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Agenda - PART A (Public) 
 
Tameside Place Based Primary Care Commissioning Committee 
 
Date:  Wednesday 4 June 2025 
 
Time:   9:30 – 10:30 

Venue:   Microsoft Teams  

 
Ite
m 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1.  

9:30 5 mins 

Welcome, Introductions and Apologies Verbal  Chair 

2.   
Declarations of Interest 

Verbal  Chair 

3.  Minutes and matters arising from previous Extraordinary 
meeting held on Thursday 20 March 2025 

Paper For Approval Chair 

4.  9:35 5 mins  Action Tracker for Review  Paper For Review Chair  

5.  9:40 10 mins  Network Contract Directed Enhanced Service (DES) 
Assurance 

Paper Discussion / 
Information 

Lyndsey 
Whitwam 

6.  9:50 5 mins  Locally Commissioned Services 24/25 Achievement  Paper  Discussion / 
Information  

Tori O’Hare  

7.  9:55 5 mins  Locally Commissioned Services 25/26 Specification Paper  Discussion / 
Information  

Tori O’Hare 

8.  10:00 10 mins  Greater Manchester (GM) Primary Eyecare Contract  Paper  Discussion / 
Information  

Stephanie 
Sloan  

9.  10:10 5 mins  Finance Update  Paper  Discussion / 
Information  

Elizabeth 
Sabel 

10.  10:15 10 mins   25/26 Contract Changes  Paper Discussion / 
Information  

Tori O’Hare 

11.  10:25 5 mins  Any Other Business     

 10:30  Date and time of next meeting: 
 
Scheduled for Wednesday 6 August 2025 at 9.30 am 
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Draft Minutes – PART A 
 
Extraordinary Tameside Place Based Primary Care Commissioning 
Committee 
 
Date:            Thursday 20 March 2025 
 
Time:              10:30 am  

Venue:            Microsoft Teams 

 
Present and Apologies 

 
Members 
Trish Cavanagh      Deputy Place Based Lead (Chaired the Meeting) 
Stephanie Sloan     Associate Director of Transformation and Neighborhoods 
Michelle Walsh Associate Director of Nursing, Quality and Safeguarding 
Tori O’Hare             Assistant Director of Primary Care & Neighborhoods 
Faisal Bokhari         Head of Medicines Optimisation  
James Mallion         Interim Director of Public Health  
Carol Gibson   Head of Finance, Tameside Locality (Attended on behalf of Liz Sabel) 
Jane Hill                  West Pennine LMC Liaison Officer (Attended on behalf of Dr Alan Dow) 
 
In Attendance  
Henry Hart-Watson Notetaker  
 
Apologies   
Amanda Fox  Associate Director of Finance  
Dr Alan Dow  West Pennine LMC Secretary  
Liz Sabel  Finance Business Partner  
Dr Kate Hebden     GP and Clinical and Care Professional Lead for General Practice Delivery 
Lyndsey Whitwam  Primary Care Commissioning Manager  
 
Members of public present - No 
 
Item 
No. 

Topic Action 

  
1.  

 
 

Welcome, introductions and apologies 
 
Trish Cavanagh (TC) commenced the Extraordinary Meeting by welcoming all 
attendees. TC expressed gratitude to the members for their time and 
informed the committee of the plan to proceed with a regular, albeit reduced, 
meeting. TC noted that this approach aims to maintain momentum while 
accommodating members participation in the NHS Greater Manchester (GM) 
All Staff Away Day, which initially conflicted with the next scheduled Primary 
Care Commissioning Committee meeting. 
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2.  

Declarations of Interest 
 
No declarations of interest were made.  

 

  
 

3.  

Minutes and matters arising 
 
The previous minutes from the meeting held on Wednesday 5th February 
were approved to be an accurate record of the meeting.  
 

 

  
 

4.  

Action Tracker – For Review  
 
GP IT Support for Enhanced hours 
 
Tori O’Hare (TOH) apologised for the longstanding action, she reminded the 
group that meetings have taken place with Colin Skoyles and Matthew 
Newton from IT at Tameside and Glossop NHS Integrated Care Foundation 
Trust (ICFT). TOH highlighted that the operating framework had been 
mapped out and was shared with the Local Medical Committee (LMC) for 
further comments and noted that this has been shared with Primary Care 
Networks (PCNs) in addition.  
 
TOH proposed to close action.  
 
The Committee thanked TOH for her hard work and agreed to close action.  
 
Pharmacy First – Pharmaceutical Needs Assessment (PNA) 
 
TC recognised that James Mallion (JM) had recently presented a paper to the 
Tameside Strategic Partnership Committee (TSPC) and that at the previous 
PCCC meeting the Committee had agreed to keep the action open to 
continue to monitor the progress.  
 
JM added that Faisal Bokhari (FB) and Michelle Foxcroft are leading this, JM 
stressed that the Pharmaceutical Needs Assessment has been through 
various consultations including the Health and Wellbeing Board. JM 
acknowledged concerns regarding pharmacy provision, levels of sufficiency, 
and the implications for feedback to NHS England (NHSE). However, JM 
emphasised that the process is proceeding according to the expected 
timeline, with plans to have it signed off for publication by October, which will 
then be presented to the Health and Wellbeing Board.  
 
FB acknowledged concerns regarding Pharmacy Collective Action and the 
need to ensure sufficient provision. FB also noted discussions about reducing 
hours and issuing notices on commissioned contracts, emphasising that the 
PNA must continue to monitor Pharmacy Collective Action. 
 
TC reflected on the discussions at the Strategic Estates Group (SEG) on 
Wednesday, 25th March, it was noted that we are progressing towards a 
position where knowledge is being shared across all system partners, 
including the locations of pharmacies, to ensure comprehensive mapping. 
 
JM concurred with TC, noting that, outside of the PNA, these areas are not 
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part of our estates but still constitute valuable assets. 
 
TC further highlighted that the work conducted by Healthwatch will 
significantly impact the PNA. TC then asked whether this item should remain 
on the action log for PCCC and if there is any support that PCCC can provide 
to advance this action. 
 
The Committee proposed to keep the action open to continue to have regular 
updates and continue to monitor the position.  
 
Locally Commissioned Services Specification 2025/26 
 
TOH noted that during the TSPC meeting in February, there was broad 
support for the principles, ambition, and direction of travel, which aligned with 
the agenda of the February PCCC meeting. TOH noted that the budget is still 
to be confirmed. But highlighted that positive discussions were held regarding 
a standardised approach with Greater Manchester (GM) although 
acknowledging that no standardised approach currently exists. 
 
