
Agenda 

Place Based Primary Care Commissioning Committee 

Date: 27 May 2025 

Time: 3.30pm until 4.45pm 

Venue: Microsoft Teams Chair:  Adrian Crook 

Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. 

3.30 - 3.35 5 mins 

Welcome, Apologies and 
Quoracy  

Verbal Information Chair 

2. Declarations of Interest Paper Information Chair 

3. Minutes of previous meeting 
held on 31 March 2025 

Minutes Approval Chair 

4. Matters arising and update on 
actions 

Actions Discussion Chair 

5. Public Questions Verbal Information Chair 

6. 3.35 – 3.45 10 mins Primary Care Highlight and 
Risk Report 

Paper Information Zoe Alderson 

7. 3.45 – 3.55 10 mins Bury LCS 2025/2026 Paper Information Zoe Alderson 

8. 3.55 – 4.05 10 mins Quarter 4 Contracting Report Paper Information Rachele 
Schofield 

9. 4.05 – 4.15 10 mins Primary Care Additional 
Support 2025 

Paper Information Rachele 
Schofield 

10. 4.15 – 4.25 10 mins General Practice Strategy 
Year End report 

Paper Information Zoe Alderson 
& Mark 
Beesley 

11. 4.25 – 4.30 5 mins General Practice Annual 
Electronic Self Declaration 
(eDEC) 

Paper Information Rachele 
Schofield 

12. 4.30 – 4.35 5 mins General Practice Leadership 
Collaborative Update 

Verbal Information Mark Beesley 

13. 4.35 – 4.40 5 mins Finance Update Verbal Information Simon O’Hare 

14. 4.40 5 mins Any Other Business Verbal Information All 

Date and time of next meeting: 
Monday 28 July 2025 at 
3.30pm 

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

If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC) 
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than Friday, 23 May 2025 at 12 
noon. 

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

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


 

 

 
 
MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 2 
 
DATE: 27 May 2025 
 

 
REPORT TITLE: Declarations of Interest 
 
REPORT AUTHOR:  

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

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

1.2). 

 

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

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

 

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

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

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

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

 

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

Primary Care Commissioning Committee. 

 

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

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



 

 

 

RECOMMENDATIONS: 
 

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

on the business to be transacted at the meeting on the 27 
May 2025; and 

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

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

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

 



Financial 
Interests

Non-
Financial 

Profession
al Interests

Non-
Financial 
Personal 
Interests

From To

Ashton on Mersey Football Club Trafford X Direct Chairman 2024 Present
Manchester Football Association

X
Direct Non Exec Director (Board Champion for 

Safeguarding) 2018 Present

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

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

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

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

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

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

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

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

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

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

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

GP Federation X Direct Practice is a member 2013 Present

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

Horizon Clinical Network X Direct Practice is a member 2019 Present

Greater Manchester Foundation Trust Indirect Husband is employed Present

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

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

X Direct Medical Director 1994 Present

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

Indirect Spouse is a Shareholder 2012 Present

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

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

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

Temp Attendee

Dr Patel Kiran Member of the Locality Board

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

Waller Shirley Engagement Officer, Healthwatch Bury

In attendance

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

Non Voting Members
Beesley Mark Chief Officer

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

Voting Members

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

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

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

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

Type of Interest 
Is the 

Interest 
direct or 
indirect?

Nature of Interest

Date of Interest Comments



 

 

 

MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 3 
 
DATE: 27 May 2025 
 

 
REPORT TITLE: 
 

Minutes of the previous meeting held on 31 March 2025 

 
REPORT AUTHOR: 
 

 

EXECUTIVE SUMMARY: 
 
The minutes of the Primary Care Commissioning Committee meeting in public held on 31 March 
2025 are presented as an accurate reflection of the meeting, reflecting the discussion and any 
actions agreed. 
 
An action log of those actions captured at the meeting has been included for review and update. 
 

 
RECOMMENDATIONS: 
 

• Receive the minutes of the previous meeting held on 
31 March 2025 as an accurate record of the meeting. 

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

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

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

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

 
 



 

 

 

Minutes 
Place Based Primary Care Commissioning Committee 
 
Date:  31 March 2025 
 
Time:  4.00pm 

Venue:   Microsoft Teams 

Title Minutes of the Primary Care Commissioning Committee  

Author Faith Farnworth-Collinge 

Version V 0.2 

Target Audience Place Based Primary Care Commissioning Committee 

Date Created 31 March 2025 

Date of Issue 27 May 2025 

To be Agreed 27 May 2025 

Document Status (Draft/Final) Final 

Description Place Based PCCC 

Document History: 

Date Version Author Notes 

4 April 2025 v 0.1 Faith Farnworth-
Collinge 

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

22 April 2025 v 0.2 Rachele Schofield  Amendments made by Zoe Alderson. Shared with the 
Chair. 

2 May 2025 v 0.2 Will Blandamer  No amendments made by Chair.  

    

    

Approved:  2nd May 2025 

 
Signature: 

 
Will Blandamer  
    

Add name of Committee/Chair 
 
 
 
 



 

 

 

 
Primary Care Commissioning Committee  

 
 

 
 
 
 

 
 
 
 
ATTENDANCE 
 

Members 
Voting Members: 
Will Blandamer, Deputy Place Based Lead for NHS GM (Bury) (Chair) 
Lynne Ridsdale, Place Based Lead for NHS GM (Bury) 
Simon O’Hare, Locality Finance Lead, NHS GM (Bury) (attended for agenda item 8) 
Catherine Jackson, Associate Director for Nursing, Quality and Safeguarding, NHS GM (Bury) 
Rachele Schofield, Primary Care Lead, NHS GM (Bury) 
 
Non-Voting Members: 
Mark Beesley, Chair of GP Leadership Collaborative 
Wendy Craven, Primary Care Provider Representative- Optometry 
Dr Cathy Fines, Associate Medical Director for NHS GM (Bury) 
Clare Postlethwaite, Associate Programme Director (Bury) (attended for agenda item 8) 
 
In attendance 
 
Others in attendance 
Faith Farnworth-Collinge, Governance Support Officer, NHS GM (Bury) (minutes) 

 
MEETING NARRATIVE & OUTCOMES 
 

1 Welcome, Apologies and Quoracy 
 

1.1 
 
 
 
 
 
 
 
 
 
1.2 
 

The Chair welcomed all to the meeting. Apologies were received from: 
 

• Adrian Crook, Director of Adult Services, Bury Council 
• Zoe Alderson, Head of Primary Care, NHS GM (Bury) 
• Jon Hobday, Director of Public Health 
• Carolyn Trembath, Head of Quality Improvement and Locality Assurance, NHS GM (Bury) 
• Ali Dalal, Community Pharmacy Representative  
• Annemari Poldkivi, Research and Public Participation Coordinator, Healthwatch  
• Katie Heselwood, Primary Care Manager, NHS GM (Bury) 

 
In order for the meeting to be quorate, there is a requirement for five voting members to be 
present. The meeting was declared as quorate for the period of time when Simon O’Hare was 
present. In view of this the decisions requested for agenda item 9, 10, 12 were communicated to 

MINUTES OF MEETING 

Place Based Primary Care Commissioning Committee 
Monday 31 March 2025 

via Microsoft Teams 
Chair – Mr Will Blandamer 



 

 

 

Simon O’Hare after the meeting for him to agree or disagree. It can be confirmed that Simon 
O’Hare approved all decisions made during the meeting.  

2 Declarations of Interest 
 

2.1 
 
 
 
2.2 
 
 
2.3 

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

ID Type The Primary Care Commissioning Committee:  Owner 
D/03/01 Decision Noted the register and declarations of interest.  

 
3 Minutes of The Last Meeting 

 
3.1 
 
 

The minutes of the Place Based Primary Care Commissioning Committee meetings held on 27 
January 2025 were agreed as a correct record.   
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/02 Decision Agreed the minutes from the meeting held on 27 January 

2025 as a correct record. 
 

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

 
A/09/04 – This has been completed and can be closed.  
A/11/01 – Dr Fines advised that there has been no progress on this, GPs are considered 
independent businesses and not NHS employees. This has been raised at the LAM meeting, but 
nothing has progressed further. This action can be closed on the action log.  A new action is to be 
raised to liaised with NHS GM colleagues to see if any further resolution can be sought. 
A/11/02 – Catherine Jackson will liaise directly with Rachele Schofield; this action can therefore be 
closed. 
A/11/04 – Will Blandamer advised this has been raised at the LAM and will be picked up in the 
LCS documentation. This action can be closed.  
A/01/01 – This has been completed and can be closed.  
A/01/04 – Will confirmed this was not discussed at the last engagement event, and requested it be 
added to the forward plan for the next meeting.   
A/01/06 – This has been completed and can be closed.  
A/01/07 – Zoe was not present at the PCCC and is to provide an update at the next PCCC 
meeting. 
A/01/09 – This has been completed and can be closed.  
 

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

 
 

D/03/04 Decision Noted the updates provided in relation to the Action Log. 
 

 



 

 

 

A/03/01 Action  Will Blandamer and Dr Cathy Fines to liaise with NHS GM 
colleagues regarding funding of MoCA training for GPs. 

WB & CF 

 
5 Public Questions 

 
 

5.1 
 

There were no public questions submitted.  
 

ID Type The Primary Care Commissioning Committee: Owner 
    

 
6 Primary Care Highlight and Risk Report  

 
6.1 
 
 
 
6.2 
 
 
 
6.3 
 
 
 
 
6.4 
 
 
 
 
 
 
 
 
 
6.5 
 
 
 
 
 
 
 
 
6.6 
 
 
 
 
 
 
 

Rachele Schofield discussed the main points from the highlight report and risk report. Rachele 
advised that the Acute Respiratory Hub, the Winter Surge Clinics, Women's Health Hub and 
Quality Assured Spirometry services have all ended today, 31 March 2025. 
 
The Acute Respiratory Hub and Winter Surge Clinics are part of winter monies, these have been or 
huge benefit to Primary Care in terms of additional access. These could possibly be resumed 
towards the end of the year.  
 
The loss of the Women’s Health Hub and Quality Assured Spirometry (QAS) do now leave a gap in 
provision.  
 
Women’s Health Hub  
 
Rachele explained that in October 2024, the Bury Women's Health Hub opened its virtual doors, as 
part of the 10-year national Women's Health strategy.  The strategy was to have a Women’s 
Health hub in every ICS by the end of 2024. NHS GM took the view that they wanted a Women's 
Health Hub in each of the localities, localities were given a small amount of money to this up and 
Bury chose long-acting reversible contraception (LARC) as the first offer. This was decided as 
there was inequality across the locality, with some GP practices not offering LARC. It was decided 
that the clinic would be offered from Prestwich as in Whitefield there were no practices delivering 
LARC. The plan was to target patients who would not ordinarily attend their practice and those 
patients who did not have the provision in their practice. 
 
Will Blandamer discussed that it is very disappointing that the funding is not available to sustain the 
service, this is a national decision and not a local one. It is anticipated that some elements of the 
service will be a part of the new Community Gynaecology specification, but this specification has 
not yet been finalised. Dr Cathy Fines explained that from the 31st March, as there will no longer be 
a Women's Health Hub, which means the patients who were not able to access LARC at their own 
practice prior to October, will need to again be referred to the Sexual Health service. The Women’s 
Health Hub was very positively evaluated. Dr Fines also said that a positive is that the staff who 
worked in the hub are potentially the same staff who could deliver in the Community Gynae spec.  
 
Rachele advised as a mitigation, sexual health are planning to send some communications to 
notify practices of the increase in the tariff payment for LARC, hopefully this may encourage 
practices who are not currently signed up to it to sign up, this may slightly decrease the gap in 
terms of those patients who would have to go through sexual health and join the waiting list.  
 
Quality Assured Spirometry (QAS)  
 



 

 

 

6.7 
 
 
 
 
 
 
 
 
6.8 
 
 
 
 
6.9 
 
 
 
 
6.10 
 
 
 
 
 

As of 31 March 2025, there is no QAS service for Bury, Rachele advised that Wigan Community 
Diagnosis hub (based in Leigh) that will take referrals from Bury. Also, Manchester Foundation 
Trust (MFT) will take referrals from Bury practices who have access to ICE, so predominantly 
those in Prestwich and Whitefield. Capacity at these out of area options are however limited. Dr 
Fines advised that the lack of a QAS for Bury has been raised at the LAM Meeting, and Ben 
Squires has added this to the Risk Register. Rachele did advise that she is in regular contact with 
other CDC’s to ascertain if there is any additional capacity for Bury patients and will continue to do 
so.  
 
A further discussion took place regarding the ICE system and whether it would be beneficial to 
explore all practices having access to this system. Dr Fines also raised the lack of all practices 
having access to ICE also effects children and maternity services and means GPs without ICE 
cannot access diagnostic information about patients.  
 
A discussion also took place regarding Bury having a CDC (Community diagnostic capacity) 
however, there is no funding for this.  This is a limiting factor to some of the wider transformation 
ambitions. Will explained that there are opportunities to strengthen a range of delivery mechanisms 
for diagnostics in the community. Mark Beesley and Will are to meet to discuss this further.  
 
In terms of risk, Rachele highlighted the two biggest concerns/risks are the ceasing of the 
Women's Health hubs and QAS. Will advised that they this will be picked up through the GM 
Primary Care Commissioning Committee, and asked Mark to also raise this via the provider 
network. Catherine Jackson was asked to confirm that these risks are on the Locality Board risk 
log. Will also requested that Catherine raise the issues with the ICE system through the System 
Assurance Group.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/05 Decision Noted the report.  
D/03/06 Decision Noted the risk log provided.   
A/03/02 Action  Will Blandamer and Mark Beesley to meet to discuss 

Community diagnostic capacity 
WB & MB 

A/03/03 Action Mark Beesley to raise the risk relating to Women's Health 
hubs and QAS via the provider network 

MB 

A/03/04 Action Catherine Jackson to confirm that the risks relating to the 
Women's Health hubs and QAS are on the Locality Board risk 
log 

CJ 

A/03/05 Action Catherine Jackson to raise the issues with the ICE system 
through the System Assurance Group.  
 

CJ 

 
7 GP Contract Update 

 
7.1 
 
 
 
 
 
 
7.2 
 
 
 
 

Rachele Schofield advised that there is an overall increase of £889 million across core contract 
practice. This is a 7.2% cash growth on the funding envelope. There are also various changes 
including a new enhanced service for advice and guidance, the retirement permanently of 32 QOF 
indicators. There is a requirement for all practices to have their consultation tool open online in 
core hours (8am – 6.30pm) every day and to make sure that GP Connect is enabled, to name a 
few.  

Rachele explained that there are some significant risks which currently have no resolution to. 
The National Insurance contributions for general practice is significant and  is a concern for GP 
practices. There has been no guidance from the BMA or the Government about how this will be 
managed. 



 

 

 

7.3 
 
 
7.4 
 
 
7.5 
 
 
 
 
 
7.6 
 
 

Regarding the investment, there is some conflict as to whether this is true new investment or if it is 
repurposed QOF, through the retired indicators. 

There is a lack of suitable estates and if we support neighbourhood MDT working, this will likely 
worsen as the workforce grows.  

Also, a concern is the requirement to have the online consultation tool open during core hours, 
practices have raised the concern if this is safe to deliver that through the practice systems that 
they currently have. Rachele noted that discussions have been taking place between clinical 
directors and IT about the current systems in place and this risk has been raised through the 
GPLC. 

Will Blandamer advised the PCCC is asked to note the paper and recognise the concerns raised. 
The PCCC notes the national GP contract position and recognises the pressures in general 
practice.  
 

C Type The Primary Care Commissioning Committee: Owner 
D/03/07 Decision Noted the report and the concerns raised   

 
8 Rock Healthcare Radcliffe – Proposed Move  

 
8.1  
 
 
 
8.2 
 
 
 
 
8.3 
 
 
 
 
 
8.4 
 
 
 
 
 
 
 
8.5 
 
 
 
8.6 
 
 
 
 

The Chair noted that Simon O’Hare and Clare Postlethwaite joined the meeting for this item. Dr 
Fines declared an interest for this item in light of being a partner Tower Healthcare who have their 
Spring Lane branch in Radcliffe. Dr Fines was permitted to stay in attendance for this agenda item.  

Rachele Schofield explained that in August 2024, Rock Healthcare expressed an interest relating 
to the possible closure of their Radcliffe site and moving all of their operations and patients to their 
Moorgate site. This was primarily for financial reasons. The formal application to close the Radcliffe 
site was submitted in February 2025.  

The practice has approximately 10,000 patients, around 2,500 patients are at their preferred site, 
which is the Radcliffe branch. Therefore, of those 10,000 patients this move would affect 
approximately 2,500 patients. Rachele explained that some of these 2,500 patients do not live 
within Radcliffe, with some patients living far out of area. 750 patients have advised that they will 
not move from Radcliffe and they want to stay in Radcliffe. 
 
Engagement work has had to take place to take into account the needs of the patients and the 
needs of the Community as a whole. The engagement took place over seven weeks and there was 
a mixed model of communication, more information regarding the engagement work is included in 
the paper and associated appendices. There were around 190 contacts through the survey and 
this yielded mixed responses. In terms of addressing the themes from the engagement survey, 
whilst there are no closed practices in Bury it is recognised that additional patients would add 
pressure to any practice. 
 
Rock Healthcare have advised that for those patients who do not want to move to the Moorgate 
site, the practice will assist these patients in registering with other practices. 

Rachele did raise an oversight in the engagement process in that Rock Healthcare only consulted 
with Redbank and Radcliffe Group practice, who are located in the Radcliffe Primary Care Centre. 
They did not consult with the wider practices within Radcliffe, Tower Family Healthcare (Spring 
Lane) and Monarch Medical Practice.  



 

 

 

8.7 
 
 
 
 
8.8 
 
 
 
 
 
 
 
 
 
8.9 
 
 
 
8.10 
 
 
 
8.11 
 
 
 
 
 
 
 
 
 
 
8.12 
 
 
8.13 
 
 
8.14 
 
 
 
8.15 
 
 
 
8.16 
 
 
 
 
 

It was confirmed that Rock Healthcare will still offer the same services and contracts and that all 
staff would move to Moorgate. The availability of appointments, face to face, and telephone 
consultations would still be the same as it is now across both sites it will just be offered at the one 
site, Moorgate.  

Clare Postlethwaite has been liaising with the practice in terms of what would happen with the 
existing estate at Radcliffe and also the Moorgate site. The current leases at both sites are due, so 
there are no issues in terms building leases. The proposal to move from Radcliffe to Moorgate 
would allow the utilisation of the underutilised space at Moorgate to be filled and it would also 
release space at Radcliffe Primary Care Centre because there is significant demand for space 
within that area. Additionally, the current space allocated to the practice at Radcliffe is in excess of 
the premises guidance for the current list, which is contributing to the cost pressures. If we do not 
approve the branch consolidation, there would be a requirement for Rock to reduce the space they 
take up.  
 
The PCCC is required to consider all of the information that has been given as part of this paper 
and as part of the engagement process that took place and make an informed decision on the 
options available. 
 
Option 1 - is to approve the application and allow the Radcliffe site to close and allow Moorgate to 
become the sole site for the patients who wish to continue to remain registered with Rock 
Healthcare. 
 
Option 2 - Reject the application for branch closure, resulting in two possible outcome responses 
by the practice: 

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

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

Rachele advised that Option 1 is the preferred option. Point 12.10 in the paper lists a number of 
benefits for Option 1. The disbenefits of Option 1 are included in appendices seven and eight. 
 
If Option 1 is approved, all of the patients can remain registered with Rock Healthcare, patients 
however may wish to leave, and they would be helped to register with other practices.  

Rachele explained that there are no benefits to Option 2. Rock Healthcare have made it clear why 
they cannot continue to provide safe, effective or adequate services from the Radcliffe site, and it 
is to the detriment of patient care. There are a number of risks mainly around Option 2.  

Will Blandamer thanked Rachele and colleagues for all their work with this and collating all the 
documentation and appendices.  
 
Dr Fines raised a risk that she did not feel had been covered, the documentation states that Rock 
has patients who live across the country, Dr Fines asked how are Rock delivering a service to 
people who live so far from the practice. Dr Fines also added that if these out of area patients 
attempt to register with other local practices it is likely they will not be accepted. It was requested 
that Rachele take this question back to the Practice for a response. 



 

 

 

8.17 
 
 
 
8.18 
 
 
8.19 
 
 
 
 
 
8.20 
 
 
 
 
 
 
 
8.21 
 
 
 
8.22 

Mark Beesley advised that there are some tools that Public Health have access to that can map 
where all patients are registered and where they live and suggested that this is worth doing as an 
exercise in this particular instance. 
  
A discussion took place regarding Rock Healthcare only consulting with the practices within the 
Radcliffe Primary Care Centre site and the risks associated with this. 

Dr Fines also wished to raise an issue regarding 700 ‘floating patients’ who it is anticipated will re-
register, this risk is what if all 700 patients choose to re-register at the same practice, which is 
unlikely but also a possibility. An added risk is that all patients will be displaced at the same time, 
and practices could struggle with a large influx of new registrations at one time and this could 
destabilise a practice.  

Will summed up by saying the committee is assured that there has been a level of engagement 
with the population. The committee recognises and understands the challenges and concerns 
expressed by those who responded to the consultation and also the financial pressures outline by 
Rock Healthcare. The committee were satisfied that whilst steps have been taken to mitigate 
concerns, there were some outstanding concerns relating to Rock not engaging with all Radcliffe 
practices, therefore the committee request that Rock clarify their engagement with Tower Family 
Healthcare (Spring Lane) and Monarch Medical Centre for assurance. 

The committee therefore voted to endorse option 1, contingent on a clarification from Rock in 
relation to their engagement with the other two Radcliffe practices (named above) and also subject 
their response relating to the out of area patients.  
 
Will asked Rachele to clarify how this decision is to be reported to the GM Primary Care 
Commissioning Committee.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/08 Decision Noted the updates provided.  
D/03/09 Decision  Supported the recommendation for the Rock Healthcare to be 

allowed to close the Radcliffe site and move all operations to 
the Moorgate site in Bury. 

 

A/03/06 Action Rachele Schofield is to discuss with the Rock Healthcare the 
patient’s who live far out of the local area.  

RS 

A/03/07 Action Rachele Schofield to clarify with Rock Healthcare the 
engagement undertaken with the Tower Family Healthcare 
(Spring Lane) and Monarch Medical Centre. 

RS 

A/03/08 Action Rachele Schofield to clarify how the decision relating to Rock 
Healthcare Radcliffe’s closure is to be reported to the GM 
Primary Care Commissioning Committee. 

RS 

 
9 Bury LCS 2025/2026 
9.1  
 
 
 
 
 
9.2 
 
 
 

Rachele Schofield explained that the Bury LCS is the largest locally commissioned service that 
Bury has with general practice. It is designed to compensate and incentivise practices to deliver 
services to the population over and above what is in core contract and what's commissioned 
through other things like DES and QOF. The purpose is to improve health outcomes for the Bury 
population and to reduce inequalities. 

There are a range of transactional indicators, for example ring pessaries, venepuncture, ear 
syringing these are services that Bury residents would otherwise not have access to, because they 



 

 

 

 
 
 
9.3 
 
 
 
 
 
 
 
9.4 
 
 
 
 
9.5 
 
 
 
 
9.6 
 
 
 
 
 
 
9.7 
 
 
9.8 
 
 
 
 
9.9 
 
 
 
 
 
 
9.10 
 
 
 
 
9.11 
 
 

are not commissioned through any other mechanism. There are also some incentivised indicators 
that are reward based.  

The contract has been shaped using feedback gained via a variety of methods including webinars, 
Practice Managers meetings, neighbourhood meetings and the General Practice Leadership 
collaborative. Unfortunately, despite much feedback a consensus decision could not be reached as 
to what those changes might include.  Neighbourhood leads (along with relevant experts) will 
therefore be given till the end of Q1 to produce clinically and financially acceptable indicators which 
have been discussed and agreed with all parties in order to be varied into the 2025/26 Bury LCS 
from July 2025 onwards.  

It is anticipated that the contract will be £2.2 million. The contract is always split 50% upfront to 
deliver the transactional indicators, and to facilitate the delivery of the target driven indicators. Then 
50% reward on delivery of those target indicators at year end. 

As already discussed in the meeting the has been a case put forward for levelling up monies, this 
is currently going through GM governance for approval and that would bring Bury up to £16 per 
head. Last year Bury was at £10.43 per head and this year without the levelling up money, the 
price per head will be £10.57.  

Rachele advised that in terms of risks to consider when supporting this, the cost of service delivery 
has risen and patient registered list sizes have risen. Rachele added that if all practices achieve all 
targets within this, this would be a budget pressure. Historically, the targets have been under 
achieved but this is not a given. Rachele also added that whilst Bury is trying to alight more with 
GM, GM localities do differ in terms of what they commission, both in terms of content, level of 
funding, and also how it's funded.  

Rachele summarised by requesting that the PCCC approves the specification given the caveats 
noted and requesting support to an in-year variation, should this be needed. 

Will Blandamer thanked Rachele and the Primary Care Team for their work in developing this 
specification. embers event a couple of weeks ago before we cover the spec. Will also requested it 
be noted to give thanks to all those colleagues who have advocated for Bury to be levelled up in 
terms of price per head.  

Catherine Jackson asked if the COPD indicators were mid-year, Dr Fines answered that currently 
the respiratory indicators, are this year's indicators, which have been chosen by the East and 
West. What is being proposed for next year is for North, Whitefield and Prestwich take this on also, 
and the West and the East to take on the frailty indicators. Ultimately it is hoped that all 
neighbourhoods will offer the same so that there is no inequity of offer.  

Will summarised by advising that the PCCC receives the information, notes the concerns and 
confirmed that the PCCC approved the specification and the mid-Year variation, subject to the 
availability of the funding and further discussion on some aspects of consistency across the 
neighbourhoods. As Simon O’Hare was not present at this part of the meeting Simon was asked 
after the meeting if he supported this recommendation, which he did. 
 
Catherine Jackson also asked if there could be a conversation about including some questions 
around patient experience and inequalities into the indicators. Dr Fines advised she would invite 
Catherine to the next meeting.  
 

ID Type The Primary Care Commissioning Committee: Owner 



 

 

 

D/03/10 Decision Noted the updates provided.  
D/03/11 Decision  Supported the recommendation of the proposed specification 

and the mid-Year variation, subject to the availability of the 
funding. 

 

 
10 Workforce Strategy  

 
10.1  
 
 
 
 
 
 
10.2 
 
 
 
10.3 
 
 
 
 
10.4 

Rachele Schofield presented this item in Katie Heslewood’s absence. Rachele advised that Katie 
and Emma Arnold have held a number of engagement sessions with general practice staff, not just 
GPS but all general practice staff. There has been a member engagement event around setting the 
future direction of travel. The next step is to set up some task and finish groups to look at the 
priority areas such as recruitment and retention, training and development and staff wellbeing. With 
the purpose to develop a co-designed strategy which can be brought to a future PCCC Meeting.  

The PCCC is asked to approve the task and finish groups, to support the strategy plan and its 
implementation. 

Will Blandamer added the PCCC can support this as this the reflection of the strategic intent that 
has been previously well designed and well discussed through our own GP strategy. As Simon 
O’Hare was not present at this part of the meeting Simon was asked after the meeting if he 
supported this recommendation, which he did. 

Will did have a query regarding training opportunities in practices which he will discuss with 
Rachele separate to this meeting.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/12 Decision Noted the updates provided.  
D/03/13 Decision  Supported the recommendation to approve the task and finish 

groups, to support the strategy plan and its implementation. 
 

 
11 General Practice Leadership Collaborative Update  

 
11.1  
 
 
11.2 
 
 
11.3 
 
 
 
 
11.4 
 
 
 
11.5 
 
 

Mark Beesley declared an interest for this item in relation to community Dermatology. Mark 
Beesley was permitted to stay in attendance for this agenda item.  
 
Mark explained that a lot of the update has been covered in the meeting already. There is an 
upcoming neighbourhood PCN meeting coming up however this is likely to be deferred.  
 
