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Tameside Strategic Partnership Committee

Date: Wednesday 23 April 2025
Time: 11 am
Venue: Committee Room 1 — Tameside One
Iltem | Time Duration | Subject Paper/ For Approval/ | By Whom
No. Verbal Discussion/
Assurance/
Information
1 11 am Welcome, Introductions and Information Chair
Apologies
2 Declarations of Interest Information Chair
5 mins
3 Minutes of previous meeting and Paper Approval Chair
Matters Arising
4 Action Log Paper Information Chair
5 11.05 | 10 mins Collective Action Paper Information / Tori O'Hare
discussion
6 11.15 | 25 mins Live Well Update Presentation Anna Hynes
/ James
Mallion
7 11.40 | 25 mins Finance Update Paper Information / Amanda Fox
Discussion
8 12.05 | 5mins Any Other Business Chair
9 12.10 Date and Time of Next Meeting Information Chair
11 am, 28 May 2025
Committee Room 1, Tameside
One

Tootal House, Manchester
Tel: 0161 742 6023 www.gmintegratedcare.org.uk




Minutes

Tameside Strategic Partnership Committee

Date: 26 March 2025
Time: 11 am
Venue: Hybrid - Committee Room 1, Level 2, Tameside One, Ashton-U-Lyne
Present Apologies
Amanda Fox (AF) — NHS Tameside Ashley Hughes (AH) — TMBC
Anna Hynes (AHy) — Voluntary sector Jill Colbert (JG) — TMBC
CliIr Eleanor Wills (EW) Chair — TMBC Steph Butterworth (SB) — TMBC

Clir John Taylor (JT) — TMBC Executive Member
ClIr Teresa Smith (TS) — TMBC Executive Member
Dr Asad Ali (AA) — GP Alliance

Dr Ashwin Ramachandra (AR) — NHS Tameside
James Mallion (JM) — TMBC

Harry Catherall (HC) — Placed Based Lead / Chief
Executive TMBC

Karen James (KJ) — Chair Provider Partnership — CEO
Tameside & Glossop ICFT NHS Trust

Katherine Sheerin (KS) — NHS GM

Michelle Walsh (MiW) — NHS Tameside

Simon Sandhu (SShu) — PCFT

Steph Sloan (SSn) — NHS Tameside

Tracey Harrison (TH) — TMBC

Trish Cavanagh (TC) — NHS Tameside

In Attendance

Angela Gilcrest — East Cluster Lead Pharmacy
Technician NHS GM

Kenny Li — Chief Pharmacist NHS GM

Steph Pacey — East Cluster Lead Pharmacist NHS GM
Tori O’'Hare (TOH) — NHS Tameside

Item | Topic Action
No.
1. Welcome, Introductions and Apologies

Apologies noted as above.

2. Declarations of Interest

No declarations were noted.




Minutes of Previous Meeting and Matters arising
The minutes were approved as a correct record, subject to the follow

Correction of Sarah Jamieson name and a correction to a paragraph under
item five.

Action Log

50 - NHS Annual Planning Update — ongoing
51 - Live Well Presentation — schedule on the forward plan for April 2025.

Greater Manchester Integrated Care Update

HC provide the Committee with an update with regards the recent
announcement that ICBs need to reduce their running costs by 50%. This
relates to all ICBs across the country and should be achieved by the end of
the calendar year.

The announcement has created concern and anxiety across GM for the staff
with no additional information yet received. However, staff are being
supported and reminded of the health and wellbeing offers available to them.
Staff have received a briefing direct from NHS GM Chief Executive and will
continue to receive briefings as more information is received. The Committee
and staff across the locality are asked to be mindful of the sensitive position
for ICB staff and the possible changes ahead which are supported for some
areas, however the lack of information is hindering any forward planning.
There remains a significant financial pressure and a need to refocus, which
has generated this announcement, and given the timeline, there will be great
deal of work to do which will impact on all aspects of the locality.

The Committee will be kept updated as more information is known.

Medicines Optimisation Update, Risks and Priorities

The Committee received an update from Kenny Li, Steph Pacey and Angela
Gilcreast on the recent changes including the risk and priorities for the
medicines optimisation (MO) service.

The MO team highlighted the changes to the Greater Manchester team and
how the team has developed from the previous arrangements. The Medicines
Optimisation teams have been recognised for their work and positive
contributions across Greater Manchester both financially and efficiency. It was
felt that the previous operating model was unsustainable, with duplication,
unclear accountability and inequitable, therefore a review has taken place to
address the issues. The review will occur in two phases due to its complexity
and will focus on a cluster model. The first element has been implemented in
terms of the structure with effect from November 2024 and is now moving into
phase 2. Phase 2 will include a review of the vacancies, more so in light of the
recent announcements regarding ICBs as well as a review of contract and
services and assurance for investments based on need. This review will




ensure the funding is allocated to where it is needed and should ensure
Tameside see the benefit of that and the new skills mix within the MO team.