The Committee noted that all remaining actions are covered within the Locally 
Commissioned Services 2025/26 specification item on the agenda and 
agreed to close actions.  
 

  
5.  

Locally Commissioned Services 2025/26 Specification  
 
TOH informed the Committee that this builds on discussions from the 
December and February meetings. TOH noted that the paper confirms the 
proposed LCS specification for 2025/26, based on planning assumptions for 
budget setting and pending final confirmation of the Tameside locality budget 
and Beyond Core Contract Review (BeCCoR) indicators for 2025/26.  
 
The Primary Care Commissioning Committee was asked to: 
 
1. Approve the locality specification for 2025/26, acknowledging the context 

provided,  
 
2. Note the GM governance decisions outstanding, and, 

 
3. Be assured a further iteration will be shared if our planning assumptions 

require and that any in year changes will be brought through PCCC 
governance. 

 
TOH highlighted that the locality has formed a working group for LCS next 
year. Furthermore, TOH informed the Committee that the comprehensive 
specification had been shared prior to the meeting. TOH emphasised that the 
specification builds on the principle of consistency, aiming to streamline the 
presentation and articulate key deliverables and requests for PCNs.  
 
TOH stressed that the timelines have been shared with PCNs and practices, 
with the caveat that this is a draft to and subject to further GM planning noting 
that GM BeCCoR is still under governance review, and that the Tameside 
locality finance budget is yet to be approved and finalised. 
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TOH reminded the Committee that, at the previous meeting, Dr Alan Dow 
(West Pennine Local Medical Committee Secretary) had mentioned that 
conversations with the LMC had been lighter. TOH reassured the Committee 
that, since then, she has conducted multiple check-ins to secure LMC support 
and obtain strategic feedback to finalise the specification. 
 
TOH emphasised that since the previous specification, there have been a few 
minor amendments, as outlined in the illustrative image included in the 
papers. TOH informed the Committee that some changes pertain to the 
bundle previously included around Serious Mental Illness (SMI) healthchecks, 
which has been removed due to the GP contract changes at the end of 
February, taking SMI healthchecks out of the Quality Outcomes Framework 
(QOF). TOH reassured the Committee that, as a result, conversations have 
taken place with Dr Vinny Khunger (Clinical Lead for Mental Health Learning 
Disabilities and Autism) and Maulbrey Mugani (Head of Mental Health, 
Learning Disabilities and Autism) to ensure alignment with national and GM 
guidance. 
 
TOH highlighted the review of the population health bundle, including new 
schemes while building on existing ones. TOH pointed out that this is awaiting 
Faisal Bokhari and Sarah Hafeez to review the medicines optimisation 
bundle, focusing on progress made and broader coverage of medicines and 
clinical leadership. TOH stressed that Dr Kate Hebden (Clinical lead for 
General Practice Delivery) and Dr Asad Ali (Clinical Lead for General Practice 
Transformation) collaborated with Liz Sabel on the budget model, making 
adjustments to the paper and planning. 
 
On the other hand, TOH proposed a few minor adjustments to the 
specification in line with the locality's financial position within the alternative to 
hospital bundle. This includes an adjustment to the Assessment and 
Treatment of Minor Injuries Bundle, which has low activity volumes and 
limited impact on ICFT partners, thus posing minimal risk. Additionally, the 
Completion of Surgical Care Bundle also has low levels of activity, making it 
similarly low risk. Moreover, TOH stressed that the other changes include 
removing some of the budget from the Serious Mental Illness (SMI) bundle as 
this is currently a blank canvas but, TOH stressed that she will continue to 
work with GM for further clarity.  
 
Furthermore, TOH stressed that the final change is to not add tariff uplift to 
population health bundles as there is recognition across the locality that this 
is an innovative project which was reiterated by the Tameside Strategic 
Partnership Committee as this contributes to the GM Sustainability Plan.  
 
TC added a caveat to the lengthy discussion at TSPC. One principle to 
adhere to was making no decisions that might undermine practices already 
under pressure. TC stressed that there was recognition that the localities 
proposals were dependent on budgetary decisions. Clinical representatives 
acknowledged this and could accept the approach we are taking. 
 
JM recognised that the focus on population health is a positive step which as 
a locality we aim to do as much as we can in this area. JM noted that it is 
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encouraging to see a shift towards a population-focused PCN approach 
within the place-based model, which has its strengths. JM acknowledged that 
while we often face the challenge of acute delivery and preventive measures 
to address demand, it's important to emphasise that this is a priority for our 
locality. 
 
SSn acknowledged and thanked TOH for their pragmatic approach in 
supporting staff infrastructure and core delivery within the services. SSn 
emphasised that maintaining these efforts is crucial, and we aim to do as 
much as we can.  
 
In addition, the Committee noted that although Dr Kate Hebden was unable to 
attend due to conflicting clinic schedules, she had sent through some 
comments ahead of the meeting. The Committee acknowledged the 
importance of capturing her expertise in her absence. KH stated that she is 
"broadly happy with the specification" and thanked everyone for their 
collective efforts. KH also noted that the two sections in the medicine’s 
optimisation bundle that mention ‘10% reduction’ would benefit from 
clarification on whether this applies to a PCN or practice basis. 
 
FB responded by confirming that Payments for the Medicines Optimisation 
bundle will be determined based on individual practice achievement and will 
be paid to the PCN. The PCN will be provided with a breakdown of practice 
payment based on their achievement.  
 
TOH also stressed that she did discuss the final specification with Dr Asad 
Ali, Dr Kate Hebden and Dr Ashwin Ramachandra (Associate Medical 
Director) who are appreciative and supportive of the fact that the tariff uplift 
had been recognised and that the alternatives to hospital bundle are core 
General Practice.  
 
The Primary Care Commissioning Committee: 
 
Approved the locality specification for 2025/26, acknowledging the context 
provided. Noted the GM governance decisions. Was assured a further 
iteration will be shared if our planning assumptions require and that any in 
year changes will be brought through PCCC governance. 
  

6.  Any Other Business  
 
No other business was raised.  
 

 
 
 

7.  Date and Time of Next Meeting 
 
Wednesday 4th June 2025. 

