increased from 53.2% in August 
2021 to 58.3% in July 2024, and the gap between 
Greater Manchester’s and England’s average is 
reducing. Seeing further progress in this rate is 
a core priority of NHS England, which has set an 
ambition of 75% of cancers being diagnosed at 
stages 1 and 2. 

This is an actionable strategy to improve rates 
of early diagnosis for the population of Greater 
Manchester over the next five years. 

We serve a population of nearly three million 
people. Greater Manchester is an area of great 
diversity, with substantial ranges of socio-economic 
status, population structure and demographics. 
This strategy explores the potential for earlier 
diagnosis of cancer across Greater Manchester and 
identifies priorities and the next steps needed to 
achieve this goal.   

We commissioned a programme 
of work from Edge Health which, 
over an eight-month period from 
April to November 2024, led to the 
development of this strategy. 

To develop this strategy, we reviewed a broad 
range of sources and data, including:

•	 Robust analytics on a combination of local  
and national datasets

•	 Internal and external benchmarking comparing 
localities and Greater Manchester to other 
cancer alliances in England

•	 Expertise from key stakeholders across Greater 
Manchester, the voluntary, community, faith  
and social enterprise (VCFSE) sector engagement 
and more. 

Details are included in appendix 1.

This project used qualitative and quantitative 
analysis to ensure a comprehensive data review, 
meaningful engagement of stakeholders, 
and alignment of findings with clinical and 
operational insights. The methodology was 
executed in five main stages: data analysis, 
stakeholder consultations, theme identification, 
VCFSE engagement and compiling a report. This 
approach enabled a nuanced understanding 
of pathway performance and contributed to a 
strategy that provides actionable insights for 
improving early-diagnosis pathways. 

Background  
and Introduction

How we developed  
this strategy

76



Data and evidence
Data and evidence at the core of decision-making: 
We will use the analytic capability and rich data 
within the system to ensure all decisions are based 
on data and evidence. 

Implementing this strategy will require decision-
making on how and where to focus effort and 
deliver new programmes and innovations between 
now and 2028, informed and shaped by robust and 
high-quality data and evidence. This should include 
data on variation between places, providers and 
populations or the nuances of barriers to early 
diagnosis at a local level and within specific  
cancer pathways.

Through developing this strategy, we have 
explored in detail much of the available data. 
This has been used to inform priority areas and 
proposed actions. But as we have seen through 
this analysis, the priorities regarding early 
diagnosis continually change. By embedding data 
into the heart of all planning going forward, this 
strategy will remain live and respond to changes in 
challenges and opportunities.

We have a Cancer Business Intelligence team with 
access to patient-level data on pathways and 
outcomes, as well as expertise in analysis, data 
science and population health.

Substantial data also exists within primary care 
and general practice. Our Early Diagnosis team will 
support primary care teams to use their own data 
to reflect on their practice and patients. 

Health inequalities
Identifying and tackling health inequalities:  
We will collaborate with the Greater Manchester 
system – including with the VCFSE sector – to 
effectively implement interventions and deliver 
key messages, with a focus on population cohorts 
with lower rates of early diagnosis. 

Health inequalities are avoidable, unfair and 
systematic differences in health between different 
groups of people. They exist as a result of 
systematic variation in the accessibility, quality and 
experience of health and care services, individual 
behaviours and, most importantly, the wider 
determinants of health, such as employment, 
education and income. 

Core20PLUS5 is a national approach which defines 
a target population cohort (Core20PLUS) and 
five focus clinical areas requiring accelerated 
improvement to improve outcomes for the most 
deprived and disadvantaged groups. Early cancer 
diagnosis is one of the five focus clinical areas.

This strategy will be delivered in a way that creates 
equality of access, experience and outcome for as 
many residents as possible in Greater Manchester 
but also recognises that extra resources may be 
needed to tailor for or target those with the 
greatest need.

At the heart of this strategy there 
are five foundations upon which 
everything else relies. These are 
cross-cutting themes: things that 
need to happen across Greater 
Manchester, without which the 
actions within this strategy cannot 
be delivered and will not have the 
desired impact. 

These foundations are essential for 
sustained, impactful change. They 
describe the values, capabilities 
and teams that are required to  
deliver all aspects of the strategy. 

Targeted, clear 
and diverse 

communication

Data and evidence 
at the heart of 

decision making

Networks, 
leadership and 
collaboration to 

implement change

Tackling health 
inequalities 

through community 
engagement

Empowered and 
enabled people 

and teams

The foundations  
of this strategy 
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Communication
Targeted, clear and diverse communication:  
We will design and deliver public-facing  
campaigns for the people of Greater Manchester 
to encourage earlier presentation. We will amplify 
national messages and campaigns and enhance 
with the production of materials specific to  
our population.

Clear, accurate and accessible communication is 
key to helping the people of Greater Manchester 
recognise signs and symptoms, in order to detect 
cancer early, reduce fear and confusion and allow 
them to get the care they need when they need  
it most. 

We will do this by engaging with communities and 
providing targeted messages in a range of formats 
to ensure everyone has the knowledge they need 
to inform their actions.

Collaboration
Collaboration and co-design:  
We will provide strategic leadership and enable 
collaboration across the Greater Manchester 
system through the Early Diagnosis Programme 
Board, designing local programmes of work and 
delivering on national priorities.

Improving early cancer diagnosis requires many 
parts of the health system and wider communities 
to collaborate and be involved in and responsible 
for different elements of this strategy. 

Effective use of networks and teams allows for 
knowledge-sharing, identification of best practice 
and challenges, identification of inequalities and 
inequities, and co-design of solutions.

Our role in the Greater Manchester system is to 
provide this co-ordination and leadership.

People and teams
Empowered and enabled people and teams:  
We will support the workforce, communities and 
organisations within Greater Manchester to deliver 
our shared vision for early diagnosis.

We will do this by ensuring access to tools, 
education and training, and fostering collaboration 
and communication, to allow for rapid and 
effective adoption of innovative ideas between 
teams and communities.

This strategy is underpinned by the people and 
teams who will be responsible for its successful 
delivery. Supporting and developing these people 
and teams will facilitate sustained change, even as 
priorities, opportunities and challenges evolve.
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What have we done so far? 
We have already developed and implemented 
a range of successful community programmes 
and targeted campaigns intended to raise cancer 
awareness or help individuals understand their 
risk factors, including those affected by genetics, 
behaviours and protected characteristics.  

We work closely with our colleagues in localities 
and the VCFSE sector to ensure people and 
organisations who know their communities best 
are the ones that support the development, design 
and dissemination of messages. 

We have a Communications and Engagement team 
who are leading the public- and patient-facing 
work in Greater Manchester, working through and 
with partners in localities and communities.

What will we do?
We have identified three main activities as key to 
the delivery of the strategy in this priority area.  

1a) �Systematically improve, share and promote 
‘always-on’ campaigns to build symptom 
awareness and address myths 

Through research and data, we will develop 
‘always-on’ messaging – messaging which is shared 
consistently to raise awareness and promote 
campaigns – to ensure each message is clearly 
communicated with simple instructions for people 
experiencing signs and symptoms to follow, as 
well as to address myths and stigmas in relation 
to cancer and access to healthcare. We will align 
messaging to national awareness campaigns 
and collaborate, where possible, with other 
organisations and communities to widen our reach 
and target as many people as possible. 

We will also share best practice and learn from 
other cancer alliances, charities and organisations 
to further support improving outcomes. 

To achieve this, we will create, share and promote 
successful ‘always-on’ campaigns, align them with 
national awareness months and collaborate with 
other organisations and charities.

Introduction

Increasing public understanding 
of cancer and building symptom 
awareness are essential 
components of this strategy.  
By educating individuals about  
the signs and symptoms of  
cancer, we empower them to  
seek timely medical advice, which 
can lead to earlier detection and 
better outcomes.

Why is this important?
People who have the knowledge, skills and 
confidence to manage their own health tend to 
have better health outcomes than those who have 
a more passive approach. Patients with high levels 
of self-activation understand their role in the care 
process and feel more capable of fulfilling that role. 

The chance of detecting cancer early varies based 
on the route to diagnosis. As shown below, the 
national cancer-screening programmes are the 
most effective route to diagnosing cancer at an 
early stage. However, they are limited to specific 
cancers and groups of people. 

The majority of patients will be diagnosed through 
a GP (62.7%) or hospital route. Primary-care 
diagnoses result in higher rates of early diagnosis 
compared with other hospital routes such as 
outpatient clinics and emergency presentations. 
By increasing the public awareness of cancer 
symptoms and knowledge of how to access 
services, we are confident we will see an increase 
in the proportion of patients diagnosed following 
a referral from primary care, contributing 
positively to our early-diagnosis ambition. 

Priority 1:  
Symptom awareness 
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1c) �Identify specific areas and communities that 
could benefit from more targeted campaigns 

There is a recognition that the above two  
activities alone will not meet all the needs of 
our challenges with timely presentation and that 
targeted and/or tailored activity will be needed 
to address specific challenges. Targeting our 
messaging will allow us to maximise impact by 
addressing unmet need, whether that be cancer-
specific or population-specific. 

This targeted work will be developed utilising 
our data and analytics capabilities and/or 
insight and intelligence from our localities and 
communities, so we can identify where targeted 
initiatives are needed and would have the biggest 
impact. Additionally, cancer-specific pathway 
boards – which aim to improve the patient 
pathway, experience and outcomes – have the 
responsibility and expertise, supported by data 
and engagement, to identify recurring topics that 
would benefit from dedicated resources.  

To achieve this, we will do the following.

•	 Use our data and analytics capabilities, and 
insight and intelligence from our localities 
and communities, to identify where targeted 
initiatives are needed and would have the 
biggest impact. Meanwhile, pathway boards will 
use cancer-specific data and insight to identify 
priority challenges that need  
dedicated resources. 

•	 Create and promote key ‘myth-buster’  
messages, targeting resources on tumour  
groups and populations where these  
perceptions are strongest. 

Conclusion
Increasing public understanding of cancer and 
building symptom awareness are critical steps in 
promoting timely presentation and improving 
cancer outcomes. We will focus on enhancing 
community engagement through systematic, 
always-on campaigns, optimising communication 
channels, and targeting specific areas and 
populations with tailored initiatives. By leveraging 
data, collaborating with localities and the 
VCFSE sector, and utilising trusted voices within 
communities, we aim to ensure that our messages 
are clear, culturally sensitive, and effectively reach 
those most at risk. This comprehensive approach 
will help bridge gaps in awareness and access, 
ultimately leading to earlier diagnosis and better 
cancer survival rates.

1b) �Build and optimise communication channels 
within localities and communities to extend 
reach and ensure our messaging reaches the 
people with the greatest need  

Individuals who may be more likely to present 
late with their cancer symptoms may not access 
traditional methods of communication and may 
be overlooked when we consider early diagnosis 
from a Greater Manchester point of view. By 
establishing communication networks within our 
localities and communities, we can disseminate 
information to the people with the greatest 
need. This targeted approach helps to bridge 
the gap between our traditional methods of 
communication and our underserved populations, 
ultimately leading to timelier presentations. 

Our localities and community organisations 
are better placed to identify and reach these 
communities as they are experts and trusted 
voices within these communities. When people 
receive consistent, clear and culturally sensitive 
messages from trusted sources within their own 
communities, they are more likely to act on the 
information provided.  

By optimising these channels, we not only  
extend our reach but also ensure that our 
messaging is impactful and resonates with the 
people who are most at risk, thereby improving 
the overall effectiveness of our work towards 
timely presentation.	  

To achieve this, we will do the following.

•	 Collaborate with communities in Greater 
Manchester and with local, regional and 
national stakeholders to enhance the reach and 
effectiveness of our activities relating to timely 
presentation.

•	 Work with our communities and the VCFSE 
sector to:

•	 help us understand where and who the 
messages need to reach; 

•	 help us produce material, campaigns and 
messaging to ensure that style and language 
is appropriate for the communities we are 
trying to reach; and

•	 use and support a trusted voice within the 
community to deliver messages to the people 
with the greatest need. 
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What have we done so far? 
We have numerous complete and active initiatives 
aimed at identifying, understanding and reducing 
unwarranted variation. Ongoing analysis is being 
undertaken by our Business Intelligence team 
to investigate areas of variation and will act as a 
reference for future focus areas and programmes 
of work. Some examples are as follows.