There is work ongoing relating to the online consultation platform and the requirement to have 
online consultation platforms running from 8am until 6:30pm from 1st October. As a new online 
consultation platform is required, there are six systems that GM will approve and these systems 
are being explored.  
 
There have been discussions ongoing regarding the £16 per head I don't think there's anything the 
major discussion point was the 16th out ahead and some of the targets and the stretch targets for 
respiratory.  
 
Dr Cathy Fines added that the community Gynaecology specification and community Dermatology. 
Mark advised that for community Dermatology bid, the outcome will be in June to see if the bid has 
been successful.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/14 Decision Noted the updates provided.  



 

 

 

 
12  Terms of Reference Review  

 
12.1  
 
 
 
12.2 
 
 
12.3 
 

Will Blandamer asked colleagues if they approved the new Terms of Reference for the Primary 
Care Commissioning Committee. There have been no changes to the TOR, this is the annual 
review.  
 
As Simon O’Hare had let the meeting at this point, Simon was asked after the meeting if he 
supported the Terms of Reference, to which he did.  
 
The Terms of Reference were therefore accepted.  
  

ID Type The Primary Care Commissioning Committee: Owner 
D/03/15 Decision Noted the updates provided.  
D/03/16 Decision  Supported the proposed Terms of Reference   

 
13 Finance Update 

 
13.1  
 
 
13.2 
 

Simon O’Hare was not present at the meeting. Will Blandamer advised that there was a discussion 
earlier in the meeting regarding funding available for the LCS.  
 
Will also acknowledged that the position for NHS GM and providers is very challenging and 
advised that an update was provided at the member event and a further update will be available, in 
more detail at the Locality Board. 
 

ID Type The Primary Care Commissioning Committee: Owner 
D/03/17 Decision Noted the updates provided.  

 
14 Any Other Business 

 
14.1 
 

None. 

ID Type The Primary Care Commissioning Committee: Owner 
    

 
15 Date and time of next meeting  

 
15.1 
 

Date and time of next meeting:  
Tuesday, 27 May 2025, 3.30pm – 4:45pm via Teams 

 



 

27 January 2025 

 
Actions – Place Based Primary Care 

Commissioning Committee Page 1 of 2 
 

Place Based Primary Care Commissioning Committee  

Status Rating 
 

- In Progress   - Completed  - Not Yet Due 
 

- Overdue 
 

Date Reference Action Lead Status Due Date Update 

27 January 
2025 

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

Zoe Alderson/ 
Rachele 
Schofield  

 
May 2025 Will confirmed this was not discussed at the last 

engagement event, and requested it be added to the 
forward plan for the next meeting.   

27 January 
2025 

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

Zoe Alderson 
 

May 2025  

31 March 
2025 

A/03/01 Will Blandamer and Dr Cathy Fines to liaise 
with NHS GM colleagues regarding funding of 
MoCA training for GPs. 

Will 
Blandamer/Dr 
Cathy Fines  

 
May 2025  

31 March 
2025 

A/03/02 Will Blandamer and Mark Beesley to meet to 
discuss Community diagnostic capacity 

Will Blandamer/ 
Mark Beesley  

May 2025  

31 March 
2025 

A/03/03 Mark Beesley to raise the risk relating to 
Women's Health hubs and QAS via the 
provider network 

Mark Beesley  
 

May 2025  

31 March 
2025 

A/03/04 Catherine Jackson to confirm that the risks 
relating to the Women's Health hubs and QAS 
are on the Locality Board risk log 

Catherine 
Jackson  

May 2025  

31 March 
2025 

A/03/05 Catherine Jackson to raise the issues with the 
ICE system through the System Assurance 
Group.  

Catherine 
Jackson  

May 2025  

31 March 
2025 

A/03/06 Rachele Schofield is to discuss with the Rock 
Healthcare the patient’s who live far out of the 
local area. 

Rachele 
Schofield   

May 2025  

31 March 
2025 

A/03/07 Rachele Schofield to clarify with Rock 
Healthcare the engagement undertaken with 
the Tower Family Healthcare (Spring Lane) 
and Monarch Medical Centre. 

Rachele 
Schofield  

May 2025  



 

27 January 2025 

 
Actions – Place Based Primary Care 

Commissioning Committee Page 2 of 2 
 

31 March 
2025 

A/03/08 Rachele Schofield to clarify how the decision 
relating to Rock Healthcare Radcliffe’s closure 
is to be reported to the GM Primary Care 
Commissioning Committee. 

Rachele 
Schofield  

May 2025  

 



PROGRAMME HIGHLIGHT REPORT  

1 
v0.2 

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

Key achievements / deliverables completed this period: Key deliverables / milestones planned for next period: 
Prog.1 - Alternative at Scale Solutions 
• Paediatric Phlebotomy – STAR form approved 
• Quality Assured Spirometry and Feno – solution for discussion at GPLC/PCCC in May  
• Special Allocation Scheme – contract negotiations stalled; provider has given notice on the basis that the new arrangements 

are unmanageable 
 

Prog.2 – Communications and Engagement 
• MO/practice 1st bi-annual meeting planning – aim for mtgs end of May/June 

 
Prog.3 – Data and Digital Ambition 
• GP online registration compliance – confirmation received that the last remaining practice is now compliant (though reporting 

data does not yet reflect this)  
• Discussions taken place with locality lead for BI regarding PC data needs  
• Push on MyWay Diabetes Data Sharing agreement across practices to reduce onboarding process demand 

 
Prog.4 – Effective Pathway Navigation 
• Attending this months Practice Manager Meeting to establish practices needs/wants around a DOS 

 
Prog.5 – Current and Future Estate 
• Rock Healthcare Branch Closure Paper presented and approved at PCCC 
• Confirmation received regarding a small pot of capital monies for the locality 

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Prestwich patient-led ordering roll-out – mtgs booked with practices to agree go live dates – Fairfax keen to commence in 

June.  Townside/Ribblesdale/Peel went live on 1st April.  
 

Prog.7 – Quality and Assurance 
• Bury LCS 25/26 

o Variation for additional monies drafted.  To be shared at GPLC/PCCC/NCAG and PMs in May 
• PCN DES  

o Quarter 4 Assurance returns outstanding for Bury, Prestwich and Whitefield – additional assurance in line with the 
contract to be sought 

o EA 24/25 – All PCNs performing above contractual offer, however work continues around improving utilisation rates, 
particularly for Bury PCN practices who’s current utilisation rate is 57% as of Jan (February and March data remains 
outstanding). 

o Bury PCN – ARRS claims to Dec 24 are waiting to be verified therefore Sep’24 position is the latest we are able to confirm 
o HPW PCN – ARRS claims verified up to Dec 24. 

• GP LCS MOT indicators: 
o 24/25 Medicines safety indicator review for final position. 
o 25/26 MO/practice 1st bi-annual meeting being arranged 
o 25/26 practice agreements to be returned 

• CQC inspections took place at Ribblesdale and Rock – outcomes not yet published 
• PCQV’s - process updated for 25/26 to reflect PCs work streams 

 
Prog. 8 – System Leadership 
• Leadership – a series of clinical leadership meetings have been established.    
• BeCCoR – Discussions regarding 26/27 ongoing  

 
Prog.9 – Workforce (recruitment/development and retention)  
• Greylands recruited a non clinical member of staff following the recruitment event the PC team attended in March 

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

o Wave 1 Community Gynae conversations taking place  
• Respiratory/Surge Clinics outputs to be presented to GPLC and PCCC April/May time 
• Paediatric Phlebotomy 25/26 – PSR forms to be produced for approval and sign off  

 
Prog.2 – Communications and Engagement 

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

 
Prog.4 – Effective Pathway Navigation 
• Community Self referral road map needed – waiting for update from community services 

 
Prog.5 – Current and Future Estate 
• Project plan inc timelines for Rock Branch Closure to be submitted by Rock ensuring key actions from PCCC are included  
• Options for vacated space to be progressed 
• Capital monies to be worked up with practices 

Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Start PLO roll-out in Prestwich 

Prog.7 – Quality and Assurance 
• PCN DES assurance template to be amended to reflect 25/26 contract 
• Bury LCS 25/26  

o Existing neighbourhood metrics to be amended by end Q1 
o PLT to be scoped and included in CV by end Q1 

• Further meeting with GM Quality leads to scope what localities need to support their PQCV process  
• Minor Surgery – support finance with query from Unsworth and work on PPV / audit process for claims  
• SAS and Minor Surgery - PSR forms to be produced for approval and signed off once STAR form approved 
• MOT  

o Organise 1st 25/26  bi-annual meeting 
o quarterly report for AMS & sustainability indicator 

• CAIP 24/25 PPV audits process to be confirmed by GM team to commence from June 
• CAIP 25/26 requirements to be understood and reporting process to be clarified with GM team 
• PCQV’s  

o Identify initial practices for PCQV’s 
 

Prog. 8 – System Leadership 
• GPLC Development plan  

 
Prog.9 – Workforce (recruitment/development and retention)  
• Workforce Strategy – T&F groups being arranged with practice staff to look at priority areas 
• Ruth Parton from GMTH attending the PM forum in May to update on the Employment Programme 

 

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

Status1 

SAS  Finance review taking place to understand claims and value in comparison with GM (including process around OOA payments  



 

v0.2 

Programme / Project Highlight Report 
Prog.1 - Alternative at Scale 
Solutions 

SAS – Quarterly contract meetings taking place with a view to reducing numbers.    
Wider discussions needed about future GM plans – not progressed due to capacity in GM, continuing with local model at present  
STAR forms in train  

Minor Surgery STAR form in train   
QAS & Feno Discussions ongoing with GM regarding future commissioning/funding model – potential to fund from additional GM funding   

Prog.2 – Communications 
and Engagement 

Fortnightly Webinar Topics for webinars planned and sessions facilitated  

Prog.3 – Data and Digital 
Ambition 

Dashboard – Bury LCS Production of a data dashboard which supports the monitoring/achievement of the Bury LCS  

Prog.4 – Effective Pathway 
Navigation 

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

Prog.5 – Current and Future 
Estate 

Options to avoid voids Discussions with various stakeholders to avoid potential voids in Radcliffe as a result of Rock move  

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

Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align  
Prescribing project Roll-out Patient Lead Ordering in Prestwich neighbourhood        

Prog.7 – Quality and 
Assurance 

Primary Care Quality  ‘Good Practice’ proforma to be generated to support collation of information on sharepoint  
PCN Assurance Ongoing assurance taking place which includes meeting with PCN CDs/Managers (returns effected by GPCA)  
Enhanced Access Ensure contractual offer meet requirements   

Increase Utilisation rates  
Prescribing Quality Ongoing savings work & continued support for LCS indicators  
Post Payment Verification Process for PPV to be established (GM/Local)   
Priory Conversations with provider required around move from Hospital to Care home designation inc roles and responsibilities of GP for patients inc PCN alignment  

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

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

Workforce Strategy Implementation Plan to support delivery of the workforce strategy  
Implementation of T&F groups in line with main challenges / key areas to address  

 
Current highest scoring risks / Issues: 

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

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

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

Awaiting outcome from GM PCCC 
and Board  

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

IF: GM focus on prescribing savings continues to be paramount 
THEN: support to practice will be impacted as MOT support to practice must 
now change given the staffing structure. 

Communicated to practices – continue to engage with practices to ensure access and support to all 
members of the team for resilience. 

Lack of contractual arrangements 
to implement CIP delivery in 
practice where prescribing takes 
place. 

Note the risk and potential financial implications. 

 
Decisions required: 

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

Locality Board, other?] 

Impact if no decision 

    
    
    

 
Performance:  Finance: 



 

v0.2 

Programme / Project Highlight Report 
Performance [against targets / outcomes] 
 
PERFORMANCE TABLE 

Performance 24.25.pdf
 

 
 
 

Financial Tracker for programme 
 
 
 
 

 
 

 

One key takeaway message for IDC and Locality Board: 
 
 

STATUS1 

ON TRACK 
COMPLETE 

AT RISK 
OVERDUE 
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Executive Summary 
 
The purpose of this paper is to present Primary Care Commissioning Committee with a 
contract variation against the Bury LCS for 2025/26 which is required as a result of 
additional funding being made available to Bury as part of the levelling up process 
overseen by the Beyond Core Contract Review (BeCCoR) Group.  In addition, the paper 
provides a solution around Quality Assured Spirometry. 
 
On agreement these will be taken through the System for Thorough Assessment of 
Resources (STAR) and the Provider Selection Regime (PSR) process.  
 
Recommendations 
 
The Primary Care Commissioning Committee is asked to: 

• Receive and approve the variation attached 
• Approve the Commissioning of Quality Assured Spirometry from the 

delegated budget   
• Note the concerns and risks  

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

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

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 

☒ 
 

  

 
Links to Locality Plan outcomes 
                
  

To support a local population that is living healthier for longer and where healthy expectancy ☒ 



 

 

Links to Locality Plan outcomes 
                
  

matches or exceeds the national average by 2025.  
To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  ☒ 

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

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

 
Implications 

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

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

Yes 
☐ 

No 
☐ 

N/A 
☒ 

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

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

Yes ☐ No ☐ N/A ☒ 

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

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

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

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

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

If yes, please give details below: 

 

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

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

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
GPLC 21/05/2025 At the time of writing this paper the outcome of 

those discussions are not known 



 

 

The Bury Locally Commissioned Service 2025-26 Variation 
 
1. Introduction 

 
1.1 In March 2025 Primary Care Commissioning Committee (PCCC) supported the 

commissioning of The Bury Locally Commissioned Service (LCS) Specification for 
2025/26.   

 
1.2 At that time, PCCC was also informed of the potential for levelling up monies which 

were being explored for the three lowest investment localities and the committee 
received details of our proposed schemes should that money come to fruition.   

 
1.3 The purpose of this paper is to present PCCC with a contract variation against the 

Bury LCS for 2025/26 which is required as a result of additional funding now being 
agreed and made available to Bury as part of that levelling up process, overseen by 
the Beyond Core Contract Review (BeCCoR) Group.  In addition, the paper provides 
a solution around Quality Assured Spirometry  

 
1.4 On agreement these will be taken through the System for Thorough Assessment of 

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

2. Background 
 
2.1. Senior leaders across Bury have been lobbying for additional monies due to historic 

funding methodologies putting the locality at a disadvantage to others for many years.  
The work of the BeCCoR group back in 2023/24 highlighted a knock-on impact of this 
being, the disparity of investment beyond core contractual requirements from General 
Practice (GP) by several localities. 
 

2.2. BeCCoR, as part of a longer-term plan to standardise and harmonise the GP 
requirements across Greater Manchester (GM) therefore sought additional investment 
from the GM Board to level up the three lowest localities to the sum of £16 for 2025/26 
with a longer term £21 ambition for 2026/27. 
 

2.3. Localities who were below this level of investment were asked to submit proposals 
which met three criteria:  

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

 
2.4. Table 1 below details the proposals put forward, those highlighted in grey were not 

supported due to insufficient funding. 
 



 

 

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

End Of Life 

 Practice based GSF meetings in order to identify people earlier in the last phase of 
life in, assess their physical and personal needs earlier, offer them advance care 
planning discussions and then plan coordinated care in line with their preferences. 
Measurable indicators would include: 

 Increase in the number of patients on palliative care register 
 Reducing EoL admissions (and repeat admissions) 

Wellbeing 

 The Greater Manchester Good Employment Charter, Measurable indicators would 
include: 

 Baseline Staffing Levels at start and end of year 
 Vacancy fulfilment 
 Implementation of an action plan to show commitment to embedding 7 characteristics 

in practice   

Elective Care 

 Quarter 1 – Completion and submission of referral management template, including 
full completion of Q1 requirements: review of referral and A&G data, determination of 
specialties, internal audit, referral management activities and agreed PCN action. 

 Quarter 4 – Completion and submission of referral management template including full 
completion of Q4 requirements: review of referral and A&G data, internal audit, 
referral management activity outcomes and outcome of action undertaken across the 
PCN. 

 1% increase in A&G Utilisation 

Shared Care of 
Medicines 

 To review each shared care request in line with GMMMG SCPs and engage with NHS 
GM approved specialist services 

 to accept or decline shared care requests and code  
 to deliver any accepted shared care medicine request in line with GMMMG protocols 
 To submit a shared care decline form for all shared care requests that cover ‘shared 

care arrangements in place’ medicines.  
 To undertake a QI audit if shared care requests for ‘shared care arrangements in 

place’ medicines are declined and meet the threshold. 
 Attendance at an engagement event hosted by NHS GM’s SCOM programme  
 Submission of 2 short surveys in Q1 and Q4  
 All shared care medicines are coded with either ‘accepted’ or ‘declined’" 

CKD 

 Carrying out the ACR and eGFR for patients with either Diabetes or Chronic Kidney 
Disease Stage 3 – 5 (eGFR < 60) 

Lower threshold: 30% achievement = 40% payment 
Sliding threshold: 30.01% to 69.99% achievement = achievement +30% payment (so 
31% = 61% payment and 59% = 89% payment) 
Upper threshold:  70% or greater achievement = 100% of payment 

 
 

2.5. Additional funding to the sum of £1,082,152 has been agreed and a contract variation 
to seek delivery of the requirements above produced (see Appendix 1). 
 

2.6. It is important to note that the baseline figure used by GM included investment in both 
Quality Assured Spirometry (QAS) and an existing Care Homes Outbreak Contract.  

 
2.7. It is equally as important to note that our original LCS contract value was based on a 

list size of 215,432 (Apr-24) and that new monies have been calculated on a weighted 
list of 211,941 (Jan-24).   



 

 

 
2.8. To ensure the intended pound per head reimbursement is maintained and remains 

fair, the total contract has therefore been rebased to 213,395 (Jan-25) as displayed in 
Table 1 below: 

 
Table 1 

 Original Contract New Rebased Contract 
 Value 

p/h 
 £ based on 

weighted list of 
215,432 (Apr-24) 

Value 
p/h 

£ based on 
weighted list of 
213,395 (Jan-25) 

Transactional £4.25 £916,236 *£3.86 £823,705 
Neighbourhoods £1.89 £407,166 £3.13 £667,926 
GM Standards CVD/Diabetes £3.00 £646,296 £3.00 £640,185 
GM CKD N/A N/A £1.50 £320,092 
GM Elective Care N/A N/A £0.80 £170,716 
GM Shared Care of Medicines N/A N/A £0.90 £192,055 
GM Standards Medicines £1.00 £215,432 £1.00 £213,395 
Local Medicines £0.43 £92,636 £0.43 £91,760 
Management Fee £0.32 **£68,077 £0.49 £105,204 
Total Cost £10.89 £2,345,843 £15.11 £3,225,038  
Payable to practices £10.57 £2,277,767 £14.62 £3,119,835 
*£0.40 reduction is due to SCoM now being split out as part of GM Specification 

 
2.9. The remaining balance within the delegated primary care baseline allocation is 

required to fund: 
1. The existing Care Homes Outbreak Contract (finance are in the process of 

confirming where this is funded within other localities to ensure this remains 
consistent) 

2. Recommissioning of a QAS Service, as detailed in section 3 below. 
 

 
3. Quality Assured Spirometry  

 
3.1 The committee will be fully aware of the difficulties that Bury has had in seeking clarity 

around funding for QAS since the guidance was originally released during COVID, this 
ultimately resulted in the service ceasing on the 31st March 2025 as previous 
underspends which had been used to fund the model had been fully exhausted. 
 

3.2 Discussions with the central team haven now confirmed that there is no separate 
additional funding being made available for QAS as part of the GM business case 
proposal and that the expectation is that localities fund this from their baseline 
allocations.  

 
3.3 The draft GM specification suggests that activity will be recompensed at a rate of 



 

 

£52.18 per spirometry and that 25% of these are likely to require FeNo at £20 per test.  
This equates to an estimated cost for Bury of £141,177.42pa based on the originally 
commissioned 2469 QAS apps per year and excludes equipment costs. 

 
3.4 Our only source to fund the QAS element of this service is from the balance remaining 

by readjusting the LCS contract.  Ideally these monies we would have used to 
strengthen the LCS further however not having a QAS will not be accepted by GM 
now that additional monies have been made available to us. 

 
3.5 PCCC is therefore asked to support this pragmatic solution to a long-standing issue. 
 
3.6 There remains a wider issue around FeNO in line with NICE guidance for Asthma, 

which the team are working with colleagues including the GP Federation to unpick.  
This includes the funding and sourcing of FeNo machines.   
 
 

4. Associated Risks 
 

4.1 Full achievement of the Bury LCS contracted rate will result in a budgetary pressure 
as a Cost Improvement Plan (CIP) has been set in line with historic under 
achievement which has not been the case for 2024/25.  Should practices achieve the 
full reimbursable value in 2025/26 and a CIP therefore not possible then the wider 
system and patient benefits of this achievement must be recognised. 

 
4.2 As the majority of the contract is now structured around specific indicator delivery 

which aren’t measurable till financial year end, monthly payments will need to be 
manipulated in order maintain our reimbursement methodology of 50% block and 50% 
reward and any required adjustments made at year end.   

 
4.3 The local governance route for Local Medical Committee (LMC) feedback on this 

contract service specification is via the General Practice Leadership Collaborative 
which is due to meet 21st May 2025. 

 
 
5. Recommendations 

 
5.1 The Primary Care Commissioning Committee is asked to: 

• Receive and approve the variation attached 
• Approve the Commissioning of Quality Assured Spirometry from the delegated 

budget   
• Note the concerns and risks  
 

Zoe Alderson 
Head of Primary Care 
May 2025 



 

003 CVN01 – Bury Locally Commissioned Servicei 

As practices will be aware, we are working towards consistent requirements and investment into General Practice Incentive Schemes across Greater Manchester (GM) 
by 2026/27.  This started with the introduction of 3 GM areas of consistency in 2024/25 around CVD, Diabetes and Medicines.  
 
Outcomes from the first year of activity show an improvement impact, reflecting positively on the hard work by all across GM to work with and support our highest 
risk populations. This evidence has been used to develop a case for additional investment to the sum of £7.28 million for Primary Care, which has been included in the 
NHS GM budget setting for 2025/26.  
 
This additional investment will fast track that levelling up process from 2025/26 for Bury practices which will see the following additional targets/requirements and 
payments being included in the Bury LCS: 
 

Work 
Area Current wording  Value Changes/Clarification Value 

CK
D N/A N/A 

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

£1.50 

Sh
ar

ed
 C

ar
e 

of
 M

ed
ic

in
es

 

a) Review each shared care request in line with 
GMMMG SCPs and engage with NHS GM 
approved specialist services 

b) Deliver any accepted shared care medicine 
request in line with GMMMG protocols 

c) All shared care medicines are coded with 
either ‘accepted’ or ‘declined’ 

0.40p 

a) To review each shared care request in line with GMMMG SCPs and engage 
with NHS GM approved specialist services 

b) to accept or decline shared care requests and code  
c) to deliver any accepted shared care medicine request in line with GMMMG 

protocols 
d) To submit a shared care decline form for all shared care requests that cover 

‘shared care arrangements in place’ medicines.  
e) To undertake a QI audit if shared care requests for ‘shared care arrangements 

in place’ medicines are declined and meet the threshold. 

£0.70 

a) Attendance at an engagement event hosted by NHS GM’s SCOM programme 
b) Submission of 2 short surveys in Q1 and Q4  
c) All shared care medicines are coded with either ‘accepted’ or ‘declined’ 

£0.20 



 
Work 
Area Current wording  Value Changes/Clarification Value 

El
ec

tiv
e 

Ca
re

 

N/A N/A 

Quarter 1 – Completion and submission of the referral management template, 
including full completion of Quarter 1 requirements: review of referral and A&G 
data, determination of specialties, internal audit, referral management activities 
and agreed PCN action. 

£0.30 

N/A N/A 

Quarter 4 – Completion and submission of the referral management template 
including full completion of Quarter 4 requirements: review of referral and A&G 
data, internal audit, referral management activity outcomes and outcome of 
action undertaken across the PCN. 

£0.30 

N/A N/A 1% increase in A&G Utilisation £0.20 

 Total (increase of £2.80) £3.20 
 
These indicators are for delivery at a Practice level with associated specifications, data dashboards and more are all available via the GM Intelligence Hub -
https://curator.gmtableau.nhs.uk/gp-quality-scheme-gm-areas-consistency-beccor   
 
In addition to the above, practices will adopt the following neighbourhood indicators: 
 

Neighbourhood Level Indicator Block Reward 

East and West 

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

£0.94 
old 

+£0.29 
new = 
£1.23 

N/A 

D COPD Year 2 Indicators (still to be defined) £0.95 

B 
Use an appropriate case finding tool [e.g. eFI which has been validated before being added into patient notes] to 
determine frailty in patients ≥ 65 (core contract) N/A 

https://curator.gmtableau.nhs.uk/gp-quality-scheme-gm-areas-consistency-beccor


 

D 

A minimum of 12% of patients ≥65 identified as having frailty as determined by a recording of Rockwood score 5 
or 6 and an annual review of these patients which includes both: 

1. A review of the patient's medication; and  
2. Calcium/Vitamin D preparation as per GMMMG Formulary except where patient declines or it is not 

clinically appropriate to prescribe 
Lower threshold: 50% achievement = 50% payment 
Sliding threshold from 51% - 79% achievement = +50% payment (so 51% = 51% payment) 
Upper threshold:  80% or greater achievement = 100% of payment 

£0.59 

B Referral or signposting to strength and balance training, if appropriate (https://www.nhs.uk/live-
well/exercise/balance-exercises/)  

N/A 

B Referral or signposting to social prescribing, if appropriate N/A 
D 70% of patients considered at high risk of having a fall with a QFracture recorded £0.18 
D 70% of patients considered at high risk of having a fall with a fall’s discussion recorded  £0.18 

Total 
£3.13 of which 

£1.24 is new money 
 

Neighbourhood Level Indicator Block Reward 

North, Prestwich 
and Whitefield 

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

£0.94 old 
+£0.29 
new = 
£1.23 

 

D Year 2 Frailty Indicators (still to be defined) £0.95 

D Step 1 - 100% of patients diagnosed with COPD (as at 31/03/24) to have a severity recorded (or exemption 
evidence provided where this cannot be fulfilled)  £0.10 

D 

Step 2 – All patient diagnosed with moderate/severe COPD (including those identified as a result of the above) who 
did not receive an annual review in 2023/24 which includes all of the 4 elements: 

1. Medication review and optimise treatment in line with GMMMG guidance 
2. Inhaler check 
3. Smoking status, if not already recorded & cessation advice/referral where patient is a current smoker 
4. Escalation/management plan (a template is available in EMIS) 

Lower threshold: 50% achievement = 50% payment 
Sliding threshold from 51% - 79% achievement = +50% payment (so 51% = 51% payment) 
Upper threshold:  80% or greater achievement = 100% of payment 

£0.49 

D 95% of eligible patients with COPD receive their pneumococcal vaccination within the neighbourhood £0.18 
D 85% of eligible patients with COPD receive their flu vaccination within the neighbourhood  £0.18 

https://www.nhs.uk/live-well/exercise/balance-exercises/
https://www.nhs.uk/live-well/exercise/balance-exercises/


 

Total £3.13 of which £1.24 
is new money 

 
Monitoring for these indicators will be made available on a monthly basis via contracts page on The Bury Information Hub Sharepoint Site 
 
As per the existing contract each neighbourhood indicator must be met by all practices within that neighbourhood for practices to receive the associated payment for 
that indicator, this ensures our neighbourhood working model is aimed at reducing clinical variation amongst practices in addition to improving quality. Where there is 
a tiered reward, the lowest achievement will be used to calculate reward entitlement. 
 
The additional monies noted within this variation bring the total Bury LCS contract value up from £2,345,843 to £3,223,545 and includes a revised management figure 
of £105,204.  The contract figure is based on the latest weighted list of 213,395 (Jan ‘25) which equates to £14.61 per weighted head of population, this will be 
distributed on a fairshares basis.    
 