 

 
Glossary 
 
ARRS – Additional Roles Reimbursement Scheme 
BeCCoR – Beyond Core Contract Review 
BMA – British Medical Association  
CCPL – Clinical and Care Professional Lead 
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CQC – Care Quality Commission 
DES – Directed Enhanced Service 
GM – Greater Manchester  
GP – General Practice  
ICB – Integrated Care Board 
ICFT – Tameside and Glossop Integrated Care Foundation Trust  
LCS – Locally Commissioned Services  
LMC – Local Medical Committee 
NHS – National Health Service  
NHSE – National Health Service England 
PCCC – Primary Care Commissioning Committee   
PCDIG – Primary Care Delivery and Improvement Group 
PCN – Primary Care Network  
PNA – Pharmaceutical Needs Assessment  
POG – Partnership Oversight Group 
QOF – Quality and Outcomes Framework 
SEG – Strategic Estates Group 
TGPA – Tameside General Practice Alliance Group 
TMBC – Tameside Metropolitan Borough Council  
TSPC – Tameside Strategic Partnership Committee 
UCDB – Urgent Care Delivery Board 



   
    
  

PRIMARY CARE COMMISSIONING COMMITTEE – ACTION LOG – PART A 
(For Review 04.06.25) 

 
 

 
Meeting  Item  Details of the issue  Details of action agreed  Action Lead  Due Date Status  

December 
2024 Pharmacy First 

It was noted that mapping 
the PNA in Tameside could 
be beneficial to provide 
targeted support. 

Tameside Urgent Care Delivery 
Board map the PNA in 
Tameside to provide actionable 
insights and support. 
 

UCDB  

05.02.25 SSn informed the Committee that PNA reported 
to the Tameside Strategic Partnership Board in 
December. Additionally, SSn noted that the Health and 
Wellbeing Board has been engaged in system mapping 
and that the Urgent Care Delivery Board (UCDB) is also 
supporting in mapping the PNA. 
 
Committee agreed to keep action open to continue to 
monitor the progress 
 
20.03.25 – James Mallion stressed that Faisal Bokhari 
and Michelle Foxcroft are leading this, JM stressed that 
the Pharmaceutical Needs Assessment has been through 
various consultations including the Health and Wellbeing 
Board. JM acknowledged concerns regarding pharmacy 
provision, levels of sufficiency, and the implications for 
feedback to NHS England. However, JM emphasised that 
the process is proceeding according to the expected 
timeline, with plans to have it signed off for publication by 
October, which will then be presented to the Health and 
Wellbeing Board. 
 
Committee agreed to keep the action open to continue to 
have regular updates and continue to monitor the 
position. 

 



    
 
 
 

 
 

PRIMARY CARE COMMISSIONING COMMITTEE 
 

Title of Subject: PCN Delivery Assurance Framework meetings 

Date of paper: 4th June 2025 

Prepared By: Lyndsey Whitwam  

History of paper: Third Paper 
 

Executive Summary: The Network Contract Directed Enhanced Service (DES) 
specification sets out the responsibility and expectation of PCNs 
and covers a range of structural and service delivery requirements.   
 
PCDIG agreed an assurance approach for the DES for 2023/24 and 
agreed to continue to use the same approach for 2024/25 with 
associated learning. 
 
This paper concludes the process for 2024/25 and confirms PCN 
visits have all been undertaken.    
 

Recommendations 
required of the 
Committee (for 
Discussion and 
Decision): 

Primary Care Commissioning Committee is asked to: 
 

1. note the PCN Delivery Assurance approach taken for 
2024/25 and the overview and assurance outcome per PCN 
as set out in section 3, and, 
 

2. consider any further opportunities and collaboration 
opportunities for this session.  

  
Alignment to the 
Locality Plan: 

The PCN DES aligns to the delivery of a number of areas of focus 
and underlying themes in the Tameside Joint Health & Wellbeing 
Strategy and Locality Plan.   

Alignment to GM 
Primary Care 
Blueprint: 
 

The PCN DES aligns to a number of chapters of the GM Primary 
Care Blueprint. 

Principles addressed 
by proposal (QIPP, 
national/regional 
policy etc): 

National Policy 

Direct questions to: Lyndsey Whitwam   
 

1. INTRODUCTION 
 



1.1 The Network Contract Directed Enhanced Service (DES) specification sets out the 
responsibility and expectation of PCNs and covers a range of structural and service 
delivery requirements.   
 

1.2 It was agreed that utilising the template mentioned in this paper below that four 
assurance meetings are held, one with each PCN to review the delivery position against 
the PCN DES specification.     
 

2. NETWORK CONTRACT DES OVERVIEW 
 

2.1 The 2024/25 Network Contract DES specification can be summarised by the elements 
listed below. 
 
• Organisational requirements 
• Additional Roles Reimbursement Sum 
• Supporting and improving resilience and care delivery 
• Improving health outcomes and reducing health inequalities 
• Targeting resource and efforts 
• Collaboration with non-GP providers to provide better care 
• Enhanced Access 

 
3. DELIVERY AND ASSURANCE FRAMEWORK 

 
3.1 The approach agreed for 2024/25 delivery and assurance oversight is based on 

learning from 2023/24 and delivered via the framework below.  The template was pre-
populated, as far as possible and shared ahead of each PCN Delivery and Assurance 
visit. The meetings were led by a GM IC Tameside officer and Clinical Lead to ensure 
Conflicts of Interest were managed. 
 
• Clinical and Professional Lead – General Practice Delivery 
• Clinical and Professional Lead – Quality  
• Primary Care Commissioning Manager 

 
Specification Element Measure/Assurance Oversight 
PCN Organisational 
Requirements 
Are all practice 
members active and 
engaged in the work of 
the PCN? 

• PCN Clinical Director (Y/N) 
• Attendance and engagement at PCN Board meetings 
• Allocation of leadership roles across member practices  
• Use of data and review of variation, opportunities, including sharing of best 

practice through Board/service delivery meetings 
• Patient engagement 

 
Additional Roles 
Reimbursement 
Scheme (ARRS) 
 

• Staffing model/skill mix 
• Utilisation/forecast of funding 

 

Supporting and 
improving resilience 
and care delivery 
 

• A PCN must work with, and support, its Core Network Practices to improve 
the quality and effectiveness of its delivery of the Network Contract DES, 
whether components are delivered at PCN or practice level.  

• To achieve this, the PCN must continuously work to improve patient 
experience and the care that patients receive. This involves ensuring 
effective allocation of funding and Additional Roles Reimbursement Scheme 
capacity across the PCN as well as supporting the effective configuration of 
practice capacity.  



• It also involves supporting the application of peer-review and continuous 
improvement techniques across Core Network Practices. 