•	 Running community outreach projects –  
the prostate, lower GI, ovarian cancer and 
‘capsule sponge’ projects take public- and 
patient-facing messages and tests out into the 
communities where there is the greatest need 
and the highest levels of late-stage diagnoses. 
Embedding a process for the completion of 
Equality Impact Assessments. 

•	 Establishing the Lung Aware collaborative 
project, with biopharmaceutical company MSD, 
to act as an entry point for those experiencing 
symptoms which could be indicative of lung 
cancer and who might have difficulty accessing 
traditional health routes.  
See www.lungaware.co.uk

•	 Pathway boards’ developing early-diagnosis 
programmes of work, particularly in those 
pathways identified as a priority for Greater 
Manchester in 2024-2025 (head and neck, 
breast, lung, upper GI, colorectal, gynae  
and urology).

•	 Funding a Cancer Strategic Lead role to sit in the 
10 place teams within 10GM – a joint venture to 
support the VCFSE sector in Greater Manchester 
– and deliver a community grants programme 
during 2023-2024/2025.

•	 In certain localities, offering self-referral  
chest X-rays to people over 40 experiencing 
lung-cancer symptoms, to provide patients  
with direct access.

•	 Developing a Standard Operating Procedure  
for use by all providers in Greater Manchester.

Introduction

Significant variation in early 
diagnosis rates exists across 
Greater Manchester. We recognise 
that this variation needs to be 
identified and further understood 
to mitigate its harmful effects. 

To do so, we need to:

•	 use data and qualitative analysis to identify 
variation between the pathways, localities  
and patient groups; 

•	 focus on bespoke solutions for those who  
have higher barriers to accessing traditional 
health routes and/or greater risk of cancer 
diagnoses; and

•	 implement internal and external best practice 
throughout Greater Manchester.

Why is this important?
Rates of early diagnosis vary depending on a range 
of factors, including place, age, gender, ethnicity, 
provider and deprivation. 

Reducing demographic variation can make a 
significant improvement to the rate of early cancer 
diagnosis in Greater Manchester. The combination 
of diversity and deprivation presents both 
challenges and opportunities. 

Some of this variation has an identifiable cause 
and all of it is impacted by complex and often 
overlapping factors of geography, culture, access, 
health literacy and, in some cases, pathologic 
reasons. Understanding this variation and 
identifying where it is unwarranted is key to 
developing interventions to remove it. 

Priority 2:  
Reduce variation
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2c) Identify, share and implement best practice

Knowledge-sharing can significantly reduce 
unwarranted variation. To achieve this, it is crucial 
to clearly define what constitutes best practice, 
as benchmarks vary between different cancer 
pathways. For instance, the nationally mandated 
75% target across all cancers doesn’t mean that 
the same is a good target for all pathways.

Variation also occurs at locality level. Consistency 
in promoting symptom awareness, screening 
eligibility and other informational resources 
across all localities should be ensured. Utilising 
place-based cancer lead meetings to disseminate 
best practice and share learnings will foster a 
unified approach. Additionally, creating shared 
resources can amplify knowledge dissemination, 
ensuring that all localities benefit from collective 
expertise. We will ensure all localities promote 
symptom awareness, screening eligibility and other 
informational materials equally and use place-
based cancer lead meetings to share best practice.

The recent overall increase in lung cancer early-
diagnosis rates in Greater Manchester has been 
largely attributed to the success of the Targeted 
Lung Health Check (TLHC) programme. The 
programme was initially rolled out in Manchester 
and Salford and is linked to a significant increase 
in early diagnosis rates in those localities between 
2016 and 2021. However, in the same period, the 
largest increase in rates of early diagnosis was 
seen in Heywood, Middleton and Rochdale (which 
went from being the lowest-performing locality 
in terms of lung cancer early diagnosis to one of 
the highest, despite its population not yet being 
invited to TLHCs).

Actions to be taken include the following.

•	 Pathway boards to clearly define ambitious, 
best-practice rates of early diagnosis for their 
tumour group.

•	 Place-based cancer leads to ensure that all 
localities promote symptom awareness, 
screening eligibility and other informational 
materials equally, and to share best practice 
during the dedicated Place Based Cancer Lead 
meetings.

•	 Public-health teams to support these initiatives 
by facilitating education, promoting best 
practices, and ensuring equitable access to 
critical information.

Conclusion
Identifying and understanding the variation in 
the Greater Manchester system in relation to 
early cancer diagnosis is a key step to achieving 
our vision. Doing this will involve understanding 
and removing the barriers faced by parts of the 
population in Greater Manchester and using the 
expertise of our clinicians and communities to 
design and implement the solutions to overcome 
these barriers.

What we will do
Based on the findings of the data review and our 
work with the 10 Greater Manchester boroughs, 
we have identified three main activities to improve 
early diagnosis and reduce unwarranted variation.

2a) �Use data and qualitative analysis to identify 
at-risk characteristics across the pathways

Utilising data is critical to understanding the 
factors contributing to late diagnoses in Greater 
Manchester. By identifying where and why there 
are late diagnoses, and who is more likely to have 
a late diagnosis, we can pinpoint specific localities 
that need targeted interventions.

For example, Rapid Cancer Registration Data 
(RCRD) is now available from us, and it should be 
used by the place-based cancer leads to monitor 
and comprehend the variation in early diagnosis 
across different pathways. To do this, it is essential 
that they work together with us and the broader 
Greater Manchester system to understand their 
local needs and implement their local plans to 
drive and evaluate change.

To achieve this, we will work with colleagues in the 
place teams in Greater Manchester to understand 
their localities’ needs and develop a locality 
delivery plan in line with the content of this 
strategy.

2b) �Focus on solutions for those who have higher 
barriers to accessing traditional health routes 

We need to design and implement a range of 
new approaches and learn from best practice. This 
could be achieved by, for example, expanding the 
use of ‘Health Bots’, which can inform patients 
of their risk of cancer, and which have proven to 
be an effective tool. Similarly, encouraging the 
use of self-referral chest X-rays provides another 
route for early detection without the need for a 
GP appointment. In addition, promoting patient-
initiated referrals can help empower individuals to 
seek medical advice at the earliest signs of concern.

Developing targeted communication campaigns 
through local leaders and VCFSE organisations 
ensures that specific communities are reached 
more effectively. There is also a role for public 
health organisations to engage in this effort 
by participating in educational outreach and 
promoting accessible resources.  Our actions to 
achieve this will include:

•	 exploring and expanding the targeted use of 
alternative routes to diagnosis, such as self-
referral or digital risk-checker tools, where the 
greatest barriers to diagnosis exist; and

•	 engaging with localities, public-health 
organisations and VCFSE organisations to 
participate in educational outreach and promote 
accessible resources.
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What have we done so far? 
The Cancer Alliance in Greater Manchester has 
supported the primary-care system over a number 
of years. Some examples are provided below.   

•	 Primary care networks and their general-
practice members are being supported by a 
team of early diagnosis facilitators based within 
the Cancer Alliance. They are using the annual 
early diagnosis cancer plans developed with 
primary care networks to guide the support 
they provide. Each of the 65 PCNs in Greater 
Manchester has a named ‘cancer lead’ who 
works alongside the facilitators, forming a 
strong community of practice across Greater 
Manchester.

•	 ‘Think Cancer’ is a clinical-decision support 
tool developed by us, with partners, to support 
general practice. It is triggered by clinicians 
entering trigger symptoms. It then aims to 
support diagnosis and points to a range of best-
practice resources. Work continues to monitor its 
use and develop content. 

•	 We are fortunate to be linked with training 
and education providers GatewayC and the 
Greater Manchester Cancer Academy, both 
of which provide an extensive range of 
education events and materials to support early 
diagnosis. Feedback from primary care is key 
to the development of the offer to ensure it 
meets needs and wants. This work continues 
and learning will be applied to our work with 
primary care beyond general practitioners and 
associated clinicians.

REFERRAL PROCESS REFERRAL PROCESS 
FOR GREATER MCRFOR GREATER MCR

GM referral form 

Examination 

Bloods 

REFERRAL PROCESS REFERRAL PROCESS 
FOR GREATER MCRFOR GREATER MCR

GM referral form 

Examination 

Medical history 

EXAMINATION EXAMINATION 
A breast examination is required  
before referral. Be alert to: breast and 
axillary lumps; pathological nipple 
discharge; new unilateral nipple retraction; 
unexplained skin changes such  
as tethering, indentation or erythema.

GREATER MANCHESTER GREATER MANCHESTER 
REFERRAL PROFORMAREFERRAL PROFORMA  
—   Please refer all patients using  

the Greater Manchester form

—   Ensure the patient  
understands the reason  
for referral

—   Include frailty information  
as this helps direct patients 
to the most appropriate 
investigation or assessment

BREAST  BREAST  
PAINPAIN
Breast pain, 
without red flag 
symptoms, is  
not a symptom  
of breast cancer.

AA

BB

CONSIDER BREAST CONSIDER BREAST 
CANCER IN MEN AND CANCER IN MEN AND 
TRANSGENDER PATIENTSTRANSGENDER PATIENTS
Breast cancer can occur in  
cisgender men, transgender men  
and transgender women. It is 
important to refer if symptoms are 
consistent with breast cancer.

FAMILY HISTORYFAMILY HISTORY
A first- and second-
degree family history 
should be taken in  
all patients with breast 
symptoms to assess 
risk. If a patient meets 
the NICE referral criteria, 
please refer in to the 
family history clinic  
at your local breast unit.

DISCHARGEDISCHARGE
—   Nipple discharge can be 

pathological or physiological

—   Refer people, using a suspected 
cancer pathway, who have 
a uniductal, unilateral nipple 
discharge that is bloody or clear 
and that occurs spontaneously 
(without pressing)

—   Multiductal, bilateral milky, yellow, 
green, grey or brown discharge  
is not a cause for concern.

CC

DD

EE

FF

GG

ASSESSMENTASSESSMENT
People with red flag symptoms 
of breast cancer, such as a 
breast or axillary lump, new 
unilateral nipple retraction or 
suspicious skin changes, need 
referral for triple assessment.

The early cancer diagnosis resource  
gatewayc.org.uk/register © GatewayC, The Christie NHS Foundation Trust, 2023

BREAST CANCER 
THINK A–G
 Supporting earlier & faster cancer diagnosis

Introduction

Primary care encompasses 
general practice, community 
pharmacies, and NHS dental and 
optometry practices, and they 
collectively have a central role 
in detecting cancers early. By 
linking and integrating primary 
care with other health and care 
providers, the sector can offer 
ever increasingly comprehensive, 
inclusive and targeted services. 
This section outlines how we aim 
to collaborate with primary care, 
focusing on education and support 
tools, network collaboration, 
communication and the effective 
use of patient data.

Why is this important?
The NHS England planning guidance for 2024-
2025 states that ‘Urgent suspected cancer referrals 
from a GP are the optimal pathway for most 
symptomatic patients, but significant numbers of 
patients with cancer continue to be diagnosed via 
other routes, including emergency presentation 
and routine referral. Similarly, there can be 
delays in referral which can compromise patient 
experience and outcomes. Continued focus on 
improving referral practice will contribute to 
increasing the proportion of patients diagnosed 
promptly through from primary care.’

Primary care serves as the first point of contact 
for most individuals within the healthcare system, 
with a significant proportion of cancer diagnoses 
originating from referrals by general practice. 
Timely presentation to and appropriate referral by 
primary care are vital for improving the proportion 
of cancers diagnosed at an early stage.

There is significant scope to continue to improve 
the use of existing resources we make available 
to primary care – such as training, patient 
communications and diagnostic tools – by tailoring 
them to the identified needs and wants of service 
providers. Furthermore, analysing patterns 
of patient presentation can identify areas for 
improvement in referral practice and guide the 
delivery of initiatives. However, addressing public 
perceptions about the availability and accessibility 
of primary care is also essential to capitalise on 
these opportunities.