There has been a considerable period of changes within the team which brings
together eleven organisations (ten localities and the GM central function) and
looks to address the issues of duplication and develop a ‘do once’ approach,
aligned strategy, which will link to the clinical strategy and single set of
standards, inconsistencies and outcomes and address the national issues.

The new operating model structure has seen see the implementation of Cluster
Leads who will manage the Place Based MO teams. However, the teams will
work collaboratively across GM on portfolios such as quality, safety and
governance, value, secondary care integration and commissioning and
community pharmacy integration and commissioning. There will be direct
reporting to the Place Based Leads to ensure a focus on locality issues as well
as professional reporting through GM to manage the shared prescribing budget
and savings target across GM. The GM wide team will focus on 6 core pillars
Medicines Commissioning

Medicines Finance

Medicines Safety and quality

Medicines across the system

Role of Practice Based Pharmacy

Clinical and Care Professional leadership

With regards the Tameside locality, the Committee noted the change to the
previous locality structure which was felt to be both efficient and effective
compared with the new structure which is carrying vacancies in both phase 1
and 2 and the ability to support and achieve targets. It was noted that the
changes have been recorded within the NHS Tameside risk register and will
be monitored, however, the GM team re-assured the Committee that they are
aware of their concerns and feel the new arrangements will be able to provide
the support needed.

The MO team confirmed they have achieved the savings target whilst ensuring
safety and quality are maintained The plan for 2025/26 is based on the previous
year ensuring sustainability, carbon footprint, review of drugs of low clinical
value but will also include switch programmes, ‘do once’ approach, wound
care, support for diabetes, review of outlier areas as well as other areas such
as insulins.

The MO team confirmed they link with the Be Well teams and work
collaboratively with colleagues across GM. The team have strong community
links and can focus on quality as well as financial stability. Internally the Public
Health team have previously worked collaboratively with the locality MO team
which has provided strength and shared use of resources which the Committee
would like to see continue. There is also a locality Integrated Medicines
Optimisation Group (IMOG) which is co-chaired between Dr Asad Ali and the
Medical Director at Tameside & Glossop ICFT which supports the MO work.

SSn offered on behalf of the Committee to work with the GM MO team to
ensure equity across the GM system and provide the necessary and relevant




support.

The GM MO team were thanked for their update.

Performance Report

The Committee received an update on the performance of key NHS GM
metrics, the oversight of which has been delegated to the Tameside Locality.
The report provides a scorecard overview of all metrics that the locality are
responsible for maintaining oversight of, as well as providing detailed
performance information and supporting narrative where performance is off
track. SSn highlighted that some of the metrics are based on population size
and therefore given its relative position compared with other areas, Tameside
would remain in the lower quartile unless the construction of the metric was
changed. Given this SSn agreed to discuss with business intelligence
colleagues so that the data provided gives greater insight.

Action: SSn to liaise with Business Intelligence Team

SSn

Neighbourhood Development

The Committee were informed that NHS England published the
Neighbourhood Health Guidelines 2025/26 at the end of January 2025. The
guidelines will help ICB, Local Authorities and Health and Care Providers
continue to progress neighbourhood health in 2025/26 in advance of the
publication of the 10-year plan. It aims to create healthier communities,
helping people of all ages live healthy, active and independent lives for as
long as possible while improving their experience of health and social care,
and increasing their agency in managing their own care. This would be
achieved by better connecting and optimising health and care resources
through 3 key shifts at the core of the government’s health mission: from
hospital to community, from treatment to prevention and from analogue to
digital. All of which are already how the locality aims to work and therefore
supports the Tameside approach.

There are six core components associated with an effective neighbourhood
service which are in line with the localities priorities and what we are already
working on.

Population Health Management

Modern General Practice

Standardising Community Health Services
Neighbourhood Multidisciplinary Teams (MDTSs)
Integrated Intermediate Care with a ‘Home First’ Approach
Urgent Neighbourhood Services

ouhwhNE

A baseline assessment and gap analysis is being carried out on the locality’s
position against the core components. The assessment will be a capture of
where the local system is in terms of the depth of the work being carried out,
what may need to be done to close any gaps and identify timelines. Existing
services will be mapped to offer further clarity of services and what could or
are split into neighbourhood teams now or in the future, identify opportunities




and challenges and key contacts.

The Committee acknowledged the guidance and agreed the approach that
was presented. It was noted that neighbourhoods are where change can
happen and can include wider elements such as the Live Well Programmes
to strengthen the offer and compliment what is already in place.

The Committee were informed that work has already started to take place
with regards estate within the locality in ensuring all elements are joined up
including that of primary care services for future developments.