Improving health 
outcomes and 
reducing health 
inequalities 
 

• A PCN must seek to improve health outcomes for its population using a data-
driven approach and population health management techniques in line with 
guidance and the CORE20PLUS5 approach48. The approach must include, 
but is not limited to, the following activities:  
 
a) use of insightful analytics, alongside improved data recording and use 
(including ethnicity), to target care and improve outcomes in populations 
groups where there is greatest opportunity; 
b) working with partners, including community pharmacy, to proactively 
identify and manage CVD risk, hypertension and raised lipids in line with 
nationally agreed guidance and pathways; 
c) reviewing cancer referral practice in collaboration with partners and 
working to improve early diagnosis; and 
d) working with partners to improve screening uptake, inclusive of breast, 
bowel and cervical cancer. 
 

• A PCN should actively seek to reduce health inequalities across its Core 
Network Practices in line with guidance and the CORE20PLUS5 approach. 
To address health inequalities, a PCN should work in partnership within local 
communities to deliver effective outreach and target care to address health 
inequalities that are amendable to primary care intervention. 

Targeting resource 
and efforts 
 

• A PCN must contribute to the delivery of multi-disciplinary proactive care for 
complex patients at greatest risk of deterioration and hospital admission, by 
risk stratifying patients and offering care in accordance with the guidance. 
This must be done as part of INTs, with the aim of reducing avoidable 
exacerbations of ill health, improving quality of care and patient experience, 
and reducing unnecessary hospital admission.  

• Other key requirements of a PCN are to:  
a) detail the measures a PCN will take to improve medicines optimisation and 
implement those measures, including ensuring medicines management and 
use of Structured Medication Reviews for high-risk cohorts, as specified in 
the Guidance. This should include medicines optimisation strategies for 
reducing polypharmacy, minimising risk of prescribing harm, reducing over-
prescribing and managing the risk of dependency on prescription drugs;  
b) provide access to a social prescribing service to those who may benefit, 
so as to help meet the practical, social and emotional needs that can 
otherwise affect health and wellbeing; and  
c) deliver an Enhanced Health in Care Homes service in accordance with the 
framework and guidance,  

• agreement with the commissioner for which care homes the PCN is 
responsible;  

•  identifying a lead GP (or other senior clinician) with responsibility for 
implementation of the EHCH framework for the agreed care homes, and to 
provide continuity of medical care; 

• co-ordinating an MDT meeting and associated actions, including the lead GP 
or clinician and care home staff; 

• delivering a weekly care home round; and  
• ensuring accurate coding of care 

Collaboration with 
non-GP providers to 
provide better care 
 

• A PCN must work with other PCNs, local community services providers, 
mental health providers, community pharmacy providers and other relevant 
health and social care delivery partners in the best interests of patient care. 
This includes developing and fostering strong relationships with other clinical 



leaders and commissioners to successfully manage the health and care 
needs of the populations they serve. 

Enhanced Access 
 

• A PCN must provide enhanced access between the hours of 6.30pm and 
8pm Mondays to Fridays and between 9am and 5pm on Saturdays (which 
are referred to in this Network Contract DES Specification as “Network 
Standard Hours”), in accordance with this Network Contract DES 
Specification and with the plan it previously agreed with the commissioner to 
deliver Enhanced Access (“the Enhanced Access Plan”). 

 
 
3.2 An overview of the meetings is noted in the table below,  

 
PCN Meeting Date Attendees Outcome 
Hyde 23rd April 2025 KH/LW/JH/QA/SC/SR Assurance in place 
Denton 12th May 2025 JBi/LW/ER/HP/SS Assurance in place 
Stalybridge 21st May 2025 KH/LW/GC/MT Assurance in place 
Ashton 21st May 2025 KH/LW/RJ/SR Assurance in place 

 
 

4. NEXT STEPS / RECOMMENDATIONS 
 

4.1 The meetings have provided both the assurance and oversight re delivery required but 
also created opportunity for shared learning, collaboration across the ICB and across 
PCNs and identified opportunities. Shared learning will be facilitated through various 
forums including Neighbourhood Leadership Group, TARGET and via PCN Business 
Managers network.    
 

4.2 Primary Care Commissioning Committee is asked to: 
 

1. note the PCN Delivery Assurance approach taken for 2024/25 and the 
overview and assurance outcome per PCN as set out in section 3, and, 

 
2. consider any further opportunities and collaboration opportunities for this 

session. 
 

 
 

 



    
 

 
 

PRIMARY CARE COMMISSIONING COMMITTEE 
 

Title of document: 2024/25 Locally Commissioned Services Delivery Oversight and Achievement 

Date of Paper:  4th June 2025 

History of paper: Specification was signed off at the start of the financial year. 

Executive 
Summary: 

The 2024/25 Locally Commissioning Service specification comprised a number of 
indicators and delivery bundles of care.  The delivery progress was reviewed by 
Primary Care Delivery and Improvement Group in January and in March 2025 and 
indicative outturn achievement was received by the Group in March, 
acknowledging this was just before year end.  This overview of the outturn position 
is presented here for ratification of the process. 
  

Recommendations 
required of the 
Committee (for 
Discussion and 
Decision):  

Primary Care Commissioning Committee is asked to:  
 

1. note the overview of 2024/25 LCS achievement, and, 
 

2. be assured on the oversight of this through reporting, data and 
evaluations, including the sharing of this through Neighbourhood 
Leadership Group.  

  
Patient and Public 
Involvement 
Impact: 
 

LCS delivery provides services to patients in line with need and/or eligibility as 
per the specification. 

Alignment to 
Locality Plan: 
 

The 2024/25 LCS specification aligns to the Tameside Joint Health & Wellbeing 
Strategy and Locality Plan through the following areas of focus and underlying 
themes: 

• Give Tameside children the best start in life 
• Help people stay well across the life course and detect illness earlier 
• Enable all Tameside residents to grow old with dignity and independence 
• All age mental health and wellbeing 
• Tackling inequalities in all our work 

Alignment to GM 
Primary Care 
Blueprint: 

The LCS specification aligns to a number of chapters of the GM Primary Care 
Blueprint including, but not limited to, integrated working in neighbourhoods, 
health inequalities, prevention, sustainability and quality improvement & 
innovation. 

Principles 
addressed by 
proposal (QIPP, 
national/regional 
policy etc): 

Local Policy  

Direct questions 
to:  

Tori O’Hare, Assistant Director Primary Care, Communities & Neighbourhoods 



1. INTRODUCTION 
 

1.1. The overview of the 2024/25 Locally Commissioning Service specification is shown in 
the illustration below. 
 

 
 

1.2. The funding mode and assessment process varies through the LCS framework, with 
aspects paid on a capitation basis, some based on achievement against standards or 
targets and some claimed on an activity basis.  The 2024/25 outturn achievement of 
each bundle is detailed in each section of this report.   
 