For any further assistance queries should be directed to gmicb-bu.primarycareteam@nhs.net  

 
i This contract variation should be read in conjunction with the Bury Locally Commissioned Service (LCS) for 2025/26 which is available on SharePoint. 
 

https://nhs.sharepoint.com/:u:/r/sites/msteams_5876c4/SitePages/Welcome-to-the-Bury-Leadership-Collaborative-Sharepoint-Site.aspx?csf=1&web=1&e=9aR6mi
mailto:gmicb-bu.primarycareteam@nhs.net
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Executive Summary 
The following paper has been written to provide the Primary Care Commissioning Committee 
with an overview of performance against Primary Care Contracts across Bury at the end of 
quarter 4 (Q4) 2024/2025. Quarterly reports are produced to ensure that any areas of 
underperformance are addressed early in the year and support can be provided to Practices 
and/or Primary Care Networks where needed or requested, ensuring that year end targets 
are met across the locality. It is important to note that due to the timing of the paper against 
the availability of the various data sets required to monitor the contracts, some information 
is not yet available. This will be provided in a future report. 
Recommendations 
The Primary Care Commissioning Committee are asked to: 

• Approve the proposal to fund QAS in 25/26
• Note the contents of this report
• Note the risks and mitigating actions

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

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

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

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



 

 

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

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

Yes 
☐ 

No 
☐ 

N/A 
☐ 

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

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

Yes ☐ No ☐ N/A ☐ 

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

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

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 
Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

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

If yes, please give details below: 

 
If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact 
Assessment: 
 
Are there any associated risks including 
Conflicts of Interest? Yes ☐ No ☐ N/A ☐ 
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General Practice Contracts Update Quarter 4 2024/2025 
 

1. Introduction 



 

 

 
1.1 The following paper has been written to provide the Committee with an overview of 

performance against Primary Care Contracts and contracting requirements across Bury 
at the end of Quarter 4 2024/2025.   
 

1.2 Quarterly reports are produced to ensure that any areas of underperformance are 
addressed early in the year and support can be provided to Practices and/or Primary 
Care Networks where needed or requested ensuring that year end targets are met 
across the locality. 

 
1.3 It is important to note that due to the timing of the paper against the availability of the 

various data sets required to monitor the contracts; some information is not yet 
available.  This will be provided in the Quarter 4 report. 
 
 

2. Background 
 
2.1 There are a range of contracts and contractual requirements which require the oversight 

of the locality Primary Care Team, this paper will talk in detail about performance 
against the following 2024/25 contracts: 
 
• Bury Locally Commissioned Service (LCS)  
• Quality Assured Spirometry (QAS)  
• Paediatric Phlebotomy  
• Minor Surgery Enhanced Service (MS ES)  
• Special Allocation Scheme (SAS)  
• Primary Care Network Direct Enhanced Service (PCN DES) including:  

o Overall Assurance 
o Impact and Investment Fund Indicators (IIF)  
o Enhanced Access (EA)  

• Weight Management Enhanced Service (WM ES)  
• Friends and Family Test (FFT) 
• Primary Care Complaints KO41b 
• Capacity and Access Improvement Payment 

 
 
3. Bury Locally Commissioned Service (LCS) 

 
3.1 The Bury LCS is commissioned via the GP Federation and consists of a suite of 

additional requirements to be delivered by general practice, over and above work which 
is commissioned via other contractual mechanisms. The overall aim of this service 
specification is to provide clinically safe and effective services that will improve the 
outcomes for patients in Bury. The Bury LCS in 2024/25 was valued at £2, 209, 995 per 
annum serving the registered population of Bury (approximately 211,941 patients), 



 

 

across 25 Practices working from 29 sites situated across 5 neighbourhoods and is paid 
50% block upfront and 50% based on year end achievements to targets as set. 
 

3.2 In order to receive the block payment each month, practices must comply with all 
gateway requirements and deliver the transactional indicators as contracted.  To 
achieve the year end reward payments, practices must work across the year to deliver 
a number of both local and GM measurable targets at both a practice level and 
neighbourhood specific level.  To provide assurance for this contract, performance data 
is both extracted from Practice systems and provided from Practices via a self-
declaration.   

 
3.3 Transactional indicators are activity-based indicators which all relevant registered 

patients must have access to across the year and, although no reward payments are 
made based on performance, we do track activity across the course of the year via data 
extracts from EMIS and via practice self declarations.  
 

3.4 A full analysis of year end performance against all elements of the contract is displayed 
in Appendix 1 however, in summary, overall achievement by Practices and 
Neighbourhoods this year has been exceptional across the board with the largest 
achievement to reward payment seen since the inception of the Bury LCS and the 
contract in its previous iterations including the Quality in Primary Care Contract: 

• All Practices achieved 100% of their targets and 100% of their reward payments 
for the GM High Risk Reviews target 

• Prestwich achieved 100% of their targets and attracted 100% of their reward 
payments  

• North received 100% of their targets and attracted 100% of their reward 
payments  

• Whitefield achieved 100% of their targets and attracted 100% of their reward 
payments  

• East achieved 100% of their targets and attracted 100% of all reward payments  
• West achieved 50% of their targets and attracted 51% of their reward payments  

 
3.5 This leaves an estimated underspend of £254,754, however, data to support the 

payment of MOT indicators up to the value of £233,135 is still awaited and is currently 
estimated at £135, 407 meaning a more realistic underspend of £119,347 is likely to be 
realised. 

 
4 Quality Assured Spirometry 

  
4.1 A Quality Assured Spirometry (QAS) service was commissioned from the GP 

Federation to provide QAS to any patient aged 18 years and over who is registered with 
a Bury practice. As per recommendations presented at September’s PCCC, the service 
continued from 19 October 2024 to deliver QAS against a contract value of £37K per 



 

 

annum with the requirement to provide 672 appointments by 31st March 2025.  This 
was achieved as shown in Table 1 below: 

 
Table 1: 
 

 Contracted 
no of Apps Offered Seen DNA Utilisation 

Oct-24 56.00 76.0 55.0 3.5 67.76% 
Nov-24 123.20 85.0 67.5 8.5 69.41% 
Dec-24 123.20 114.500 87.000 13.000 64.63% 
Jan-25 123.20 137.500 110.000 21.500 64.36% 
Feb-25 123.20 158.000 127.500 17.500 69.62% 
Mar-25 123.20 257.000 188.000 58.500 50.39% 
Total 672.00 828.0 635.0 122.5 61.90% 

 
4.2 Discussions with the central team haven now confirmed that there is no separate 

additional funding being made available for QAS as part of the GM business case 
proposal which aims to standardise requirements across localities and that the 
expectation is that localities fund this from their allocations.  

 
4.3 The draft specification suggests that activity will be recompensed at a rate of £52.18 

per spirometry and that 25% of these are likely to require FeNo at £20 per test.  A total 
estimated costs for Bury of £128, 832pa based on the originally commissioned 208 apps 
a month (2469 apps per year) for QAS delivery alone. This will increase if the delivery 
of FeNo (as well as purchasing of the FeNo machines) is also to be included. 

 
4.4 Conversations continue with the GP Federation regarding delivery of this service, 

including both QAS and FeNo, in 25/26 which creates a financial pressure for QAS.  
The only source to fund this is by repurposing delegated PC monies (see Bury LCS 
2025/26 paper for further details). PCCC are asked to note and approve this proposal. 

 
 
5      Paediatric Phlebotomy 

 
5.1 Rock Healthcare have held the Paediatric Phlebotomy contract for Bury since 2009, the 

service was recommissioned for 2024/25 on the same block contract of £24, 394 based 
on estimated activity of 1350 referrals per annum. The service accepts referrals from all 
practices across the locality for registered patients up to the age 2 years to 18 years of 
age requiring routine blood tests within a 2-week window from the date of referral.   
 

5.2 Child and Adolescent Mental Health Services (CAMHS) now also have the ability to 
refer patients directly to Rock Healthcare for Paediatric Bloods rather than having to 
refer the patients back to their GP for onward referral to the service.  This is a positive 
outcome of the work to reduce the unnecessary burden on general practice by allowing 
direct referrals into providers.   

 



 

 

5.3 The service received 1485 referrals in 24/25 which is above the estimated levels against 
which the contact value was based demonstrating value for money however, also 
demonstrating that some of the referrals to the service may not be clinically appropriate.   

 
5.4 Due to this, the service has undergone a review ahead of 25/26 and the contract has 

had a 5% CIP applied to its value.  The following changes have also been made to 
referral criteria: 

 
• Children between the ages of 5 and 12 years old may be referred to the Paediatric 

Phlebotomy Service who will test only for conditions that can be managed within primary 
care e.g. suspected menorrhagia, anaemia or celiac disease. 

o Any bloods for the above conditions required on patients 12 years and over are 
done in practice  

o If you feel that bloods are required for management or diagnosis of any children 
(any age) outside of primary care 'sensitive' conditions then please consider 
referring to secondary care Paediatrics 

o Any patient under 5 is referred to secondary care Paediatrics and not dealt with 
in Primary Care  
 

5.5     The contract value for 2025/26 is £23, 360 and over 12s requiring phlebotomy will now   
     be funded via the Bury LCS. 
 
 

6      Minor Surgery ES 
 

6.1 The Minor Surgery ES is a cost per case contract, comprising of procedures including 
injections (muscles and joints), incisions and excisions.  Table 2 below shows a 
breakdown of minor surgery activity/cost for Q4: 

 
Table 2 
 

Locality  Aspirations Excisions  Incisions  Injections  Total Cost Q4 
2024/2025 

Bury Tariff   £42.18 £84.36 £84.36 £42.18 
£35,051.58 No of Procedures  2 220 0 389 

Cost  £84.36 £18,559.20 £0 £16,408.02 
 
6.2 The annual budget for minor surgery is £219,000 with a year to date spend of £203,019 

indicating a year end underspend of £15,981 based on current activity. Although we 
encourage practices to submit claims each month, there is no official cut off point for 
submitting claims throughout the year, therefore we should anticipate further claims 
being submitted against this underspend. Table 3 highlights the current financial 
position against the annual budget. 

 
Table 3  
 
Annual Budget Spend (M12) Underspend 
£219,000 £203,019 £15,981 



 

 

 
6.3 The committee should be reminded that a total of 6 practices are not currently delivering 

MS as the reimbursement value is deemed insufficient, with activity instead being 
directed to secondary care. A comparative exercise of procedures carried out in 
secondary care are outlined in table 4 below:  

 
Table 4 
 

Procedure  Primary 
Care Cost  

Secondary 
Care Cost  

Trigger Point Injection for Pain Management  £41.29  £325  
Injection of Therapeutic Substance into Joint for Pain Management   £41.29  £569  
Aspiration of Joint  £41.29  £447.50  
Unspecified other excision of lesion of skin (moles, cysts, lipoms)  £82.58  £143.50  

 
 

7 Special Allocation Scheme (SAS) 
 

7.1 The Special Allocation Scheme (SAS) is delivered by one provider on behalf of the 
borough with the scheme providing general practice services to patients who have been 
removed from a practice list due to inappropriate aggressive behaviour, ensuring they 
can continue to access healthcare services.  In 2024/25 the cost of this service was £8K 
per year paid monthly at a rate of £666.67 with an £80 cost per patient facing contact 
and £60 cost per telephone consultation. 
 

7.2 The overall cost for this service for Q4 is £27,480.01. Table 5 highlights the overall 
activity and financial value of activity for the contract at the end of Q4: 

  
Table 5 
 

  Monthly retention Number of contacts Total costs 
January £666.67 98 £8526.67 
February £666.67 106 £9126.67 
March £666.67 115 £9826.67 
Total for Quarter 4 £2,000.01 319 £27,480.01 

 
 
7.3 The budget for the service was £107,760 and based on 24/25 activity, the service was 

£1,660 underspent. Table 6 shows a comparison of estimated year end spend vs 
budget. 

 
Table 6 
 
Budget Spend (M12) Underspend 
£107,760 £106,100 £1,660 

 
7.4 As previously highlighted to the committee, the service level agreement states the 

scheme should have a maximum of 20 patients and there are currently 41 on the 



 

 

scheme at the end of Q4, of which 7 are out of area patients. 4 of the out of area patients 
are Bolton patients and will be transferred back to the Bolton SAS in the next quarter. 
In line with moving to a block contract, as outlined in 7.6 below, the number of patients 
on the scheme at any one time and reducing those numbers safely will be managed by 
the provider.  
 

7.5 There have been 2 patients discharged from the service this quarter, 1 of which had 
been on the scheme since 2021. We have identified with the provider a small number 
of patients who the provider will review and explore discharge as clinically appropriate 
over the next quarter.  

 
7.6 As supported by PCCC we are looking to move to a block contract (£68,346.94) for 

25/26 to significantly reduce the cost of the service. The current provider has advised 
he no longer wishes to continue providing the service for 25/26, therefore we are under 
contract negotiations with a potential provider.  

 
7.7 We are continuing to look at what work we can do with practices to try and reduce the 

number of referrals going forward including patient communication/education and 
identification of training requirements. 
  

 
8 Primary Care Networks DES (PCN DES) 

 
8.1 To ensure each PCN within Bury is meeting the requirements of the PCN DES, each 

quarter, the Clinical Directors (CDs) are required to complete a spreadsheet and RAG 
rate their PCN against each of the requirements giving evidence as to the reason for 
their rating.  
 

8.2 Horizon PCN have provided assurance against the PCN DES for Q4. Prestwich, 
Whitefield and Bury PCN have not completed the assurance return due to the PCN 
Network Contract not stipulating a contractual obligation to complete a quarterly 
assurance report however, the PCN DES does state that: 

 
10.2.4. The commissioner will be responsible for post payment verification. This may 
include auditing claims of the PCN (and a Core Network Practice in relation to the 
Network Participation Payment) to ensure that they meet the requirements of the 
Network Contract DES. Where required, PCNs and/or a Core Network Practice as 
relevant will provide to the commissioner in a timely manner all relevant information 
and assistance to support assessment of compliance with the requirements of this 
service and expenditure against the Network Contract DES.  

 
8.3 To mitigate non-compliance of the PCN DES assurance document, Data Quality 

previously provided data every quarter which provided insight into some elements of 
each PCN’s performance. This data however, only provided insight for Bury’s PCN’s 
and we were unable to oversee a true reflection of performance. We have now been 
able to extract data from a GM dashboard via Tableau which allows insight into some 
measurable indicators of the PCN DES for Bury’s PCN’s and other PCN’s across GM. 



 

 

We have chosen to include data from Tameside and HMR localities as they are similar 
to that of Bury as a way of benchmarking the data outside of the locality. 

 
8.4 Appendix 2 shows Q3 2024/2025 data, Q4 data is not yet available and will be shared 

with the Q1 25/26 report. This data will be included in the Q4 assurance returns.  
 
8.5 For cardiovascular disease prevention elements of the PCN DES, Bury’s PCNs 

performance is lower than Tameside and HMR’s PCN’s in all indicators except for 
indicator ‘Percentage of patients aged 65 years or over and with an irregular pulse who 
either received an electrocardiogram or were referred for an electrocardiogram.’ 

 
8.6 There are some indicators where a Bury’s PCNs performed the highest in Q3 table 7 

compared with HMR and Tameside. There are 10 indicators in this quarter however, 
the previous quarter a Bury PCN was scoring the highest in 8 indicators: 

 
Table 7 
 

Number of referrals to the Community Pharmacist Consultation Service per registered patient. Prestwich PCN 
0.05 

Percentage of patients aged 65 years or over and with an irregular pulse who either received an 
electrocardiogram or were referred for an electrocardiogram. 

Whitefield PCN 
83.33% 

Percentage of registered patients whose care was discussed as part of a shared decision-making 
process. 

Whitefield PCN 
2.79% 

Number of General Practitioner consultations per patient currently being seen by a social prescribing 
service. 

Prestwich PCN 
15.71 

Percentage of patients using potentially addictive medicines who received a Structured Medication 
Review. 

Bury PCN 
25.79% 

Percentage of patients aged 65 years or over prescribed a Non-Steroidal Anti-Inflammatory Drug 
(NSAID) and not an oral anticoagulant in the last 3 months of the previous financial year, who, in the 
three months to the end of the reporting period, were either (i) no longer prescribed an NSAID or (ii) 
prescribed a gastro-protective in addition to an NSAID. 

Prestwich PCN 

98.30% 

Percentage of patients aged 75 years or over on a long-term prescription of an angiotensin converting 
enzyme (ACE) inhibitor or a loop diuretic who have not had their renal function and electrolytes 
recorded in the previous 15 months. 

Whitefield PCN 
6.34% 

Percentage of patients aged 18 years or over prescribed methotrexate for at least 3 months without a 
full blood count in the previous 3 months. 

Whitefield PCN  
33.33% 

Percentage of registered patients with a recording of ethnicity. Horizon PCN 
99.33% 

Percentage of registered patients who were given the opportunity to state their ethnicity but chose not 
to. 

Horizon PCN 
14.13% 

 
8.7 Enhanced Health in Care Homes (EHCH) data was also scrutinised using the GM 

dashboard. The Primary Care Team have compared Bury’s performance with GM and 
England. Table 8 shows that Bury’s performance as of February 2025 is below that of 
GM and England in all the indicators. This data will also be shared in the Q4 assurance 
document: 
 
Table 8 



 

 

 
    Bury GM ICB England 
Mean number of Multidisciplinary Team meetings per care home 
resident aged 18 years or over. EHCH29 0.02 0.28 0.63 
Percentage of care home residents aged 18 years or over on the QOF 
Dementia Register. EHCH27 46.8% 52.4% 47.6% 
Percentage of care home residents aged 18 years or over, who had a 
Personalised Care and Support Plan (PCSP) agreed or reviewed. EHCH02 35.9% 53.1% 41.4% 
Percentage of permanent care home residents aged 18 years or over 
who received a falls risk assessment. EHCH14 0.4% 23.2% 10.7% 
Percentage of permanent care home residents aged 18 years or over 
who received a psychosocial assessment. EHCH24 1.2% 12.4% 8.3% 
Percentage of permanent care home residents aged 18 years or over 
with a preferred place of death recorded. EHCH28 16.1% 30.4% 32.1% 
Percentage of permanent care home residents aged 18 years or over, 
and recorded as experiencing acute confusion, who received a delirium 
assessment. EHCH05 0.0% 3.4% 5.0% 

 
 

8.8 There is a significant risk in relation to EHCH provision in that we currently have an 
issue with PCN DES provision to The Priory.  The Priory comprises two units; The Elton 
Unit and Highbank. Highbank changed its CQC designation on 1 May 2025, moving it 
from a hospital to a care home meaning that this home then required alignment to a GP 
practice to provide services as outlined in the EHCH DES. Patients in Highbank 
progress to the Elton Unit following the initial care received therefore, to ensure 
continuity of care, it is necessary that EHCH provision is provided to the Units by one 
practice.  This is currently not the case with Elton Unit patients assigned to one Practice 
who are not able to commit to providing continued care to the Highbank Unit due to the 
complexity of the patients and the inability on that basis to provide safe patient care. 
 

8.9 We are reviewing allocation of both of these homes on this basis to ensure they are 
aligned to one practice and, in the meantime, have asked Highbank to allocate patients 
to any practice of their choosing to ensure that patient care is not affected during this 
time.  In addition, there is a level of additionality required to ensure adequate care is 
given to these patients over and above that of the PCN DES therefore, The Priory is 
working up a specification in order to privately commission a practice to deliver this 
additionality at both Units. 

 
8.10 Variation is addressed by providing PCN’s with the data and trying to have open 

conversations about the reasons behind this, but due to lack of engagement with the 
assurance aspect of the PCN DES, this has been difficult to obtain. There are no targets 
attached to these data indicators and this then allows each PCN to determine the 
amount of achievement that suits. However, we can now see a true reflection of Bury’s 
PCN performances when compared with other areas of GM. Variation is being 
scrutinised by the Primary Care Team on a practice-by-practice basis based on 
deprivation. This includes cancer screening and LD health checks. 

 



 

 

 
9 Investment and Impact Fund 
 
9.1 The IIF is a financial incentive scheme within the PCN DES where each PCN can earn 

a maximum of 58 points valued at £198 per point (adjusted for list size and prevalence). 
IIF focuses on rewarding high quality care in areas where PCNs can contribute 
significantly towards the ‘triple aim’:  

 
9.2 There are only two IIF indicators for 2024/25 ‘Percentage of patients on the QOF 

Learning Disability register aged 14 or over, who received an annual Learning Disability 
Health Check and have a completed Health Action Plan in addition to a recording of 
ethnicity (HI03)’ and ‘Percentage of patients who have had a lower gastrointestinal 
urgent suspected cancer referral in the reporting year where at least one urgent 
suspected cancer referral was accompanied by a faecal immunochemical test result, 
with the result recorded in the 21 days leading up to the referral (CAN04)’ 

 
9.3 All PCN’s within Bury for 2024/2025 have achieved the upper threshold target for both 

IIF indicators CAN04 and HI03 with Bury has ranked 3rd in GM for both indicators. 
However, despite the overall results for Bury, there is variation amongst individual 
practices. This has been raised with individual practices during their Primary Care 
Quality Visit and with PCN Managers and will be a focus for the Primary Care team for 
2025/2026. The end of year achievement at locality level can be seen in appendix 3, 
and PCN level / practice level breakdown can be seen in detail in appendix 4. 

 
10 Enhanced Access 
 
10.1 The PCN DES requires PCNs to offer Enhanced Access, providing bookable 

appointments outside the core hours period of 6.30pm-8pm weekday evenings and 
9am-5pm on Saturdays. Utilising a multi-disciplinary team, PCNs are contracted to 
provide a minimum of 60 minutes per 1000 PCN adjusted population per week and has 
a value of £7.975 per head of population.  

 
10.2 To meet this requirement, Horizon, Prestwich and Whitefield (HPW) PCN were required 

to offer 8377.96 hours across 24/25.  Performance at year end exceeded contractual 
requirements with 8382 hours offered. Utilisation stands at 77% year to date. 

 
10.3 As part of the above contractual offer, from 1 January 2025, Bury GP Federation began 

ring-fencing EA appointments for Whitefield PCN (WPCN) at their request. This 
followed concerns from the PCN that its constituent practices were not receiving their 
“fair share” of appointments. To address this, Bury GP Federation implemented a 
system that reserved the PCN’s full weekly allocation of 29.53 hours (rounded to 30 
hours). 

 
10.4 Filters were applied in EMIS Web appointment books to ensure that these appointments 

were exclusively visible and bookable by WPCN practices through GP Connect. This 
guaranteed access to appointments across the full range of available ARRS clinician 
types, including: 



 

 

 
• General Practitioners (GPs) 
• Advanced Nurse Practitioners (ANPs) 
• Practice Nurses 
• Clinical Pharmacists 
• Health Care Support Workers (HCSWs) 

 
10.5 While the filters ensured the protected allocation, some initial issues were encountered. 

Practices reported difficulties in viewing their allocated appointments, which was later 
diagnosed as a technical problem related to the GP Connect filtering mechanism in 
EMIS Web. EMIS Web support confirmed that the issue stemmed from appointments 
being booked outside the GP Connect pathway, which interfered with the visibility of 
filtered slots.  As a result, early utilisation rates were lower than expected. However, 
with the issue now resolved, appointment usage by WPCN practices is steadily 
increasing. 

 
10.6 One limitation of ring-fencing appointments is the reduced flexibility and choice in 

available slots. For instance, practices may be unable to book back-to-back 
appointments for a patient if only one slot is allocated to them at a specific site or on a 
specific day. This issue also arises during Bank Holiday sessions, where additional 
capacity may be made available, but WPCN practices are restricted by filters tied to 
their fixed weekly allocation, limiting their ability to book beyond those pre-set hours. 

 
10.7 The utilisation of these appointments will continue to be monitored each month and any 

issues will be reported to both WPCN and the ICB via the GP Federation. 
 
10.8 Bury PCN were required to offer 2792 hours across 24/25. Bury PCNs performance at 

year end exceeded this requirement by offering 2835 hours across the year.  Utilisation 
stands at 52% for the year. 
 

10.9    Looking at appointment utilisation for the borough as a whole, this stands at 56%. This  
    is disappointing as we have not seen any improvement in this since last year when we    
    ended the year with a utilisation rate of 69%.  This is despite utilisation remaining a    
    focus at monthly PCN DES meetings with the leads for Enhanced Access, promotion  
    of appointment availability at Practice Managers meetings and advising that all EA  
    appointments should be offered routinely as “next available appointment” and not  
    ringfenced for urgent on the day appointments.  Reviews of on the day vs prebookable  
    appointments and number of appointment types with different clinicians working in the  
    service having been reviewed across all PCNs.  

 
10.10 Specifically, in Bury PCN, information regarding the service being added to practice 

websites to promote to patients, a poster distributed to practices highlighting the service, 
the structure and the appointments so staff are aware of who to book in with which 
clinician for which condition.   
 



 

 

10.11 As appointment utilisation remains an issue with all PCNs, work will continue across   
    25/26 to ascertain if the locations of the service are no longer appropriate for patients  
    and to ensure staff at each practice are trained in how to book patients into these  
    appointments but also how to promote use of the appointments correctly to patients to  
    ensure utilisation improves as, whilst not contractual, access is paramount and this  
    offer cannot continue to go unused. 

 
 

11 Additional Roles Reimbursement Scheme (ARRS) 
  

11.1 The PCN DES continues the requirement for PCNs to deliver against the Additional 
Roles Reimbursement Scheme (ARRS) and plans to deliver against the ARRS budget 
for 24/25 have been received for all PCNs. 

 
11.2 There are delays in both PCNs submitting ARRS claims for payment and the length of 

time it takes the ICB finance team to validate the claims given the types of evidence 
submitted.  On this basis, Horizon, Prestwich and Whitefield PCNs have submitted 
claims to March 25 however, Q4 claims still require validation by the finance team, and 
Bury PCN have submitted claims up to October 24.   

 
11.3 This gives us a current position as at end of April 25 of a £488K underspend however, 

the ICB Finance have confirmed that all PCN are forecasting to spend their budgeted 
allocations and will end the year at a zero balance which is fantastic news and an 
improved position to last year where we saw an underspend lost to the borough: 

 
Table 9: 

PCN 
Total  
Entitlement 

YTD WTE 
(11 mths) 

YTD Spend 
(12 mths) 

Horizon PCN 2,268,053 497.91 2,230,459.73 
Prestwich PCN 936,737 218.23 933,519.46 
Whitefield District & 
Community PCN 723,404 175.44 723,844.37 

Bury PCN 1,200,140 246.44 752,483.00 

Totals 5,128,334 1,138.02 4,640,307 
 

 
12 Weight Management Enhanced Service  

 
12.1    The weight management service continued to be commissioned from General  

Practice from 1 April 2024 to March 2025 with all practices in Bury participating. The 
aims of the service are to: 

 
• support practices to develop and implement a proactive approach to the identification 

of patients living with obesity; to work with wider system partners on developing 
pathways which incorporate multi-modal access options including online, telephone 
and face to face and to empower patients to actively provide and update their practice 
with this information online 



 

 

• to support practices to engage with individual patients living with obesity and, 
following a conversation with the patient, to refer patients who are ready to make 
behavioural changes to appropriate weight management programmes. 

 
12.2 As a minimum requirement the referral allocation will be at least 12% of the number of 

patients on the practice’s Obesity Register at 31 March 2023 and practices will be 
entitled to £11.50 per referral to one of the services, up to the limit of their referral 
allocation (only one referral per patient may be claimed under this ES). Practices have 
been advised of their allocation for the year. 
 

12.3 At the time of writing this report the latest activity was up to date in February 25 and can 
be seen below in Table 10: 

 
Table 10 
 
Allocation Referrals Submitted Referrals Remaining 
£19,325 1310 650 

 
 
12.4 A year end position will be shared in a future paper. 

 
 

13 Friends and Family Test (FFT) 
 

13.1 The Friends and Family Test (FFT) is a feedback tool that supports the fundamental 
principle that people who use NHS services should have the opportunity to provide 
feedback on their experience that can be used to improve services. It is a continuous 
feedback loop between patients and providers.  It is a contractual requirement that all 
GP practices implement the NHS Friends and Family Test.  
 