National planning guidance states that 
cancer alliances are responsible for working 
in collaboration with primary care networks 
(PCNs) and other stakeholders to assess referral 
practice and make improvements where required, 
support the cancer early-diagnosis elements in 
the PCN Direct Enhanced Service requirements for 
early cancer diagnosis, and use available staging 
data and local intelligence to do so. 

Priority 3:  
Collaborate with primary care

Route to 
Diagnosis 
in Greater 
Manchester,  
2023, Rapid 
Cancer 
Registration  
Dataset

Primary Care  
(GP referral & TWW)

Screening

Emergency  
Presentation

Other (inpatient elective,  
other outpatient, unknown)

65%

7%

15%

14%
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3b) Quality improvement 

There is a significant opportunity to expand the 
use of primary-care data. Analysing patterns of 
patient presentation and referral, together with 
patient management, can highlight variation and 
disparities and guide quality improvements. 

Key actions for us are as follows.

•	 To enhance primary care – equip primary-care 
providers to fully utilise patient data for service 
improvements, while collaborating on training 
and support to deliver, evaluate and implement 
quality-improvement outcomes.

•	 To continue our programme of work with 
Greater Manchester primary care networks  
and the annual production of improvement 
plans to support delivery of the PCN Direct 
Enhanced Service.

3c) Leverage existing networks to drive initiatives

Greater Manchester has extensive health and 
care networks that can support our vision. These 
networks will need to be supported by us and  
our system partners to drive forward early 
diagnosis initiatives. 

Key actions for us are as follows.

•	 To maximise resources for patient access – utilise 
our resources and those of system partners 
to foster collaboration among providers and 
networks, while engaging them to develop 
diverse patient-access points, information 
resources, referral pathways and patient-
initiated investigations.

3d) �Accessibility of primary care for  
cancer symptoms

Patients often face barriers, both real and 
perceived, to accessing primary care for cancer 
symptoms. To address this, clear and consistent 
communication is essential. 

Key actions for us are as follows.

•	 To grow patient confidence – collaborate 
to develop and promote timely messages 
and community resources that boost patient 
confidence in seeking care and accessing  
services promptly.

Conclusion
By working effectively with primary care, we can 
help drive improvements in early cancer diagnosis. 
This will require co-producing resources, enhancing 
data use, supporting training, and fostering 
collaboration across primary care and other 
networks. Improving communication and ensuring 
that patients understand they can and should 
access primary care for suspected cancer symptoms 
is crucial for early diagnoses. We will know that 
we are making progress towards our vision by 
reviewing our developing data and evidence base, 
which is one of five foundations for all the work 
we do, all of which underpin this strategy.

Been coughing 
for 3-weeks  
or more...

“Ask your GP Practice 
for a lung health 
appointment.”
“Chances are it’s nothing serious.  
You are not wasting our time.  
We want to see you.”

Dr Goga,  
Boundary House Medical Centre.

Produced by Trafford Local Care Organisation. Funded by 
Greater Manchester Cancer Alliance..

traffordlco.org/lung-health

•	 Through our collaborative work with primary-
care colleagues in Greater Manchester we have 
seen significant improvement in the use of the 
Faecal Immunochemical Test in primary care, in 
line with NICE (National Institute for Health & 
Care Excellence) guidance issued in 2023.

•	 Greater Manchester is taking part in a national 
pilot to assess the benefits of direct referral 
from community pharmacies to secondary 
care for suspected cancers.  Working with 
pharmacy colleagues supports our vision as it 
will provide evidence to guide the development 
of alternative patient information and referral 
access points. 

•	 The Cancer Alliance Workforce and Education 
team have enabled the early cancer diagnosis 
programme to benefit from the primary care 
‘fellows’ programme, bringing expertise from all 
primary-care disciplines to support our work.

What will we do?
3a) Resources, tools, education and training

Effective training and support tools are essential 
for primary care to support the identification and 
referral of patients with suspected cancers. These 
tools and linked resources, when consistently 
applied and evaluated, can greatly enhance the 
early detection of cancer. 

Key actions for us are as follows.

•	 To collaborate with key partners – to work 
with tumour-site pathway boards, our Cancer 
Academy, GatewayC, primary care and system 
partners to guide the development of resources, 
tools, education and referral mechanisms, in 
order to improve patient care.

•	 To strengthen ways of working between primary 
and secondary care, including developing 
mechanisms which enable feedback on referrals 
and drive improvements in referral quality.
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What have we done so far? 
We are already successfully delivering several NHS 
England specified programmes and realising the 
benefits of these for our population. 

Unfortunately, uptake of cancer screening is lower 
in Greater Manchester than elsewhere. Although 
there has been improvement in uptake for the 
bowel cancer screening programme following the 
introduction of faecal immunochemical test (FIT) in 
2019, we have seen a reduction in the proportion 
of eligible people participating in the breast and 
cervical screening programmes, both nationally 
and locally in Greater Manchester, over the last 
eight years.

There are several reasons behind this, some 
related to individuals’ awareness of eligibility 
criteria and others related to perceived barriers. 
Understanding and tackling these barriers, as 
well as making direct efforts towards improving 
people’s understanding of screening programmes 
and eligibility criteria, will act as a key lever in 
improving early-diagnosis rates for breast, bowel 
and cervical cancer.

The NHS England Greater Manchester Screening 
and Immunisation team is developing a focussed 
programme of interventions to improve the 
delivery and uptake of breast screening.  
Specifically, they have developed targeted 
interventions, such as text message reminders, 
collaborations with local GP practices, and 
community outreach initiatives, to increase 
screening uptake. 

Additionally, the Screening and Immunisation team 
are working with provider organisations to ensure 
that the bowel cancer screening programme is 
expanded to eventually invite people between  
50 and 74 years. 

The lung cancer screening programme, formerly 
known as the Targeted Lung Health Check 
programme, is designed to detect early signs of 
lung cancer before symptoms occur. People aged 
55 to 74 who are current or former smokers are 
invited for a free lung health check, typically based 
in supermarket car parks. At the time of writing this 
strategy, over 700 lung cancers have been diagnosed 
in Greater Manchester as a result of this programme, 
with almost 80% of these at an early stage. 

Priority 4:  
Cancer screening and  
NHS-wide programmes 

Introduction
A leading reason for later diagnoses is that, for 
many cancers, symptoms only present when the 
cancer is at an advanced stage, or the symptoms 
are non-specific. The objective of cancer screening, 
case-finding programmes and other NHS England 
initiatives is to enable early cancer detection by 
identifying cancers before symptoms start. 

For some tumour groups, there are effective 
national screening programmes already in place, 
while for others, novel case-finding efforts need 
to be used to identify individuals and increase 
the likelihood of an earlier diagnosis. This section 
outlines how we will work across the system 
to improve uptake in the cancer-screening 
programmes alongside developing innovative 
approaches to identify patients at an increased risk 
of specific cancers.  

Why is this important?
The breast, cervical and bowel screening 
programmes are evidence-based interventions 
which are highly successful in diagnosing cancers at 
an early stage. Around 90% of screening-detected 
cancers were diagnosed at stage 1 or 2. They 
make a relatively small but significant contribution 
(7%) to the volume of cancers diagnosed at an 
early stage, with around 1,000 people diagnosed 
via this route within Greater Manchester each 
year. Ensuring that eligible people access these 
programmes when invited will be a contributing 
factor to increasing our rates of early diagnosis. 

Furthermore, we know that some patients may 
experience limited or vague symptoms until their 
cancer has progressed to an advanced stage. 
Therefore, it is important that we design and pilot 
case-finding programmes for high-risk populations 
to identify and diagnose people at an earlier stage. 

Another way in which we can identify cancers 
at an earlier stage is by increasing the number 
of eligible people accessing and adhering to 
surveillance programmes for diseases which may 
be a risk factor for cancer, such as cirrhosis or 
Barrett’s oesophagus. These services ensure that 
high-risk individuals receive regular tests to allow 
for early intervention where necessary. 
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4b) Successfully implement NHS-wide programmes 

NHS-wide programmes continue to be rolled out 
across England to increase  
early-diagnosis rates, particularly for tumour 
groups which tend to have limited symptoms in 
their early stage or where there is an increased 
genetic risk. 

Key actions for us are as follows.

•	 To continue to support and promote NHS-wide 
programmes, lung cancer screening, the use of 
faecal immunochemical test (FIT) in symptomatic 
patients, liver surveillance and the EUROPAC 
programme.

•	 To reflect on learnings from recent national 
programmes and use these learnings to continue 
developing approaches to implementing NHS-
wide programmes in future as they become 
business as usual.

4c) �Scope, design, pilot and evaluate tumour-
specific case-finding programmes for high-risk 
populations where appropriate and feasible

For certain cancers there are no screening 
programmes and symptoms often present late. 
We will utilise data to analyse patterns of patients 
presenting late stage in asymptomatic pathways 
to determine the high-risk population. Once 
identified, we will work with our clinical leads and 
pathway boards to develop novel interventions 
aimed at diagnosing cancers at an earlier stage. 

Key actions for us are as follows.

•	 To use data to understand the characteristics of 
patients with no or non-specific early symptoms 
who are presenting for pathways at a late stage. 

•	 To use data to understand which cancers are 
most likely to affect the same groups of people 
and consider combined case-finding efforts  
for efficiency.

Conclusion
As a system we will focus on foundations which 
can support the delivery of NHS-wide programmes, 
including screening and case finding. We will 
do this by tackling health inequalities through 
community engagement to ensure that access to 
screening and case-finding programmes is equitable 
across the population. We must ensure that we 
use targeted, clear and diverse communication to 
reach groups of people who are less likely to attend. 
Finally, by utilising networks, local leadership and 
collaboration, we will implement change, ensuring 
that there is a clear and consistent approach across 
Greater Manchester.

We have also been actively involved in 
programmes which aim to find difficult-to-
diagnose cancers earlier through case-finding 
efforts or national surveillance programmes. For 
example, we support the EUROPAC programme, 
which is researching genetic data to identify 
patients at a high risk of hereditary pancreatic 
cancer and offers surveillance for those who are.

Liver cancer is often difficult to diagnose, 
and there is currently no effective screening 
programme for it. We are working with local NHS 
providers of liver surveillance services to ensure 
that individuals at high risk of liver cancer are 
being invited for tests at the appropriate intervals. 
The surveillance includes regular screening through 
diagnostic imaging and blood tests to detect the 
cancer earlier. 

What will we do?
4a) �Encourage uptake in screening by informing 

on eligibility criteria and the importance of 
early diagnosis

We will ensure that people are informed about 
what screening involves and why it is important. 
Where there are specific misconceptions or barriers 
to accessing screening, particularly for specific 
demographic groups, it is essential that these 
are understood and targeted through tailored 
initiatives. 

Key actions for us are as follows.

•	 To work as a system to identify who is not 
attending screening, why they are not attending 
screening, and how these barriers can be 
overcome.

•	 To raise awareness around the importance of 
screening, using targeted communications to 
reach populations with historically low rates of 
screening uptake.
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What have we achieved so far?
We have engaged in the Small Business Research 
Initiative (SBRI) Healthcare national programme, 
engaging with potential providers of innovative 
early cancer diagnosis projects with a view to 
bringing these practices into the area. The SBRI 
programme accelerates innovative technologies 
in the NHS and the wider health- and social-care 
system, tackling unmet health and care needs.

The programme is funded by the Accelerated 
Access Collaborative (AAC), which brings together 
industry, government, regulators, patients and  
the NHS, and is supported by the Health 
Innovation network. 

In 2023-2024, we invited ‘expressions of 
interest’ from the Greater Manchester system  
and subsequently funded the following five 
innovative projects.

Lung cancer screening in older people – This 
project will invite patients who are outside the age 
range of the current programme and in the 75 to 
80 age bracket. It will work alongside the current 
lung cancer screening programme in diagnosing 
more early-stage lung cancers. We are expecting 
the full evaluation to be complete by the end of 
July 2025. 

Alternative cervical screening in the over-65 – This 
project uses urine samples to detect the presence 
of HPV in women over the age of 65. Using the 
TLHC programme as an established model, patients 
are invited to do a sample when attending for 
their TLHC. This study aims to recruit over 3,000 
women and we are expecting their evaluation to 
be completed by December 2025. 