1.3. 2024/25 progress and indicative outturn achievement was discussed at Primary Care 
Delivery and Improvement Group in March, acknowledging this was just before year 
end; this overview of the outturn position is presented here for ratification of the process. 

 
2. POPULATION HEALTH FOCUSSED NEIGHBOURHOOD DELIVERY PLAN  

 
2.1. Across the 4 PCNs there were 18 approved schemes. Evaluations have taken place 

throughout the year with feedback on what was working well, collaboration opportunities 
and ideas for future evaluation reporting. 
 

2.2. Partnership Oversight Group evaluate the reports throughout the year with PCN 
Business Managers attending to present the work they have done along with challenges 
they have encountered.  This is great for cross learning and initiates discussion inter 
PCN.   

 
2.3. The table below gives an overview of the schemes per PCN and some high level 

feedback given.  There is a clear alignment to strategy and locality plan in all schemes, 
evaluations show funding received and utilisation. 

  



Scheme Scheme Summary Feedback Summary 
Ashton PCN 
Early Cancer 
Diagnosis 

Early diagnosis of cancer focuses on detecting symptomatic patients as early as 
possible to they have the best change of successful treatment.  When cancer 
care is delayed or inaccessible there is a lower chance of survival, greater 
problems associated with treatment and higher costs of care. 

The aim of the project is to continue to share information with patients around 
signs and symptoms of cancer to ensure that it is detected as early as possible, 
raise screening figures – with a particular focus on breast screening and a 
reduction in inequitable uptake of screening in population groups identified by 
practices.  Increase in the proportion of cases where cancer diagnoses are 
reviewed and learnt from. 

Strong proactive and preventative care approach 
with MECC embedded, data sharing within PCN 
Board to drive shared learning and focus on 
improvement and addressing variation.  System 
collaboration and working in community spaces 
is visible. 

Ageing Well The project aims to improve the quality of life for patients aged 65 and over with 
moderate to severe frailty, those in care homes, and patients with dementia within 
the Primary Care Network (PCN). Additionally, the scheme intends to offer support 
and signposting to carers and families. The project will employ three care 
coordinators (funded through ARRs) who will work with GP practices and the wider 
multidisciplinary team (MDT) to conduct comprehensive reviews and referrals, 
develop personalised care plans, and ensure continuous monitoring and 
improvement. 

The project does not duplicate the work of Integrated Urgent Care Teams (IUCT) 
and district nurses, but rather works collaboratively. 

Clear proactive and preventative care approach. 

Engagement 
for All 

Health inequalities have been documented between population groups across at 
least four dimensions: 

• Socio-economic status and deprivation: eg unemployed, low income, people 
living in deprived areas (eg poor housing, poor education and/or 
unemployment). 

• Protected characteristics: eg age, sex, race, sexual orientation, disability 
• Vulnerable groups of society, or ‘inclusion health’ groups: eg vulnerable. 

migrants; Gypsy, Roma and Traveller communities; rough sleepers and 
homeless people; and sex workers 

Strong proactive, preventative care offer, 
community events seem to be gathering pace 
which is good and follow up activity is illustrated. 



• Geography: eg urban, rural. 
 
Ashton PCN recognise high numbers of patients in these dimensions and have 
developed a project, working closely with community partners  to increase the 
proactive and preventative care for these patients, establishing relationships and 
trust. 

Denton PCN 
Early Cancer 
Diagnosis 

The aim of this project is to delivery proactive cancer care through: 
• Review quality of referrals for suspected cancer 
• Ensure a consistent approach for monitoring patients who have been 

referred 
• Ensure all patients receive info on why the referral, the importance of 

attending, where they can access further support 
• Improve uptake of screening programmes 
• Peer to peer learning to look at data and trends, late referrals (multiple 

presentations) and late diagnosis. 

Clear proactive, preventative care approach, 
data discussed by PCN Board to drive shared 
learning and focus on improvement and 
addressing variation.  Clear progress in data 
though with variation across practices 
demonstrated. 

Care of 
Moderately 
Frail in the 
Community 

Currently older people with moderate to severe frailty often present in crisis, 
however with early identification and clear consideration of ways to optimise care, 
frailty can be managed effectively within primary care.  This proposal aims to shift 
the current reactive approach to one which is supplemented with a systematic and 
proactive primary care offer in partnership with other services already in place. 
The GMS Core contract element for frailty and the LCS for Palliative/end of life 
concentrates on severe frailty (e FI scores). This project aims at ongoing proactive 
care and management of patients with moderate frailty as per CFS/Rockwood 
Score of 6 who are living in their own homes within the DAD community.  

Data presentation shows progress. 

Men’s 
Inequalities 

This project, across two priority groups, aims to: 
 

• Reduce health inequalities for targeted patients 
• Reduce social isolation 
• Increase referrals into community groups i.e. men’s/ethnic minorities etc 
• Establish monthly evening/weekend drop-in sessions for all patients 

including luncheon/cafés to introduce local groups to patients 
 
Our two priority groups would be: 

Visibility of integrated working through lifestyle 
events and a strong proactive, preventative care 
approach. 



 men under 40 years who have no LTC (as this would be funded by QOF).  
Those under 40 are not eligible for an NHS Healthcheck so this cohort of 
patients are not funded via other sources. 

 Patients from ethnic minority groups 
GP led Care 
Home Ward 
Rounds 

This project is an enhancement on the care home ward rounds requirement of 
the PCN DES and delivers GP led ward rounds.  The project aims to improve the 
quality and consistency of these ward rounds and improve relationships between 
the practice and care home. 

Data presentation shows progress. 

Weight 
Management 

This project aims to focus on addressing inequalities by focussing on patients not 
attending the practice; it aims to: 
 

• Identify patients who do not have a BMI recorded  
• Increase the numbers of patients recorded with a BMI 
• Improve health outcomes for the above patients 

 
The project will work closely with community partners to provide community clinics 
to educate patients and sign patients Neighbourhood Services . 

Visibility of integrated working through lifestyle 
events and a strong proactive, preventative care 
approach. 

Hyde PCN  
Complex 
Care Team 

This project funds complex case nurses working in the community with patients 
with complex health and social care needs to prevent hospital admissions and 
GP visits, they also support the reduction in re admission rates and early 
discharge from hospital. 
Care planning is a key part of their role, along with social prescribing. The 
nurses work closely with the care homes in Hyde, this work has been widely 
praised by different organisations as the support given to the patients has seen 
an increase in the quality of care these patients have received.  They also work 
closely with the pharmacist employed part of our PCN to ensure medications are 
optimised.   