13.2 In terms of Bury locality performance, 100% of practices submitted FFT results in 
January 2025. A total of 2,689 responses were received with 92% of patients submitting 
a positive response. Overall, for GM, there were 71,484 responses received with 93% 
of patients submitting a positive response. Table 10 shows the number of practices 
submitting and the number of responses received from April 2024 to January 2025. The 
average number of responses has increased since April 2024 from 92.63 to 107.56: 
  

Table 11 
 

 Apr-24 May-24 Jun-24 Jul-24 Aug-24 Sep-24 Oct-24 Nov-24 Dec-24 Jan-25 
Total Number of 
Practices Submitted 24 25 25 24 23 24 24 24 23 25 

Total Number of 
Responses Submitted 2223 2471 2405 2474 2739 2014 3709 3259 1993 2689 

Average Number of 
responses per 
submitted practice 

92.63 98.84 96.20 103.08 119.09 83.92 154.54 135.79 86.65 107.56 

 



 

 

13.3 Missing submissions and abnormalities will be flagged in the data when it is published. 
NHS Greater Manchester will contact practices where there are issues with data 
submission or to enquire if any assistance is required. NHS Greater Manchester will be 
issuing reminder notices to GP Practices that do not comply with the FFT requirements, 
Practices who fail to submit for 3 consecutive months are in breach of contract and 
sanctions may be applied. No practice has failed to submit for 3 consecutive months for 
April 2024 – January 2025. 

 
 
14 Primary Care Complaints Collection (KO41b)  
 
14.1   KO41b is a mandatory data collection that captures data and information regarding 

written complaints received by General Practice, Dental Practices and Pharmacies. The 
data for GP practices will be collected via the NHS Digital Strategic Data Collection 
Service (SDCS).  

 
14.2 It is a statutory requirement to declare complaints information as detailed in the 2009    

complaints regulations. The data submission window typically opens May to July 
therefore we will bring an update to a future meeting. 
 

 
15 Capacity and Access Improvement Payment (CAIP) 

 
15.1 In 2024/25, the criteria for the 30% CAIP was revised, and linked improvement directly 

to the three domains of the Modern General Practice (MGP) model. For 2024/25, it was 
specifically advised that the available CAIP funding should be apportioned equally 
across all three modern general practice priority domains such that 100% of funding 
can only be received if achievement is demonstrated across all three areas, and by all 
practices within a PCN.  

 
15.2 The domains are outlined in Table 12 below: 
 
Table 12 
 

MGPA 
priority 
domain 

All PCN practices to have the following components in place 
and these continue to remain in place 

PCNs Met Domain 

1) Better 
digital  
telephony 

Digital telephony solution implemented, including call back  
functionality; and each practice has agreed to comply with  
the Data Provision Notice so that data can be provided by  
the supplier to NHS England.* 
 
Digital telephony data is routinely used to support  
capacity/demand service planning and quality improvement  
discussions.* 

All 4 PCNs met this domain 

2) Simpler 
online  
requests 

Online consultation (OC) is available for patients to make  
administrative and clinical requests at least during core  
hours. This requirement was introduced as part of the 2021 
GP contract.  
 
Practices have agreed to the relevant data provision notice 
(DPN) so that data can be provided by the supplier to NHS  
England as part of the ‘submissions via online consultation  

Whitefield PCN met this domain 
Horizon, Prestwich and Bury PCNs 
do not meet this domain and have 
been advised to share any 
demonstrable evidence as to why, 
should they want to appeal non 
payment. Prestwich PCN confirmed it 
was their decision due to low funding, 



 

 

systems in general practice’s publication. Bury PCN have not responded, and 
Horizon PCN were raising it at their 
Board meeting 

3) Faster 
care  
navigation,  
assessment, 
and  
response 

Consistent approach to care navigation and triage so there  
is parity between online, face to face and telephone access,  
including collection of structured information for walk-in and  
telephone requests. 
 
Approach includes asking patients their preference to wait  
for a preferred clinician if appropriate, for continuity. 

All 4 PCNs met this domain 

 
15.4 Funding allocations can be seen in appendix 5. 
 
15.5  There will be a post payment verification process taking place June – August 2025, 

details of which can be seen in Table 13 below: 
 
Table 13 
 
Briefing issued to selected PCNs and criteria (one per 
locality identified through random sampling) 

June 2025 (date TBC) 

Desktop review and reconciliation of data sources takes 
place 

June/ early July TBC (2 week 
period) 

Further evidence (if required) from the PCN to support 
PPV assessment sent to locality commissioner  

July TBC (2 week period) 

Present to NHS GM PCCC 11 August 2025 
Outcome to PCNs 13 August 2025 
Inform NHS GM Finance of any alterations to payments 13 August 2025 
Alterations to payments  September 2025  

 
 

16 Associated Risks  
 

16.1 The main risk for all contracts discussed in this paper relates to the unavailability of real  
   time, accurate data.  This limits our ability to manage issues early in the year which then   

may impact on overall contract performance leading to a financial impact on the ICB 
adding strain to an already tight budgetary position.  To mitigate this, we are working to 
obtain information from all available data sources and will be speaking with providers 
regarding their performance as that data becomes available to ensure any issues are 
addressed at the first available opportunity. 

 
16.2 We are unable to always gain assurance through the self-dec process of the PCN DES 

due to not receiving the completed spreadsheet giving evidence for each indicator in 
the contract.  This has been mitigated against for 25/26 as the Place Based Lead for 
the ICB will write to each Clinical Director advising of the contractual requirement to 
complete the return and will follow that up with a face to face meeting to further impress 
the responsibilities of that role. There is a significant risk around the PCN DES EHCH 
specification given the issues noted re allocation of patients at The Priory which we are 
working to resolve. 

 



 

 

16.3 Activity within the SAS continues to grow beyond that originally intended for the service 
provider and the current provider has advised he no longer wishes to continue providing 
the service, however we are under contract negotiations with a new provider re 
delivering the service and contract value for 25/26. A handover period will be arranged 
to ensure a smooth transition and appropriate communication sent to patients. 
Discussions are yet to take place at a GM level to review and standardise this contract. 
 

16.4 The uplift in minor surgery rates is not deemed as enough by some practices, therefore 
there is a greater chance of some practices not signing up to deliver the service for 
2024/2025, which in turn will increase pressure and demand on secondary care 
pathways, which are provided at a higher cost than primary care. There are currently 6 
practices that have opted not to deliver the service this year and their patients will be 
referred to secondary care at a greater financial cost to the system, although we have 
been underspent against the budget for 24/25. 

 
16.5 Both Prestwich PCN and Bury PCN no longer have access to tier 2 weight management 

services offered through the stay/living well team and therefore the Weight management 
enhanced service may see an increase in referrals from the practices in these PCNs, 
however a practice cannot claim more than their allocation and GM will claw back where 
necessary. 

 
16.6 3 PCNs did not meet 1 out of 3 domains of the CAIP, therefore they will not receive 

funding for that domain (10% per domain) resulting in financial risk and improved patient 
access. There is a re-procurement exercise of Online Consultation platforms taking 
place at GM which is due to be complete in July, at which point practices / PCNs should 
be able to exit current contracts and switch to a provider of their choice (on the 
framework). The time frames do not align with the final date for submitting the self 
declaration for the domain however, which is May 2025, further limiting practice / PCN 
current choice of platform available. 

 
17 Actions Required 
 
17.1 The General Practice Leadership Collaborative with are asked to: 

• Approve the proposal to fund QAS in 25/26 
• Note the contents of this report 
• Note the risks and mitigating actions  

 
 
Rachele Schofield  
Primary Care Lead 
Racheleschofield@nhs.net  
May 2025 
  
Katie Heselwood  
Primary Care Manager  
Katie.heselwood@nhs.net  
April 2025 
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Rochelle Milne 
Primary Care Project Manager 
Rochelle.milne@nhs.net  
April 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 1 
 
1 Introduction 
 
1.1 The Bury LCS commenced on 1 April 2024 and ran until 31 March 2025 with a total 

contract value of  £2,320, 453 subdivided into a 50% upfront block payment to practices 
of £1,104,978, a 50% end of year reward payment of £1, 104, 987, a £45, 000 training 
budget and a £110, 000 management fee paid to the GP Federation. 
 

1.2 All practices in Bury signed up to deliver the LCS (25 Practices across 29 sites) and the 
contract was manged by the GP Fed.  The overall aim of this service specification was 

mailto:Rochelle.milne@nhs.net


 

 

to provide clinically safe and effective services that will improve the outcomes for 
patients.  The Bury LCS was structured to include indicators categorised as follows: 

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

 
2 Background 
 
2.1 For the purposes of this paper, we will be analysing performance against: 
 

B - Transactional activity  
C - Measurable improvements - All practices 
D - Measurable improvements - Neighbourhood specific 

 
2.2 All practices have received their 50% upfront block payment of £1, 104, 978 for 24/25.  

Please note that, at the time of writing this paper, we are not able to provide 
performance against the GM Prescribing Indicators which have a reward value of 
£233,135 as the data is not yet available, therefore, these indicators and 
corresponding contract value has been removed from this point on to provide an 
accurate position as inclusion of the indicators and their value skews the analysis of 
the data we have available to date 

 
2.3 Therefore, for the purposes of the paper at present, we are working on a total reward 

value of £871, 843. 
 
 
3 Reward Based indicators  
 

C - Measurable improvements - All practices 
 
3.1 For 24/25, Practices were contracted to achieve the following GM indicator  

“Undertake a high risk review which includes a minimum of 6 tests (Blood 
Pressure/BMI/eGFR/HbA1c/Smoking status/Cholesterol)” for this section of the 
contract. 

 
3.2 Payments were made on a sliding scale based on achievement as follows with a total 

of £635, 832 available:  
 

• Lower threshold: 10% achievement = 50% payment 
• Sliding threshold from 11% to 49% achievement = achievement +50% payment 

(so 11% = 61% payment) 
• Upper threshold:  50% or greater achievement = 100% of payment  

 



 

 

3.3 All practices achieved the upper threshold of achievement meaning the total reward 
for this indicator has been obtained.  There was one anomaly in the data provided by 
GM which showed that one practice had not achieved the upper threshold however, 
evidence provided by the GP Federation directly from the Practice system showed 
that this was indeed achieved.  

 
 
4 D - Measurable improvements - Neighbourhood specific  
 
4.1 This section of the contract was designed to reduce neighbourhood inequalities and 

promote neighbourhood working to improve patient outcomes. For neighbourhood 
specific targets all practices within that neighbourhood had to achieve the required 
improvement in order to receive the year end reward. 

 
4.2 For 24/25, 2 areas of focus were chosen with the North, Prestwich and Whitefield 

neighbourhoods focusing on Frailty and the East and West neighbourhoods focusing 
on COPD. Each neighbourhood section contained indicators that they received 
funding to deliver as part of the block contract payment and each neighbourhood also 
had several measurable improvements targets to achieve which attracted a total 
reward package of £236, 000 across the 5 Neighbourhoods.  Performance against 
those follows. 

 
4.3 North, Whitefield and Prestwich Neighbourhoods 
 
4.4 The North, Whitefield and Prestwich Neighbourhood focused on Frailty and had 2  

indicators to deliver as part of the upfront 50% block contract payment “All practices 
must be actively engaged in neighbourhood working, including the Multidisciplinary 
Team (MDT) process, including adopting strength-based approaches” and “Use an 
appropriate case finding tool [e.g. eFI] to determine frailty in patients ≥ 65” which 
totalled £164, 000.  All neighbourhoods achieved these targets. 

 
4.5 The North, Whitefield and Prestwich had 4 reward based targets each to achieve 

totalling £125, 373, payable at the year end upon achievement.  These targets are 
detailed below, each followed by Neighbourhood graphs highlighting the year on year 
improvements between 2025 and 2024 baseline and the minimum and maximum 
performances by each practice in each neighbourhood to map variation.  The graphs 
also show the performance against these targets for the East and West 
Neighbourhoods however, please note they were not tasked or rewarded for 
performance against these indicators:  

 
A minimum of 12% of patients ≥65 identified as having moderate frailty as 
determined by a recording of Rockwood score 5 or 6 

 



 

 

 
 
An annual review of these patients  

 

 
 
70% (of the 12% ) considered at high risk of having a fall with a QFracture recorded  
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70% (of the 12%) considered at high risk of having a fall with a fall’s discussion 
recorded  

 

 
 
4.6 All practices in each of these three neighbourhoods achieved against all targets and 

will receive 100% of their corresponding reward payments as follows: 
 

 North Prestwich Whitefield 
Total Reward 
Available £46,799 £46,098 £32,478 

Total Achieved:  £46,799 £46,098 £32,478 
Underspend £0 £0 £0 
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5 East and West Neighbourhoods 
 
5.1 The East and West Neighbourhoods focused on COPD and had 1 indicator to deliver 

against which they received upfront funding as part of the 50% block to achieve: “All 
practices must be actively engaged in neighbourhood working, including the 
Multidisciplinary Team (MDT) process, including adopting strength-based approaches” 
which totalled £76, 876.  Both neighbourhoods achieved this target. 

 
5.2 The East and West had 4 reward based targets each to achieve totalling £110, 627.  

The targets for both neighbourhoods were as follows however, performance varied 
across each neighbourhood: 

 
• 100% of patients diagnosed with COPD as at 31/03/24 have a severity recorded 
• All patient diagnosed with moderate/severe COPD (including those identified as a 

result of the above) who did not receive an annual review in 2023/24 which includes all 
of the 4 elements: 1: Meds Review, 2: Inhaler Check, 3: smoking status, 4: 
Escalation/Management Plan.  

• 95% of eligible patients with COPD receive their pneumococcal vaccination within the 
neighbourhood 

• 85% of eligible patients with COPD receive their flu vaccination within the 
neighbourhood  

 
 
5.3 East Neighbourhood 
 
5.4 During the first iteration of the year end data, the East neighbourhood did not achieve 

the “100% of patients diagnosed with COPD as at 31/03/24 have a severity recorded” 
target as 1 practice failed to achieve 100%, instead finishing the year having achieved 
99.78% (which equates to 1 patient).   

 
5.5 However, since this time, the associated Practice appealed this, providing evidence to 

support that they did indeed complete all actions associated with the outstanding 
patient.  The evidence provided was sense checked by the GP Federation against 
practice systems and verified to be accurate meaning that the East Neighbourhood 
have now achieved this target.   

 
5.5 The graph below shows the performance of East against 2024 baseline, variance 

between best and lowest performing practices and against their wider neighbourhood 
peers including West who were also tasked with achieving this indicator.  NPW 
neighbourhoods are included for completeness however they were not tasked or 
rewarded for this indicator: 

 
 



 

 

 
 
5.5 The East achieved the remaining 3 indicators and graphs have been provided for 

each to show the Easts achievement, 2025 performance vs 2024 baseline, variance in 
practice achievement, highest to lowest and performance compared to their 
neighbourhood peers including West who were also tasked with achieving the same 
indicators as well as against NPW neighbourhoods for completeness however they 
were not tasked with achieving these indicators or rewarded for their performance:  

 
All patient diagnosed with moderate/severe COPD (including those identified as a result of the 
above) who did not receive an annual review in 2023/24 which includes all of the 4 elements: 
1: Meds Review, 2: Inhaler Check, 3: smoking status, 4: Escalation/Management Plan.  

 

 
 
5.6 Achievement for this indicator was set on a sliding scale and rewarded based on   

the achievement of the lowest performing practice which, at the time of year end data 
publication was 77.46%.  However, the Practice achieving this submitted an appeal 
showing that they had indeed completed the necessary interventions on a further 3 
patients as at 31 March 2025 which would take their achievement, and thus the 
achievement of the East neighbourhood to 80%.   
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5.7       The evidence provided was sense checked by the GP Federation against practice    

      systems and verified to be accurate meaning that the East Neighbourhood have now  
      achieved this target. Based on the sliding scale below, this secures the full 100%  
      reward for this indicator: 

 
• 50% achievement = 50% of reward payment 
• 51% - 79% achievement paid at 51% to 79% of the reward value dependant on the 

lowest performing practices achievement 
• 80% or greater = 100% payment  

 
95% of eligible patients with COPD receive their pneumococcal vaccination within the 
neighbourhood 
 

 

 
 
85% of eligible patients with COPD receive their flu vaccination within the neighbourhood  
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5.8 The total reward payment received by East on this basis was as follows:  
 

 East 
Total Reward Available £66,187 
Total Achieved:  £66, 187 
Underspend £0 

 
  
5.9 West Neighbourhood 
 
5.10 The West neighbourhood did not achieve the “100% of patients diagnosed with COPD 

as at 31/03/24 have a severity recorded” target as 4 practices failed to achieve 100%, 
instead finishing the year having achieved between 96.83% and 99.62%.  3 of the 4 
practices missed the target by 1 patient with the other missing by 8 patients: 

 

 
 
5.11 The West neighbourhood also did not achieve the “95% of eligible patients with COPD 

receive their pneumococcal vaccination within the neighbourhood” target with 1 
practice achieving 94.51% missing the target by 25 patients.  Practices will have the 
opportunity to dispute however, at the time of writing this paper, none have been 
received:   
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5.12 The West did achieve the remaining 2 indicators and graphs have been provided for 

each to show the Wests achievement, 2025 performance vs 2024 baseline, variance 
in practice achievement, highest to lowest and performance compared to their 
neighbourhood peers including East who were also tasked with achieving the same 
indicators as well as against NPW neighbourhoods for completeness however they 
were not tasked with achieving these indicators or rewarded for their performance: 

 
All patient diagnosed with moderate/severe COPD (including those identified as a result of the 
above) who did not receive an annual review in 2023/24 which includes all of the 4 elements: 
1: Meds Review, 2: Inhaler Check, 3: smoking status, 4: Escalation/Management Plan.  

 

 
 
5.13    Please note, that achievement for this first indicator was set on a sliding  

scale based on the achievement of the lowest performing practice which was 60.53% 
and will be paid according to the scale as follows for this indicator: 

 
• 50% achievement = 50% of reward payment 
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• 51% - 79% achievement paid at 51% to 79% of the reward value dependant on the 
lowest performing practices achievement 

• 80% or greater = 100% payment  
 
 
85% of eligible patients with COPD receive their flu vaccination within the neighbourhood  

 

 
 

 
5.14   No appeals were received from the West neighbourhood therefore, the total reward 

payment received by West on this basis was as follows:  
 

 West 
Total Reward Available £44,440 
Total Achieved:  £22,820 
Underspend £21,620 

 
 
 
 6 Overall Practice and Neighbourhood Trends  
 
6.1 Overall achievement by Practices and Neighbourhoods this year has been exceptional 

across the board with the largest achievement to reward payment seen since the 
inception of the Bury LCS and the contract in its previous iterations including the 
Quality in Primary Care Contract.  Underspend against the contract in previous years 
has historically been c£200K.  Achievement rates in 24/25 have left a current 
underspend of just under £120K: 

• Practices achieved 100% of their targets and 100% of their reward payments 
for the GM High Risk Reviews target 

• Prestwich achieved 100% of their targets and attracted 100% of their reward 
payments  
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• North received 100% of their targets and attracted 100% of their reward 
payments  

• Whitefield achieved 100% of their targets and attracted 100% of their reward 
payments  

• East achieved 100% of their targets and attracted 100% of all reward payments  
• West achieved 50% of their targets and attracted 51% of their reward payments  

6.2 Compared to last year, the % payments achieved by each neighbourhood can be 
seen in the graph below with all showing significant improvements in income earned in 
24/25 to last year: 

 

 
 
7 B - Transactional activity  
 
7.1 As well as reward-based indicators, there were 11 transactional based indicators 

outside of the neighbourhood indicators in the contract that all practices had to work 
towards.  Transactional Indicators are activity-based indicators which all relevant 
registered patients must have access to across the year.  The block payment is paid 
to practices upfront, each month to ensure practices have the resource available to 
them to deliver on this.   

 
7.2 Of those, data is available to support 8 of the Transactional indicators is obtainable via 

EMIS and, although no reward payments are made based on performance, we do 
track activity against each as follows:  

 

Indicator 2022/23 
Baseline 

23/24 
Activity 

24/25 
Activity 

25/26 
Trajectory 

Undertake venepuncture when required 
  

60313 71009 71508  

Undertake the fitting, change and removal 
of ring pessaries. 459 602 559  

North Prestwich Whitefiel
d East West

% of reward achieved in 23/24 49% 50% 28% 31% 36%
% of reward achieved in 24/25 100% 100% 100% 100% 51%
% improvement 51% 72% 72% 38% 15%
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Indicator 2022/23 
Baseline 

23/24 
Activity 

24/25 
Activity 

25/26 
Trajectory 

Undertake Hepatitis B vaccination in line 
with the Green Book guidance click here. 660 251 225  

Undertake the administration of Vitamin 
B12 injections in line with local guidance 6354 6133 4689  

Perform ear wax removal in line with local 
guidance  

1346 1981 1681  

Complete Child Protection Templates as 
and when requested by Child Protection 
Agencies in a timely manner, by the due 
date requested, though it is appreciated that 
requests may be made with very short 
notice. 

285 399 143  

Cognitive decline this financial year (exc 
Dementia Register) N/A N/A 246 Unknown 

Newly Diagnosed with Dementia this Fiscal 
Year N/A N/A 389 Unknown 

Learning Disability Register 
 1171 1199 1209  

 
7.3 The indicators greyed out in the table above have been removed from the 2024/25 

Bury LCS but we still monitor activity and it should be noted that the current contract 
still notes that: 

 
• Hepatitis B vaccinations should only be given in line with the Green Book guidance 

click here.   
• Vitamin B12 injections should only be carried out in line with local guidance  

 
8 Self Declaration  
 
8.1 We are not able to extract data from EMIS to obtain assurance against the remainder 

of transactional activity therefore, practices are required to submit a self-declaration 
each quarter to the GP Federation stating that the activity is being delivered.  Self-
Declaration forms have been received from 11 practices for Q4 and the GP 
Federation are chasing the outstanding returns however we have received assurance 
that validity checks are undertaken at Practice by the GP Federation to ensure work 
has taken place therefore, at this time we are not unduly concerned regarding 
compliance.  

 
8.2 One area that has improved as part of this validation process is completion of the Sit 

Rep, a contractual requirement of the LCS in both 23/24 and 24/25.  Contractually, 
practices are obliged to complete the report twice per week however, in 23/24 the 
completion rate for all practices was 27% of all required submissions for the year. For 
24/25 we have seen a dramatic increase to 84.89% which is fantastic as completion of 
this indicator is paramount as this is one of the mechanisms practices are able to use 
to alert the ICB that they are struggling and their OPEL level is rising. This became a 

https://www.gov.uk/government/publications/hepatitis-b-the-green-book-chapter-18
https://nhs.sharepoint.com/sites/msteams_5876c4/Shared%20Documents/Forms/AllItems.aspx?id=/sites/msteams_5876c4/Shared%20Documents/Medicine%20Optimsation%20documents/Old%20website%20clinical%20documents/Treatment-of-vitamin-B12-deficiency-update-aug-2020.pdf&parent=/sites/msteams_5876c4/Shared%20Documents/Medicine%20Optimsation%20documents/Old%20website%20clinical%20documents
ALDERSON, Zoe (NHS GREATER MANCHESTER ICB - 00V)
@SCHOFIELD, Rachele (NHS GREATER MANCHESTER ICB - 00V)  you should be able to get figures for these off the old dashboard, again Trev

SCHOFIELD, Rachele (NHS GREATER MANCHESTER ICB - 00V)
Thanks, ive asked him



 

 

requirement of accessing surge clinics during the winter and therefore is likely to be a 
direct correlation.  

 
8.3 We continue to use this to report into system Bronze each day so that they are aware 

of the pressure on general practice.  Without an accurate temperature check on 
general practice, the system remains unaware of the issues facing general practice 
and support both from the ICB and from wider system partners is not forthcoming. 

 
 
9 Finances 
 
9.1 The total value for the Bury LCS 24/25 was £2,345, 453 which included a £25, 000 

training budget and a £110, 000 management fee paid to the GP Federation, the 
remainder was subdivided into a 50% upfront block payment which has been made to 
practices across the course of the year totalling £1, 104, 978 and the remaining 50% of 
the contract value available to practices based upon year end achievement with the 
total value of those reward payments, following the 2 successful appeals, of £850,205 
and instructions have been given to finance to pay practices on this basis.  This includes 
a block adjustment as the payments made to all practices where less than contracted. 

 
9.2 This gives a current estimated underspend of £254,754, however, data to support the 

payment of MOT indicators up to the value of £233,135 is still awaited and is currently 
estimated at £135, 407 meaning a more realistic underspend of £119,347. 

 
10 Risks 
 
10.1 The main risk is that practice performance has exceeded that of current years which is 

a huge achievement and to be celebrated however, it is likely that ICB Finance have 
worked on the assumption that contractual underspend for 24/25 would be 
comparable to that in previous years which have seen underspends of c200/250K.  
This year, that position is likely to be much less and in the region of just under 
c£120K. 

 
10.2 Finance are aware of this however, this could have an impact on any assumed 

contribution of savings towards the bottom line from this contract given the financial 
position of the ICB. 

 
11  Recommendations 
 
11.1 We ask that PCCC are advised that a further update paper will be submitted detailing 

the:  

• Outcome of the outstanding MOT indicators once data has been received 
• Final contract spend position when the above has been resolved  

 
 



 

 

Rachele Schofield 
Primary Care Lead 
Rachele.schofield@nhs.net 
May 2025 
 
 
Appendix 2 
 

All MI Indicators PCN 
Bury Tameside & HMR    
 
Appendix 3 
 
IIF achievement by locality 

 
 
Appendix 4 
 
IIF achievement at PCN / practice level 
 
 

   

Number of patients on the QOF Learning 
Disability register aged 14 years or over 

The number of patients who have had a 
lower gastrointestinal urgent suspected 

cancer referral in the reporting year. 