Cervical screening for women with learning 
disabilities – Through a series of dedicated films, 
this programme aims to support the uptake of 
the screening programme. Rates have shown that 
attendance amongst patients with disabilities is at 
30% and is at 70% for patients without learning 
disabilities. The evaluation will be available from 
the end of June 2025. 

Through the Front Door project – Mobilising 
communities and General Practice Trafford, this is 
a community-led approach that will involve people 
with lived experience of cancer, general practice 
patients and staff. This project will be producing 
a digital pack which will encourage other teams 
to pick up and implement the project, if it is 
appropriate, and should be evaluated by April 2025. 

Peer education in addressing inequality of access 
to breast-cancer care – This project addresses the 
fact that help-seeking behaviour by symptomatic 
ethnic-minority women is influenced by factors 
including limited knowledge of early signs and 
symptoms of breast cancer. Sometimes the decision 
to not attend screening is influenced by previous 
poor experiences of care, which can result in poorer 
outcomes if symptoms are ignored. Through a 
series of focus groups, educational literature and 
films will be developed to support women. This 
project also concludes at the end of June 25.

These projects will continue to report findings 
and learnings. These will be captured and shared 
locally through pathway and locality networks 
and, where successful, rolled out more widely. 
The results from these innovative projects will be 
considered in the context of any future rounds of 
innovation funding.

Innovative practice forms one of the biggest 
opportunities for improving early-diagnosis rates 
for cancer groups with historically high late-
diagnosis rates (such as colorectal, upper GI and 
lung cancer). 

Greater Manchester has a strong track record of 
identifying, scaling and implementing innovation 
in early diagnosis. Over the next five years, we 
want to continue to build this reputation and 
experience, through strengthening the networks 
and infrastructure for research and innovation 
across Greater Manchester. 

Background

Innovative practice is key to staying 
at the forefront of early cancer 
detection and is a vital element 
of our plans to achieve the 75% 
ambition. We need to identify and 
develop innovative ideas, establish 
Greater Manchester as the leading 
place for pilot programmes and 
innovation, and ensure we have 
processes in place to identify and 
share learnings from best practice. 

Why is this important?
Advancements in medical technology and evolving 
practices have led to substantial progress in 
diagnosing cancers earlier and will continue to do 
so. 

Innovative practice has been paramount to 
improving early-diagnosis rates for cancer, 
especially for those cancers which consistently 
present late, asymptomatically, or with non-
specific symptoms. The continuation and expansion 
of these practices will be key to establishing 
Greater Manchester as a leader in early diagnosis 
and best practice nationally. We also recognise the 
need for improvement and expansion in this space, 
as detailed in the recommendations below.

Greater Manchester is in a strong position to 
support and benefit from research and innovation.

We have a history of successfully innovating,  
and a reputation and experience which we can 
draw upon.

•	 We have a large and diverse population 
for carrying out robust piloting of projects 
across different communities with different 
backgrounds, challenges and perspectives.

•	 We have an established research and innovation 
community, with two large universities and 
other research institutions, and well-established 
links between research, academia, the health 
system and industry.

•	 We have opportunities to work jointly with 
Health Innovation Manchester on this agenda.

Priority 5:  
Innovation
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Ensuring the strategy lives on
From its inception, this strategy has been  
designed to influence decision-making and 
behaviour. This approach has not only shaped 
this strategy’s contents, but also guided its 
collaborative development. 

The strategy’s creation involved in-depth 
discussions with partners across the system, 
fostering observations, reflections and further 
dialogue. Only a small proportion of the insights 
gained can be described here. However, they 
have not only shaped the strategy but have 
strengthened relationships that will anchor the 
networks and be fundamental in delivering 
this strategy. Furthermore, the engagement 
process has demonstrated widespread positivity, 
enthusiasm and capability for improving early 
diagnosis.

We recognise that cancer diagnosis is an ever-
evolving field, shaped by changing national and 
local priorities, organisational developments, 
emerging innovations and dynamic population 
barriers. We must ensure that this strategy and its 
implementation reflects this.

To ensure this strategy remains relevant and 
effective, it will undergo annual reviews led by our 
Early Diagnosis Programme Board. These reviews 
will assess progress, adapt to emerging trends, and 
address challenges. In addition, the review process 
will involve regular feedback from stakeholders, 
allowing for adjustments and maintaining its 
alignment with evolving priorities and innovations 
as we continue to strive to realise our vision.

Implementation of this strategy has begun, with 
specific local and pathway planning to bring 
priorities to life. These efforts will form part of our 
and the ICB’s Early Cancer Diagnosis work plan, 
under the guidance and leadership of the Early 
Diagnosis Programme Board.

Together, we and the ICB (Integrated Care Board) 
will ensure this strategy evolves and delivers lasting 
improvements in early cancer diagnosis in order to 
realise our future vision for the people of Greater 
Manchester, a future where everyone with cancer 
receives equitable and timely early diagnosis. By 
raising public awareness, reducing disparities, and 
fostering collaboration and innovation, we aim 
for continuous improvement to the proportion of 
cancers diagnosed at an early stage.

What will we do?
We will continue to partner with Health Innovation 
Manchester to keep Greater Manchester at the 
forefront of early cancer diagnosis and care. The 
partnership with Health Innovation Manchester 
grants us more streamlined access to new tools 
and diagnostics, enhances data-collection and 
analytics capabilities through combined data and 
tech expertise, and drives forward advancements 
in cancer diagnosis through increased research  
and funding. 

We will actively engage in nationally developed 
pilot programmes and promote participation in 
research studies for local patients, ensuring that 
we remain at the forefront of cancer research and 
innovation. We will also continue to collect and 
reflect on feedback across pathways and localities 
to further build a culture of quality improvement 
and self-reflection. 

We will look beyond Greater Manchester at 
innovative projects between other cancer alliances 
and academic health science networks.

Key actions for us are as follows.

•	 To review the findings and learnings from the 
current tranche of innovative projects and roll 
them out more widely as appropriate.

•	 To stay at the cutting edge of innovation by 
learning from innovation outside Manchester 
and piloting or adopting these where 
appropriate.

•	 To continue to work with Health Innovation 
Manchester to foster the environment and 
networks to accelerate innovation with a specific 
focus on early diagnosis.

•	 To cement Manchester as the leading place 
for innovation in cancer early diagnosis by 
supporting internal innovation, being willing 
to participate in pilot programmes and 
encouraging participation in national research 
studies/clinical trials.

•	 Continue to gather, reflect on and act on 
feedback and new ideas to further build a culture 
of self-reflection and quality improvement.

Conclusion
Only by identifying and harnessing innovation 
will we make the steps we need to make towards 
the 75% early-stage diagnosis ambition.  With 
the collaboration and clinical expertise in Greater 
Manchester, we are in a strong position to move 
forward successfully in this field.  We have a strong 
network of patient and carer representatives who 
can support and advise us through this work too, 
and we will ensure this is a standing item for our 
early-diagnosis plans going forward.
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Internal and external benchmarking 
A key part of this strategy was assessing our 
performance internally and externally, specifically 
focusing on five chosen ‘peer’ cancer alliances 
across England for external benchmarking. 

The selection of peer alliances was guided by the 
RightCare methodology, which evaluates sub-
Integrated Care Boards (sub-ICBs) based on their:

•	 overall deprivation

•	 health deprivation

•	 population size

•	 population density

•	 age demographics

•	 GP registration data 

•	 ethnic diversity. 

These sub-ICBs were then mapped to their 
respective cancer alliances. According to this 
methodology, our peers were identified as West 
Midlands; South Yorkshire, Bassetlaw and North 
Derbyshire; West Yorkshire and Harrogate; North 
East London; and Cheshire and Merseyside.  

We recognise the need to identify and address 
unwarranted variation across Greater Manchester. 
Thus, we consistently looked at locality-level 
variation within Greater Manchester, and 
throughout our analysis we sought specific 
examples of best practice within each top-
performing locality.  

Using National Disease Registry Service (NDRS) 
data, we were able to quantify the additional early 
diagnoses needed to reach the top-performing 
group for each tumour site. The highlighted 
column demonstrates that if all localities within 
Greater Manchester could reach the top-
performing locality in terms of early diagnosis, 
a total of 639 individuals need to be diagnosed 
earlier. This would be sufficient for Greater 
Manchester to have the highest early-diagnosis 
rate in England. 

Stakeholder and VCFSE engagement 
Key to the development of this strategy has been 
stakeholder and VCFSE engagement. Throughout 
the duration of the project, the team has met 
regularly with a wide range of stakeholders, 
including place-based cancer leads, pathway 
managers, pathway clinical leads, GP cancer 
leads, primary care network representatives, 
alliance representatives with expertise in health 
inequalities, and more. 

This engagement has been paramount to 
developing actionable recommendations for this 
strategy and ensuring buy-in from across the 
system throughout the process. In parallel, we 
brought together a working group of local VCFSE 
organisations and people with a range of different 
lived experiences to advise on the development of 
this strategy.  

Consultations with pathway 
managers and clinical leads 
After pulling together data packs, consultations 
with pathway managers and clinical leaders 
were conducted to contextualise the data. These 
discussions provided qualitative insights to help 
interpret data trends, identify possible factors 
influencing rates, and gather initial feedback on 
key findings. 

•	 Pathway manager consultations involved 
discussions around operational aspects 
and gathering insights on pathway-specific 
challenges. 

•	 Clinical lead input validated findings from a 
clinical perspective and assessed alignment  
with best practices in diagnosis. 

How we developed this strategy 
To build this strategy we reviewed a broad range 
of sources and data, including robust analytics 
on a combination of local and national datasets, 
internal and external benchmarking comparing 
localities and Greater Manchester as a system 
to other Alliances in England, expertise from 
key stakeholders across the Greater Manchester 
system, VCFSE engagement and more. This 
appendix summarises these sources and how they 
have been used. 

This project used qualitative and quantitative 
analysis to ensure a comprehensive data review, 
meaningful engagement of stakeholders, and 
alignment of findings with clinical and operational 
insights. The methodology was executed in 
five main stages: data analysis, stakeholder 
consultations, theme identification, VCFSE 
engagement, and compiling the report. This 
approach enabled a nuanced understanding of 
pathway performance and contributed to a report 
that provides actionable insights for improving 
early diagnosis pathways. 

Data analysis 
We used a range of local and national publicly 
available data sources, including NDRS 2013-2021, 
RCRD 2022-2023, and bespoke datasets such 
as the TLHC audit, to understand the current 
opportunities and challenges for early diagnosis in 
Greater Manchester. Data was analysed to identify 
trends, key performance indicators and areas where 
early diagnosis rates varied significantly between 
pathways. This quantitative analysis provided a 
foundation for insights into issues requiring further 
investigation and stakeholder input.

Data cleaning and preparation to ensure accuracy, 
completeness and consistency across datasets. 

•	 Quantitative analysis to calculate early-
diagnosis rates by pathway and demographics 
and compare these against national and peer 
benchmarks. 

•	 Identification of key insights to flag significant 
variances in early-diagnosis rates by cancer type 
in order to form the basis of initial findings. 

A large part of this work focused on a data-driven 
deep dive into seven priority pathways. While 
many of the recommendations apply to all cancer 
pathways, these seven were chosen for closer 
analysis as they were identified as the pathways 
with the most opportunity for improvement in 
early diagnosis and improving outcomes for large 
volumes of patients with these cancers. The seven 
priority pathways are breast, colorectal, head and 
neck, gynaecological, lung, upper GI and urologic. 
When we refer to these pathways, we refer to all 
tumour sites within these groups. 

For each of these seven priority pathways, we 
undertook a detailed analysis of a wide range of 
data about the diagnosis of that cancer, including, 
for example, routes to diagnosis, demographic 
characteristics of those diagnosed and typical 
barriers to being diagnosed early. This analysis 
allowed us to assess the performance of localities 
within Greater Manchester and assess this 
performance against other cancer alliances  
in England.

Appendix
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Thematic workshops 
Workshops were conducted to explore emerging 
themes from the data analysis and preliminary 
consultations. These included engagement 
with our senior management team, patient 
representatives, place-based cancer leads, GP 
cancer leads, primary-care facilitators, academics 
and the communications team. The workshops 
aimed to collaboratively identify and refine priority 
themes, discuss potential causal factors and 
consider implications for pathway improvements. 