Visibility of system working, strong narrative of 
proactive care, qualitative and quantifiable 
outcomes are clear to see. Comprehensive 
report and awareness of progress, barriers and 
next steps. 

LD Nurse This project funds a PCN LD specialist nurse, offfering additional capacity to 
practices to provide in depth, holistic learning disability health assessments and 
maximising the annual review’s full potential.  This creates support not only for 
the patient but to their family and carers, ensuring sufficient care is in place to 
meet all patient’s needs. 
 

Clear visibility of system working.  Recognition 
this is great work but hard to evaluate and so is 
not planned to continue as an additionality to LD 
Healthchecks DES beyond March 2025.   



By taking the time to facilitate annual health checks in this approach, the LD 
nurse is also able to assist the patient in building awareness in sexual health, 
self-examination and promoting social stimulation activities. 

Hypertension 
Case Finding 

This project, arising from data review to establish where the PCN are outliers 
and have health inequalities, focusses on engaging patients aged 18 -40, and 
looking at education as to the importance of blood pressure and ways in which to 
avoid becoming hypertensive.  This will be delivered through community 
outreach with the theme of the message being “know your numbers”.   

Strong narrative of proactive, preventative care.  
Shows engagement and responsive offer 
adapting and flexing with learning. 

Acute Frailty This project funds a GP to conduct home visits with our most complex patients, 
referred from our complex care nurses following their initial assessment.  This 
funded project ensure the extended time for the most complex patients and 
enables a full personalised care assessment, discussions with family and 
ensures the patient’s and families wishes can be heard and understood.  This 
work is carried out avoid a crisis and allowing the patient to live well and at home 
for longer.  

Recognition this is great work but hard to 
evaluate and so is not planned to continue 
beyond March 2025 in this exact format, strong 
narrative of personalised care. 

High Intensity 
Users 

This project, in conjunction with NWAS and UTC will work with high intensity 
users, the GP at Healthy Hyde will be in a better position to identify those 
patients who may be vulnerable, and /or have lifestyle, behavioural or social 
factors that are impacting on primary and or secondary care usage.  

The GP will also offer extended 30-minute appointments to patients who are 
inappropriate HIU of A&E / UTC 

The GP will work directly with our wellbeing team along with, paramedic, 
complex care nurses, dementia nurses and mental health nurse (MDT) as how 
to best support these cohorts of patients, either medically or socially. 

Visibility of system working. Strong narrative of 
proactive care, recognition this is a complex 
cohort and wider determinants impact. 

Community 
Wellbeing 

This project funds health and wellbeing practitioners who undertake work in local 
schools and community groups in collaboration where applicable with other 
services.  This includes: 

• working with 22 schools delivering interventions and working with identified 
children based on a range of wider determinants factors.  Established 
school holiday camps to provide support for these children through the 
holidays these have been running for 2 years and have helped many 
struggling children and families in this time.   

Visibility of system working, comprehensive 
summary of range of events/sessions and 
breadth of offer, the growth in the offer since this 
scheme was started, strong narrative of 
proactive, preventative care. 



• Specific luncheon clubs each month where we discuss various health 
issues including cancer, tobacco use, screening, menopause etc, we 
usually have a GP who attends, cancer alliance, being there, answer 
cancer, Macmillan.  Creating videos for practices in several languages to 
help support those patients who don’t speak English, covering the subjects 
that are covered at the clubs.   

• Delivering wellbeing sessions for our communities at key community 
locations, including for South Asian men and women, those people who 
are experiencing food poverty, those who maybe lonely.  Educational 
sessions on accessing care, such as what to do in Ramadan if you have a 
health condition. 

Stalybridge PCN 
Moderately 
Frail 

The project aims to improve the quality of life for patients aged 65 and over with 
moderate frailty, those in care homes, and patients with dementia within the 
Primary Care Network (PCN). Additionally, the scheme intends to offer support 
and signposting to carers and families. The project will employ three care 
coordinators (funded through ARRs) who will work with GP practices and the wider 
multidisciplinary team (MDT) to conduct comprehensive reviews and referrals, 
develop personalised care plans, and ensure continuous monitoring and 
improvement.  The project does not duplicate the work of Integrated Urgent Care 
Teams (IUCT) and district nurses, but rather works collaboratively. 

Comprehensive report and awareness of 
progress and assessment v KPIs, barriers and 
next steps, visibility of system working, strong 
narrative of proactive care. 

Management 
of 
Gestational 
Diabetes 

Gestational Diabetes Mellitus (GDM) affects approximately 16 out of every 100 
pregnant women. Despite its prevalence and the significant risk it poses for the 
development of Type 2 Diabetes (T2DM), GDM is often poorly managed in primary 
care. This is largely due to the lack of funding mechanisms such as QOF or IIF 
specifically for GDM management. This project aims to address this gap by 
implementing a structured program within Stalybridge PCN to improve the long-
term health outcomes for women with GDM. 

Comprehensive report and awareness of 
progress and assessment v KPIs, barriers and 
next steps, qualitative outcome aims visible – 
recognising scheme is new in 2024/25, 
acknowledge this scheme will have longer term 
benefits not currently supported by datasets, 
strong narrative of proactive, preventative care.  

Cancer The project aims to support practices and the wider neighbourhood with 
prevention and early detection of cancer within the PCN and intends to offer 
support and signposting to carers and families. The project will ensure 
comprehensive cancer reviews, social referrals, develop personalised care plans, 
and ensure continuous monitoring and improvement. 

Comprehensive report and awareness of 
progress and assessment v KPIs, barriers and 
next steps, qualitative outcome aims visible. 



The project will coordinate practices to undertake detailed and targeted work in 
areas of cancer screening, including cervical, bowel, breast and lung and prostate 
(when appropriate), with an aim to achieve above national or QOF targets. This 
ethos means that the portion of the population who do not usually come forward 
for screening, or who experience inequalities will be targeted. Initiatives and 
outside the box thinking will be coordinated, such as accessible screening clinics 
and patient education soapbox opportunities within the community.  

Additionally, the project will support practices with ongoing learning, training and 
development with symptom recognition and local pathways. 

LD & SMI The project aims to support practices and the wider neighbourhood with 
supporting patients who have a SMI or LD, and support their families. The focus 
will be to achieve a high number of SMI and LD reviews, above local and national 
targets and supporting family and patients. Reviews will be made more accessible 
by conducting them in a suitable environment, not necessary in a healthcare 
setting, for example reviews may be conducted at home.  