PCN GP Practice 
Q1 

24/25 
Q2 

24/25 
Q3 

24/25 
Q4 

24/25 
Q1 

24/25 
Q2 

24/25 
Q3 

24/25 
Q4 

24/25 
Bury  HUNTLEY MOUNT  26.32% 36.84% 64.71% 100% N/A 84.62% 88.24% 88.89% 

mailto:Rachele.schofield@nhs.net


 

 

Bury  KNOWSLEY MEDICAL CENTRE 0.00% 27.78% 50.00% 67.57% N/A 40.74% 42.86% 50.00% 
Bury MONARCH MEDICAL CENTRE 0.00% 0.00% 34.78% 95.65% N/A 61.90% 67.86% 72.73% 
Bury RADCLIFFE MEDICAL PRACTICE 23.68% 44.74% 76.19% 93.02% N/A 88.68% 91.78% 93.55% 
Bury RAMSBOTTOM  8.33% 32.00% 50.00% 89.47% N/A 86.96% 83.82% 82.14% 
Bury ROCK HEALTHCARE LIMITED 11.76% 20.83% 33.33% 100.00% N/A 68.89% 82.14% 87.69% 
Bury TOWNSIDE SURGERY 0.00% 62.16% 69.44% 75.68% N/A 84.62% 90.00% 89.66% 
Bury WALMERSLEY ROAD  0.00% 3.33% 20.00% 100.00% N/A 100% 100% 100% 
Horizon GARDEN CITY MEDICAL CENTRE 5.56% N/A N/A 100.00% N/A N/A N/A 97.83% 
Horizon MILE LANE HEALTH CENTRE 26.92% 32.00% 40.00% 61.54% N/A 88.46% 87.80% 83.93% 
Horizon PEEL GPS 0.00% 1.56% 8.96% 70.59% N/A 92.86% 87.50% 89.02% 
Horizon RED BANK GROUP PRACTICE 21.43% 25.00% 46.00% 84.00% N/A 89.80% 89.61% 90.00% 
Horizon RIBBLESDALE  7.55% 13.33% 18.60% 82.22% N/A 91.67% 88.10% 89.36% 
Horizon TOWER FAMILY HEALTHCARE 18.11% 42.75% 68.52% 95.24% N/A 89.07% 86.97% 85.61% 
Horizon WOODBANK SURGERY 3.13% 3.03% 6.06% 68.57% N/A 100.00% 98.11% 98.53% 
Prestwich FAIRFAX GROUP PRACTICE 1.49% 17.65% 38.24% 89.71% N/A 81.54% 83.33% 84.87% 
Prestwich GREYLAND MEDICAL CENTRE 0.00% 57.14% 57.14% 71.43% N/A 0.00% 50.00% 33.33% 
Prestwich LONGFIELD MEDICAL PRACTICE 3.13% 33.33% 59.38% 84.38% N/A 71.43% 72.73% 64.52% 
Prestwich  ST GABRIEL'S MEDICAL CENTRE 16.36% 47.37% 60.34% 92.98% N/A 83.87% 84.85% 85.11% 
Prestwich  THE BIRCHES MEDICAL CENTRE 0.00% 0.00% 18.75% 84.62% N/A 84.62% 87.50% 88.46% 
Prestwich WHITTAKER LANE MED CENTRE 7.89% 27.03% 65.71% 77.78% N/A 77.78% 80.00% 78.13% 
Whitefield BLACKFORD HOUSE 13.48% 31.11% 43.96% 91.76% N/A 71.70% 76.71% 80.00% 
Whitefield THE ELMS MEDICAL CENTRE 25.00% 35.00% 50.00% 94.74% N/A 89.47% 92.16% 92.31% 
Whitefield THE UPLANDS  13.33% 25.00% 58.06% 96.55% N/A 62.50% 70.97% 77.27% 
Whitefield UNSWORTH MEDICAL CENTRE 18.52% 55.56% 62.96% 96.43% N/A 80.56% 86.44% 87.67% 

 
Appendix 5  
 
CAIP Funding Allocations 
 

 
 
 
 

PCN CAIP Payment Domain
 Total Funded 

Amount £ 
BURY PCN 1 - Better Digital Telephony 26,359.23            
BURY PCN 2 - Simpler online requests 26,359.23            
BURY PCN 3 - Faster care navigation, assessment, and response 26,359.23            
HORIZON PCN 1 - Better Digital Telephony 41,560.09            
HORIZON PCN 2 - Simpler online requests 41,560.09            
HORIZON PCN 3 - Faster care navigation, assessment, and response 41,560.09            
PRESTWICH PCN 1 - Better Digital Telephony 18,059.85            
PRESTWICH PCN 2 - Simpler online requests 18,059.85            
PRESTWICH PCN 3 - Faster care navigation, assessment, and response 18,059.85            
WHITEFIELD DISTRICT & COMMUNITY PCN 1 - Better Digital Telephony 13,702.01            
WHITEFIELD DISTRICT & COMMUNITY PCN 2 - Simpler online requests 13,702.01            
WHITEFIELD DISTRICT & COMMUNITY PCN 3 - Faster care navigation, assessment, and response 13,702.01            
Total 299,043.53          
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Title Primary Care Additional Support Scheme Review 2024/25 

Presented By Rachele Schofield, Primary Care Lead 
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Executive Summary 
In winter of 2024/25, additional funds were allocated to General Practice to provide 
schemes which offered additional appointment capacity to patients across Bury from 
November 2024 to March 2025.  The following paper provides a review of those schemes 
and recommendations for winter 2025/26. 
Recommendations 
The Primary Care Commissioning Committee are asked to: 

• Note the evaluation of the Acute Respiratory Hubs (ARH) and Winter Surge
Hubs (WSH) in this paper

• Support the recommendation to recommission primary care additionality in
Winter 2025/26

Links to Strategic Objectives 

SO1 - To support the Borough through a robust emergency response to the Covid-19 
pandemic.   ☐

SO2 - To deliver our role in the Bury 2030 local industrial strategy priorities and recovery. 
☐

SO3  - To deliver improved outcomes through a programme of transformation to establish the 
capabilities required to deliver the 2030 vision.      ☒

SO4 - To secure financial sustainability through the delivery of the agreed budget strategy. 
☐

Does this report seek to address any of the risks included on the NHS GM Assurance Framework? 
☐

Implications 

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

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

Yes ☐ No ☐ N/A ☒



 

 

Implications 

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

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

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

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

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

If yes, please give details below: 

 

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

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

Are the risks on the NHS GM risk register? Yes ☐ No ☐ N/A ☐ 
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Primary Care Additional Support Schemes 2024/25  
 

1. Introduction  
 

1.1. In winter of 2024/25, additional funds were allocated to General Practice to provide 
schemes which offered additional appointment capacity to patients across Bury from 
November 2024 to March 2025. 
 

1.2 Bury locality implemented 2 schemes during Winter; Acute Respiratory Hubs (ARHs) 
which saw provision of GP consultations for patients reporting respiratory symptoms 
and the Winter Surge Hubs (WSHs) which saw additional appointments allocated to 
practices reporting an Opel 3 with 75% or less clinical staff on shift that day. The 
following paper provides a review of those schemes and recommendations for winter 
2025/26. 

 
 
2.    Background 
 
2.1   The ARHs and WSH were commissioned via the GP Federation and commenced in  

November 2024, running until March 2024. The services were funded via the Urgent 
and Emergency Care Allocation against a financial envelope of £404, 029 for ARH and 
£112, 324 for WSH giving a total £516,353 investment to enable additional 
appointments to be offered to patients registered with a Bury GP.  Costs also included 
room hire and reception costs with ARHs operating across 4 of the 5 Bury 
neighbourhoods; North (Woodbank surgery), East (Peel GPs), Whitefield (Uplands 
Medical Centre) and Prestwich (Prestwich Health Centre) Monday to Friday and WSHs 
operating 7 days per week in Prestwich from Prestwich Health Centre. 

 
2.2 The GM-wide ambitions for the winter schemes were to: 
 

• Increase primary medical care capacity to provide timely and responsive primary 
care services over Winter to meet additional demand and optimise care nearer to 
a persons home  

• Avoid additional attendances at urgent and emergency care sites and deflect 
attendances at urgent and emergency care sites where possible 

• LINKS: Sustainability chapter of GM PC Blueprint and GM Sustainability Plan 
(system productivity and performance, proactive care and optimising care) 

• NHSE Winter 2024/25 ask:  ‘ensure the proactive identification and management 
of people with complex needs and long-term conditions so care is optimised 
ahead of winter: 

• primary care and community services should be working with these patients 
to actively avoid hospital admissions’ 

 
 
 



 

 

 
3 Scheme Reviews 
 
3.1 Provision has now concluded for both the ARH and the WSHs therefore, we need to 

review their success to determine next steps for any winter 2025-26 schemes as we 
have been given an initial indication that the same budget will be made available. 

 
3.2 The ARH ran from 5 November 2024 to 31 March 2025, the scheme offered 11038 

appointments, an increase of 2341 appointments (22%) against those offered at the 
ARH in 23/24.  The utilisation rate of those appointments was 93.43%, a slight 
reduction on last year which reached 99%.  There was however a reduction in DNAs 
from 7% in 23/24 to 6.24% in 24/25.  Table 1 below shows the full appointment data 
per month for the duration of the ARH scheme:  

 
Table 1: 

 
 
3.3 All PCNs accessed ARH appointments however, usage was varied per 1000 patients 

as follows: 
 

• Horizon PCN:   41.82% 
• Bury PCN:   22.22% 
• Whitefield PCN:  19.43% 
• Prestwich PCN:  16.54% 

 
3.4 The total number of appointments used per PCN per month across the duration of the 

service is shown below in Graph 1 below: 
 

 
 
 
 



 

 

 
Graph 1: 

 
 
3.5 The WSH ran from 5 November 2024 until 31 March 2025 but held additional clinics 

across the Easter weekend offering a total of 3778 appointments, an increase of 1305 
appointments (46%) against those offered in the WSH in 23/24.  The utilisation rate of 
those appointments was 91.55%, a slight reduction on last year which reached 100%.  
There was a slight increase in the DNA rate seen from patients booking into the service 
from 9% in 23/24 to 9.99% in 24/25 (slightly above the GM average of 7.59% for WSH 
across the 10 localities).  Table 2 below shows the full appointment data per month for 
the duration of the WSH scheme: 

 
Table 2:  

 
 

3.6 All PCNs accessed WSH appointments however, usage was varied per 1000 patients 
as follows: 

 
• Prestwich PCN: 42.51% 
• Horizon PCN:   24.27% 
• Whitefield PCN: 19.90% 



 

 

• Bury PCN:   13.32% 
3.7 The total number of appointments used per PCN per month across the duration of the 

service is shown below in Graph 2 below: 
 
Graph 2:  

 
 
3.8 This data realises the GM wide ambition to “Increase primary medical care capacity to  

provide timely and responsive primary care services over Winter to meet additional 
demand and optimise care nearer to a persons home” and links into the 
“Sustainability chapter of GM PC Blueprint and GM Sustainability Plan (system 
productivity and performance, proactive care and optimising care)”  

 
4 Wider Service Deflection 
 
4.1 To determine if the presence of the ARH and WSHs has deflected activity away from 

wider services, a data triangulation exercise has taken place looking at General 
Practice Activity Data (GPAD), BARDOC activity and A&E attendances for the same 
time period. 

 
4.2 The purpose of the WSHs was not to add additionality into Primary Care but to act as 

a support mechanism to General Practice during times of high pressure.  We know 
that the WSHs offered a total of 3778 appointments during its operation. 
  

4.3 All ARH appointments were additional to those offered in General Practice therefore 
an increase in overall appointment activity should have been demonstrable.  The 
appointments themselves weren’t coded specifically as ARH appointments but were 
instead, mapped/coded to the specific GP practice using them.  

 
4.4 This should therefore show an increase in GP practice appointments for Bury 

practices during the months that the WSH/ ARH were in operation which corelates to 
the data for December 24 and January 25 with a slight dip seen in February and, 
although rising again in  March 25, it does not quite match 2024 levels as illustrated in 
the following graph:  

 



 

 

 
 
 4.5 Following discussions with the GP Federation regarding this, we believe there still to be 

issues with the accuracy of GPAD data.  To mitigate this, we do know that A&E attendances 
for respiratory conditions has been lower in November and January year on year (increasing 
in December) when the ARH have been in operation as shown below. At the time of writing 
this paper, data for February and March 25 is not available: 

 
 2024 2025 
Nov 371 322 
Dec 381 481 
Jan 487 423 

  
4.6  We also know that, 9.9% of those patients who attended the ARH and 12.48% who attended 

the WSH and completed the patient survey, stated they would have attended A&E had these 
provisions not been in place. 

 
4.6 BARDOC data shows consistency between the number of contacts the service 

received during the months that the ARH and WSHs were in operation with a month 
on month reduction between December and February. We know that activity rose 
again in March 23 with the conclusion of the schemes during 23/24 however, the 
schemes did continue to the end of March this year however BARDOC say a similar 
upturn in activity during this month as last year. Whilst the reduction in activity seen at 
BARDOC between December and February cannot be directly attributed to the 
provision of additionality in Primary Care, we would certainly conclude that this has 
contributed to the reduction and warrants continuation in 25/26. 



 

 

 
Table 3: 

Nov-23 Dec-23 Jan-24 Feb-24 Mar-24 Total 
1432 2004 1666 1587 1592 8281 

Nov-24 Dec-24 Jan-25 Feb-25 Mar-25*   
1731 2115 1661 1481 1599 8587 

 
4.7 The A&E data from December 2023 to February 2024 shows a reduction in 

attendances when the ARH and Surge Clinics were in place. A&E attendances were 
higher in December 23 at the outset of the primary care additionality and then 
increase again in March 24 as both ARH and Surge Clinics ended.   

 
4.8 A&E data for 24/25 mirrors this pattern somewhat, showing a reduction in activity 

month on month from December whilst the ARH and WSH were active, increasing 
again in March 25 as did activity at BARDOC.  A&E attendances for January and 
February show a decrease on last year and, overall for this period, are slightly down 
on last year despite our increased registered patient list size in the borough. Table 4 
highlights this information: 

 
Table 4:  

Nov 23 Dec 23 Jan 24 Feb 24 March 24 Total 

7132 6866 7091 6578 7283 34950 

Nov 24 Dec 24 Jan 25 Feb 25 March 25 Total 
7030 7126 6988 6463 7245 34852 

 
4.9 This data realises the ambition to “Avoid additional attendances at urgent and 

emergency care sites and deflect attendances at urgent and emergency care sites 
where possible” and achieves the NHSE Winter 24/25 ask of ensuring “primary care 
and community services should be working with…patients to actively avoid hospital 
admissions” 

 
 
 
5 Patient Feedback 
 
5.1 The GP Federation conducted a comprehensive data collection initiative from both 

ARH and WSH, specifically focusing on patient feedback regarding their intended 
course of action if these alternative appointments were unavailable. These findings 
underscore the vital role played by ARH and WSH in releasing GP capacity with the 
majority of patients stating they would have contacted their practice if they hadn’t 
been seen with the remainder confirming they had been diverted away from 
emergency services, thereby optimising care pathways and alleviating pressure on 
A&E departments: 

 



 

 

If you were not able to book this 
appointment, would you: ARH Surge 

Attended A&E 9.97% 12.48% 
Called 111 19.96% 17.33% 

Contacted your local Pharmacy 6.95% 4.85% 
Called your practice back 

tomorrow 63.29% 62.56% 

Private App 0 0.69% 
Other 0 2.08% 

 
5.2 Patient feedback on both the ARH and Surge Clinics proved positive with the majority 

of patients responding rating their overall experience of the services as Very Good or 
Good indicating that the service would be used if provided again: 

 
Overall, How was your 

experience of our service? ARH Surge 

Very Good 74.95% 75.98% 
Good 15.99% 13.46% 
Neither good or Poor 3.67% 5.28% 
Poor 3.26% 3.07% 
Very Poor 2.13% 2.21% 

 
6 GM Review 
 
6.1 GM are also in the process of reviewing the outcomes of the WSH across the 10 

localities showing that, for the £1.8M investment into additional GP capacity, 59844 
additional appointments were offered across GM as follows:  

 
Type of 
Appointment 

Appointments 
Offered 

Appointments 
Attended 

Appointments 
not Attended 

DNA 
Rate 

Face to Face 55,592 49,644 4,214 7.82% 
Remote 3,088 3,053 112 3.54% 
Total 58,680 52,697 4,326 7.59% 

 
6.2 Observations at this time have been as follows: 

 
• Activity levels higher than the 2024/25 winter period (approx. 53,500 appts 

delivered in 2024/25 to 59,850 approx. in 2025/26 [over a 10% increase]) 
• The DNA rate overall is approx. 1.5% less than 2023/24  
• 50% of Localities have offered remote appointments 
• Remote appointments make up just over 5% of appointments offered – this is 



 

 

around a 1% increase on last year 
• The DNA rates for remote appointments are lower than that for F2F appointments 
• This could suggest that an increase in offering remote appointments could reduce 

DNA rates, subject to patient choice and whether deemed clinically appropriate 
 
6.3 Additional analysis is expected to be released from GM as it becomes available. 
 
7 Recommendations 
 
7.1 Based on the information available at this time, whilst we cannot directly attribute the 

increase in access shown throughout the paper to any one individual primary care 
addition support scheme, the services have clearly made an impact on increasing 
capacity in the system in both 23/24 and 24/25 by offering a combined total of 14816 
(an additional 3664 to last year).  This has undoubtably increased patient access to 
general practice appointments and therefore highly likely to have contributed to the 
reduced activity seen in both A&E and BARDOC during this time achieving the GM 
ambitions for the schemes. 

 
7.2 It is therefore recommended that the GP Federation are commissioned to deliver both 

ARH and WSH for winter 2025/26.  
 
8 Actions Required 
 
8.1 The Primary Care Commissioning Committee are asked to: 

• Note the evaluation of the ARHs and WSHs in this paper  
• Support the recommendation to recommission the GP Federation to delivery 

primary care additionality in Winter 2025/26  
 
 

Rachele Schofield 
Primary Care Lead (Bury) 
racheleschofield@nhs.net  
May 2025 
 

mailto:racheleschofield@nhs.net
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General Practice Strategy 
 
1. Introduction 
 
1.1. The purpose of the attached paper is to provide Primary Care Commissioning 

Committee (PCCC) with a year-end review of achievements against the Bury General 
Practice Strategy and an opportunity to shape and influence priorities. 
 
 

2. Background 
 
2.1. The Bury General Practice Strategy was developed and published in 2023 by the Bury 

General Practice Leadership Collaborative (GPLC) in partnership with its practices, 
with the aim of looking specifically at general practice and describing a clear vision of 
the future, shaped to meet ever increasing demands through the delivery of five 
specific goals: 
 
▪ Goal 1 - Develop and promote a new model of general practice.  
▪ Goal 2 - Increase capacity within general practice and meet appropriate demand.  
▪ Goal 3 - Have a resilient workforce and an attractive place to work. 
▪ Goal 4 - Strengthen the relationship between provider partners across the Bury 

system.  
▪ Goal 5 - Improve outcomes for patients by reducing inequity and variation in access 

and quality of care 
 

2.2. It was intended that this year-end review would provide a further and more 
comprehensive update in addition to resetting the ambition for 2025/26 however, in 
light of recently announced NHS Reforms it will be necessary to do this refresh once 
the Government’s 10-Year Plan for Health is published.  This is expected to be 
between May and June 2025. 
 

2.3. The document is being presented in draft form in order to incorporate any additional 
feedback which may be received from GPLC members who are due to meet prior to 
PCCC. 

 
 
3. General Practice Strategy 
 
3.1 Key highlights which the committee should be aware of are: 
 

▪ Practices delivered 30,000 more appointments in 2024/25 then before the 
pandemic (excluding additional at scale services) 

▪ Nearly 15k additional appointments were offered during 2024/25 through winter 
pressures funding used to support the delivery of Winter Surge Hubs (WSH) and 
Acute Respiratory Hubs (ARH) and demonstrated reduced attendances across 



 

 

A&E and BARDOC and released pressure on Primary Care in the process. 
▪ Primary Care Networks (PCN) offered an additional 46 hours work of clinical time 

above and beyond that contracted through the Directed Enhanced Service (DES). 
In total offering 35,969 appointments 

▪ PCN’s have achieved/exceeded the upper threshold target for both Investment and 
Impact Fund (IIF) indicators for 2024/25, ranking Bury 3rd in GM, which is an 
amazing achievement to be congratulated. 

▪ 65% of registered patients are now enabled via the NHS App, supporting an 
increase in repeat prescribing by this method from 214,956 in March 24 to 323,327 
as of March 25. 

▪ Referral to Pharmacy First by Practices has increased from 2193 in March 24 to 
6418 as of March 25. 

▪ Significant achievements against the Bury Locally Commissioned Service for 
2024/25 for a range of Frailty and COPD indicators. 

 
 
4   Associated Risks 

 
4.1 There are several risks associated with the delivery of the Bury GP Strategy these 

include: 
 

• Underutilisation of additional services delivered beyond a patient’s own 
practice and DNAs more generally.  Communications support is needed to 
promote services more effectively in highlight the number of appointments 
which are wasted as a result of patients not attending their scheduled 
appointment. 

• From 1 October 2025 practices will be required to keep their online 
consultation tool open for the duration of core hours for non-urgent 
appointment requests, medication queries and admin requests.  This poses a 
clinical risk if there are any procurement delays, 

• Whilst the continued standardisation of incentive schemes across GM (through 
BeCCoR) provides an opportunity for additional financial levelling to the 
borough, it also comes with the potential risk that funding previously allocated 
to locality work including neighbourhood specific requests may be redirected to 
other priorities. 

• Whilst our overall whole time equivalent workforce per 100,000 patients has 
continued to increase for a second year, our GP workforce has reduced by 
1.12.  This along with our aging workforce numbers continues to be of concern 
for longer term workforce resilience. 
 

 
5 Recommendations 

 
5.1   The Primary Care Commissioning Committee is required to: 

• Receive the update being provided and acknowledge the achievements to date 



 

 

• Note the risks being presented 
• Note the required pause in refresh for 2025/26 

 
 
Zoe Alderson 
Head of Primary Care 
May 2025 
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1. Introduction 
The Bury General Practice (GP) Strategy was produced and published in 2023 and was framed around five overarching goals of significant 
importance to our practices, whilst also ensuring it echoed the Greater Manchester Primary Care Blueprint and National Level Strategic 
ambitions.  
 
An update of progress against this strategy was presented to various boards throughout September and October 2024 and demonstrated 
an immediate positive impact. 
 
It was intended that this year-end review would provide a further and more comprehensive update in addition to resetting the ambition for 
2025 to 2026 however, in light of recently announced NHS Reforms it will be necessary to do this refresh once the Government’s 10-Year 
Plan for Health is published.  This is expected to be between May and June 2025 with ongoing engagement and planning informing the 
Spending Review, also due to take place in Spring 2025. 
 
 

2. Aims and Objectives 
The aims and objectives of the Bury GP strategy are depicted in visual form below (Figure 1 – Vision).  The visual describes the purpose of 
the strategy, the overarching vision, and how that vision will be considered a success through the attainment of five key goals:  

 
Goal 1 - Develop and promote a new model of general practice.  
Goal 2 - Increase capacity within general practice and meet appropriate demand.  
Goal 3 - Have a resilient workforce and an attractive place to work. 
Goal 4 - Strengthen the relationship between provider partners across the Bury system.  
Goal 5 - Improve outcomes for patients by reducing inequity and variation in access and quality of care.  

 
The goals themselves are aligned to nine programme areas, which will be explored in greater detail in Section 4. 
 



 

 

 
Figure 1 – Vision  



 

 

3. Governance 
 
The responsibility for the delivery of the Bury General Practice Strategy sits with the General Practice Leadership Collaborative (GPLC), 
with assurance around the work programme being provided by the collaborative via both the Integrated Delivery Collaborative (IDC) and 
Primary Care Commissioning Committee (PCCC), with the later also being the accountable board for Primary Care through to Greater 
Manchester PCCC, see Figure 2 - Governance Structure below for more details. 
   

 

Figure 2 - Governance Structure 



 

 

 
Assurance is provided in the form of a highlight report and risk log covering each of the programmes described in this update, which is 
submitted to the GPLC and IDC monthly, and PCCC bimonthly. 
 
All papers for the GPLC meetings, including the meeting action log and any decisions made are shared with all practices via the Bury 
Information Hub on our local SharePoint site.  In addition, practices receive regular updates via our fortnightly inhouse webinars and quarterly 
engagement events. 
 

4. Programmes of Work 
 
There are nine programmes of work against which the delivery of the strategy is focused, these are shown in Error! Reference source not 
found. below: 

 
Figure 3 – Nine Programmes of Work 



 

 

 
4.1. Alternative At Scale Solutions 
 
Intention: 
The model of general practice is ever changing and there continues to be significant challenges at play including premises, workforce and the 
finances associated.  The ability to deliver services at scale, for example either on a hub or neighbourhood level provides an opportunity to: 

• Provide Greater Accessibility: Expanding services means more patients can access care, reducing waiting times and improving overall 
healthcare provision. 

• Ensure Efficient Resource Use: Larger-scale operations can optimise staffing, appointment scheduling, and facilities, leading to better 
efficiency. 

• Standardised High-Quality Care: A scaled-up approach allows practices to ensure consistent, high-quality care across various 
locations. 

Progress: 
Several schemes have been delivered at scale during 2024/25, offering additional capacity and access for patients, these include: 
Women’s Health Hubs (WHH) – The WHH commenced operation in October 24 and ran until 31 March 25 offering Long Acting Reversable 
Contraception (LARC) to a defined cohort of patients, aimed at reducing both inequalities in access and secondary care waiting times for 
specific interventions. During its 6 months of operation, the WHH offered 277 appointments, seeing 231 patients. The WHH ceased operations 
at the end of March 2025 with the introduction of a newly procured Community Gynaecology Service pending, though concerns have been 
raised that this change in approach no longer addresses any inequalities or gaps in service which the WHH strategy had ambitions to address 
and instead places focus directly on reducing secondary care pressures. Discussions are taking place between Public Health and the GP 
Federation (Fed) which if agreed will see the Fed able to continue to offer LARC for any patients registered with a Bury GP. 
Quality Assured Spirometry (QAS) – QAS was introduced in January 23, its aim was to improve the diagnosis of COPD and asthma within 
Primary Care by improving access to quality assured spirometry at a neighbourhood level and was successful in offering QAS to all patients 
aged 18+ in Bury and addressing the backlog generated during COVID (and to some children however, this was not contracted and was 
sporadic given the additional training required on staff) however the service ceased as of 31 March 2025 due to funding issues.  A proposal 
will be presented at PCCC in May which if supported will see continued investment for 2025/26 supporting the standardisation of QAS and 
FeNO across GM. 
Urgent and Emergency Care Monies (UEC) – Nearly 15k additional appointments were offered during 2024/25 through winter pressures 



 

 

funding used to support the delivery of Winter Surge Hubs (WSH) and Acute Respiratory Hubs (ARH). There is evidence to suggest that these 
clinics reduced attendances across A&E and BARDOC and released pressure on Primary Care in the process.  This detail will be presented 
at Primary Care Commissioning Committee in May.  UEC Board has approved funding for additionality in Primary Care in 25/26.  The team will 
work with colleagues to enable implementation and monitoring of any agreed schemes.  
Addressing Variation in Vaccination Uptake – Huntley Mount on behalf of Bury PCN and the GP Federation on behalf of Horizon, Prestwich 
and Whitefield (HPW) have held various MMR clinics with the aim of supporting the improvement in vaccine uptake across Bury.  Reporting for 
this work goes through the Vaccine Assurance Committee and outputs have been extremely positive. The devolution of vaccination 
responsibility to ICBs from April 2026 will give additional opportunities to use this approach to address inequalities more routinely by targeting 
specific cohorts through the provision of detailed data and intelligence.  
Enhanced Access (EA) – In 2024/25 over 11k hours of clinical capacity was offered across the locality, this included 46 hours’ worth of clinical 
time over and above those contracted.  This is a much improved position to last year demonstrating the progress made this year with all PCNs 
ending the year having achieved the contractual requirements.  Further work needs to be done to ensure that a greater proportion of 
appointments are utilised, which whilst not a contractual requirement of the EA, is paramount to improving access.  
Special Allocation Scheme – A SAS service (previously known as violent patient scheme) is delivered as a borough wide service.   The team 
is currently working with the provider to increase the number of people repatriated back to mainstream Primary Care Services in addition to 
introducing a block contract. As with other contracts differential commissioning rates and models are in place across localities and therefore a 
GM wide review is needed which we will support.  
Learning from the WHH was intended to be used to inform a borough wide delivery model for Minor Surgery (MS) aimed at addressing gaps 
in capacity which have been created as a result of under investment in this contract in comparison with other localities as well as interests, 
skills and knowledge differences in this area, however it is now more likely that we will need to pause whilst the outputs of the NHS reforms 
take place.   
 
Measurable Indicators Target Mar’23 Mar’24 Mar’25 Change G1 G2 G3 G4 G5 BP 
No. of additional appointments offered through WHH 277 N/A N/A ↑ 277 N/A ✓ ✓   ✓ ✓ 

• % of appointments utilised 85% N/A N/A ↑ 87.37% N/A ✓ ✓   ✓ ✓ 
No. of appointments offered through QAS   3120 ↓ 905 ↑ 2738 1833 ✓ ✓   ✓ ✓ 
No. of additional appointments offered through ARH 9512 N/A 8697 ↑ 11004 2307 ✓ ✓   ✓ ✓ 
• % of appointments utilised ↑ N/A 99% ↓ 93.43% -5.57% ✓ ✓   ✓ ✓ 

• DNA Rate ↓ N/A  7% ↓ 6.24% 0.76%     ✓ ✓ 



 

 

No. of additional appointments offered through WSH 4159 N/A 2473 ↑ 3778 1305 ✓ ✓   ✓ ✓ 
• % of appointments utilised ↑ N/A 100% ↓ 91.55% -8.45% ✓ ✓   ✓ ✓ 

• DNA Rate ↓ N/A 9% ↑ 9.99% 0.99%     ✓ ✓ 

 
Enhanced Access is not comparable from one year to the next as requirement is based on a specific weighted list size and therefore for the 
purposes of demonstrating achievement has been separated out below: 
 
Measurable Indicators Required Met Difference G1 G2 G3 G4 G5 BP 
No. hrs offered against the Enhanced Access DES 11,170.72 ↑ 11,217 46.28 ✓ ✓   ✓ ✓ 

• Bury 2,792.76 ↑ 2,835 42.24 ✓ ✓   ✓ ✓ 

• Horizon Prestwich and Whitefield 8,377.96 ↑ 8,382 4.04 ✓ ✓   ✓ ✓ 

% of hrs offered against the EA DES which were utilised 85% ↓ 56% -29% ✓ ✓   ✓ ✓ 

• Bury 85% ↓ 52% -33% ✓ ✓   ✓ ✓ 

• Horizon Prestwich and Whitefield 85% ↓ 77% -8% ✓ ✓   ✓ ✓ 

Equivalent no. appointments offered which were utilised   35,969 N/A ✓ ✓   ✓ ✓ 

• Bury N/A N/A 6,484 N/A ✓ ✓   ✓ ✓ 

• Horizon Prestwich and Whitefield N/A N/A 29,485 N/A ✓ ✓   ✓ ✓ 
 
 
Risks: 
1. Patients often perceive that care delivered by someone other than their GP or practice is of lesser quality or standard, this appears to be 

reflected in both utilisation and DNA rates for services delivered at scale which we need to address.  Communications support is needed to 
positively promote this access, appropriately building on the we are Primary Care Family campaign. 