The Committee noted and thanked the team for the work they are doing and
progressing in the future.

Budget Report

The Committee received the Tameside Locality ICB Finance Report presenting
the financial position as of 31 January 2025 which included the Integrated Care
System (ICS) overall and the delegated Tameside locality position. Summaries
were also included within the appendices for both ICFT and PCFT.

As at Month 10 the total ICS year to date (YTD) deficit is £(74.7)m, a £71.0m
variance against the revised plan, a slight improvement from the prior month.

AF confirmed that the NHS England agreed deficit has increased and would
therefore be an increased pressure on future years savings targets. From a
locality perspective the ongoing pressure of the ISCAN contract remains an
issue, removing this pressure would show the locality would have a small
underspend, with a projected increasing positive position by year end. The
Committee noted the work undertaken by all to achieve this position whilst
appreciating the tight financial position for GM.

AF reported that the budget for 2025/26 continues to be worked on, once
finalised a report would be brought to the Committee.

The finance report was noted by the Committee.
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Tameside GP Alliance Update

Noted.

11.

Any Other Business

No further business was raised.

12.

Date and Time of Next Meeting
The next meeting is scheduled for Wednesday 23 April 2025 at 11 am.

The Chair thanked members for their input and attendance.




Glossary

e NHS — National Health Service

e NHS GM — Greater Manchester Integrated Care Partnership
¢ ICB — Integrated Care Board

¢ ICFT — NHS Tameside & Glossop Integrated Care NHS Foundation Trust
e PCFT — NHS Pennine Care NHS Foundation Trust

e TMBC — Tameside Metropolitan Borough Council

e GP Alliance (TGPA) — Tameside General Practice Alliance
¢ CQC — Care Quality Commission

e GM - Greater Manchester

e GP — General Practice

¢ SEND - Special Educational Needs and Disabilities

e CAMHS - Child and Adolescent Mental Health Services

o ADHD - Attention Deficit Hyperactivity Disorder



Tameside Strategic Partnership Committee - ACTION TRACKER

March 2025 — open actions

ACTION DATE

No ISSUED DETAILS OF ACTION OWNER STATUS UPDATE

Performance Report
52 26.3.25 Review data to provide in line with locality SSn
performance and priorities




TAMESIDE STRATEGIC PARTNERSHIP COMMITTEE (TSPC)

Meeting Date 23" April 2025 Agenda item
Title of Report Collective Action Update
Lead Director / Trish Cavanagh, Deputy Place Based Lead
Executive Member / 5
Clinical Lead
Author Tori O’'Hare, Assistant Director Primary Care, Communities

& Neighbourhoods

Outcome Required Approval Assurance Discussion Information
(please indicate) - - - -
Approval Only: Pooled budget Non-Pooled

Please indicate whether this is required Budget

from the pooled budget (s75) budget or

non-pooled budget -

Purpose / Summary of Report:

Further to previous papers to Tameside Strategic Partnership Committee this paper provides an
update on the GP Collective Action which commenced in August 2024 and the impact and
management of this action in the locality. The paper also introduces the discussion across
Community Pharmacy for Collective Action and the management of this, as applicable, in
Tameside.

Recommendations:

Tameside Strategic Partnership Committee is asked to:

1. note the update on, and oversight of, GP Collective Action,
2. note the potential for Community Pharmacy Collective Action,

3. be assured on the governance in place to oversee both and manage risks, and,

4. receive escalation by exception if required.

Financial implications:

There are no direct financial implications of this paper, though there are system pressure and
capacity risks associated with action taken across the locality.

Alignment with the Joint Health and Wellbeing and Locality Plan:

The oversight of collective action being taken and the impact on services, mitigations and
escalations therefore supports the safe delivery of services across the locality and therefore
delivery of the Joint Health and Wellbeing and Locality Plan.




Where issues are addressed in the paper -

Section of paper
where covered

Regulatory and legal compliance

Sustainability (including environmental impacts) Throughout
Quality impacts Throughout
Safeguarding impacts

Risks Section 4
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 - v/

v’ | Safe v |Effective
v' | Caring v" |Responsive
v |Well-Led v |Use of Resources
V' |Joint Health & Wellbeing Strategy & v |Helps to reduce Health Inequalities
Locality Plan
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:

&3 Telephone: 07920 086397

B e-mail: tori.ohare@nhs.net
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1.2

13

1.4

1.5

2.1.

INTRODUCTION

In April 2024 the British Medical Association (BMA) outlined a vote amongst General Practice
members to understand the position in relation to potential planned ‘action’. The letter
described concerns around the sustainability and the safe delivery of General Practice services
and its corresponding impact on the NHS system at a local level. The subsequent ballot on
potential collective action by GP contractors/partners resulted in a vote for collective action.
GPs are not directed to breach their contracts in this action however may take collective action
to limit the number of appointments per day or may stop or reduce work not formally
commissioned.