The project will coordinate practices to undertake detailed and targeted work on 
patients who typically do not engage, including liaising with other stakeholders 
such as teams within Pennine Care. Additionally, the project will support practices 
with ongoing learning, training and development with symptom recognition and 
local pathways. 

By integrating onwards referrals, supporting carers, promoting general health 
advice, and offering flexible service delivery, the project provides a 
comprehensive and patient-centred care model that exceeds the standards set by 
IIF, DES, and local schemes. 

Comprehensive report and awareness of 
progress and assessment v KPIs, barriers and 
next steps. Interconnectivity and MECC 
approach visible. 

 

 



3. QUALITY – CVD & DIABETES 
 

3.1. This component of the specification was introduced as part of the transition year moving 
from 10 CCG developed schemes towards consistency within GM General Practice 
quality schemes.  This specification takes a quality focus, using a population health 
management approach and adopting use of a digital risk stratification tool, to prioritise 
those with known CVD or Diabetes who are at highest risk for review.   
 

3.2. The payment mechanism structure for this element of the LCS is £3 per head of 
population and is paid on a threshold achievement basis; there is no exception reporting.  

 
Threshold payment:  
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. Year end achievement shows all practices achieved the lower threshold; 29 practices 

achieved the upper threshold for this aspect of the specification.  
 

4. QUALITY – SMI HEALTHCHECKS 
 

4.1. This bundle provides support to general practice for mental health services, and is 
designed to secure improvements in physical health care for people with Severe and 
Enduring Mental Illness (SMI) within primary care via SMI Health Checks.  
 

4.2. The Mental Health bundle for 2024/25 is designed to build on the requirements through 
QOF for practices to maintain and register and offer health checks to all adults with a 
Severe and Enduring Mental Illness (SMI).  The LCS specification requires Health Action 
Plans, for those patients, with an additional focus on those who have not had a check 
within the last 2 years.  

 
4.3. The payment under this bundle will recognise the collective achievement across the 

PCN of a 60% threshold and is based on proportional share of registered patients on 
the SMI registers.  There is no exception reporting on this bundle. There is an additional 
requirement that 10% of the activity should directly include people who have not had a 
health check in the last 2 years.   
 

4.4. Year end achievement shows 3 of the 4 PCNs achieved the 100% payment threshold 
for the delivery of SMI healthchecks, one PCN qualified for 40% payment based on their 
achievement level.  PCN achievement for the requirement for activity relating to those 
not coming forward for a healthcheck in the last 2 years is being reviewed and will be 
processed once data extract is available.  

 
5. QUALITY – IMPROVING MEDICINES OPTIMISATION  

 
5.1. This aspect of the specification set a number of indicators across four overarching 

themes, sustainability, medicines safety, antimicrobial stewardship and value for money, 
in line with NHS GM Medicines Optimisation priorities and national priorities.  
 



5.2. All PCNs successfully met the targets across all Sustainability, Medicines Safety, and 
Value for Money indicators. Regarding the Antimicrobial Stewardship (AMS) indicator, 
which formed part of the Greater Manchester specification, performance was as follows: 

• Quality Improvement (QI) indicator: Achieved by all practices. 
• Reduction in overall antibiotic prescribing: 

o 20 practices achieved 100% of the payment. 
o 4 practices achieved 75% of the payment. 
o 5 practices achieved 50% of the payment. 
o 2 practices achieved 25% of the payment. 

• Broad-spectrum antibiotic prescribing: All practices met the target, with the 
exception of one. 
 

6. ALTERNATIVES TO HOSPITAL/CLINIC BASED SERVICES  
 

6.1. This bundle of the specification consists of two parts.   
 

Capitation Payments Activity Based 
• Anticoagulation 
• 12 Lead ECG 
• DVT Services 
• Spirometry 
• Phlebotomy 

 

• Minor Injuries 
• Earwax Removal 
• Completion of Episode of Surgical Care 
• Shared Care Protocol 
• Dermatoscopy 
• Ring Pessary Replacement 
• Hormonal Implants 
• IUCD for Non-contraception 
• Insulin Initiation 

The has been paid based on 30% 
at sign up and 17.5% at the end of 
each quarter.   
Activity data has been reviewed to 
ensure provision.   

This aspect has been paid on a claims basis and 
reflecting the delivery model for each practice. 

 

 

7. PUBLIC HEALTH SERVICES  
 

7.1. In 2024/25 Public Health was included as a bundle within the LCS specification but 
managed and claimed directly from TMBC; covers the following services: 
 

• NHS Health Checks 
• LARC 
• Smoking Cessation 
• Weight Management  

 
8. RECOMMENDATIONS 
 
8.1. Primary Care Commissioning Committee is asked to:  
 

1. note the overview of 2024/25 LCS achievement, and, 
 



2. be assured on the oversight of this through reporting, data and evaluations, 
including the sharing of this through Neighbourhood Leadership Group. 

.  
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LOCALLY COMMISSIONED SERVICES 2025/26 – OVERVIEW AND 
PRINCIPLES 

 

Background, Introduction and Context 

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

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

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

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

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

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

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

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

mailto:publichealth.enquiries@tameside.gov.uk


 

4 
 

LCS Framework 
 

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

 

Outcomes and Funding 
 

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

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

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

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

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

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

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

SITREP 

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

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

Service Components 
 

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

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

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

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

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

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

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

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

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

•  CVD & Diabetes 
 

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

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

mailto:gmicb-tameside.primarycareteam@nhs.net
https://gmintegratedcare.org.uk/gtkwtg/


 

8 
 

are included in this single specification.  The achievement targets are set recognising this as 
year two of this specification.  

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

• Improving Medicines Optimisation 
 

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

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

 
• Elective Care 

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

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

 

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

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

• Anti-coagulation 
• 12 lead ECG 
• DVT services 

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

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

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

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

The specifications within this bundle are included at Appendix 3. 

Access to Support   
 

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

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

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

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

Capitation Based – WLS £6.50 

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

Capitation Based – WLS 
 

£1.70 
 

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

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

£5.30 
 
Tariff detailed in 
individual specifications 

 
For claim based aspects of the LCS specification practices or PCNs (subject to the model of 
service delivery) are required to submit timely claims.  Claims should be received no later than 
3 months after the end of the quarter in which that activity relates.   
 