2. Increasing demand within the SAS service is of concern. Whilst will be working across the year to reduce activity and number of patients 
within 2025/26 there is an additional delivery risk as the current provider has indicated that they are not willing to continue within the 
proposed financial envelope. We will continue to work through our options to ensure continuity of service and will work with GM colleagues 
to ensure tariffs are in line with other GM localities.  

3. There were 6 practices that opted not to deliver Minor Surgery in 2024/25 citing that the value associated wasn’t sufficient to cover their 
costs.  Patients of these practices will have been referred to secondary care which in turn increases pressure on secondary care pathways 



 

 

that are provided at a higher cost than primary care. The participation agreement for minor surgery for 2025/26 is 30th June at which point 
we anticipate further abstention.  

4. Funding for a Community Diagnostic Hub in Bury was not approved leaving the locality without provision, this leaves us with less options 
for patients, for example commissioning of QAS amongst other interventions has been commissioned via CDHs in other localities across 
GM of which General Practice across Bury was initially permitted to use however, the CDH Spokes do not have capacity to take Bury 
referrals at this time leaving us without central provision or providing it at locality at cost, this continues to be a risk for the locality. 

 
4.2. Communications and Engagement 
 
Intention: 
Practices delivered 30,000 more appointments in 2024/25 then before the pandemic and yet sadly our staff continue to receive abuse from 
patients on a regular basis when the response is perceived not to meet the need. It is demoralising and is having an impact on staff retention 
and our ability to recruit (as described in greater detail in section 4.9.) which in turn affects patient experience. 
 
This Communications and Engagement programme was therefore aimed at changing the negative narrative around general practice by: 
 

1. Raising awareness about demand and pressures and rebutting inaccuracies with facts and statistics  
2. Educating patients about how general practice has changed and why by answering some of the frequent questions. 
3. Delivering positive messages showing the range of health care professionals working in general practice, and how they can help 

patients get the right care at the right time. 
4. Raising awareness about alternative access routes 
5. Drawing attention to inappropriate requests of the wider system which impact on an already limited capacity within general practice  

 
Effective communication and engagement in healthcare are essential for both patients and professionals because they drive better health 
outcomes, improve trust, and enhance efficiency.  
Progress: 
Get to Know Where to Go – Materials supporting the get to know where to go campaign continue to be pushed out through Primary Care in 
order to expand the knowledge around the Primary Care Family and wider system partners.  Practices promote these materials on their 

https://gmintegratedcare.org.uk/gtkwtg/


 

 

websites but these need to be more readily available to patients through wider social media platforms. 
Directory of Services (DOS) – Feedback is currently being sought from practice managers to understand if this is still a requirement. 
Bury Information Hub - SharePoint continues to be our primary communication channel for sharing news and education opportunities with 
general practice. All practice staff have access to the regularly updated pages, which includes a handy A-Z navigation system. We have 
introduced a daily SharePoint news round up message on teams and now email out a weekly ‘SharePoint News You Might have missed’. This 
has increased the page viewers by 138% and the page views by 307%. 
General Practice Webinars – We continue to host interactive fortnightly webinars, with strong attendance from GP’s and PM’s.  These 
sessions are recorded and can be watched back at a convenient time. Topics covered include cancer, advanced care planning, pathway 
changes and contractual updates. A survey has been sent to practice staff to gain feedback on the GP Webinars and SharePoint to ensure 
they are still both effective and to see if there are future topics that staff would like to be covered at webinars. 
Engagement Events – Quarterly face to face engagement sessions take place and are well attended by a range of staff from practices, these 
sessions are more interactive and provide an opportunity for peer support and sharing of good practice.   
Older Peoples Forum – The Team have attended several Older Peoples Forums events, highlighting how access to Primary Care has 
changed.  This included an overview of the new roles and IT options available and the production of a FAQ. 
 
Measurable Indicators Target Mar’23 Mar’24  Mar’25 Change G1 G2 G3 G4 G5 BP 
Average attendance at GP Webinars  N/A N/A 37 ↑ 38 1   ✓ ✓ ✓  
Number of Bury Information Hub Members N/A N/A 549 ↑ 579 30   ✓ ✓ ✓  
Average number of Information Hub Views A-Z (last 90 days) N/A N/A 830 ↑ 1029 199   ✓ ✓ ✓  
 
 
Risks: 
1. There is no longer any communications or engagement support identified locally meaning opportunities to manage public relations and 

expectations, particularly through this financial crisis are being missed for example through the use of TV Screens within practices and 
promoting local messages.  

4.3. Data and Digital Ambition 
 



 

 

Intention: 
It was intended that with the emergence of the Integrated Care System this would allow the digital teams that support primary care to realise 
more economies of scale and that a huge part of that would be working with PCN’s and practices to identify needs across the region and 
drive down costs through app/software rationalisation and standardisation ensuring that software is fit for purpose to deliver the best possible 
care to the people of Bury. Several areas where it is considered that economies of scale can be leveraged include. 

 
Telephony – Levelling up the offering allowing for smarter systems with better functionality that will not only improve the experience of the 
patients contacting our services but also improve workflows and save time for the staff. 
 
E-Consultation – leverage its size to drive down cost of e-consultation while also allowing us to provide a consistent service across the 
practices.  

 
GMCR – collates patient information from across Greater Manchester into one place, making it easily accessible for health and care 
professionals to inform direct care from across geographies and organisations.  

 
Data driven improvements - Using data to target and address variation and inequalities in care. 
 
Digital technologies – Widening the use of digital Apps, putting patients at the centre of care, enhancing accessibility, and improving 
patient compliance. 
 

Progress: 
Realtime searching and reporting – The central Data, Insight & Intelligence (DII) team are now producing most of the business intelligence 
requirements for primary care using data from the Greater Manchester Care Record (GMCR), this not only means that data is refreshed 
regularly but also aids a consistent data set being used across localities enabling benchmarking to take place.  Local needs beyond those 
available through the GM Intelligence Hub are currently in the scoping phase with the assistance of the new local BI lead.  
Data driven inequality identification – This programme of work will commence in 2025/26 and will be focused around reducing unwarranted 
variation in a set number of areas with specific practices as part of the Primary Care Quality Visit process.  A full programme brief and regular 
reporting data will be presented to Primary Care Commissioning Committee.  
NHS App – Practices have actively promoted the benefits of the NHS App to patients and carers enabling them to book appointments and 
order repeat prescriptions without the need to be held in a queue by busy practice telephone lines.  We have seen a 6% increase in registrations 



 

 

this year. The App also has access to a number of other services including symptom checkers, NHS 111 and online consultations and is widely 
described as ‘a digital front door to GP practice services. Increased uptake of the NHS App and directed support for patients has been identified 
as part of the patient-led ordering work in GP practice, empowering patients to take control of the ordering of repeat medicines. Support focused 
on hard-to-reach communities, with a session planned at a community group to talk to community leaders about engaging their population and 
how we can support increased uptake. Support to communities where digital application was not appropriate was considered, working with GP 
practices and the community to establish alternatives. Working with local services and community groups to further support digital literacy and 
opportunities to access digital devices. We will continue to promote the benefits and improvements as upgrades are made as well as through 
the patient-led ordering work.  Prescriptions ordered through the App have increased by 108k this year.  
Work continues to push other validated Health Apps which empower patients to look after their own health such as Myway Diabetes with 48% 
of practices currently signed up to the data sharing agreement which enables a smoother onboarding process for the patient.  
*Cloud Based Telephony – It was incorrectly reported in the last update that all practices had transitioned to Cloud Based Telephony, this is 
not the case as we are aware two practices had technical issues which were still being worked through.  
The Digital First Primary Care (DFPC) programme – Digital facilitators and clinical network leads are now in place across all localities. We 
await further details around their programme of work.  
GP Connect – GP connect is an IT system that allows patient records to be transferred from one GP to another. Practices had previously 
enabled a number of appointment slots based on their list size to be available for these services and there is a further requirement that by no 
later than 1st October 2025 all practices will have the functionality in GP connect enabled which will; allow read only access to patients’ care 
records (for NHS commissioned providers and private providers where permission has been sought from the patient) and allow community 
pharmacists to send consultation summaries into the GP practice workflow. 
Work continues to be done on further functionality of GP connect including allowing patient access and we will await national / GM guidance 
on further roll out. 
GM Care Record - GP practices in Bury North were invited to express an interest in participating in a proof of value for “Digital Dementia 
Wellbeing Care Plans within the GM Care Record (GMCR)”. Bury were successful, alongside Trafford locality in securing this project. In March 
2024, Health Innovation Manchester endorsed a proposal for Bury North to deliver this project as a collaborative through resource identified 
within the Horizon PCN and wider North neighbourhood team, whereby those patients living in the North Neighbourhood and listed on the 
North GP Dementia Register were identified as the target cohort. Health Innovation Manchester set Bury a target of completing 390 digital 
dementia wellbeing care plans, which was achieved and exceeded within a 3-month deadline (1st April 2024 to 30th June 2024.) The project 
was highly successful achieving positive outcomes including improved care coordination and pro-active care, addressing heath disparities and 
streamlining care processes, including improved communication between parties. Health Innovation Manchester now refer to Bury locality as 



 

 

the blueprint within GM, due to the successes achieved. This work also contributed to Health Innovation Manchester receiving a prestigious 
award at the HTN – Health Tech News Awards for “Best use of digital for Integrated Care Systems”. (a copy of the evaluation is available on 
request) 
Online Consultation - Completion of Digital First questionnaire regarding online consultations and platform usage, links to PCARP and digital 
pathways framework. Funding was secured to carry the current services over until a long-term solution is put in place.  This remains a concern 
for general practice in meeting patients’ needs whilst maintaining clinical safety. From 1 October 2025 practices will be required to keep their 
online consultation tool open for the duration of core hours for non-urgent appointment requests, medication queries and admin requests. 

Digitisation of GP Lloyd George records – There are currently no plans around the digitisation of Lloyd George notes which would free up 
a small amount of valuable primary care estate, this is because of a lack of funding to support this work.  
Online Patient Registration Service – All 25 practices have now successfully implemented the new online registration service requirement 
which enables a quick onboarding process for patients and reduces practice administration. 
Electronic Prescribing – there is a vision at GM level to enable electronic prescribing for all prescribers in Greater Manchester, which will 
further connect secondary care with community pharmacy. There are also ongoing pilot sites in the region for prescribing in community 
pharmacy. 
Patient Charter – In 2025 NHS England will publish a patient charter which will set out the standards a patient can expect from their practice, 
as outlined in the GP contract. The charter will need to be published on the practice website. This will improve transparency for patients and 
make it easier for them to know how practices will handle their request and what to expect from their practice. Practices will be required to 
display  
 
Measurable Indicators Target Mar’23 Mar’24 Mar’25 Change G1 G2 G3 G4 G5 BP 
% of patents registered for the NHS App (13+) ↑ 55% ↑ 59% ↑ 65% 6% ✓ ✓ ✓  ✓ ✓ 
no. of prescriptions ordered using the online repeat prescription 
function ↑ N/A 214,956 ↑ 323,327 108,371 ✓ ✓ ✓  ✓ ✓ 

% of unmapped mode of appointments  ↓ 0.1% ↑ 12.6% ↓ 0.1% -12.5% ✓ ✓   ✓ ✓ 
Introduction of Cloud Based Telephony (no of practices) 25 9 ↑ *23 ↔ 23 0 ✓ ✓ ✓  ✓ ✓ 
Practices use the new online patient registration service by 
31/10/24 100% N/A N/A ↑ 100% 100% ✓ ✓ ✓  ✓ ✓ 

% of practices signed up to the MyWay Diabetes DSA ↑ N/A N/A ↑ 48% N/A ✓ ✓ ✓  ✓ ✓ 

 



 

 

Dashboards to support the following metric monitoring are no longer available, below is the last available data comparison: 
 
Measurable Indicators Target Mar’23 Mar’24 Aug’24 Change G1 G2 G3 G4 G5 BP 
% of registered patients enabled to view their detailed coded record 
online ↑ 5.29% ↑ 33.3% ↑ 36.74% 3.44% ✓ ✓   ✓ ✓ 
% of registered patients able to book/cancel appointments online ↑ 15.5% ↑ 33.8% ↑ 38.3% 4.5% ✓ ✓   ✓ ✓ 
% of registered patients able to order repeat prescriptions online ↑ 28.7% ↑ 37.4% ↑ 41.0% 3.6% ✓ ✓   ✓ ✓ 
 
 
Risks: 

1. A significant amount of the primary care teams time is spent on organising and analysing data from multiple sources to support and 
address ongoing quality and performance assurance, as the DII function and products develop this should hopefully reduce. 

2. There remains a gap in communication between the Digital IT programmes of work and Primary Care. There is a growing concern that 
as a result Bury is disconnected from opportunities to improve our digital capabilities and infrastructure which in turn impacts our capacity 
and access for patients and ultimately leads to poorer patient experience. 

3. The NHS GM Digital and IT team are underway with the re-procurement of GM practices online consultation and triage system for 
2025/26. The teams were to organise a series of individual online meetings with each supplier so that practices can hear more about 
each system. Questions were agreed with input from practices, to help enable practices to understand more about the capabilities of 
each system. The current suppliers are Accurx, Patchs, iPlato, AskmyGP, Footfall and Econsult and if there is interest from practices, 
other suppliers that are on the procurement framework will be considered. All practices were to be invited to the series of online meetings. 
The re-procurement exercise is due to be complete in July 2025, at which point practices / PCNs should be able to exit current contracts 
and switch to a provider of their choice (on the framework). The time frames do not align with the final date for submitting the self-
declaration for the CAIP 24/25 domain however, which is May 2025, further limiting practice / PCN current choice of platform available. 
This has impacted 3 of the 4 PCNs in the locality, who do not meet the Simpler Online Requests domain of CAIP 24/25 due to limited 
choice of platform available / clinical safety issues, resulting in 3 PCNs not receiving 10% of their available funding (total of £85,979.17). 
The 3 PCNs have been advised to share any demonstrable evidence as to why, should they want to appeal non-payment.   

 
 
4.4. Effective Pathway Navigation 
 



 

 

Intention: 
A patient should only see a GP if they ‘need’ a specific medical response which only they can deal with. It is recognised that patients and 
system partners all find it difficult to navigate services effectively at times, often deferring to the GP where it is inappropriate.  
 
Without patient and system knowledge and cooperation, this can lead to an overburdened service unable to meet demands. 
 
We need to:  

1. Triage and direct patients to the most appropriate professional in a consistent way through care navigation regardless of how that 
contact is made. 

2. Agree a consistent digital offer for patients. 
3. Fully utilise and embed the new roles available through the ARRS.  
4. Adopt new and collaborative ways to deliver services.  
5. Reduce unnecessary hand offs and bureaucracy.  

 
Progress: 
Triage and Navigation Training – Practices are now required to implement a single approach for all requests whether online, phone or walk-
in as part of their Capacity and Access Improvement Plans. Training, funding and tools were made available to all practices by the national 
team and practices made responsible for continued roll out to new starters and seeking refresher training where appropriate.  
Primary Secondary Care Interface (embedding adoption of the principles) – Work undertaken in 2023/24 was built on in 2024/25 by the 
introduction of GP Collective Action from August 2024 to March 2025.  During this time, the BMA suggested 10 key areas to select and focus 
on which correlated with local work undertaken to identify areas of bureaucracy which if removed would reduce unnecessary workload burdens 
on practice teams giving them more time to focus on their patients’ clinical needs.  Work was undertaken to undertake required changes in 
four key areas: Onward Referral, Complete Care, Call and Recall, Clear Points of Contact whilst, although the GPCA has been stepped down, 
work continues to implement system recommendations of the General Practice/Community Pharmacy interface principles (initially through 
separate, new programmes such as patient led ordering). 
Learn From Patient Safety Events (LFPSE)  – There is a new contractual requirement for practices to register for a LFPSE account for the 
purposes of; recording patient safety events at the practice about services delivered by the practice, recording patient safety events that 
occurred in other health care settings, and individuals being able to download a copy of the record for purposes of supporting appraisal and 
revalidation. The GM team are currently developing communications and engagement messages which can be shared with general practice 



 

 

and are arranging training webinars that all GP practices will be invited to.  
Patient Led ordering – Our medicines optimisation team continue to support a phased roll out of patient led ordering which links with the 
digital ambition to increase the uptake of the NHS App. This work also supports embedding the GM GP Practice & Community Pharmacy 
Interface principles document intended to improve communication and reduce the administrative burden of repeat prescription requests. This 
work has been completed in 9 practices (1 historic), and a further 2 with confirmed go-live dates, with the remaining practices in that 
neighbourhood agreeing timescales. Roll-out will continue into 25-26, with the ambition of all Bury practices live with patient-led ordering by 
March 27.  Work will continue to embed the GM GP practice & Community Pharmacy Interface principles. 
Primary Care Access Recovery Plan (PCARP) –The aim of the Capacity and Access Improvement (CAIP) funding aimed to provide the 
space, funding, and licence for PCNs to focus on making improvements to help manage demand and improve patient experience of access, 
so patients can access care more equitably and safely, prioritised on clinical need. It also supports the accurate recording of general practice 
activity, so that improvement work can be data-led. All PCNs transitioned to a modern general practice access model, supporting the CAIP 
domains in 2024/2025 and PCNs will continue to make improvements in these areas in line with CAIP during 2025/26. The 3 domains were 
around better digital telephony, simpler online requests and faster care navigation, assessment and response. The primary care team will 
continue to be part of a GM implementation group to understand what the support can be given to practices. Associated targets will be 
monitored as part of our performance and monitoring process. A central dashboard is intended to support this work.  Discussions around issues 
or sharing of good practice will take place via the PCQV process and be fed through to the GM PCARP working group. For 2025/26 there is a 
national ask around population health risk stratification (an ICB approach is needed regarding risk stratification tools) in addition to, the 
introduction of peer ambassador’s whose role will be to accelerate the implementation of MGP, as part of a newly launched national Primary 
Care Transformation Academy. 

• The aim of the academy is to bring together a number of clinicians from across the country who have experience of leading on the 
delivery of Modern General Practice in their own locality. 

• The clinicians, or peer ambassadors, will draw on their own experience from general practice or a Primary Care Network (PCN) to 
support others to take forward the necessary changes to implement modern general practice. Members of the academy will meet 
quarterly to provide peer support, share learning and influence strategic direction for primary care. 

Self-Directed Referrals – we are aware of the 7 services enabling self-referrals, however despite repeated efforts to understand any further 
developments and timescales, we have been unable to ascertain this information. Appreciating this is a major contributing factor to 
appointments being used inappropriately, we will continue to link in with community colleagues to understand the detail further.  
Wider Primary Care Provision – We continue to support appropriate increased utilisation of wider primary care provision such as Pharmacy 
First and Community Urgent Eye Services (CUES).  In 2025/26 that ambition will include Hypertension Case Finding, Contraceptive, New 



 

 

Medicines and Smoking Cessation Services in addition to routine self-care and minor illness support.  Work will also take place to standardise 
both the Minor Ailment Services (MAS) and CUES across all GM localities. 
 
Measurable Indicators Target Mar’23 Mar’24  Mar’25 Change G1 G2 G3 G4 G5 BP 
% of patients waiting over 28days all modes all HCP ↓ 3.2% ↑ 4.0% ↑ 6.7% 2.7% ✓ ✓   ✓ ✓ 
Increase the number of referrals via Pharmacy First ↑ 1475 ↑ 2193 ↑ 6418 4,225 ✓ ✓ ✓ ✓ ✓ ✓ 
No of practices live with patient led ordering ↑ 0 ↑ 1 ↑ 9 8 ✓ ✓ ✓ ✓ ✓ ✓ 
Number of practices attending care navigation training session ↑ 0 ↑ 21 ↔ 21 0 ✓ ✓ ✓ ✓ ✓ ✓ 
 
 
Risks: 

1. CAIP 2025/26 is a PCN self-declaration process and therefore assurance around delivery is limited, however it is likely a post payment 
verification process will take place, for example this may be scrutiny within one practice in each PCN. 

2. The ability for general practice to meet appropriate demand relies on patients having the necessary access to suitable alternatives. 
Whilst satisfactory progress has been made with Pharmacy (Pharmacy First) and Optometry (Community Urgent Eye Service) there 
has been little progress locally to expand self-referral options to community services in line with the NHS primary care access recovery 
plan.  

3. Due to capacity constraints within the Medicines Optimisation team, the support available to practices for patient led ordering is limited, 
resulting in slower progress than desired. 

 

4.5. Estates, Current and Future Need 
 
Intention: 
Primary medical providers are contracted to provide services from specific locations. The majority of primary medical contracts are in 
perpetuity and the location of practices is based on historic arrangements rather than strategic planning. These premises range from 
purpose-built NHS properties to converted houses; some fit to provide care now and in the future however others will struggle to cope with 
the changing demand on primary care services. The location of a practice can only be changed by a variation to the contract which is 
mutually agreed by both the provider and the commissioner following public engagement.  
 
The following are key components of the estates programme: 



 

 

• There is significant housing, and regeneration works planned for Bury of the course of the next 5/10 years which will impact on the 
demand and capacity of general practice.  

• There is no Estates Strategy for Primary Care – A plan was produced in 2018 but will need to be rewritten with future vision in mind.   
• Community Health Partnership (CHP) were commissioned to deliver PCN Estates Strategies, and any funding is now focused on the 

delivery of these identified priorities.  
• Facet surveys are needed to ensure every premises is being fully maximised.  
• Digitisation of Lloyd George records gives us an option for freeing up small amount of space but at a cost and not transformational. 
• Opportunities to co-locate teams from across primary/community/secondary care.  

 
Progress: 
Whitefield – The main process within the estates programme for 2024/25 has been around the work to secure suitable alternative 
accommodation for Uplands Medical Practice.  This remains a key priority for both GM and the locality due to the deteriorating state of the 
current facility.  Funding has been secured and the current plans are progressing at pace.  
Prestwich – This is a strategic priority for the locality due to the regeneration proposals being progressed by local partners in this town and 
the related proposed use of the existing health site.  Work has progressed to assess outline design requirements for the GP practices and 
other health partners due to relocate into the new community hub facility.  It is anticipated that this will emerge as a key priority within the PCN 
toolkit outputs.  Work continues to understand the funds flows and governance process required to secure this key scheme and to avoid health 
system delays impacting on the overall plans for Prestwich. We will continue to develop this scheme along with regeneration partners in the 
town and work with system partners to understand the funding solution and governance mechanisms. 
Town Centre (Millgate) - Preliminary discussions with key health partners have progressed with Local Authority colleagues to understand if a 
health presence could be achieved within the centre of Bury, linking to the wider plans for the Millgate shopping centre and current pressures 
on the hospital site. We will continue to work alongside system partners to attempt to achieve a health presence within the Millgate shopping 
centre. 
Rock branch closure – In February 2025, Rock Healthcare submitted a formal application to close the Radcliffe branch of the practice with 
the intention of operating solely from their main site at Moorgate Primary Care Centre.  An Options Appraisal was submitted to PCCC in March 
2025 with the committee approving Option 1 to close the site. Rock Healthcare anticipate that the branch closure will be complete by June 25. 
The current lease held by Rock at Radcliffe (Lift building with headlease held by Community Health Partnerships) and Moorgate (PFI with 
headlease held by NHS Property Services) premises have expired.  The move from Radcliffe to Moorgate will allow utilisation of void/under-
utilised space at Moorgate and will also release in demand space at Radcliffe Primary Care Centre for other uses (there is significant demand 



 

 

for space in this area with several options to fill the space that would be made available being considered, one relating to a critical service 
that could locate to Radcliffe.)  The additional space needed at Moorgate will be funded via an element of the existing budget allocated to the 
Radcliffe Primary Care site. 
 
Utilisation – It is recognised that the availability of fit for purpose and accessible health estate for the provision of services remains a limiting 
factor to service progression particularly due to the complexity of current contractual and funding mechanisms.  Some targeted areas of work 
have progressed this year in particular relating to some of the larger PFI and LIFT facilities to ensure that contractual structures do no limit full 
building utilisation. A regular review of the void and under-utilised estate across Bury continues on a regular basis alongside a regular strategic 
view relating to the estate of all system partners to understand any opportunities for space. We will work to ensure that the utilisation across 
all buildings is fully understood in order to make progress in unblocking obstacles to better building utilisation across the borough. Ensuring 
that this work enables a more focused system wide view of estate to emerge that better enables accommodation needs to be responded to in 
line with health and clinical need.  
In addition, we will support practices to utilise the suite of aide memoires which will be produced centrally, aimed at assisting GP PC on estates 
related processes, procedures and developing policies including a prioritisation tool to enable capital funding to be assigned to schemes/areas 
with the greatest need. 
Major Building Projects – Several major building projects are being progressed within Bury (namely Elton, Walshaw and Bowlee/Simister) 
and initial discussions have commenced to fully understand the likely health impact and therefore, the potential requirement for contribution 
from the relevant development partners. We will continue to work in partnership with local partners to ensure the health impact of major housing 
proposal is fully understood and sufficiently planned/allocated within development proposals. 
 
Measurable Indicators Target Mar’23 Mar’24  Mar’25 Change G1 G2 G3 G4 G5 BP 
No measurable indicators currently in place/monitored            
 
 
Risks: 

1. The current economic climate both locally and nationally may impact on the ability of us to respond to identified priorities. 
2. The current contractual and funding arrangements may potentially limit the ability to quickly respond to health need from an 

accommodation perspective. 
 



 

 

4.6. Integration with Wider Primary Care, Public Service Reform and Neighbourhoods 
 
Intention: 
The NHSE guidance on Neighbourhood health sets out a vision for delivering more care at home or closer to home, improve people’s access, 
experience and outcomes, and ensure the sustainability of health and social care delivery. The guidance recognises that addressing our key 
public health challenges in a sustainable way relies on an increased emphasis on prevention and proactive care delivered through a more 
closely integrated health and care system at a Neighbourhood level.  
The principles and approach set out in the guidance align closely with the GMICB sustainability plan, GMCA Live Well model and the Bury 
Let’s Do It strategy and Locality Plan.  
The Guidance recognises that delivering the transformational change needed will require all parts of the health and care system – primary 
care, social care, community health, mental health, acute, the VCSE and wider system partners –to work more closely together to support 
people’s needs in a more systematic way. 

The Guidance sets out 3 key shifts at the core of the government’s health mission: 
1. from hospital to community – providing better care close to or in people’s own homes, helping 
them to maintain their independence for as long as possible, only using hospitals when it is 
clinically necessary for their care. 
2. from treatment to prevention – promoting health literacy, supporting early intervention and 
reducing health deterioration or avoidable exacerbations of ill health.  
3. from analogue to digital – greater use of digital infrastructure and solutions to improve care. 
Progress: 
In recent years Bury has established a number of key building blocks to support this 
transformation including: 

• Integrated Neighbourhood Teams 

• Active Case Management [ACM] and MDTs linked to each practice 

• Neighbourhood partnership meetings 

• Public Service Leadership Teams in each Neighbourhood 



 

 

• Supporting proactive care at a Neighbourhood level through the Locally Commissioned Services framework.  