The ballot on potential collective action by GP contractors/partners subsequently held over the
17" June and to midday on 29" July resulted in a vote for collective action. GPs are not
directed to breach their contracts in this action however may take collective action to limit the
number of appointments per day or may stop or reduce work not formally commissioned.

In autumn 2024 the National Pharmacy Association (NPA), a representative membership body
for independent pharmacies, has balloted its members on working to rule. The NPA have
highlighted that pharmacies simply cannot afford to carry on after a decade of cuts. They
reiterate that pharmacies wish to embrace reform and serve our patients but need to stop the
closures and make sure there is a sustainable pharmacy network for the future.

Over 90% of Contractors voted in favour of NPA Collective action in December 2024.

This paper sets out detail of the impact and oversight of GP Collection Action and the proposed
approach to oversee Community Pharmacy Collective Action.

GP COLLECTION ACTION

For ease of reference a reminder of the 10 actions for consideration set out by the BMA in the
vote for collective action are:

1. Limit daily patient contacts per clinician to the UEMO recommended safe maximum of
25. Divert patient to local urgent care setting once daily maximum capacity has been
reached.

2. Stop engaging with the e-Referral A&G pathway — unless it is a timely and clinically
helpful for you in your professional role.

3.  Stop supporting the system at the expense of your business and staff — serve notice on
any voluntary sections currently undertaken that plug local commissioning gaps.

4.  Stop rationing referrals, investigation and admissions.

. Refer, investigate or admit your patient for specialist care when it is clinically
appropriate to do so.

° Refer via eRS for two week wait (2WW) appointments, but outside of that write a
professional referral letter where this is preferable. It is not contractual to use a
local referral form/proforma

5.  Switch off GP Connect functionality to permit the entry of coding into the GP clinical

record by third-party providers.



2.2

2.3

2.4

2.5

2.6

2.7

6. Withdraw permission for data sharing agreements which exclusively use data for
secondary purposes (i.e. not direct care).

7. Freeze sign-up to any new data sharing agreements or local system data sharing
platforms

8.  Switch off Medicines Optimisation Software embedded by the local ICB for the
purposes of system financial savings and/or rationing, rather than the clinical benefit of
your patients.

9.  Practices should defer signing declarations of completion for “better digital telephony”
and “simpler online requests” until further GPC England guidance.

. Defer signing off "Better digital telephony” do not agree yet to share your call
volume data metrics with NHS England.

o Defer signing off “Simpler online requests” do not agree yet to keep your online
triage tools on throughout core practice opening hours, even when you have
reached your maximum safe capacity.

10. Defer making any decisions to accept local or national NHSE Pilot programmes during
the proposed period of action.

The implementation of these actions by practices varies across the 31 Tameside practices;
and similarly by non-Tameside practices using locality based providers, particularly impacting
Pennine Care FT and Tameside and Glossop ICFT.

A single DIl dashboard has been developed for use across GM to estimate action taken and
also to oversee the impact of actions on locality services. This allows for pan GM, locality and
PCN view of a range of indicators. Although this can be used as an illustration of action, there
are a number of variables which make is difficult to draw direct correlation.

Prior to and since the launch of GP Collective Action we have had regular dialogue across key
partners in the locality, both ICFT and PCFT have been included, along with gtd, as Out of
Hours provider, and Community Pharmacy. The group has representation from General
Practice through Tameside General Practice Alliance (TGPA) and engagement by West
Pennine Local Medical Committee (LMC).

A locality GP Collective Action group has been convened, with representation from system
partners to review this list and consider the impact risks and potential mitigations of each
potential action. Initially this group was meeting weekly, this later stood down to fortnightly
and now meets monthly though this will be revisited and increased in frequency as required.
This group provides any further discussion through Urgent Care Delivery Board (UCDB) and
at Clinical and Care Professional Advisory Group (CCPAG) as needed.

The impact across Tameside has not been felt significantly, this reflects the fact that a number
of nationally quoted actions are commissioned locally through the Locally Commissioned
Services specification. Strong relationships and historic open dialogue also have stood us in
good stead in the locality.

NHS England assurance has been in place though collective action, initially this was managed
by fortnightly returns to GM for collating an ICB position. These returns have now been
paused, however the DIl dashboard remains available and locality meetings continue monthly.



2.8

2.9

3.1.

3.2.

3.3.

3.4.

4.1

4.2

Although not directly an action of GP Collective Action, West Pennine LMC and Tameside
General Practice Alliance (TGPA) have co-signed a letter to GM Acute and Mental Health
Trusts raising concern about activity requested of general practice, seen as a shift of secondary
care activity, however not formally commissioned directly. The letter outlines the primary
objective being “to ensure clinical responsibilities are appropriately allocated, enhancing
patient care and safety”.