•	 Collaboration with stakeholders facilitated the 
identification of the five key foundations of 
this strategy and the collection of qualitative 
feedback from a wide range of stakeholders. 

•	 Root-cause analysis enabled us to delve into 
potential reasons behind key themes. 

•	 Cross-disciplinary validation ensured 
applicability and relevance in findings across 
different parts of the healthcare system. 

VCFSE engagement 
We brought together a working group of local 
VCFSE organisations and people with different 
lived experiences to advise on the development of 
this strategy.  

Participating VCFSE organisations were 
commissioned to recruit a person with lived 
experience to bring with them to three workshops, 
creating a ‘VCFSE+1’ model whereby the VCFSE 
organisation and their lived-experience partner 
helped shape this strategy over the course of 
four months. The lived-experience partners 
received a thank-you payment in recognition of 
their contribution to the process. The ambition 
was to get a sample of Greater Manchester’s 
diverse population, including groups at higher 
risk of experiencing health inequalities, aiming 
for representation from across the 10 Greater 
Manchester boroughs. The lived-experience 
partners in attendance were not required to have 
any experience of cancer diagnosis and care. 

In total, 11 VCFSE organisations took part, bringing 
the total number of participants for each workshop 
to approximately 22. The organisations were: 

•	 CanSurvive (cancer specific), works with black 
and minority-ethnic groups across Greater 
Manchester.  

•	 Manchester Deaf Centre (not cancer specific) 
works with the deaf community across Greater 
Manchester.  

•	 Afrocats (not cancer specific) works with asylum-
seeker women across Greater Manchester.  

•	 Henshaws (not cancer specific) works with 
visually impaired people across Greater 
Manchester but based in Salford.  

•	 Autizma (not cancer specific) works with people 
with autism and learning disabilities across 
Greater Manchester.  

•	 Syngesis (not cancer specific) works with  
South Asian community, especially in Oldham. 

•	 Wai Yin Society (not cancer specific) works 
predominantly with the Chinese and Hong 
Konger communities across Greater Manchester. 

•	 Black Beetle Health works with LGBTQ+ people 
of colour across Greater Manchester. 

•	 Mustard Tree works with people  
experiencing socio-economic inequality  
across Greater Manchester. 

•	 Stockport County Community Trust works with 
the local community in Stockport. 

•	 Irish Community Care Manchester works with 
Irish and Irish Traveller communities across 
Greater Manchester. 

Below is an overview of the content of the  
three workshops. 

Workshop 1 – The main objective of workshop 
1 was to bring VCFSE+1 participants together to 
introduce them to the project and to each other. 
This workshop was delivered in person to build a 
sense of belonging and ownership. To help provide 
some real-world examples of the importance 
of early diagnosis, people from the Greater 
Manchester patient and carer reps group who have 
lived experience of cancer diagnoses shared their 
stories. 

Workshop 2 – The purpose of workshop 2 was to 
collect feedback on various initiatives designed 
by us to increase rates of early diagnosis. National 
Voices colleagues presented case studies describing 
the various initiatives and the segments of the 
population they are targeting, and then guided 
VCFSE+1 participants through a facilitated 
conversation to capture their feedback. 

Workshop 3 – In workshop 3, VCFSE+1 participants 
were asked to share previous examples of 
successful collaborative working and develop some 
draft working principles as a way of enhancing 
collaboration with us. We and representatives from 
the 10 Greater Manchester boroughs opened the 
session by describing the various ways in which we 
currently collaborate with the VCFSE sector. 

Compiling a report 
The final stage involved synthesizing data  
analysis, stakeholder insights and workshop 
findings into a comprehensive report. The report 
was structured to communicate both quantitative 
findings and qualitative insights, and presented  
a balanced and well-rounded perspective on  
early diagnosis pathways. 

•	 Data visualisation was used to make complex 
patterns accessible to a broad audience. 

•	 Thematic narratives were used to detail the 
identified themes, incorporating stakeholder 
insights and contextual factors. 

•	 Evidence-based recommendations were 
formulated with the aim of enhancing early-
diagnosis rates, improving pathway efficiency, 
and addressing any identified challenges.
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1. Introduction  

 
1.1. This paper provides Tameside Strategic Partnership Committee (TSPC) with an 

outline of the expectations, roles, and responsibilities for Greater Manchester ICB 
and its partners in delivering the planning cycle for 2026/27 in line with the NHS 
Planning Framework - Version 1.0. 

1.2. The Planning Framework sets out a new strategic approach to planning across the 
NHS in England. The framework supports the delivery of the Ten-Year Health Plan 
(10YHP) and introduces a rolling five-year planning horizon, replacing the previous 
annual cycle. It marks a significant shift towards integrated, evidence-based planning 
that is co-produced across systems and providers, with a strong emphasis on 
population health, financial sustainability, and service transformation.  

1.3. The NHS Planning Framework establishes a continuous, iterative planning process 
that aligns strategic and operational planning across organisational and spatial 
levels. It sets out five core principles for effective planning: outcome-focused, 
accountable and transparent, evidence-based, multidisciplinary, and credible and 
deliverable. 

1.4. This paper outlines the plans to date to enact this planning process across NHS GM. 

 
.  

2. Planning Requirements 
 

2.1. The plan requires a two-phase planning cycle (figure 1): foundational work (to 
September 2025) which focusses on establishing ICB governance arrangements, 
and plan development (October–December 2025).  

2.2. Greater Manchester ICB is expected to lead system-level strategic planning, 
coordinate responses to national requirements, and support providers in developing 
credible, triangulated plans. Providers will develop their own strategic, operational, 
and financial plans, aligned to commissioning intentions and system priorities.  

2.3. Neighbourhood health plans will be led by Health and Wellbeing Boards and 
integrated into the ICB’s population health improvement plan.  

2.4. All plans must demonstrate how health inequalities will be addressed and how 
financial sustainability will be secured over the medium term.  

 
Figure 1: Two Phased Planning Timeline  
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3. Neighbourhood Health Plans 
 

3.1. The NHS Planning Framework supports the role of place within the planning 
arrangements for health, and the Greater Manchester ICB Board is expected to 
strengthen the influence of Place and Health and Wellbeing Board (HWBB) 
structures within the planning process, by:   

• Supporting the integration of Neighbourhood Health Plans, led by HWBBs, into 
the ICB’s overarching Population Health Improvement Plan.  

• Ensuring that Place-based priorities are reflected in commissioning intentions 
and service redesign.  

• Promoting co-production with local authorities and VCSE partners, recognising 
their deep community insight and delivery role.  

• Using HWBBs as a strategic forum to align public health, social care, and NHS 
planning, ensuring that plans are responsive to local needs and reduce health 
inequalities.  

 
4. Mobilising Planning  

 
4.1. A multidisciplinary planning group is being established by GM ICB to oversee the 

planning cycle, reporting to the Chief Officers Group and the ICB Board.  

4.2. To support the commencement of the 2026/27 planning cycle, the following 
mobilisation activities are underway:  
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• Chief Officers Brief: Held on 28th August, during which the Planning Team 
provided an overview of the framework and outlined expectations for the 
planning cycle.  

• Planning Launch Event: Scheduled for September will formally initiate the 
planning cycle and engage system stakeholders.  

• Planning Strategic Oversight Group: A new executive group will be 
established to meet fortnightly, providing strategic oversight and coordination.  

• ICB Planning Leadership Team: A cross-functional group established to act 
as a conduit between the Planning Strategic Oversight Group and the Planning 
Hub, ensuring effective coordination and delivery of planning activities. 
Meetings to be held weekly.  

• Planning Hub: The Planning Hub will be re-established on 11th September and 
mobilised to convene system and planning leads from across Greater 
Manchester. Meetings will be held on a fortnightly basis thereafter.  

• Commissioning Intentions: commissioning intentions are being drafted by the 
GM commissioning team over the coming weeks, and the team will be liaising 
with the ten places to gather input from localities on priorities during October 25. 

 
5. Recommendations  

 
5.1. TSPC is asked to  

5.1.1. note the GM implementation arrangements for 2026/27 planning cycle. 

5.1.2. Support a monthly report to TSPC on planning assumptions and impact for 
Tameside for discussion and approval. 
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Introduction

The 10 Year Health Plan sets out the need for a significant change to the way we
organise, deliver and fund services. To support this, a new model of planning is
required to meet the challenges and changing needs of England’s population and,
crucially, build the foundation for the transformation of our services.

The 10 Year Health Plan makes clear that change needs to be delivered at scale,
embedding new ways of working that transform the experience of staff and
patients alike. This can only happen through coordinated bottom-up action.
Leaders will need to come together alongside the citizens they serve and all
those with a role in delivering improved health outcomes, to plan and transform
services.
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Delivering this change needs a different approach to planning across the NHS
and with its partner organisations. Annual funding settlements and planning
cycles have made it difficult to focus on thoughtful, long-term strategic planning of
services. To break this cycle, this framework shifts the focus towards a rolling five-
year planning horizon. Planning across the NHS needs to become a continuous,
iterative process that supports transformational change, delivering the three shifts
set out in the 10 Year Health Plan and taking full advantage of breakthroughs in
science and technology.

All organisations will be asked to prepare credible, integrated five-year plans and
demonstrate how financial sustainability will be secured over the medium term.
This means developing plans that:

build and align across time horizons, joining up strategic and operational
planning
are co-ordinated and coherent across organisations and different spatial
levels
demonstrate robust triangulation between finance, quality, activity and
workforce

We have been working closely with colleagues across the NHS to shape a shared
view of what effective multi-year planning should look like in the current context.
In response to the initial questions and feedback received, we are pleased to
share the first version of a planning framework to support the development of
five-year plans covering the period 2026/27 to 2030/31.

This framework is intended as a guide for local leaders responsible for shaping
medium-term plans. It provides clarity on roles and responsibilities within the
context of the new NHS operating model outlined in the 10 Year Health Plan. It
sets out core principles and key planning activities, which should be adapted
based on local needs and circumstances.

Annex A outlines national expectations for plan development. We will continue to
refine specific requirements and ways of working in collaboration with you.

Principles for effective, integrated planning

Planning should be a collective activity which draws input from staff, patients,
people and communities. It is also a cumulative process, with each stage building
on previous work. This framework is built around the five core principles shown
below.
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Table 1: Principles for effective, integrated planning

Principle Description

1. Outcome-focused

Planning should be anchored in
delivering tangible and measurable
improvements in outcomes for
patients and the public, and improved
value for taxpayers. Involving
patients, carers, and communities is
critical for ensuring that plans deliver
better outcomes and services that are
responsive to local needs.

2. Accountable and transparent

Effective planning requires clarity on
roles, responsibilities, and
accountabilities. Governance
structures must support transparent
decision-making, provide regular
oversight and constructive challenge,
and ensure alignment with strategic
objectives at organisation, place and
system level.

3. Evidence-based

The decisions made as part of
planning should be underpinned by
robust analytical foundations,
including population health analysis,
demand and capacity modelling,
workforce analytics, and financial
forecasts. This should be informed by
best practice and benchmarking.

4. Multi-disciplinary

Planning must bring together staff
from across different functional areas
(including finance, workforce and
clinical) to ensure that work is co-
ordinated and that those responsible
for delivery have shaped its content.
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Principle Description

5. Credible and deliverable

Plans must set ambitious yet
achievable goals. They should clearly
articulate the resources required,
realistically reflect workforce and
financial constraints, and include
mitigation strategies for key risks.
Robust triangulation between finance,
performance, workforce and quality is
critical.

Roles, responsibilities and accountabilities

In line with the new NHS operating model signalled in the 10 Year Health Plan,
the diagram below summarises the core planning roles and responsibilities for:

a smaller centre focused on setting strategy, establishing clear priorities and
mandating fewer targets, and equipping local leaders to improve outcomes
integrated care boards (ICBs) as strategic commissioners, with a core focus
on improving the population’s health, reducing health inequalities, and
improving access to consistently high-quality services
providers focused on excellent delivery on waiting times, access, quality of
care, productivity and financial management, as well as working partnership
to improve health outcomes

The role of the board

The boards of individual ICBs and providers are ultimately accountable for the
development and delivery of their plans. Boards are expected to play an active
role in setting direction, reviewing drafts, and constructively challenging
assumptions – rather than simply endorsing the final version of the plan. Boards
should ensure that the plan is evidence-based and realistic in scope, aligns with
the organisation’s purpose and the wider system strategy, and supports the
delivery of national ambitions.