• Evolving approaches to proactive care developed through our PCNs. 

• Examples of cross sector workforce development initiatives on areas such as frailty, dementia, bowel cancer screening, Adverse 
Childhood Experience and co-occurring conditions.  

• Initiatives to improve communication and relationships with District Nursing. 

• Work with Fairfield General Hospital to raise awareness about ACM, strengthen referral pathways and link in with the work happening 
around high intensity service users.   

There remain significant challenges to delivering the transformational shifts set out in the NHSE Guidance including estates constraints, 
fragmented digital systems, workforce capacity, funding pressures and governance. However, over the next few years there is the opportunity 
to make further progress and priorities for 2025/26 include: 
1. Review of Active Case Management and MDTs. 
2. Improving pathways and alignment with community mental health services.  
3. Improving communication and achieving more joined-up planning with PCNs. 
4. Implementing EPaCCS within speciality palliative care and community services with EPaCC records viewable by GP practices.  
5. A test of change to improve care planning and co-ordination in care homes. 
6. The development of an exemplar Living Well Hub in one Neighbourhood in Bury.  
We recognise that a significant proportion of GP consultations are not primarily for medical conditions and for many people wider socio-
economic circumstances are driving health problems and inequalities. Therefore, reducing unnecessary demand on general practice will be 
dependent on effective partnership working at a Place and Neighbourhood level not just with other health and care services but also with 
organisations working in the fields of employment, housing, skills, community safety etc. 
Networks versus Neighbourhoods – We are currently in the process of redefining and strengthening the alignment between PCNs and 
Neighbourhoods as well as wider system partners using a Memorandum of understanding.  
Primary Care Networks (PCN) – PCNs continue to work differently to deliver improve care across their practices including: 

• Cancer Care - using C-the signs – The team have improved the PCNs detection rate and post diagnosis support has improved. 
• Acute Visiting – Provided across the PCN rather than an individual practice basis meaning a fair and consistent response to home 



 

 

visiting as an integral service providing additional capacity. With strong positive Patient. 
• First Contact Physios – A sizeable number of appointments are delivered across practices with high levels of utilisation and the patients 

passed back to the practice is minimal demonstrating appropriate use. 
• Social prescribing – outreach sessions take place across the locality on a weekly and monthly basis from community venues. These 

range from weekly drop-in session at local churches, mental health group on a Friday lunch time, a weekly gardening group in 
allotments, weekly walks with different routes, drop in at phoenix centre on a Thursday, a music group, happier and healthier Prestwich 
(PCN PGG) for patients to take ownership of their own health. The drop-in sessions have representatives from various organisations 
such as citizens advice, MIND, food banks. 

Neighbourhoods – Practices and wider system partners meet monthly to discuss issues and solutions relevant to them. Our locally 
commissioned service for 2024/25 incentivised practices to further collaborate around Frailty or Chronic Obstructive Pulmonary Disease 
(COPD), the indicators below demonstrate the significant impact of that work.  Unfortunately, the introduction of GM Standards in 2024/25 
meant that several indicators including those around Chronic Heart Disease (CHD) had to be stood down, data however continued to be 
collected and monitored to evidence the impact of that financial shift. For 2025/26 additional funding will enable the adoption Frailty and 
COPD across the borough. 
Wider Primary Care - Work is being piloted in the North of the borough aimed at establishing relationships with wider PC professionals 
starting with Pharmacy colleagues.  This work will also contribute to the deflection work described in section 0. 
 
Measurable Indicators Target Mar’23 Mar’24  Mar’25 Change G1 G2 G3 G4 G5 BP 
% of people aged 60-74 adequately screened for bowel cancer 
(East) 

65%/5
% 

67.99% ↑ 75.10%  TBC     ✓ ✓ ✓ 

% of non-responders with evidence of a follow up recorded (East) 100% 18.81% ↑ 92.98%  TBC     ✓ ✓ ✓ 
% of people ≥65 with their frailty assessed (Prestwich) 10% 20.92% ↑ 41.55% ↑ 62% -20.45%    ✓ ✓ ✓ 
% of people ≥65 with mild to mod frailty referred to social 
prescribing (Prestwich) 

20% 5.83% ↑ 38.37% ↓ 12% -26.37%    ✓ ✓ ✓ 

% of people on SMI register with Alcohol and Drugs misuse Qs 
recorded (W&U) 

70% 68.66% ↑ 91.51%  TBC     ✓ ✓ ✓ 

% of CHD patients whose annual review included all 6 tests 60%-
81% 

34.68% ↑ 71.58% ↓ 57% -14.58%    ✓ ✓ ✓ 

% of CHD patients immunised against Flu 90% 75.92% ↓ 75.25% ↓ TBC     ✓ ✓ ✓ 
% of CHD patients immunised against COVID 90% 69.92% ↓ 60.93%  TBC     ✓ ✓ ✓ 



 

 

% of CHD patients immunised against Flu and COVID this fiscal 
year 

N/A N/A  N/A  55%        

% of CHD patients with BP ≤140/90 in last 12 mths 90% 82.69% ↑ 89.89% ↓ 77% -12.89%    ✓ ✓ ✓ 
% of CHD patients with BP ≥140/90 taking antihypertensive 
medication 

80% 68.74% ↑ 89.66% ↑ 91% 1.34%    ✓ ✓ ✓ 

% of CHD patients aged 25-84 with risk score ≥60% on LLT 60% 73.94% ↑ 77.91% ↑ 92% 14.09%    ✓ ✓ ✓ 
 
 Target 23/24 24/25 Change G1 G2 G3 G4 G5 BP 
High Risk Reviews CVD and Diabetes LT 10% 

UT 50% 
43.91% ↑ 56.91% 13%    ✓ ✓ ✓ 

 
 North Prestwich Whitefield East West 
 23/24 24/25 23/24 24/25 23/24 24/25 23/24 24/25 23/24 24/25 
A minimum of 12% of patients ≥65 identified as having 
frailty as determined by a recording of Rockwood score 
5 or 6  

10% 16.5% 24.4% 38.9% 13.3% 27.5%     

An annual review of these patients which includes both: 
1. A review of the patient's medication; and  
2. Calcium/Vitamin D preparation as per GMMMG 

Formulary except where patient declines or it is not 
clinically appropriate to prescribe view of these 
patients  

22.1% 86% 11.1% 86.96% 6.6% 82.59%     

70% (of the 12%) considered at high risk of having a 
fall with a QFracture recorded  

0.1% 72.2% 0.8% 47.1% 0.6% 55.9%     

70% (of the 12%) considered at high risk of having a 
fall with a fall’s discussion recorded  

0% 71.7% 0% 
 

41.7% 0% 
 

39.6%     

100% of patients diagnosed with COPD as at 31/03/24 
have a severity recorded  

      93.9% 99.93% 95.2% 98.89% 

All patient diagnosed with moderate/severe COPD 
(including those identified as a result of the above) who 
did not receive an annual review in 2023/24 which 
includes all of the 4 elements 

      13% 82.18% 29% 81.34% 



 

 

95% of eligible patients with COPD receive their 
pneumococcal vaccination within the neighbourhood        84.64% 94.27%

* 
90.32% 95.77%* 

85% of eligible patients with COPD receive their flu 
vaccination within the neighbourhood  

      68.77% 85.28% 
 
72.49% 88.86% 

 
Risks: 

1. Only two of our PCN networks are coterminous with our neighbourhood’s making integration and collaboration with wider services 
difficult.  Work is taking place to align and support priorities were possible to neighbourhood working for the benefit of patients and wider 
system efficiencies and the development of a memorandum of understanding will outline and underpin this agreement.  

2. Whilst the continued standardisation of incentive schemes across GM (through BeCCoR) provides an opportunity for additional financial 
levelling to the borough, it also comes with the potential risk that funding previously allocated to neighbourhood work may be redirected 
to other priorities.  

 
* Please note that the target for these indicators was for achievement by each practice in the neighbourhood in order to receive the reward payment, not for overall achievement. Therefore, all practices in the East 
achieved and received their associated reward payment whilst one practice in the West did not therefore, the reward payment was not achieved.  
 

4.7. Quality and Assurance 
 
Intention: 
General Practice works to serve both national contracts, and enhanced contracts which aim to drive up quality and reduce variation across the 
borough. By working to ensure the key performance indicators within contracts are met we aim to secure the maximum reward associated and 
build up a programme of performance improvement across each practice, focusing on areas that require individual improvement but also 
investigating themes which are borough wide.  
 
We want to work with our practices to ensure all are prepared for their CQC (Care Quality Commission) visits, with the ambition to have all 
practices across Bury rated Good or Outstanding. We want to ensure that Bury meets or exceeds the national average for “overall experience 
of making an appointment” as good or very good within the General Practice Patient Survey. We want all practices to comply with the 
requirement to undertake and submit their Friends and Family Test results, ensuring all patients would recommend us to a friend and we want 
to reduce the number of complaints received from patients so that your energy can go into patient care and driving up overall patient 
experience.  This will be underpinned by a comprehensive assurance framework, locking in local and national contractual requirements to map 
out where support is needed the most, allowing us to offer proactive interventions via our Primary Care Quality Visit Programme to improve 



 

 

performance and reduce inequities across the patch. 
 
Progress: 

Care Quality Commission – As part of the Primary Care Quality Visits (PCQVs) we are now incorporating key elements of the CQC 
framework to help ensure continuous improvement and regulatory alignment. During these visits, we will review each GP Practice’s most 
recent CQC rating and inspection report to assess whether any identified areas for improvement have been appropriately followed up. In 
addition, we will offer support and resources to practices that may require assistance in meeting CQC standards, helping foster a proactive 
approach to maintaining high-quality patient care. 

General Practice Patient Survey (GPPS) – 2025 GPPS results are not due to be published until July ‘25. An analysis will be presented at a 
future GPLC and PCCC, and any issues or good performance raised with individual practices as part of the PCQV process and good practice 
shared accordingly.  

Friends and Family – Since April 2024, 0 practices have been issued a breach of contract notice due to failing to submit FFT data for 3 
consecutive months. 100% of practices submitted FFT results in January 2025 a total of 2,689 responses with 92% of patients submitting a 
positive response. Overall, for GM, there were 71,484 responses received with 93% of patients submitting a positive response. The total 
number of responses received between April 2024 and January 2025 was 25,976 this is an increase on April 2023 to January 2024 which saw 
a total number of responses of 19,583.  

Primary Care Quality Visits (PCQV) - All 25 practices received a PCQV in 2024/25.  The PCQV support process is aimed at having an open 
dialogue/discussion on concerns and continually raising performance. In 2024/25 a key part of these visits included reviewing cancer screening 
data and childhood immunisation rates, with an emphasis on encouraging practices to increase uptake in these vital areas. We aim to work 
collaboratively with teams, identifying barriers and sharing best practice to support improvements. Over the last financial year, we have also 
actively promoted training opportunities to practice staff where needed and offered support to help address any specific challenges and 
enhance overall service delivery. There have been several improvements in various indicators this year as per the table below.  GM is currently 
developing a Primary Care Quality Framework which will include a standardised GM dashboard. This dashboard will enable us to reduce the 
time it takes to manually produce the performance data included in our PCQV’s. The dashboard will be available for general practice use, 
enabling them to access their own performance across several measures and also compare their performance with other practices in GM.   
  Qtr 1 Qtr 2 Qtr 3 Qtr 4 % Difference 
Persons, 25-49, attending cervical screening within target period (3.5 GM 66.9% 66.0% 65.7% 66.4% -0.5% 



 

 

year coverage, %) Bury 70.0% 69.1% 68.4% 69.0% -1.0% 
Persons, 50-64, attending cervical screening within target period (5.5 
year coverage, %) 

GM 74.3% 73.6% 73.2% 73.6% -0.7% 
Bury 74.5% 73.8% 73.6% 74.1% -0.4% 

Eligible persons who have received a bowel cancer screening (50-59) GM 25.9% 28.5% 30.7% 33.8% 7.9% 
Bury 29.0% 32.0% 34.2% 37.6% 8.6% 

Eligible persons who have received a bowel cancer screening (60-74) GM 67.8% 68.3% 68.5% 68.8% 1.0% 
Bury 70.1% 70.9% 71.3% 71.4% 1.3%  

 
The data above is from the GM cancer screening dashboard via Tableau. The dashboard uses Patient level GP data for secondary uses. Some 
patients and practices have opted out of their data being used for secondary use purposes. 
Cervical screening has declined in most localities across GM. In Bury for 25–49-year-olds screening has declined by 1% since quarter 1 
however Bury is above the GM uptake rate and ranks 5th out of the 10 localities. For 50–64-year-olds Bury has only decreased by 0.4% whereas 
GM has decreased by 0.7%. As of quarter 4 Bury ranks 5th out of the 10 localities.  
MMR - 
Unfortunately, we are unable to disclose any performance data relating to childhood immunisations as the information is derived from the Child 
Health Information System (CHIS) Power BI Reporting App and the data and reports contained within the app are not intended for publication 
and it should not be disclosed, shared or put into the public domain. 

Primary Care Networks – All PCN’s within Bury have achieved/exceeded the upper threshold target for both Investment and Impact Fund 
(IIF) indicators for 2024/25, ranking Bury 3rd in GM, which is an amazing achievement to be congratulated.  

• CAN04 (The proportion of patients who have had a lower gastrointestinal urgent suspected cancer referral in the reporting year where 
at least one urgent suspected cancer referral was accompanied by a faecal immunochemical test result, with the result recorded in the 
21 days leading up to the referral.) and  

• HI03 (Percentage of patients on the QOF Learning Disability register aged 14 years or over, who received an annual Learning Disability 
Health Check and have a completed Health Action Plan in addition to a recording of ethnicity) 

 
The team will discuss underlying practice variation as part of the PCQV process in 2025/26 in a bid to reduce clinical variation for patients.  

Work continues to ensure PCNs are meeting their wider contractual requirements in the form of a quarterly ‘self-dec’, with associated evidence 



 

 

submitted to demonstrate delivery to meet the requirements. 

The Bury Locally Commissioned Service (LCS) – The Bury LCS continues to be the mechanism by which we incentivise practices to improve 
or transform delivery at a practice, neighbourhood and GM level.  2024/25 saw the biggest comprehensive contract review of the LCS since 
pre covid in order to enable the inclusion of GM Standards.  This work which has continued into 2025/26 and has seen the adoption of additional 
GM service specifications across the 10 localities for Diabetes and CVD High Risk Reviews, Advanced Microbial Stewardship, Shared Care of 
Medicines and Elective Quality Improvement as part of the Beyond Core Contract Review (BeCCoR) process.   
Q & A as a whole - Updates on the action plans, along with a more in-depth contract monitoring template for 2024/25, will continue to be 
submitted to PCCC as part of the quarterly monitoring update across the year as, given the huge financial pressures in the system, we continue 
to be committed to ensuring every single one of our contracts is performing to the required standard / metrics and, if not, remedial action will 
be taken and clawbacks implemented as necessary.  
Quality and Outcomes Framework (QOF)– For 2025/26 we will also focus on supporting practices to improve their achievement via QOF 
and recently held an engagement session looking at areas of good practice learning. 
 
Measurable Indicators Target Mar’23 Mar’24 Mar’25 Change G1 G2 G3 G4 G5 BP 
100% of our practices rated as Good or Outstanding by CQC 100% 96% ↓ 92% ↔ 92% 0%     ✓ ✓ 
% of patients on the SMI register who have received a 
comprehensive physical health check last 12m 50-80% 49% ↑ 65% ↓ 60.5% -4.5%     ✓ ✓ 

% of patients on LD register with reasonable adjustment recorded ↑ 27% ↑ 46% ↑ 70% 24%     ✓ ✓ 
% of patients on LD register ≥14, who received an annual health 
check and action plan along with a recording of ethnicity 

 
LT 60% 
UT 80% 

N/A 85.39% ↑ 87.94% 2.55%     ✓ ✓ 

• Bury PCN N/A 84.62% ↑ 88.56% 3.94%     ✓ ✓ 
• Horizon PCN N/A 84.60% ↑ 85.92% 1.32%     ✓ ✓ 
• Prestwich PCN N/A 92.23% ↓ 86.85% -5.38%     ✓ ✓ 
• Whitefield PCN N/A 80.57% ↑ 93.89% 13.32%     ✓ ✓ 

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

LT 65% 
UT 80% 

N/A 66% ↑ 84.19% 18.19%     ✓ ✓ 

• Bury N/A 63.5% ↑ 82.49% 18.99%     ✓ ✓ 



 

 

• Horizon N/A 77.3% ↑ 88.40% 11.10%     ✓ ✓ 
• Prestwich N/A 58.4% ↑ 81.40% 23.00%     ✓ ✓ 
• Whitefield N/A 64.5% ↑ 84.48% 19.98%     ✓ ✓ 

% of patients identified as having >20% 10yr risk of developing 
CVD are treated with statins (proxi measure CVDP003CHOL 
being used) 

60% N/A 63.06% ↑ 63.2% 0.14%     ✓ ✓ 

% of patients with hypertension who are treated to target as per 
NICE guidance S053b (proxi measure CVDP007HYP being used) 77% 54.70% ↑ 66.60

% ↑ 70% 3.4%     ✓ ✓ 

 
 
Risks: 

1. Assurance and quality improvement work relies heavily on good, quality, timely data.  The organisational restructure has left us exposed 
in this area and whilst the envisaged GM data dashboards will be a welcome improvement the timeliness of access to these is not yet 
known and therefore is of concern.  

2. The implementation of GM wide standards reduces our ability to invest in schemes which address locally determined health inequalities 
as can be seen by the dipping performance in SMI Health checks for 2024/25 which now stands at 60.5%.  This is an area where 
additional investment in 2023/24 generated an improvement of 16%, bringing our achievement from 49% to 65%.  

3. The Primary Care Team are unable to disclose any performance data relating to childhood immunisations as the information is derived 
from the Child Health Information System (CHIS) Power BI Reporting App and the data and reports contained within the app are not 
intended for publication and it should not be disclosed, shared or put into the public domain. 

 

4.8. System Leadership 
 
Intention: 
The General Practice Leadership Committee (GPLC), led by the GP Federation, is the main group representing general practice across the 
borough. Through its connections with PCNs, Bury GP Fed, and the Local Medical Committee (LMC), the GPLC ensures that local practices 
have a strong voice in shaping healthcare decisions and driving improvements in patient care. 
A key focus of the GPLC is delivering the General Practice Strategy, supporting the growth and transformation of primary care. Part of this 
involves securing vital additional funding to enhance services and improve access to care. The committee has successfully brought in additional 



 

 

investment for initiatives such as GM standards levelling up, Surge/Resilience Hubs, Respiratory Hubs, MMR clinics, and Dementia funding. 
These resources strengthen primary care, helping practices respond to demand and meet the needs of local residents. 
The GPLC also plays a significant role in system leadership, ensuring that general practice is well represented in wider healthcare discussions. 
The committee chair holds a seat on the GM Provider Board, linking local practices to central decision-making and making sure their priorities 
are recognised at a broader level. This connection helps to align efforts across the borough and GM, ensuring coordinated and effective 
healthcare planning. 
Through its leadership, advocacy, and commitment to securing investment, the GPLC continues to support general practice, drive innovation, 
and enhance healthcare delivery for the community. 
Progress: 
General Practice Leadership Committee (GPLC) – Over the past several years we have seen a strengthening of collaborative arrangements 
with general practice through their Primary Care Networks (PCN) and Neighbourhoods playing a central role in system leadership, decision 
making, innovation and transformation. To ensure the continued effectiveness of PCNs and Neighbourhoods in leading system transformation, 
it is essential to focus on developing the skills required for leadership, decision-making, and collaborative working. Investing in training and 
professional development will empower individuals within general practice to take on system leadership roles with confidence.  A development 
plan for the board and wider clinical leaders is therefore in development. 

General Practice Collective Action – During GPCA, which began in August 2024 and ran till March 2025 a system working group was 
established to receive and resolve issues highlighted by providers as a direct result of collective action.  Work is now taking place to transition 
this process into the Primary Care/Secondary Care Interface Group with the aim of continuing this collaborative approach to resolving pathway 
issues and commissioning gaps. 
Beyond Core Contract Review (BeCCoR) – Outputs of the BeCCoR established that investment into General Practice varies significantly by 
locality, as does the ask. This is unsurprising given that Bury Primary Care Trust and Bury Clinical Commissioning Group was by some distance 
the furthest distance from its funding target than anywhere else in GM with the consequent impact on discretionary spend.  Phase 1 of the 
review saw £4ph of local investment redistributed to support GM Standards for high-risk reviews of patients with CVD and Diabetes. This will 
continue for Phase 2 however following persistent lobbying of Bury and Primary Care investment we have been successful in attaining 
additional funding supporting additional indicators around Shared Care of Medicines, Elective Quality Improvement and borough wide 
neighbourhood target adoption. 
Primary Care Commissioning Committee (PCCC) – All localities hold bimonthly place based PCCCs. PCCC is established by the Integrated 
Care Board (the Board or ICB) as a Committee of the Board in accordance with its Constitution and is an executive sub committed of the NHS 



 

 

GM PCCC.  As such formal reporting takes place into GM PCCC on a regular basis.  GM are in the process of agreeing a mechanism by which 
suitable locality updates for other specialities can be disseminated as part of the PCCC agenda 
System Reporting – General practice continue to feed into the Bury Sit Rep reporting process by identifying relevant reporting/response 
metrics as part of the OPEL framework twice a week. For 2024/25 the completion of this report enabled practices to access the at scale surge 
capacity commissioned through winter pressures monies and as a result saw a 57% increase in compliance. 
 
Measurable Indicators Target Mar’23 Mar’24  Mar’25 Change G1 G2 G3 G4 G5 BP 
Increase regular sit rep reporting to aid system OPEL process  ↑ N/A 27% ↑ 84.89% 57.89%    ✓  ✓ 
 
 
Risks: 
1. Capacity of clinical leaders is an remains a big risk.  Work is taking place to understand if this can be done more effectively.  

4.9. Workforce Recruitment Development and Retention 
 
Intention: 
Goal 2 of the Bury General Practice Strategy is around Bury having / being ‘A resilient workforce and an attractive place to work’. Bury has an 
aging workforce / gaps and retention issues, especially in relation to trainee GPs, all of which is impacting on workload pressures and retaining 
workforce. The purpose of developing a Primary Care Workforce Strategy was to: 

• identify why people train in Bury but then leave!  
• establish what Bury could have offered to make them stay (if anything)  
• improve recruitment.  
• improve retention rates.  
• improve workforce satisfaction.  

Progress: 
Workforce Strategy – Together with the integrated delivery collaborative we have run 6 online engagement sessions as an opportunity for all 
general practice staff to be part of co-designing how we can support them in addressing workforce challenges.  The aims of the sessions were 
around establishing the main workforce challenges, co-designing solutions, sharing best practice / previous solutions that could be implemented 



 

 

wider. We also ran a survey monkey questionnaire to give everyone the chance to share their thoughts and views if they couldn’t attend any of 
the sessions. 
  
Unfortunately, despite creating several avenues for involvement we did not get the volume of input we required to develop a meaningful strategy 
that was ultimately created by voices of general practice staff; however, we still have valuable contributions that will support and drive the 
strategy. The common themes that emerged from the online sessions / survey monkey were around pay/T&Cs, recruitment, retention, training 
and staff moral and wellbeing. Although limited, there were some good processes that can be shared and implemented as part of the strategy, 
such as 2-hour experience as part of interview process, buddy system for new starters and PM coffee and catch up.  
  
Due to lack of engagement at the majority of the webinars we hosted, the plan to have a webinar session focused on agreeing priorities and 
sharing solutions did not materialise, and this has been taken into consideration when looking at the next steps.   
 
We’ve also been involved in a recruitment event to promote working in Bury and the current non-clinical roles we have in general practice, 
where we had a fantastic success with one of the attendees from the event having since been employed by one of the practices in Bury. We’re 
doing work with HMR primary care academy in relation to a recruitment programme which is a free service to support practices with recruiting 
non-clinical staff. We are also now linked in with the GM team who are coordinating the T (technical) level placements and if we can support 
any learners with their placements in general practice this would be a great opportunity to attract people to Bury, to primary care, to come back 
and want to work in general practice.  

Implementation of the Workforce Strategy – A series of task and finish groups are being coordinated to look at the priority areas or 
recruitment and retention, training and development and staff wellbeing, which will be the principal areas of the strategy. We will need the 
engagement and input from practices for this to go ahead, which will lead us to a co-designed draft strategy. Once the strategy is agreed and 
finalised implementation can begin. 
Health & Care Instilling Values & Education (HIVE) – The HIVE is a joint venture with the GP Federation & Bury Primary Care team aimed 
at managing the education portfolio across General Practice. The Hive have recruited to a GP Education Lead role, a Nurse Training pod role, 
a GP mentor and they receive dedicated support from the GM Training hub.  
The team hold fortnightly clinical masterclasses, well attended by both nurses and GP’s, in addition to monthly nurse forums and management 
of the nurse Continuing Professional Development (CPD) budget ensuring nursing staff have access to a range of CPD training hosted by the 
GM Training Hub, see appendix 1. It has been confirmed that CPD funding will be available for 2025/26 to enable us to continue to upskill our 
nursing staff.  



 

 

To reduce any losses due to staff not attending booked training we implemented a Learning contract this year that requires the practice 
manager to have sight of the booked training, enabling us to recoup any funds lost due to non-attendance, this contract has been shared with 
other education leads across GM in order for them to adopt a similar process.  
The team have continued to promote training opportunities for all staff across general practice including the Primary Care Integrated 
Development programme (PCIDP), Bury has 39 staff live on the programme currently accessing a wide variety of training topics.  
The team have worked hard to increase the % of Unified Learning Environments to 56% (this is a 40% increase) enabling more students to be 
taken on in Bury practices.  
National Workforce Reporting Service (NWRS) – The average reporting on NWRS has increased by 14% for 2024/25, this information 
shapes how investment, training, and resource is directed across the primary care workforce ensuring the right support goes to the right place 
at the right time. So, it is critical that the information submitted about staff is accurate and complete. Practices are now routinely reminded of 
the importance and contractual requirement to complete NWRS on a monthly basis in order to increase accuracy of our workforce reporting.  
Additional Roles Reimbursement Scheme (ARRS) – All PCNs across Bury have worked to recruit and maximise the investment available 
for additional roles, including GPs from October 24.  This has been more successful in 2024/25 with all PCNs expected to achieve full spend 
despite outstanding claims validation for Q4 for HPW and claims submission and validation for October 24 to March 25 for Bury PCN.  
ICB Finance and the Primary Care Team continue to hold monthly meetings with the provider to ensure plans are in place to maximise spend 
against 25/26 budgets and ensure recruit to the roles takes place. 
Learning Time Initiatives (LTI) – We continue to support training and education within general practice by funding clinical cover during their 
LTI sessions, enabling all relevant staff to attend.  For 2025/26 we are working with the GP Federation to review the model in line with GM 
recommendations including the potential to hold a quarterly face to face LTI for all practices and practice staff to attend. 
 