This letter is on the agenda for Primary Care Secondary Care Interface Group meeting on 23"
April 2025 and intention to agree an action plan in response to the concerns raised, to be led
across officers but with key input from Clinical Leads across Primary Care and Secondary Care
and with the LMC.

COMMUNITY PHARMACY COLLECTION ACTION

In the December vote, NPA members were asked to indicate if they would be prepared to:

e serve notice on opening hours above contract minimums

e cease free services such as free deliveries and free MDS packs,

e serve notice on locally commissioned services in the interests of patient safety, and

o to refuse DHSC requests for data collection above that required by the pharmacy
contract

Actions in the ballot have been advised to help Pharmacies reduce costs and secure
sustainability. As with General Practice Collective Action the NPA have taken legal advice and
ensured actions will not breach contract or pharmacy regulations and that patient impact is
being minimised.

As noted, the discussion and consideration of action only relates to independent pharmacies,
not to multiples; of the 48 pharmacies in Tameside, 24 are thought to be independent or small
collectives, this equates to 50%. We cannot however quantify how many are members of NPA,
or of those how many might opt to take action.

Collective Action is not yet confirmed but has not been ruled out. If action does progress we
will map out the location of independent pharmacies across the locality as part of risk
management and system engagement. The Community Pharmacy Contractual Framework
for 2025/26 has now been agreed.

RISKS AND MITIGATIONS

The risks and impact on Collective Action will continue to be managed through the Locality
Collective Action Group, although Community Pharmacy have been a member of this group
since it was formed in relation to managing the impact of General Practice action on
Community Pharmacy this will be increased so as to oversee Community Pharmacy Collective
Action through this group.

There has been good engagement and open dialogue prior to and thorough this period of
General Practice Collective Action and it is expected this will continue. There is a good
relationship across the locality with Community Pharmacy and therefore no risks in relation to



engagement and dialogue around Community Pharmacy Collective Action are anticipated.
The emerging Community Pharmacy Alliance will also create a forum for collaboration.

4.3 As noted above, the activity shift concern letter will be received by and managed through
Primary Care Secondary Care Interface Group. Specific actions will be led by relevant leads
and any actions and pathways changes taken forward through Clinical and Care Professional
Advisory Group (CCPAG).

5. RECOMMENDATIONS

5.1 Tameside Strategic Partnership Committee is asked to:

1. note the update on, and oversight of, GP Collective Action,
2. note the potential for Community Pharmacy Collective Action,

3. be assured on the governance in place to oversee both and manage risks, and,

4. receive escalation by exception if required.



TAMESIDE STRATEGIC PARTNERSHIP COMMITTEE (TSPC)

Meeting Date 23 April 2025 Agenda item
Title of Report Month Eleven Budget Report

Lead Director / Amanda Fox, Associate Director of Finance (Tameside)

Executive Member / 7
Clinical Lead

Author Carol Gibson, Head of Finance

Outcome Required Approval Assurance Discussion Information
(please indicate) - - - ﬁ
Approval Only: Pooled budget Non-Pooled

Please indicate whether this is required Budget

from the pooled budget (s75) budget or -

non-pooled budget -

Purpose / Summary of Report:

The report presents the financial position as of 28" February 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 eleven 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




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 - v/

Safe v |Effective
Caring v" |Responsive
v |Well-Led v |Use of Resources
V" Joint Health & Wellbeing Strategy & Helps to reduce Health Inequalities
Locality Plan
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:

&3 Telephone: 07973 904306

(i e-mail: carol.gibson6@nhs.net
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2.1

2.2

3.1

3.2

SUMMARY

The report presents the financial position as of 28" February 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.

As at Month 11 the total ICS year to date deficit is £62.7m, a £58.6m variance against the
revised plan (Month 10: variance of £71.0m), which is an improvement from the prior month.
At the Board meeting held on 26" February a revised forecast outturn for the ICS of a deficit
£69.0m was approved. However, following receipt of surge funding of £23.0m, this reduces
the forecast outturn to a deficit of £46.1m

The following table presents the position by sector:

YTD YTD YTD |(Full Year Full Year Full Year
Month 11 2024725 {£m) Plan Actual Variance Plan Actual Variance
GM MHS Providers -£4.1 -£18.3 -£14 2

NHS GM £0.0 £444  £444
ICS Total £441)  £62.7

Key messages of the overall deficit position are:

e The YTD provider position has improved again in M11 but still remains below the green
line identified as part of the recovery plan for the provider sector. The pressure remains
due to the shortfall in pay award funding estimated by providers, which following further
review has been reported at £10.3m compared to costs but these costs will be managed
within the forecast position. All providers are on track to deliver their reviewed forecast
position.

e The NHS GM position has deteriorated in month by £2.5m (Month 10: variance of
£41.9m), mainly due to a continuation of the pressures relating to prescribing, MH Out
of Area and general placements and individualised packages of care in CHC and Mental
Health. The forecast now reports a deficit of £56.0m reflecting the continuing cost
pressures and run rate for NHS GM.