Boards should also set the conditions for continuous improvement, ensuring there
is a clear data-driven and clinically led improvement approach in place. A
systematic approach to building improvement capacity and capability at all levels
is essential. This is vital to ensure organisations are ready to both deliver plans
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and lead wider transformation, including shifting more care from hospital to
community, expanding digitisation, and driving year-on-year improvements in
productivity.

Accountability at the level of individual organisations sits alongside the duty to
collaborate. Effective planning requires organisations to work constructively
across the system to deliver shared objectives. ICBs and providers can achieve
this by:

engaging early and consistently in the planning process, ensuring alignment
on priorities, assumptions, and planning parameters
sharing data, forecasts and risk insights to build a common evidence base
and support transparency in decision-making
jointly developing scenarios and trade-offs, particularly where financial,
workforce, or capacity constraints exist
identifying and agreeing key system priorities and setting out clearly how
each organisation’s plan contributes to their delivery
identifying and assessing improvement capability and ensuring there are
clear roles in leading improvement across the system
using system governance mechanisms, such as partnership boards or
planning groups, to manage dependencies and resolve tensions
ensuring mutual assurance, where ICBs and providers understand and can
explain how their plans both stand alone and integrate into the wider system
plan

This will help deliver the ambition for integrated, place-based care while
maintaining clear lines of statutory accountability.

We will continue to develop this picture as new ways of working take shape
(Neighbourhood Health Providers and Integrated Health Organisations).

Key NHS planning roles and responsibilities

Providers

Develop strategic, operational and financial plans to deliver on national and
local priorities, including pathway redesign and service development.
Develop and continuously improve the foundations for integrated planning
including robust demand and capacity modelling and triangulation across
quality, finance, activity and workforce plans.
Ensure strong clinical leadership in plan development and linked decision
making.
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Collaborate with system, place and provider collaborative partners to ensure
plans support the delivery of the best outcomes for local populations and the
most effective use of collective resources.
Work with ICBs to ensure plans reflect agreed commissioned activity levels
and align to the overall system strategy.

ICBs

Set overall system strategy to inform allocation of resources to improve
population health outcomes and ensure equitable access to healthcare.
Lead system level strategic planning, ensuring effective demand
management and optimal use of collective resources.
Set commissioning intentions and outcome-based service specifications to
enable providers to undertake effective operational planning aligned to
national and local priorities.
Convene and co-ordinate system-wide planning activities, for example,
pathway redesign, neighbourhood health, fragile services, capital and
estates.
Work closely with region on planning activities where a cross-system or
multi-ICB response is required.
Co-ordinate system response to nationally determined NHS planning
requirements, working with region and providers.

Regions

Support ICBs and providers to ‘create the conditions’ for effective, integrated
planning across the region, including assessment of planning maturity.
Lead those planning activities where a regional or cross-system response is
required, for example, strategic infrastructure planning, long term workforce
planning, education and training capacity planning.
Support and assure ICB and provider responses to nationally mandated
elements of NHS planning including risk assessment, coordinating
appropriate support, and plan acceptance.
Work closely with national teams to design national planning products and
processes and support capability and capacity building.

National

Set strategic direction and national priorities and standards for the NHS.
Develop and continuously improve the national planning framework,
including specific requirements for the nationally co-ordinated element of
NHS planning.
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Support capability and capacity building across the system and promote
sharing and adoption of best practice.
Deliver centrally developed resources, such as analytical tools, data packs,
modelling assumptions, and templates to reduce duplication and ensure
consistency.
Provide guidance and technical support to underpin planning and assurance
processes.
Work closely with regions, ICBs and providers on the design and refinement
of national planning products and processes.

The integrated planning process

Planning is a continuous cycle that is linked to strategy, delivery and performance
management. The most technically sound plan will fail if it does not command the
support of the staff who must deliver it and the patients and public whose care it
is designed to improve. A robust process ensures the plan is well-informed,
broadly supported, and feasible to implement. This section sets out a two-phase
process to support the development of credible, deliverable integrated plans.

The aim of the initial phase is to lay the foundations for success. This involves:

setting up the integrated planning process and governance at organisation,
place and system level
building a robust evidence base including data-driven insights into
population needs, service demand, workforce supply and capacity, and
finances

In the second phase, plans are fully developed, triangulated and assured through
a multidisciplinary process, and finally signed off by boards. These phases are
not rigid and the core activities across these phases may overlap and interact
with each other. Tables 2 and 3 set out the core activities for ICBs, providers and
place partners for each phase. Supporting resources will be shared on the
Futures NHS Planning platform (https://future.nhs.uk/nationalplanning/view?
objectId=235769285). We will continue to develop this into a library of planning
best practice, including supporting models and tools, and encourage all
organisations to contribute their own best-practice examples and experiences
and share with england.ops-planning@nhs.net (mailto:england.ops-
planning@nhs.net)
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Phase one

The first step is to establish clear roles and responsibilities and multidisciplinary
planning teams to drive and co-ordinate the activities set out in tables 2 and 3. In
phase one these should include:

population health needs assessment, identifying underserved communities
and surfacing inequalities
Identifying service and pathway redesign opportunities, including where
services are vulnerable to becoming unsustainable because of size,
workforce shortages, infrastructure, or unmet demand
demand and capacity analysis, including a bottom-up assessment to ensure
demographic and technological changes are anticipated (demand), and
productivity, workforce and estates factors are explicitly considered
(capacity)
identifying opportunities to improve productivity and efficiency (this should
be a continuous process)
financial analysis to establish a baseline underlying position and cost
drivers, including a clear understanding of unit costs
reviewing and refreshing the organisation’s clinical strategy to ensure it is up
to date and aligned to the 10 Year Health Plan
reviewing the organisation’s improvement capability
reviewing strategic estates plans, opportunities for disposals and
consolidation and where new additional or different estate is needed for
transformation or performance improvement

Executives and boards should ensure that structures and processes are in place
to support integrated planning, for example, through a programme board or
steering group that meets regularly to drive the planning process forward. As
noted in section 2, formal arrangements should also be in place to support
effective planning with system partners, including the independent sector. This
includes joint planning sessions with local authorities to align with their strategies
at place, and structured collaboration with the voluntary, community and social
enterprise (VCSE) sector, who often have deep community roots and provide vital
services.

Phase two

The development of integrated plans should build on robust population health
improvement and clinical strategies that reflect both local needs and national
ambitions, including the three shifts set out in the 10 Year Health Plan. Informed
by the foundational activities and analysis undertaken during phase one, the
integrated plan should bring together:
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service plans that address key opportunities to redesign pathways to better
meet local needs, improve access, quality, and productivity
workforce plans to deliver the right workforce with the right skills aligned to
finance and activity plans. Over a five-year horizon, roles and required skills
will evolve, for example, driven by digital transformation and new treatments.
Plans will need reflect this as well as setting out the measures to attract staff
and improve staff retention
financial plans that show how the organisation intends to live within its
means and secure financial sustainability over the medium-term while
delivering on operational and quality priorities
quality improvement plans to improve patient care, experience and
outcomes
digital plans that build digital capability, leverage data for better decision-
making, support improved population health, enable improved patient care
and experience, and drive efficiency and integration
infrastructure and capital plans that maximise the use of existing assets
and capital investment in the most effective way, to deliver objectives on
transformation and performance improvement over the medium term

Organisations should also be considering how they mobilise their improvement
capability to deliver these plans.

Triangulation

Triangulation is a critical part of the integrated planning process, ensuring that
each element of the plan reinforces the others, making the plan internally
consistent and realistic. As a minimum, this involves:

a common data set and shared set of planning assumptions at the outset, so
that everyone is planning on the same basis
holding regular reconciliation meetings, where – for example, finance, HR,
and operational leads review draft numbers together to identify and resolve
discrepancies

Integrated planning tools or models that combine activity, workforce, and finance
projections can help ensure consistency and provide transparency around how
changes in one area of the plan affects others.

Triangulation is not only an internal NHS exercise, it also involves aligning NHS
plans with those of local government and other partners. A truly integrated plan
will consider the local authorities’ plans for public health, social care, and broader
community development.
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Plan assurance

Having an aligned, integrated plan is not enough – the plan must also be credible,
deliverable and affordable. Credibility means the plan’s assumptions and targets
are evidence-based and convincing to stakeholders (including regulators and the
public). Deliverability means that the plan can realistically be executed with the
available resources and operating environment. Affordability means the plan’s
financial assumptions are sustainable and align with available funding and
budgetary limits.

Executives and boards are expected to rigorously test the plan before finalising it
using robust assurance processes. This includes formal challenge sessions
during the plan’s development, to critically test assumptions and proposals, and
request revisions if needed. Scenario planning and sensitivity analysis should
play a key role in supporting this process to:

provide a clear, quantitative measure of the plan’s key financial and non-
financial risks and focus attention on how these can be managed
systematically identify the most critical and uncertain assumptions and
quantify the impact of this uncertainty

Declaring a plan deliverable is not a one-off event – it requires ongoing oversight
once implementation begins. Best practice involves setting up a robust delivery
monitoring mechanism as part of the planning framework. Learning should be
captured as part of this process to help inform continuous improvement across
the planning and delivery cycle.

Core activities across the integrated planning cycle

These tables outline the roles of ICBs, providers, and place partners across two
planning phases: setting the foundations and integrated planning.

Table 2: Phase one – setting the foundations
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ICB Providers* Place partners

In collaboration with
providers and partners
perform a refresh of the
clinical/organisational
strategy as required to
ensure they are updated
to reflect changes in
national policy (for
example, the 10 Year
Health Plan) or local
context.

Review organisational
improvement capability.

Establish appropriate
governance structures
and agree
responsibilities and
ways of working to
support the integrated
planning process,
including engagement
with patients and local
communities. This
should include working
with providers.

Assess population
needs, identifying
underserved
communities and
surfacing inequalities,
and share with
providers.

Review quality,
performance and
productivity of existing
provision using data and

In collaboration with ICB
perform a refresh of the
clinical/organisational
strategy as required to
ensure they are updated
to reflect changes in
national policy (for
example, the 10 Year
Health Plan) or local
context.

Review organisational
improvement capability.

Establish appropriate
governance structures
and agree
responsibilities and
ways of working to
support the integrated
planning process,
including engagement
with patients and local
communities. This
should include working
with ICBs.

Review quality,
performance and
productivity at service
level as well as the
organisation’s
underlying capabilities
(workforce,
infrastructure, digital and
technology).  

Establish a robust
financial baseline based
on underlying position

Provide place-level input
on population needs and
local priorities including
Joint Strategic Needs
Assessment (JSNA).
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ICB Providers* Place partners

input from stakeholders,
people and
communities.

Develop initial forecasts
and scenario modelling
for demand and service
pressures.  

Generate actionable
insights to inform
service and pathway
design with providers.

Create outline
commissioning
intentions for discussion
with providers

and drivers of costs.  

Identify key sources of
unwarranted variation
and improvement
opportunities through
benchmarking and best
practice.

Identify service and
pathway redesign
opportunities including
reviewing fragile
services.  

Undertake core demand
and capacity analysis
and develop initial
forecasts and scenario
modelling.

*Individually and jointly across provider collaboratives

Table 3: Phase two – integrated planning
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ICB Provider* Place partners

Develop an evidence-
based five-year strategic
commissioning plan to
improve population
health and access to
consistently high- quality
services.

Bring together
neighbourhood health
plans into a population
health improvement plan
in discussion with
people, communities
and partners.

Iterate initial forecasting
and scenario modelling
for demand and service
pressures.

Finalise commissioning
plans to inform provider
plan development. 

Undertake Quality and
Equality Impact
Assessments to support
informed decision-
making through the
planning process.

Ensure improvement
resources are aligned to
the priority areas of the
plan.