Measurable Indicators Target Mar’23 Mar’24 Mar’25 Change G1 G2 G3 G4 G5 BP 
% of practices that accessed NWRS in the month (average) ↑ 24% ↑ 40% ↑ 54% 14% ✓ ✓ ✓ ✓ ✓ ✓ 
Increase the number of WTE staff per 100,000 patients  ↑ 175 ↑ 203.31 ↑ 207.9 4.39  ✓ ✓ ✓ ✓ ✓ ✓ 

• Admin/Non-clinical ↑ 100 ↑ 116.66 ↑ 119.84 3.18 ✓ ✓ ✓ ✓ ✓ ✓ 
• Direct patient care (non-ARRS) ↑ 14 ↑ 20.39 ↑ 20.76 0.37 ✓ ✓ ✓ ✓ ✓ ✓ 
• GP ↑ 38 ↑ 43.63 ↓ 42.51 -1.12 ✓ ✓ ✓ ✓ ✓ ✓ 
• Nurses ↑ 23 ↓ 22.63 ↑ 24.79 2.16 ✓ ✓ ✓ ✓ ✓ ✓ 

Increase in the % of practices accredited as a unified learning ↑ 0% ↑ 16% ↑ 56% 40% ✓ ✓ ✓ ✓ ✓ ✓ 



 

 

environment 
No. of staff booked on CPD courses ↑ 88% ↓ 63% ↓ 52% -11% ✓ ✓ ✓ ✓ ✓ ✓ 
Increase in the uptake of the Active Practice Charter ↑ N/A 0 ↑ 16% 16% ✓ ✓ ✓ ✓ ✓ ✓ 
Increase in the uptake of the Good Employment Charter ↑ N/A 0 ↑ 4% 4% ✓ ✓ ✓ ✓ ✓ ✓ 
 
Data supporting ARRS no’s for Bury PCN is only available to end of Sept 24 
 
Measurable Indicators Target Mar’23 Mar’24 Sep’24 G1 G2 G3 G4 G5 BP 
Increase the number of ARRS staff working across general practice (WTE) 117.75 135.01 ↓ 103.81 ↑ 113.31 ✓ ✓ ✓ ✓ ✓ ✓ 

• Bury PCN 26.70 49.26 ↓ 24.37 ↑ 26.37 ✓ ✓ ✓ ✓ ✓ ✓ 
 
Data supporting ARRS no. s for Horizon, Prestwich and Whitefield is only available to end of December 2024 
 
Measurable Indicators Target Mar’23 Mar’24 Dec 24 G1 G2 G3 G4 G5 BP 
Total for HPW 91.06 85.73 ↓ 79.44 ↓ 73.87 ✓ ✓ ✓ ✓ ✓ ✓ 

• Horizon PCN 54.17 40.29  ↑ 47.62 ↓ 38.26 ✓ ✓ ✓ ✓ ✓ ✓ 
• Prestwich PCN 21.36 25.57 ↓ 16.60 ↑ 19.13 ✓ ✓ ✓ ✓ ✓ ✓ 
• Whitefield PCN 15.53 19.87 ↓ 15.22 ↑ 16.48 ✓ ✓ ✓ ✓ ✓ ✓ 

 
 

Risks: 
1. Recruitment in general – Due various pressures being placed on practice budgets like national insurance increases etc. there is limited 

funding to employ people outside of the ARRS criteria and whilst ARRS monies provide a welcomed addition it does not address some of 
the risks we are facing in terms of an aging GP and Nursing workforce that is likely to retire in the next 5-10 years.    

2. Full utilisation of ARRS monies – it is expected that all PCNS will achieve their full ARRS spend for 24/25 as work has taken place across 
the year to ensure this.  However, claims remain outstanding for Bury PCN for October 24 to March 25 and claims validation by the ICB 
Finance Team remains outstanding for HPW for Q4 as these were only submitted in May 2025. Due to this, we are not able to provide a 
definitive year end position for ARRS 24/25 at this time. 

3. Implementation of the Workforce strategy – Implementation of the strategy relies heavily on the engagement and involvement of general 



 

 

practice which requires time and commitment from them that isn’t funded, but if done correctly will have longer term benefits such as staff 
retention.  It is thought that by splitting the delivery of priorities identified into a series of task and finish groups staff can dip in and out of 
those most relevant to their needs. 

 
  



 

 

6. Blueprint 
 
As the recently announced NHS Reforms will likely result in a refresh of the GM Primary Care Blueprint, a cross check to existing Year 2 delivery 
plan has not taken place.  This will be done at a later date.  
 
For the purpose of this update the following gaps remain: 
 

3.1 Provide a targeted business support offer to Primary Care partnerships (VCSE, GP, Optometry, dentistry and Pharmacy) to enable 
integrated neighbourhood working and implementation of the VCSE Accord and commissioning framework) in line with the ICP strategy 
Strengthen Communities mission. 
 
3.2 Co-design a Population Health Management (PHM) approach to Primary Care that enables primary care providers and partnerships 
(including VCFSE) to understand needs and assets of different communities of interest, identity and geography and the impact on 
access, experience and outcomes of care. 

 
3.3 Establish funding and governance processes that enable a Population Health Management approach, redistribution of primary care 
resources according to need at neighbourhood, Locality and GM, and shared accountability for Health Inequalities. (Enabler to 3.2) 
 
5.3 To achieve a Net Zero NHS GM Integrated Care Carbon Footprint by 2038 – this target is the science-based approach outlined in 
the GMCA 5-Year Environment Plan. We will seek assurance that providers are delivering against their own plans, whilst focusing on 
priorities that we can deliver most effectively by working together. To achieve a net zero NHS GM Integrated Care Carbon Footprint 
Plus by 2045 – this is a national NHS target to eliminate the carbon impact of the goods and services we buy. We will work closely with 
national and regional partners to achieve this. 

 
6.1 Following a pan-GM baselining exercise on hardware, infrastructure and software in Primary Care, construct a comprehensive 
picture of the full digital ecosystem in primary care. This will identify areas where investment is needed to support digital transformation.  
 
6.2 Work in collaboration with local authorities and clinical providers to tackle digital exclusion, collating and building on existing work 
done across localities and PCNs. Each locality to build on existing delivery of projects in collaboration with local authority and VCFSE 
colleagues to improve digital inclusion. 
 

.   



 

 

7. Conclusion 
 
Given the ongoing challenges facing General Practice including NHS reforms, financial constraints, and increasing patient demand, our strategic 
approach must focus on stability, efficiency, and innovation to ensure continued high-quality care. Recognising the significant work already 
undertaken, the following priorities are critical for 2025/26: 
 
Financial Resilience: Supporting practices to maximise income from available contracts, ensuring sustainable funding while maintaining service 
quality. 
 
Technology Utilisation: Encouraging full adoption of digital telephony and NHS App functionalities to improve accessibility and streamline 
patient interactions. 
 
Demand Management: Diverting patients where appropriate through direct and self-referral pathways, reducing unnecessary burdens on 
General Practice. 
 
Workforce Strengthening: Addressing workforce shortages through a robust strategy, securing recruitment under the ARRS, and ensuring 
retention and development opportunities. 
 
A proactive, adaptive approach will be essential to navigating the complex healthcare landscape ahead. 
 
 



 

 

Appendix 1 – Training Course offered 2024/25 
 
GM Training Hub CPD Courses 2025     
 Places requested Number of Places 
 Via TNA By Team Available Booked 
Advanced Respiratory    0   1 
Cardiodiabetes 30 5 5 4 
COPD 31 5 3 4 
Adult Asthma 32 5 3 3 
Paediatric Asthma  27 5 4 8 
Immunisation Update 22 10 10 11 
Renal CKD Study Day  11 4 4 3 
Mental health Study day  31 5 5 0 
Stroke management & prevention 31 5 5 1 
Heart Failure  30 5 5 1 
Travel Health  17 0 4 4 
New to travel health  11 0 1 1 
Minor Illness  16 10 10 1 
Understanding Blood results  25 10 10 4 
Gynaecology Assessment & Examination 25 5 5 2 
Men's health  29 5 5 2 
CRASH 17 0 0 1 
Women's health  30 10 10 2 
Contraception & Sexual health  31 10 10 6 
Introduction to Menopause  30 10 10 3 
Implant & Coil fitting  0 0 0 0 
PITstop  29 4 2 4 
Eczema & Psoriasis  0 10 10 1 
Skin cancer & benign skin lesions  0 10 10 3 
Leading in PC  14 0 0 1 
Sepsis  0 0   4 
 519 133 131 75 
     
Courses offered through the Hive & 
Nurse Forum   

Number 
attended     

Vaginal Skills lab  14    
Health Checks  12    
Diabetes  18    
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Executive Summary 
The following paper has been written to provide the General Practice Leadership Collaborative with 
an overview of the General Practice Annual Electronic Self-Declaration (eDEC), specifically the 
hight priority areas and to update on any further action required from practices. 
 
Recommendations 
The Primary Care Commissioning Committee Collaborative are asked to: 

• Note the contents of this report 
• Note the risks and mitigating actions  

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

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

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes 
                
  
 

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

☐ 

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

☐ 

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

 

☐ 



 

 

Links to Locality Plan outcomes 
                
  

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

☐ 

 
Implications 

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

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

Yes 
☐ 

No 
☐ 

N/A 
☐ 

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

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

Yes ☐ No ☐ N/A ☐ 

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

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

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

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

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

If yes, please give details below: 

 

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

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

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
N/A 
 

       

 
 

       

 
 



 

 

 

General Practice Annual Electronic Self-Declaration (eDEC) 
 
1. Introduction 
 
1.1. The following paper has been written to provide the Primary Care Commissioning Committee 

with an overview of the General Practice Annual Electronic Self-Declaration (eDEC), specifically 
the high priority areas and to update on any further action required from practices. 

 
  
2. Background 
 
2.1. The eDEC was first introduced to practices in April 2013 and is a mandatory collection which 

all GP practices in England must complete annually. The information practices are required to 
provide in the eDEC covers the following 8 areas: 

 
• Practice details (name, address) 
• Practice staff 
• Practice premises and equipment 
• Practice services 
• Practice information and procedures 
• Governance 
• Care Quality Commission (CQC) compliance 
• General Practice information technology (GP IT) 

 
2.2. The information is submitted through the Strategic Data Collection Service (SDCS) by a practice 

manager / senior partner and is reviewed by NHS regional teams to ensure practices are 
fulfilling their contractual requirements.  
 

2.3. CQC can access the information to check practices meet the registration requirements and use 
the information to form part of their pre inspection documentation, to reduce practice workload.  

 
2.4. Information, including practice services, contact details, opening times and catchment area is 

published on the NHS website and made available to the general public.  Other information 
provided will be available to health and care stakeholders with access to the Primary Care 
Indicators Dashboard, such as use of NHS numbers, GP IT and the practice catchment area. 

 
2.5. It is important that the information submitted is accurate as this cannot be amended after 

submission. 
 

 
3. Bury Data Set 
 
3.1 The Primary Care Team received a data set which was intended to provide us with the ability 

to quickly identify and highlight areas of practice reported non-compliance and other 
information, supporting contractual management and review responsibilities. We took a risk-
based approach in reviewing the exception report and will follow up on areas through local 
contractual management and review processes as appropriate. 



 

 

 
3.2 The data set categorises questions on high, medium and low priority and a priority band (Band 

1 = high priority, Band 4 = low priority). The full set of questions and priority rating can be seen 
in appendix 1. 

 
3.3 Table 1 shows the priority areas where practices flagged as non-compliant. 
 
Table 1 
  
Number of questions flagged due to Practices Non-Compliant responses 
High Priority 8 
Medium Priority 38 
Low Priority 4 

 
3.4 Table 2 outlines the detail of which practices flagged as non-compliant against high, medium 

and low priority questions, along with the priority band: 
 
Table 2 
 

 
 
3.6 It’s important to highlight that 4L (providing services to those residing in out of area for 

practice usual catchment area) is optional therefore seems unfair to flag as non-compliant.  
 

3.7 All practices have been contacted to seek assurance / understand action plans for any non-
compliance and the majority of non-compliance was due to an error in submission. There is 

Practice Priority Band High Medium Low
FAIRFAX GROUP PRACTICE Band 4 4L 5G 5H
THE UPLANDS MEDICAL PRACTICE Band 4 5X 5Y
TOWNSIDE SURGERY Band 3 2Q 4L 5G 5H 5Y 5AB
RAMSBOTTOM MEDICAL PRACTICE Band 3 4Z 4L 5Y 5AB
RADCLIFFE MEDICAL PRACTICE Band 4 4L
BLACKFORD HOUSE MEDICAL CENTRE Band 3 5V 6T 4L 5Z
MONARCH MEDICAL CENTRE Band 4 5G 5H
UNSWORTH MEDICAL CENTRE Band 4
TOWER FAMILY HEALTHCARE Band 4
RIBBLESDALE MEDICAL PRACTICE Band 4 4L 5AA
WOODBANK SURGERY Band 4 4Z
PEEL GPS Band 4 4L 5AA

KNOWSLEY MEDICAL CENTRE Band 3 4C 4Fb 4L
ST GABRIEL'S MEDICAL CENTRE Band 4 4L 5Y 5AB
GREYLAND MEDICAL CENTRE Band 4 5G 5H
RED BANK GROUP PRACTICE Band 4 4L
WHITTAKER LANE MED CENTRE Band 4 4L
THE ELMS MEDICAL CENTRE Band 4 4L
THE BIRCHES MEDICAL CENTRE Band 4 4L 5A 5B 5C
WALMERSLEY ROAD MEDICAL PRACTICE Band 4
MILE LANE HEALTH CENTRE Band 4
GARDEN CITY MEDICAL CENTRE Band 4 4L 5AA
HUNTLEY MOUNT MEDICAL CENTRE Band 4 5AA 5AB
LONGFIELD MEDICAL PRACTICE Band 4 5V 4L 4R
ROCK HEALTHCARE LIMITED Band 4 5H



 

 

no further action to be taken at this point. 
 

3.8 The national team are considering the content to inform the next eDEC collection in 2025 and 
are engaging with various policy leads and directorates across NHS England for steers on 
content change.  They will be aligning the eDEC with any new requirements arising from recent 
updates to the GP contract. The team have the opportunity to submit any changes for national 
consideration and will feed in information such as mentioned above. 

 
4   Associated Risks 

 
4.1 Some of the information shared in the public domain and with other healthcare providers could 

be incorrect if there were errors in submission, and we have stressed the importance of 
submitting accurate information with practices going forward. 

 
 
5  Actions Required 

 
5.1   The Primary Care Commissioning Committee is required to 

• Note the contents of this report for information 
• Note the risks and mitigating actions  
 

 
Katie Heselwood 
Primary Care Manager 
Katie.heselwood@nhs.net  
May 2025 
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Appendix 1 
 

 

Question 
Number Question Text Priority Weighting
2A 2A The practice can evidence and make available the needs analysis and risk assessment it has used for 

deciding sufficient staff levels.
Low Priority

2Q 2Q The practice can evidence that all staff working within the practice, including temporary staff such as 
GP locums, have been recorded in the data entry module of the National Workforce Reporting Service 
and that these records are reviewed and updated on a regular basis (as per GMS Regulation 74E, PMS 
Agreements Regulation 67E)

Medium Priority

2B 2B All health care professionals working in the practice are registered with the relevant professional 
body, and that this registration is checked on employment (along with satisfactory references) and 
where applicable annually thereafter, and that health care professionals that are required to revalidate 
do so and that for GPs, inclusion on the performer list is checked. (GMS Regulations Part 7, PMS 
Regulations Part 8, Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 Regulation 
18(2)(c)).

High Priority

2C 2C All relevant staff have been subject to the necessary Disclosure and Barring Service (DBS) checks? High Priority

2E 2E All health care professionals employed in the practice have annual appraisals and where applicable 
personal development plans and that this is aligned to revalidation for doctors and registered nurses 
and midwives.

High Priority

2F 2F Practice staff have written terms and conditions of employment conforming to or exceeding the 
statutory minimum (relevant employment law and GMS Regulations Part 7, Regulation 49; 20.20 of the 
standard PMS Agreement)

High Priority

2G 2G The Practice can demonstrate that it is compliant with Equal Opportunities legislation on 
employment and discrimination. (Equality Act 2010) .

High Priority

2L 2L Are all healthcare workers employed by the practice familiar with the Government's Prevent strategy 
and have participated in Prevent training in the past 3 years?

High Priority

2M 2M The practice has policies for safeguarding both children and adults which includes: Domestic Abuse, 
Mental Capacity, FGM and the requirement for mandatory reporting, information sharing, freedom to 
speak up information.

High Priority

2P 2P The practice has process in place to ensure all new healthcare staff, the full practice team, including 
locums, have a period of induction which includes being taught practice policies and procedures on 
safeguarding.

High Priority

3A 3A The premises used for the provision of services under the contract are suitable for the delivery of 
those services and sufficient to meet the reasonable needs of the practice's patients. (GMS Regulations 
Schedule 3 Part 1, Paragraph 1, PMS Regulations Schedule 2 Part 1, Paragraph 2) and must meet 
Minimum Standards as defined in Schedule 1 of the NHS (GMS-Premises Costs) Directions 2024.

High Priority

3C 3C The practice is able to demonstrate that it complies with arrangements for infection control and 
decontamination in accordance with the Health & Social Care Act 2008 code of practice on the 
prevention and control of infections. (GMS Regulations Schedule 3 Part 1 Paragraph 14, PMS 
Regulations Schedule 2 Part 1, Paragraph 9).

High Priority

3D 3D The practice can demonstrate that it meets the requirements of the Health & Safety at Work Act 
1974 and Fire Safety Regulations, (this might include for example evidence of regular review or audit of 

       

Low Priority

3E 3E Does the practice have at least one consulting room which is accessible to wheelchair users? High Priority



 

 

 
 
 
 

4C 4C Are there any regular periods during each week that the practice is closed to patients between the 
hours of 8.00 and 6.30pm Monday to Friday (except bank holidays)?

High Priority

4Fb 4Fb Is the practice closed each week for half a day during core contract hours? High Priority

4Z 4Z The practice has a process in place to agree any diversions to NHS 111 on an exceptional basis with 
their ICB primary care team?

High Priority

4L 4L Does the practice offer primary medical services (excluding home visits) to new patients who are 
seeking to register with the practice and reside outside their usual practice boundary area?(Guidance 
Note: Provision of out of area registration by practices is optional)

Medium Priority

4M 4M During the preceding 12 months, the practice can confirm, that it can evidence (if requested), how it 
is meeting the reasonable needs of its patient population and the practice has arrangements in place 
for its patients to access such services throughout the core hours (08:00 – 18:30 Monday to Friday) in 
case of emergency?

High Priority

4N 4N The practice can confirm it has arrangements in place for its patients to access essential services in 
case of emergency if the practice is not open during core contract hours.

High Priority

4R 4R If ‘Yes’ the practice can evidence that it has in place arrangements to monitor its contract with its 
OOH provider, including: frequency of meetings with the provider, and any action it has taken against its 
provider through non-compliance or complaints.

Low Priority

4S 4S If ‘No (opted out)’ the practice can evidence that it has in place arrangements to monitor and report 
on any patient or practice concerns about the quality of local OOH services.(GMS Regulations Part 5 
Regulation 18, PMS Regulations Part 5 Regulation 22)

Low Priority

4T 4T If ‘No (opted out)’ the practice can evidence that it also has in place arrangements to promptly 
review the clinical details of OOHs consultations made by its patients and for dealing with information 
requests from the OOH provider.(GMS Regulations Part 5 Regulation 18, PMS Regulations Part 5 
Regulation 22)

Low Priority

4U 4U Does the practice provide access to interpreting? Medium Priority

4X 4X The practice is currently open to all patients for both virtual and face to face appointments as 
clinically appropriate?

High Priority

5A 5A The practice produces a leaflet that includes all of the requirements set out in its contract. (GMS 
Regulations Part 10, Regulation 78, PMS Regulations, Part 11, Regulation 71).

Low Priority

5B 5B The practice reviews and updates its leaflet at least once every 12 months. (GMS Regulations Part 10, 
Regulation 78,PMS Regulations Part 11 Regulation 71).

Low Priority

5C 5C The practice leaflet is made available for patients/prospective patients. (GMS Regulations Part 10, 
Regulation 78, PMS Regulations Part 11, Regulation 71)

Low Priority

5D 5D The practice has a complaints policy which complies with the NHS complaints procedure and it is 
advertised to patients. (GMS Regulations Part 11, Regulation 79, PMS Regulations Part 12, Regulation 
72).

Medium Priority

5E 5E The practice can demonstrate reasonable grounds where it has refused an application to register 
and keeps a written record of refusals and the reasons for them. (GMS Regulations Schedule 3, Part 2, 
Paragraph 21, PMS Regulations Schedule 2, Part 2, Paragraph 20)

Low Priority

5Z 5Z The practice can demonstrate (e.g. practice policy, records of refusals) it has not refused any 
registration on the grounds any patient was unable to provide proof of identify or address or any 
evidence of immigration status?

Medium Priority

5F 5F When removing patients from its list the practice can demonstrate that it does so in accordance with 
contractual requirements and recently updated national guidance the practice will need to provide the 
required notice, including providing an explanation of the reason in writing to the patient.

Low Priority

5G 5G The practice can evidence that they have engaged with their PPG throughout the year and make 
available such feedback to the practice population including actions and reports, including where they 
have acted on suggestions for improvement. (GMS Regulations Part 5, Regulation 26, PMS Regulations 
Part 5, Regulation 20).

Medium Priority



 

 

 
 

5H 5H The practice is able to show that the PPG is properly representative of its practice population or that 
it has made and continues to make efforts to ensure it is representative of its local population.(GMS 
Regulations Part 5, Regulation 26, PMS Regulations Part 5, Regulation 20).

Medium Priority

5I 5I When undertaking call/recall activities as part of delivering vaccination programmes please specify 
when required how the practice’s eligible population are contacted?

Medium Priority

5U 5U Has the GP practice reviewed their whistleblowing / speaking up policy in light of the 2022 national 
policy update?

High Priority

5V 5V Has the practice identified someone external to the practice staff can raise concerns with in 
confidence (e.g. freedom to speak up guardian, local whistleblowing lead)?

High Priority

5X 5X Practice confirms it is not advertising the provision of private GP services either by itself or through 
any other person (via the practice leaflet, practice website or any other written or electronic means)?

High Priority

5Y 5Y Does the practice routinely identify patients on the registered list who would benefit from Care 
Continuity with their named GP and support team?

Medium Priority

5AA 5AA Does the practice routinely measure the extent to which those patients receive care continuity? Medium Priority
5AB 5AB Does the practice routinely record patient’s care continuity preferences? Medium Priority
5AC 5AC Practice has a process to have due regard for the requirements, needs and circumstances of Armed 

Forces Veterans when offering services and making onward referrals?
Medium Priority

5J 5J The practice has a written policy and procedures in line with the requirements of the Medicines Act 
(GMS Regulations Part 14 Regulation 87, PMS Regulations Part 14 Regulation 79) which will be made 
available if requested.

High Priority

5K 5K Practice stores vaccines in accordance with the manufacturer’s instructions (GMS Regulations 
Schedule 3, Paragraph 13, PMS Regulations Schedule 2 Paragraph 8).

High Priority

5L 5L The practice has a procedure to ensure all batch numbers and expiry dates are recorded for all 
vaccines administered and that all immunisations, vaccinations and consent to immunisations are 
recorded in the patient record (GMS Regulations Part 1, Paragraph 3 (8), PMS subject to local 
agreement.)

High Priority

5M 5M The Practice stores its vaccines in fridges which have a maximum and minimum thermometer and 
can demonstrate, if asked, that readings are taken on all working days. (GMS Regulations Schedule 3, 
Part 1, Paragraph 13, PMS Regulations Schedule 2, Part 1, Paragraph 8).

High Priority

5N 5N All staff involved in administering vaccines are trained in the recognition of anaphylaxis and able to 
administer appropriate first line treatment when it occurs (GMS Regulations, Part 9A, Regulation 66D, 
PMS Regulations, Part 10A, Regulation 59E).

High Priority

5O 5O With regard to dispensing doctors: the practice can demonstrate it has clear procedures, that are 
followed in practice, monitored and reviewed, for controlled drugs, unless they are taken by the person 
themselves in their own home, including: investigations about adverse events, incidents, errors and 

     

Medium Priority

5P 5P With regard to dispensing doctors: The practice has systems in place to ensure they comply with the 
requirements of the Controlled Drugs (Supervision of Management and Use) Regulations 2006, relevant 
health technical memoranda and professional guidance from the Royal Pharmaceutical Society of Great 
Britain and other relevant professional bodies and agencies.

Low Priority

5Q 5Q With regard to dispensing doctors: The practice declares it complies with the terms of service of 
dispensing doctors outlined in schedule 6 of The National Health Service (Pharmaceutical and Local 
Pharmaceutical Services) Regulations 2013 and; The practice can demonstrate that for all patients which 
it dispenses to it is satisfied that they would have serious difficulty in obtaining any necessary drugs or 
appliances from an NHS pharmacist by reason of distance or inadequacy of means of communication 
(colloquially known as the “serious difficulty” test which can apply anywhere in the country); or A 
patient is resident in an area which is rural in character, known as a controlled locality, at a distance of 
more than one mile1 (1.6 km) from pharmacy premises (excluding any distance selling premises). The 
pharmacy premises do not have to be in a controlled locality.

High Priority

5Qa 5QA The practice has procedures in place to ensure that it does not prescribe in excess (in cost or 
quantity, of drugs, medicines and appliances) of that which is reasonably necessary for the proper 
treatment of patients?

High Priority

5S 5S The practice records patients' consent for minor surgery including curettage and cautery and, in 
relation to warts, verrucae and other skin lesions, cryocautery (GMS Regulations Part 1, Regulation 
3(6A), PMS subject to local agreement)

Medium Priority

5W 5W The practice has a policy for patients to request chaperones, this policy includes children and young 
people as well as adult patients.

High Priority



 

 

 
 
 
 
 
 
 
 
 
 
 

6A 6A The practice has a protocol to allow patients access to their records on request in accordance with 
current legislation ( Data Protection Act 2018 and GMS Regulations Part 10, Regulation 71ZA and 71ZB, 
PMS Regulations Part 11, Regulation 64ZA and 64ZB)

Low Priority

6B 6B The practice has a nominated person who has responsibility for ensuring the effective operation of 
the system of clinical governance. (GMS Regulations Schedule Part 14, Regulation 87, PMS Regulations 
Part 14, Regulation 79).

High Priority

6C 6C The practice is registered under the Data Protection Act 2018 (Data Protection Act 2018). High Priority
6D 6D The practice has a procedure for electronic transmission of patient data in line with national policy 

(Data Protection Act 2018 and GMS Regulations Part 10, Regulation 69,PMS Regulations Part 11, 
Regulation 62) including mechanisms to ensure that computerised medical records/data are transferred 
to a new practice when a patient leaves.

Low Priority

6F 6F The practice has arrangements in place to ensure a validated NHS number is used in all NHS clinical 
correspondence, including referrals, generated by the practice, except in exceptional circumstances 
where the number cannot be ascertained.10 (GMS Regulations Part 10, Regulation 70, PMS Regulations 
Part 11, Regulation 63).

High Priority

6N 6N For practices signed up to the Network Contract DES, if applicable does your PCN have in place 
suitable data sharing and data processing arrangements?

Medium Priority

6G 6G Does the practice have a lead for adults with care and support needs? High Priority
6T 6T Does the practice have a lead for children with care and support needs High Priority
6L 6L Does the practice have procedures and information sharing agreements to ensure information 

sharing with the multiagency teams for safeguarding adults with care and support needs and children?
High Priority

6M 6M Does the practice have clear training agreements for safeguarding and records of training retained 
within the practice for audit requirements?

High Priority

6J 6J Within the last 3 years, has the practice provided for training on Mental Capacity Act 2005 and 
accessing mental capacity for practice staff health care professionals and/or other staff (where 
relevant) and got a system for assessing staff competency?

Medium Priority

6P 6P The practice has a procedure in place to ensure that all DNACPR decisions made in respect of 
patients with a learning disability are made in line with good clinical practice and are reviewed and 
updated regularly?

High Priority

6Q 6Q The practice has a procedure in place to offer a maternal postnatal check at 6-8 weeks, as an 
additional appointment to that for the baby? (GMS Regulation, Part 1, Regulations 3(4), PMS Regulation)

Medium Priority

6R 6R The practice has a procedure in place to record the ethnicity of all their registered patients (e.g. upon 
registration, regular reviews)? (GMS Regulation, Part 10, Regulation 67, PMS Regulation, Part 11 
Regulation 60A)

High Priority

7A 7A Does your CQC registration accurately reflect the regulated activities you provide, and is each 
location where you provide them listed

High Priority

7B 7B Have you notified CQC of any change relating to regulated persons and any of the events listed in the 
regulations13, put in an application if required and are in in receipt of an up to date registration 
certificate?

High Priority
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