¢ Now that the forecast position is reflective of the approved deficit for the ICS, risk is no
longer being reported.

LOCALITY YEAR TO DATE AND FORECAST OUTTURN POSITION AT MONTH 11

The budget funds the Tameside locality expenditure for healthcare services and does not
include any staffing or other corporate costs.

Key points on the forecast 2024/25 Outturn as at month eleven are:
e An adverse variance of £936k against total budget of £57,422k. This now excludes the
prescribing cost centres which are reported centrally from Month 5.
o] It should be noted while prescribing costs are no longer reported within the
Locality position, the Locality does retain responsibility for delivering the
Medicines Optimisation savings target.
e This position includes £4,788k achievement against an increased full year savings and
efficiency target of £5,039k, which will deliver a total of 5% efficiency against the total

3



locality budget however it should be noted that only fifty six percent of these savings
have been delivered recurrently.
e The locality has cost pressures in the following key areas:
> Patient Transport services, which are impacted by the increasing need for the
use of specialist scoops.
> The ISCAN contract which was previously funded from non-recurrent sources
which ended in 2023/24. The locality continues to work on opportunities to bridge
this gap.
> Increased activity within independent sector contracts relating to audiology and
physiotherapy provision.
> Increased Children Continuing Care costs relating to the requirement for
additional high-cost placements

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

Year To Date Full Year Forecast

Month 11 - February Budget Actual Variance Budget Forecast Variance
Directorate £000 £000 £000 £000 £000 £000
Acute 3,574 3,642 68 3,881 3,924 43
Community 16,512 16,891 380 17,952 18,457 505
Mental Health 10,356 10,011 (345) 11,223 10,891 (332)
CHC 14,326 13,727 (598) 15,557 14,822 (735)
Estates 3,653 3,680 27 3,881 3,988 107
Primary Care 5,814 5,764 (50) 6,328 6,277 (52)
Tameside Locality 54,234 53,715 (519) 58,822 58,358 (464)
Community Contract - ISCAN (1,283) 0 1,283 (1,400) 0 1,400
Total Tameside Locality 52,950 53,715 765 57,422 58,358 936

For info - budget now at GM

Primary Care Prescribing 41,630 43,316 1,685 45,419 48,380 2,961

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

e 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. There are
no expected risks associated with this position.

e Community — Costs now exclude the block contract with Tameside Integrated Care
Foundation Trust (ICFT) for Community Services, which is now accounted for centrally
in line with other localities. It should be noted that the locality is holding the pressure
associated with the ISCAN service held within this contract as this was previously funded
on a non-recurrent basis. The Better Care Fund contribution to Tameside Metropolitan
Borough Council (TMBC) (£13,889k) continues to be held within this budget. It should
be noted that the majority of anticipated savings in this area are profiled into the second
half of the year, with lower than planned audiology savings being replaced through
achievements in other non-recurrent areas. Increased activity within independent sector
contracts relating to audiology and physiotherapy provision have also now placed
pressure on the community budget.



4.1

4.2

¢ Mental Health — Pressures due to the volume and acuity of PICU cases are being offset
by a reduction in the number of Acute out-of-area placements. Increased volumes of
children’s cases have also added to the pressures in this area.

e CHC - Overall the locality is performing better than budget in this area as although the
locality is seeing a pressure in volume of cases in total, fewer high-cost placements have
been commissioned than were anticipated during the planning cycle, although this Is
partially offset by an increase in the costs of Children’s Continuing Care. The locality is
still seeing a high turnover in Fast Track cases, which could pose a risk to the forecast
in future months. All placements are being carefully managed and monitored by the
teams.

o 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.

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

SAVINGS AND EFFICIENCIES

The savings and efficiency target for the Tameside locality was increased to £5,039k at
Month 4 from £3,901k, so now represents 5.0% of the total budget. This required a further
£1.1m being identified to reach the 5.0% target.

The Tameside Locality Finance, Savings and Efficiency group have identified schemes
totalling £5,042k, following risk assessment the locality has now declared that it will deliver
the full amount of required savings. This continues to be monitored with the group seeking to
identify additional schemes to cover any potential shortfall.

At month eleven locality savings are as per the table of schemes below:

Planned savings before optimism bias

Savings Area

RED
£000

AMBER

£000

£000

GREEN TOTAL

£000

Primary Care Prescribing 2,291 2,291
Community Healthcare 100 100
Continuing Healthcare 579 579
Other 2,127 2,127
Total 0 0 5,097 5,097

At month eleven £4,788k of savings have been delivered against a month eleven target of
£4,481k. It should be noted that only 56% of these savings have been achieved on a recurrent
basis. Work continues to identify recurrent savings which will aid planning as the Locality

5
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moves into 2025/26.