Develop a credible,
integrated organisational
five-year plan that
demonstrates how
national and local
priorities will be
delivered, including
securing financial
sustainability Iterate
core demand and
capacity analysis and
scenario modelling to
reflect service redesign
opportunities.  

Develop clear service
level plans that meet
national and local
priorities, including
implementation plans
best practice care
pathways.

Triangulate and finalise
finance, workforce,
activity and quality
plans.

Undertake Quality and
Equality Impact
Assessments to support
informed decision-
making through the
planning process.

Ensure improvement
resources are in place to
deliver plans.

Lead the co-design of
integrated service
models at place level.  

Develop Neighbourhood
Health Plan and
supporting place-based
delivery plans.

*Individually and jointly across provider collaboratives
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The national planning architecture

This framework has been developed as a guide for local leaders across England
responsible for the development of the strategic and operational plans that will
deliver on local priorities as well as our shared national ambitions for the NHS as
set out in the 10 Year Health Plan. These plans are the cornerstone of a wider
national planning architecture designed to ensure that:

plans are developed based on appropriate, accurate and timely information
plans are developed on a consistent basis to support aggregation, reporting,
and oversight and accountability
planning activities at local, regional and national level align and support
each other

As set out in the 10 Year Health Plan, five-year organisation plans together with
neighbourhood health plans will be the core outputs of integrated local planning
processes. They are described at a high level in Table 4. NHS England and the
Department for Health and Social Care (DHSC) will issue specific guidance to
support their respective development. Given these changes, we will also work
with government to review the requirement for ICBs and their partner trusts to
prepare a five-year joint forward plan (JFP) and joint capital resource use plan
(JCRUP).

Relationship between key elements of the national planning
architecture

(https://www.england.nhs.uk/wp-content/uploads/2025/09/relationships-between-
key-element-of-the-national-planning-architecture-v3.jpg)
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Table 4: Core planning outputs

This table outlines four key types of planning documents used within the NHS,
each with a detailed description of its purpose, scope, and expectations.

Output Description

Five-year strategic commissioning
plans (ICBs)

Describes how, as a strategic
commissioner, an ICB will improve
population health and access to
consistently high–quality services
across its footprint. We will work with
ICBs to develop specific guidance. As
a minimum, we expect that plans will:

– set out the evidence base and
overarching population health and
commissioning strategy
– bring together local neighbourhood
health plans into a population health
improvement plan (PHIP), including
how health inequalities will be
addressed
– describe new care models and
investment programmes that
maximise value for patients and
taxpayers aligned to 10 Year Health
Plan
– demonstrate how the ICB will align
funding and resources to meet
population needs, maximise value,
and deliver on key local and national
priorities
– describe how the core capabilities
set out in the ICB blueprint will be
developed

ICBs will be expected to refresh these
plans annually as part of a rolling five-
year planning horizon for the NHS.
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Output Description

Five-year integrated delivery plans
(NHS trusts and NHS foundation
trusts)

Demonstrates how the organisation
will deliver national and local priorities
and secure financial sustainability. We
will work with providers to develop
specific guidance. As minimum, we
expect that plans will:

– set out the evidence base and
organisation’s strategic approach to:
– improving quality, productivity, and
operational and financial performance
– meeting the health needs of the
population it serves and how this
approach contributes to delivering the
overall objectives of the local health
economy
– describe the actions that will support
delivery of the trust’s objectives,
including key service development
and transformation schemes and how
these will impact quality and support
operational and financial delivery
– summarise how the underpinning
capabilities, infrastructure and
partnership arrangements required to
deliver the plan will be developed e.g.
workforce skills, digital capability, and
estate.

Providers will be expected to refresh
these plans annually as part of
establishing a rolling five-year
planning horizon for the NHS.
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Output Description

Neighbourhood health plans

These will be drawn up by local
government, the NHS and its partners
at single or upper tier authority level
under the leadership of the Health
and Wellbeing Board, incorporating
public health, social care, and the
Better Care Fund. The plan should set
out how the NHS, local authority and
other organisations, including social
care providers and VCSE, will work
together to design and deliver
neighbourhood health services.
DHSC will publish separate guidance
to support their development.

National plan returns

We will engage with ICBs and
providers on the specific requirements
for the national plan returns. Five-year
organisational plans will be expected
to fully align with and support
numerical returns. The existing set of
annual finance, workforce, activity and
performance templates will be
redesigned and streamlined to better
support integrated planning. There will
be separate returns from ICBs and
trusts rather than a single-system
return. ICBs and providers will need to
work together to ensure that these are
fully aligned.

Annex A: Development of plans for the five-year period from 2026/27
to 2030/31

We are issuing this framework to help inform the development of plans for the
five-year period from 2026/27 to 2030/31. We will continue to work with you to
develop specific requirements and ways of working.
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Where not already in progress, ICBs and providers must now begin to lay the
foundations for developing their five-year plans. This includes the critical work to
secure financial sustainability over the medium term. The national planning
timetable aligns with the phased approach set out in this framework.

Phase one will run to the end of September. During this period, NHS
England and DHSC will work together to translate the 10 Year Health Plan
and spending review outcome into specific multi-year priorities and
allocations.
Phase two will launch at the end of September/early October with the
publication of multi-year guidance and financial allocations. This will enable
ICBs and providers to fully develop their medium-term plans and take them
through board assurance and sign off processes in December.

During the initial planning phase, we are asking you to focus on:

setting up your integrated planning process and establishing a
multidisciplinary planning team to co-ordinate activity across functions.
assessing your organisation’s capability, capacity and preparedness against
this framework. Key gaps, areas for concern and risks should be discussed
at the earliest opportunity with your regional NHS England team, who will
work with you to identify potential solutions and support.
reviewing your clinical strategy against the direction set out in the to identify
and address any gaps.
developing a transparent articulation of your underlying financial position
continuing to develop your understanding of productivity and efficiency
opportunities and how they will be delivered, building on the work done
through the planning process for 2025/26. Build your cost improvement
plans (CIPs) by identifying areas of opportunity.
developing, where not already in place, a shared view on service
reconfiguration opportunities and plans, including approaches to address
fragile services.
assessing and improving the maturity of core demand and capacity planning
within your organisation and across the wider system.
working with NHS England to assess the impact of rebasing fixed payments.

December plan returns will include firm financial, workforce and operational plans
for the first year, which providers and ICBs will be held to account for delivering.
Regional teams will lead on the review of these submissions and work with
organisations to conclude the plan acceptance process during the first half of
quarter four.
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We will issue allocations based on the statutory ICB footprints for April 2026 and
ask ICBs to prepare and submit plans on that basis. Where ICBs are entering into
clustering arrangements ahead of a planned future merger they will need to work
together to appropriately reflect these arrangements in their plans.

Specialised services, health and justice, vaccinations and screening

ICBs have already taken on delegated commissioning responsibility for certain
specialised services and will also take on a greater leadership role from April
2026 for the commissioning of screening services, vaccination services (building
on existing partnership arrangements already in place with ICBs), and health and
justice services. It is anticipated that full commissioning accountability for these
services will transfer to ICBs from April 2027.

ICBs will need to work in close partnership with their NHS England regional
teams to prepare for these changes, including establishing a single (one per NHS
region) office for pan-ICB commissioning to ensure appropriate at-scale
commissioning of these services continues, and a concentration of expert
commissioning capability maintained. The offices will support all ICBs equally and
collectively across a region in discharging these new responsibilities and future
accountabilities. Further details on the requirements and timetable for transition
will follow.

It is therefore critical that ICBs, in partnership with their NHS England Regional
teams, ensure these services are fully factored into medium terms plans and that
those plans begin to realise the benefits of whole pathway and population-based
commissioning, including the opportunities that upstream interventions can have
in reducing demand for specialised services.

Date published: 8 September, 2025
Date last updated: 10 September, 2025

▲Back to top
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Chair: Steph Sloan – Deputy Place Based Lead
Reporting period: PCCC Meeting – 6 August 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:
• The Committee received an update to the Living Well Services, explaining that the specification will be updated to align with

the Pennine Care footprint, GM model, 10 year plan and the GM reforms as well as adjusting in line with Tameside
requirements and put out to tender.

• Locally Commissioned Services (LCS) 2025/26 SMI Health checks specification was presented and supported and will now be
included in the final LCS specification.

• A Pharmacy First Delivery Update was presented to the Committee. Data shows in the first 12 months the services has
increased significantly with the majority of referrals being received via NHS 111. A Healthwatch Pharmacy First report is due
to be published in the near future following visits to 39 services and highlighting advertising as a key areas of focus.

• Specialist Weight Management Update highlighted that the GM PCCC have approved a model of care and service specification
regarding the implementation of the NICE guidance relating to Mounjaro. This, together with the wrap around support to
patients model and have locality approach and delivery model in place, agreed through Tameside General Practice Alliance.

• The General Practice Quality Framework enables analysis and understanding of quality for patient across spatial levels and will
support PCDIG in the oversight of general practice delivery. The Committee approved the launch of the GM General Practice
quality dashboard and supported its use in terms of quality assurance.

• The revised terms of reference for the Partnership Oversight Group (POG) were approved.

Priority actions in coming period:
• Primary Eyecare Service Proposal – clarity around how the

service aligns with the performance management and
contracting function of NHS GM system. Work is ongoing
with regards NHS GM Reform.

• 2025/26 Contract Changes in relation to risk stratification
component on Capacity and Access Improvement Plans
(CAIP) and in terms of changes introduced from 1st

October, including online consultation system availability.

Decisions made:

PCCC supported the proposal for the specialist weight management model of care, the use of the GM general practice quality framework in programme of Practice Quality Visits and the revised
POG ToR

Top 3 risks & mitigation: RAG rating

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 – 1 October 2025

Key escalations for NHS Greater Manchester PCCC:
• DCCP discussion regarding CAIP claims
• 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
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Amanda Fox, Associate Director of Finance (Tameside) 
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Approval Only: 
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Purpose / Summary of Report: 
 
The report presents the financial position as of 31st July 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 four position and the mitigating actions in place 
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 
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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 July 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.  As at Month Four the total ICS year to date deficit is £7.3.m, a £9.7 adverse variance against 
the plan (Month Three: variance of £3.7m), which is a deterioration of £6.0m from the 
previous month. 
 

2.1 The following table presents the position by sector: 
 

  
 

2.2 Key points of note for Month Four are: 
 

• The YTD Provider position is now £9.7m behind plan, a deterioration of £6.0m in month, 
mainly related to MFT, who are reporting pressures due to increased pay costs associated 
with pay award and industrial action. It is reported the CIP delivery for GM providers is 
ahead of plan overall by £3.3m.  

• The NHS GM position has remained on plan, reporting a £2.5m deficit this month. There 
are continuing pressures relating to ADHD, Autism and s117 within Mental Health, 
increased costs associated with All Age Continuing Care and delays in the identification 
and delivery of savings for a number of schemes including the IS Activity Management Plan 
to remove forecast Elective overperformance, offset partially with some areas of under 
spend in the overall position.  

• As a system it is forecast that CIP targets will be met in full by the end of the year, albeit 
with associated risk.  On a YTD basis, delivery is £1.4m behind target as a system (£4.7m 
behind plan by NHS GM, offset by a favourable provider variance of £3.3m). 

• NHSE guidance states that the Deficit Support Funding (DSF) will only be allocated for the 
remainder of the financial year if the system can demonstrate and provide assurance that 
there is a credible plan to deliver the FOT position, with an added focus on improving the 
underlying position. A system assessment of assurance and associated risk to delivery is in 
development.  

• As a result, an increased financial control framework remains in place to ensure only 
essential additional expenditure is committed, and on-going scrutiny of the financial position 
and delivery of CIP through the System Improvement process continues. Urgent recovery 
meetings continue to be held to address any current shortfall. 

 
 
3. LOCALITY YEAR TO DATE AND FORECAST OUTTURN POSITION AT MONTH FOUR 
 
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 forecast 2025/26 Outturn position as at Month Four are: 

• A YTD favourable variance of £166k against month four budget of £20,409k.   
• This position includes £869k CIP achievement against a month four plan of £314k. 
• The locality has cost pressures in the following key areas: 
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 Autism and ADHD assessments, where costs and activity are being driven by 
patients accessing services via the ‘right to choose’. 