RECOMMENDATIONS

The Committee are requested to note the month eleven position and the mitigating actions
in place to manage pressures.



Summary Dashboard

Prior Year Month 11 year to date Full year Commentary

Actual Plan Actual Variance Plan Forecast  Variance
£000 £000 £000 £000 £000 £000 £000

5,780 |Adjusted surplus / (deficit) 48 (412) (460) 50 50 - As at month 11 the year to date financial position reflects the year to date pay award
pressure of £460k. The pressure has been re-assessed and has reduced following informal
. L agreement from local authorities to fund pay award pressures. There is a full year pressure
Lead provider collaborative tier 4 . ; . ;
“|CAMHS - - - - - - estimated at £502k but the reported forecast outturn remains on plan pending system wide
discussions on the management of this pressure. Existing grip & control measures continue
to be strengthened.

The cash balance is now below plan by £14.9m due to funding of The Meadows (E6m), use
of non cash balance sheet releases to balance the YTD position (E3m), settlement of long-
59,800 |Closing cash balance 63,277 48,400 (14,877) 62,627 56,430 (6,197)| |standing creditor disputes and delays in receipt of some income. Focus on cashflow
planning has increased. Performance against the Better Payment Practice Code (BPPC)
has been sustained and the target of 95% has been met.

Capital expenditure - internal The forecast outturn on capital internally funded is £1.5m above plan, reflecting the GMICB
5,168 funding 3,637 3,307 (330) 4,000 5,500 1,500 commitment that the first £2m of capital available will be allocated to PCFT, reduced by
£0.5m for additional PDC funding agreed for Critical Infrastructure works. Right of use
3,530 C_a[_)ltal exper_1d|ture - public 1,602 500 (1,102) 1,780 3,505 1725 !eases remains behind plan by £6.6m drlven _by delays on s_om_e lease agreements and the
dividend capital schemes impact of the The Meadows no longer requiring a lease as it will become a Trust asset. The
forecast remains at £4.6m, reflecting the £6m reduction for The Meadows. Spend on the
. . public dividend capital (PDC) scheme Health Based Place of Safety is currently behind plan
891 |Capital expenditure - leases 10,908 4,326 (6,582) 11,221 4,621 (6,600)

by £1.1m due to delays but is expected to be fully utilised in year. New PDC funding has
also been received relating to Cyber (£78k), LED Lighting (E441k), digital investment
(Patient Engagement Portal) (E706k) and Critical Infrastructure (CIR) £500k. All of these are
305 |Capital expenditure - PFI 235 235 - 256 256 -| |expected to be fully utilised and the CIR is is expected to reduce the internally funded capital
which has been reflected in the forecast.

2,771 |Recurrent savings 7,288 7,248 (39) 7,950 7,950 -| |The value improvement target is £14.5m, with £8m required recurrently. This has been fully

delivered recurrently, however at month 11 this is a variance to plan of £39k YTD due to

10,838 |Non-recurrent savings 6,023 5,897 (126) 6,570 6,570 : monthly phasing vgnances. There is no risk to full year delivery against the recgrrent target.
Non-recurrent savings are slightly below plan YTD but are expected to recover in the full

13,609 |Total savings 13,310 13,145 (165) 14,520 14,520 .| |vearforecast.

15,324 |Agency 12,763 10,469 - 13,923 11,168 (2,755)| |Agency costs have been sustained at a significant reduction on prior year and are
favourable to plan. Costs have marginly increased in month, mainly in medical, following four

15,670 |Bank 12,592 20,073 7,481 13,737 21,867 8,130 | |months of continuous reductions. Bank costs have reduced in month 11, mainly in support to

clinical staff. This follows work on recovery plans in inpatient wards. Work is ongoing to
reduce spend in the remaining months of the year with particular controls on retrospective
bank bookings. Highlighted wards/teams with particularly high use of temporary staffing are
currently actioning recovery plans and will be escalated through the Trust Operational &
220,643 |Total gross staff costs 210,739 | 222,725 11,986| 239,053 | 244,061 5,008 | |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
6.9%|Agency as a % of gross staff costs 6.1% 4.7% -1.4% 5.8% 4.6% -1.2%| |putin place to strengthen the approval process.

30,994 (T otal temporary staff costs 25,355 30,542 5,187 27,660 33,035 5,375




IMonth 11 Key Messages

Month 11 Position

* In month 11 the Trust is reporting an actual surplus of £1.1m (£1.4m
favourable against plan) and a net deficit of £1m YTD, £0.8m
favourable against plan. Within the YTD position is an impairment of
£11.9m associated with the new ED build, which is excluded for the
purpose of the financial performance measurement.

Key Drivers of YTD Position:

* Overperformance on TEP Programme £1.5m (F)

* Grip and Control measures (Bank/SAG/Agency) £1.2m (F)
* Interest Receivable £1.1m (F)

* PDC and other Financing £0.7m (F)

» Partially offset by Industrial Action Impact £0.2m (A)

* PFI Legal fees £1.3m (A)

* Pressures due to NEL Demand / Winter £2.7m (A)

e Other £0.5m (F)

Contract Performance against Block Contract
» Excluding community services the over performance vs the block
contract (activity x price) is £14m (7.5%)

Elective Recovery Fund Performance
* ERF is £0.5m behind plan YTD (£136k behind plan including other
variable income)

Month 11 Finance Report

Forecast Outturn

£1.5m better than plan (slide 6)

Workforce:

Overall Pay Position is £2.7m above plan, largely because of NEL
demand and Winter Pressures

WTE of 4,630 in M11 are 138 above plan

Bank and agency spend is 12.2% of total pay costs.

Agency spend of £329k in Feb-25 (1.5% of total pay costs) is £133k
under target. (YTD 1.6%, £1.5m under target)

Trust Efficiency Programme

The Trust has delivered 114% (£12m) of its TEP target YTD & 75%
(E6m) of the full year recurrent target.
The Trust is forecasting to achieve its recurrent TEP target.

Capital and Cash

Capital expenditure in February was £1.4m and £7.8m YTD against a
plan of £8.5m

Cash balances at the end of February were £26.1m, £23m above plan
including £33.5m of the agreed non recurrent deficit funding & £6.8m
PDC revenue support



Financial Position as at Month 11 (February)

Month 11 (Feb-25)

YTD FOT

. Actual Variance Actual Variance Annual Plar Forecast Variance
Income & Expenditure summary 9
£000s £000s £000s
Operating income from patient care activities 28,896 29,082 186 1% 315,365 314,480 (885) (0%) 339,911 338,731 (1,181) (0%)
Other ope ratlng income 1,506 2,220 713 47% 16,590 18,608 2,018 12% 22,496 24,896 2,399 11%
331,055 33308 1133 0% | 6208 363e26 1210 0% |

Substantive Staff (18,756) (19,263) (507) (3%) (203,684)  (206,700) (3,016) 1% (222,425)  (225,656) (3,231) 1%

Bank Staff (2,149) (2,187) (38) (2%) (23,885) (24,983) (1,098) 5% (26,039) (27,468) (1,429) 5%

Agency Staff (450) (329) 120 27% (5,147) (3,689) 1,459  (28%) (5,556) (3,954) 1,602  (29%)
Pay total (21,354) (21,779) (425) 22% (232,716)  (235,372) (2,656)  (22%) (254,020) (257,078) " (3,058) 1%

Operating non pay

(8,508) (8,463) 46
540 1,059 519

1% (104,145)  (103,612) 533 (1%)

(112,817)  (111,442) 1,374 (1%)

Total operating surplus/ (deficit) (4,907) (5,896) (989) (4,429) (4,894) (465)

Non operating items (820) (15) 805 98% (9,068) (7,297) 1,771 (20%) (9,888) (7,960) 1,927 (19%)
G Loi5 L1325 04317) (120859 Las2] -10% |
Technical adjustments 21 22 1 (5%) 7 3% 252 261 9 4%
PFI IFRS 16 adjustment* (48) 28 76 158% (5) 39 44 (880%) 8 36 28 350%
Add back all I&E impairments/(reversals) 0 0 0 0% 11,906 11,906 0 0% 11,906 11,906 0 0%

Adjusted financial performance surplus/(deficit) (307) 1,095 1,402 457% (1,843) (1,010) 833 (2,151) (651) 1,500
I&E margin (1.0%) 3.5% 4.5% (0.6%) (0.3%) 0.3% (0.6%) (0.2%)
Trust Efficiency Programme 1,071 1,257 186 17% 10,572 12,030 1,458 16,044 17,105 1,061
Of which recurrent 67% 42% 67% 36% 50% 44%
Efficiencies as a % of Operating Expenditure 3.3% 3.8% 2.9% 3.3% 4.4% 4.2%
Month 11 (Feb-25) YTD FOT
Plan Actual Variance o Plan Actual Variance Plan Actual Variance
(]
£000s £000s £000s
Total Capital Expenditure 15 1,390 1,375 9167% 8,485 7,789 (696) 11,186 10,723 (463)
CDEL 0 342 342 3,500 3,862 362 3,500 4,795 1,295
PDC 15 1,048 1,033 4,985 3,927 (1,058) 7,686 5,928 (1,758)
Cash and Equivalents I e 3162 26,135 = 22,973 3583 = 17,100 = 13,517

Month 11 Finance Report
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