 
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 – The Better Care Fund contribution to Tameside Metropolitan Borough Council 
(TMBC) continues to be held within this budget.   Increased activity within independent sector 
contracts continue to place pressure on the community budget. 

• Mental Health – Pressures due to the volume and cost of Autism and ADHD assessments 
are placing pressure on the budget in this area.  At Month Three budgets and costs for Out 
of Area and PICU Mental Health Placements were transferred to GM. 

• CHC – In CHC there has been a movement in case mix giving a small YTD benefit, however 
there is a rise in the total number of cases, so it is anticipated that the YTD benefit will be 
eroded over the balance of 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.  Permission has been received from the STAR panel for 
Stalybridge PCN to remain in the existing neighbourhood hub until August 2027 – this date 
is in line with the APMS contract of the lead practice who will be holding the lease, approval 
will now be sought via GM Chief Officers as the budget is held at a GM level 

• 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.   

 

Month  4 - July Budget Actual Variance Budget Forecast Variance
Directorate £000 £000 £000 £000 £000 £000
Acute 1,338 1,325 (13) 4,006 3,996 (10)
Community 6,339 6,345 5 18,833 18,835 2
Mental Health 4,064 4,087 22 12,101 12,446 345
CHC 5,169 5,094 (75) 15,076 15,004 (72)
Estates / Other 1,446 1,380 (67) 3,830 3,633 (196)
Primary Care 2,052 2,013 (39) 6,262 6,193 (69)
Total Tameside Locality 20,409 20,243 (166) 60,107 60,107 (0)

Year To Date Full Year Forecast
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The forecasted breakeven position has been achieved through the implementation of a 
recovery plan. This plan is based on the assumption that the recent reduction in Mental 
Health s117 placements will be sustained, and that there will be no increase in high-cost 
placements within the locality. It is important to acknowledge that these assumptions carry a 
degree of risk and should be monitored closely. 
 

4.  SAVINGS AND EFFICIENCIES 

4.1     The savings and efficiency target for the Tameside locality has been set at £2,427k for the 
financial year 2025/26. 

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

totalling £2,427, following risk assessment the locality believes that these are likely to deliver 
£1,648k in year. This continues to be monitored with the group seeking to identify additional 
schemes to cover any potential shortfall. 
 
At month four locality savings are as per the table of schemes below: 

 

  
 

 At month four £869k of savings have been delivered against a month four target of £314k. It 
should be noted of the schemes identified so far 95% of these savings are likely to be 
achieved on a recurrent basis.  Work continues to identify recurrent savings. 

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

place to manage pressures. 

Planned savings before optimism bias RED AMBER GREEN TOTAL
Savings Area £000 £000 £000 £000
Community Healthcare 350 0 220 570
Continuing Healthcare 392 150 500 1,042
Other 0 50 765 815
Total 742 200 1,485 2,427



Trust Finance Dashboard 2025/26 – Period Ending 31st July 2025 

Summary Dashboard  

 

 

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

50 Adjusted surplus / (deficit) (1) - 1 - - - 

- Lead provider collaborative tier 4 CAMHS - - - - - - 

48,732 Closing cash balance 50,773 51,743 970 54,002 54,002 0 

The cash balance is above plan by £1.0m and £0.3m higher than June 25 and remains 
in a healthy position. Performance against the Better Payment Practice Code (BPPC) 
remains above the 95% target at 96.3%. The Trust currently has cash to cover 56 
days' operating expenditure.

5,560 Capital expenditure - internal funding 955 912 (43) 2,854 2,854 - 

3,505 
Capital expenditure - public dividend 
capital schemes 618 214 (404) 6,332 6,332 - 

4,200 Capital expenditure - leases 300 - (300) 898 898 - 

344 Capital expenditure - PFI 115 115 - 344 344 - 

7,950 Recurrent savings 2,663 1,998 (665) 7,992 7,992 - 

6,570 Non-recurrent savings 3,177 2,972 (205) 9,530 9,530 - 

14,520 Total savings 5,840 4,970 (870) 17,522 17,522 - 

11,549 Agency 2,429 2,523 94 7,288 6,509 (779)

22,372 Bank 5,877 7,657 1,780 14,448 22,877 8,429 

33,921 Total temporary staff costs 8,306 10,180 1,874 21,736 29,386 7,650 

259,157 Total gross staff costs 86,483 87,874 1,391 261,278 261,278 - 

4.5% Agency as a % of gross staff costs 2.8% 2.9% 0.1% 2.8% 2.5% -0.3%

Month 4 year to date Full year

At month 4 the year to date financial position is breakeven, however there continues to 
be overspends on bank staff and underdelivery of Value Improvement. The forecast 
remains on plan although there are a number of risks to this as set out in scenario 
analysis.

The value improvement target is £17.5m, of which £8m is recurrent. Efficiency targets 
have been split by both theme and networks however there is a risk against recurrent 
delivery overall. As of month 4, efficiency savings are under-achieving by £870k, of 
which £665k is recurrent. However this does represent an improvement from month 3, 
and work is underway to improve this position.

Agency spend was below plan YTD at month 4, meaning that the Trust has acheived 
the 40% reduction targetted in agency staff expenditure. Key budgetary pressures are 
within medical agency.
Temporary staff costs overall are above plan at month 4, with key pressures on bank 
usage in particular on inpatient units in support to clinical staff. Network & Care Hub 
action plans to reduce run-rates are binge implemented across areas with a budgetary 
overspend and significant bank usage, to 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.

Internally funded capital schemes continue to spend and schemes like 3KP are on 
track be delivered within the overall plan. The digital schemes are delayed due to the 
need to prioritise spend. 
Public Dividend Schemes (PDC) accounts for c60% of the capital funding in 2025/26 
and are profiled from month 3 with a heavier weighting from quarter 3 onwards. 
Schemes relating to Mental Health Out of Area Placement (OAPs) reductions are in 
the plan but are still subject to final governance sign off by NHSE.
The profile of leases is being re-assessed as the plan was based on an even split 
throughout the year. All capital schemes are being re-assessed to ensure the 
prioritisation of the limited internal funding available is being used on the most 
appropriate schemes.



Month 4 Finance Report

Month 4 Key Messages
Key Risks:

• The Trust financial plan for 2025/26 is break-even, including £31.8m 
deficit support funding. The key risks associated with delivery of the plan 
will be monitored and reported monthly, they are:

• High Risk Income - £11.2m, relating to DDICB, £5.2m, GM FFF, £3.3m 
& £2.7m reduction in GM ICB from contract 3 to 4.

• Low Risk - £1.5m additional CDEL funding from GM ICB which will 
revenue to capital transfer

• TEP forecasts at M4 show a potential gap of c.£2,860k (£3,328k in M3)

• GM ICB have written to all organisations informing are reducing the UEC 
Capacity and Discharge funding by £10m (TGH impact £0.5m). We are 
challenging this decision as we do not believe that the correct contracting 
process has been followed. This funding supports our SDECs, it is 
unlikely we would be able to reduce costs to mitigate.

• Costs of industrial action for 5 days in July 2025 (£270k, 12 WTE), and 
net £215k after deductions from salary have been made.

• Pressure linked to pay award for 2025/26 is estimated at £100k in-year 
(£300k recurrent)

• Divisional positions are currently forecasting a £1,440k overspend

Summary of Financial Position

• In month 4 the Trust is reporting a break-even position against plan, a net 
deficit of £1.1m, and a £5.4m net deficit YTD in line with plan.

• TEP of £6.8m has been delivered (YTD) which is above plan by £0.2m.

Key Metrics
• Agency spend of £136k is £110k better than M4 plan (£10k lower than M3), 

and YTD spend of £643k, £390k better than plan. This represents a 50% 
reduction on 2024/25 run rate vs NHSE expectation of a 30% reduction

• Bank spend of £1,939k is £189k better than plan, however, includes Industrial 
action cover costs of £270k and YTD spend of £7,750k, £872k better than plan. 
This represents a 15% reduction on 2024/25 run rate vs NHSE expectation of 
15%. Excluding costs to cover industrial action (£270k) this would be a 
reduction of 18% against 2024/25 run-rate.

• The cash balance at the end of July was £16,950k

• In month 04 there has been £1,787k of capital spend with a YTD spend of 
£2,219k. The annual capital programme stands at £27,438k (£48k movement 
in plan from last month due to confirmation of Estates safety PDC)

• ERF is £0.3m under plan at month 4 (excluding Drugs & Diagnostics)

• WTE have decreased by 12 from June 2025 to 4,647, this is 54 above the 
WTE plan and includes 12 WTE for industrial action cover

Forecast Outturn
• A forecast position has been produced and is discussed further on slide 7
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Financial Position as at Month 4 (July)

The SOCI represents the position reported to NHSE with the forecast being in line with plan (Adjusted position). Forecast outturn for 2025/26 scenarios are provided in slide 7.

Month 4 (Jul-25) YTD Position FOT
Income & Expenditure summary Annual Plan Plan Actual Variance % Plan Actual Variance % Plan FOT Variance %

£000s £000s £000s £000s
Operating income from patient care activities 358,166 29,739 28,848 (891) (3%) 116,555 115,127 (1,428) (1%) 358,166 353,248 (4,919) (1%)
Other operating income 16,548 1,361 1,355 (5) (0%) 5,118 5,582 465 9% 16,548 18,066 1,518 9%

Total Operating income 374,715 31,099 30,203 (897) (2.9%) 121,673 120,710 (964) (0.8%) 374,715 371,314 (3,401) (0.9%)

Substantive Staff (246,310) (21,214) (21,666) (452) (2%) (82,006) (82,851) (845) (1%) (246,310) (249,406) (3,095) (1%)
Bank Staff (22,672) (2,142) (1,939) 203 9% (8,613) (7,750) 863 10% (22,672) (21,900) 772 3%
Agency Staff (2,606) (252) (136) 116 46% (1,111) (643) 468 42% (2,606) (1,864) 742 28%

Pay total (271,589) (23,608) (23,740) (133) (0.6%) (91,730) (91,568) 162 0.2% (271,589) (273,170) (1,581) (0.6%)
Drugs (11,873) (994) (1,092) (98) (9.8%) (3,974) (4,066) (92) (2.3%) (11,873) (11,973) (100) (0.8%)
Clinical Supplies and Services (18,675) (1,546) (1,587) (40) (2.6%) (6,394) (6,488) (94) (1.5%) (18,675) (18,359) 316 1.7%
Other Non Pay Costs (61,351) (5,184) (4,163) 1,021 19.7% (21,582) (21,044) 537 2.5% (61,351) (57,669) 3,682 6.0%

Operating non pay (91,899) (7,724) (6,841) 883 11% (31,950) (31,599) 351 1% (91,899) (88,001) 3,898 4%
Total operating surplus / (deficit) 11,227 (233) (379) (146) (62.8%) (2,007) (2,457) (450) (22.4%) 11,227 10,143 (1,085) 9.7%

Non operating items (8,790) (737) (589) 148 20% (2,932) (2,466) 465 16% (8,790) (7,552) 1,238 14%
Surplus / (deficit) before tech adj 2,437 (970) (968) 2 0.2% (4,939) (4,924) 15 0.3% 2,437 2,590 153 (6.3%)

Technical adjustments (887) 21 22 1 (5%) 84 86 2 (2%) (887) (1,040) (153) (17%)
PFI IFRS 16 adjustment* (1,550) (137) (138) (1) (1%) (523) (523) 0 0% (1,550) (1,550) 0 0%

Adjusted surplus/(deficit) 0 (1,086) (1,084) 2 0.2% (5,378) (5,361) 17 0.3% 0 0 0 0.0%
I&E margin (3.5%) (3.6%) (0.1%) (4.4%) (4.4%) (0.0%)

Trust Efficiency Programme 25,339 1,958 1,921 (37) (2%) 6,562 6,779 217 3%

Total Capital Expenditure 27,438 360 1,787 (1,427) 3,560 2,219 1,341 27,438 26,282 1,156

Cash and Equivalents 22,500 11,550 16,950 5,400 6,500 21,800 15,300
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