An overview of the assessment of outcomes and delivery requirements of the LCS framework 
is set out in Appendix 4.   
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Locally Commissioned Services 2025/2026 – PCN Sign Up Schedule 
 

PCN Name:  

 

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

 

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

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

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

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

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

 
 

Signed for the PCN by: ___________________________________________ 

 

Name: _____________________________________________ 

 

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

Practice Name Signed By Name 
   
   
   
   
   
   
   
   

 

 

Completed forms to be scanned and submitted by email to:  

gmicb-tameside.primarycareteam@nhs.net 

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

mailto:gmicb-tameside.primarycareteam@nhs.net
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Appendix 1 - POPULATION HEALTH FOCUSSED NEIGHBOURHOOD 
DELIVERY PLAN 
 

Background and Introduction  

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

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

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

Tameside In Context – 2023 

 

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

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

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

Scope 

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

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

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

minimum of quarterly. 
 
Payments / Conditions Attached to Payments 

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

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

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

 

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

PCN name [insert name] PCN 

Scheme/project name Project Title 

Scheme funding – annual 
amount  
 

Eg £70,000 

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

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

Original date this scheme was 
approved by Partnership 
Oversight Group  

Scheme originally approved [insert date]  

Brief summary of the aims 
and intentions of the scheme 

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

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

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

Key actions / priority areas for 
focus in 2025/26  
 

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

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

  

  
Confirmation of approval at 
PCN Board meeting 

PCN Board meeting date:  

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

NDG meeting date of approval:  

NDG feedback: eg: 

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

Background and Introduction  

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

CVD & Diabetes 
 

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

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

Threshold payment:  

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

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

 

GM Enhanced LTC 

Scheme - Diabetes and CVD updated 2025.26 Final.docx 

 

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

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

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

 
PCN Requirements 

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

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

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

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

Communication and 
Information Sharing 

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

Quarterly Reporting 
and Follow-Up 
Meetings 

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

Bi-Monthly PCN/MO 
Team Meetings 

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

Adherence to GMMMG 
Recommendations 

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

 

Themes and Indicators 

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

Sustainability  

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

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

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

ePACT Reports  
Quarterly 
Progress 
Reports/NHS App 
Dashboard  

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

10% reduction each   

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

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

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

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

Business 
Intelligence 
Report  
Quarterly 
Progress 
Reports  

Medicines 
Safety  

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

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

Quarterly High 
Dose Opioid 
Patient Register  
Quarterly 
Progress 
Reports  
Business 
Intelligence  

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

Active participation and 
the completion of 
assigned actions  

Attendance 
records  
Action Logs  
Quarterly 
Progress Report  

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

10% reduction  SMASH 
Dashboard   

Antimicrobial 
Stewardship  

GM AMS Standard 2025/26   
  

  

GM Tableau  
Individual 
Practice 
Submissions  

Value for 
Money  

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

10% reduction  

Business 
Intelligence  
Submission of 
monthly 
intervention log  

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

10% reduction   

Business 
Intelligence  
Submission of 
monthly 
intervention log  

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

Business 
Intelligence  
Submission of 
monthly 
intervention log  

 

Payment: 

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

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

Category Payment 
allocation 

Baseline 
Payment 

Quarter 3 
Payment 

End of 
Year 
Payment 

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

 

 

Elective Care 
 

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

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

https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://www.england.nhs.uk/medicines-2/items-which-should-not-be-routinely-prescribed/
https://gmmmg.nhs.uk/rag/rag-dnp-adult/#:~:text=%E2%80%9CDo%20Not%20Prescribe%E2%80%9D%20status%20may,%E2%80%9CDo%20not%20do%E2%80%9D%20recommendation.


 

20 
 

largest apparent opportunities to manage more patients outside of secondary care (when 
compared with peers).   

 

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

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

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

 

GM Elective Quality 

Improvement Scheme 2025.26 final post PCCC.docx 

 

 

 

Payments / Conditions Attached to Payments 

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

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

Background and Introduction  

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

2526 anticoag.docx

 

12 lead ECG 

2526 12 lead 

ECG.docx  
DVT Services 

2526 DVT 

services.docx  

Spirometry 

2526 

spirometry.docx  
Phlebotomy 

2526 

phlebotomy.docx  

  

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

Earwax Removal 
2526 ear wax 

removal.docx  

Ring Pessary 
Replacement 
 

2526 ring 

pessary.docx  
Shared Care 
Protocol Delivery 
 

2526 shared care 

v3.docx  

Hormonal Implants 
 2526 hormonal 

implants.docx  

Dermatoscopy 
2526 

dermatoscopy.docx  

Insulin Initiation  
 2526 insulin 

initiation.docx  
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IUCD for Non-
Contraception 
Reasons 
 

2526 IUCD 

non-contraception.docx 

 
 

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

Primary Care Network Requirements 

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

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

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

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

Outcome/Aim Assessment Timescale/ Frequency 

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

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

    

Neighbourhood 
Plan 

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

Review by POG and shared 
with Neighbourhood 
Leadership Group 

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

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

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

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

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

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

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

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

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

 April 2025 

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

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

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

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

 
tbc tbc 

    

Improving 
Medicines 
Optimisation 

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

ePACT Reports 
Quarterly Progress 
Reports/NHS App Dashboard 

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

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

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

Complete by end of March 
2026 
 

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

  

Business Intelligence Report 
Quarterly Progress Reports 

Complete by end of March 
2026 
 

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

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

Complete by end of March 
2026 
 

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

Attendance records  
Action Logs 
Quarterly Progress Report 

Complete by end of March 
2026 
 

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

SMASH Dashboard Complete by end of March 
2026 

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

As set out in embedded spec 

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

• High Cost Drugs (list to be provided)  

Business Intelligence 
Submission of monthly 
intervention log 

Complete by end of March 
2026 

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

Quarterly Progress Reports 

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

    

Elective Care 

Quality Improvement: Referral Management  
 

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

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

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

    

Alternatives to 
Hospital 

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

Assessment by coding search 
and any PPV 

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

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

Receipt of claims and any PPV Submission of claims 
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TAMESIDE PRIMARY CARE COMMISSIONING COMMITTEE  

 
Title of document: Enhanced Optometry Primary Care Service Commissioning 

Intentions 

Date of paper: 4 June 2025 

History of paper: First time at Tameside Place Based Primary Care Commissioning 
Committee (PCCC)  

Executive Summary: In 2022 all locality contracts in Greater Manchester were 
amalgamated into one contract with Primary EyeCare Services Ltd. 
Each locality commissions a suite of enhanced optometry services 
including in NHS Greater Manchester (Tameside) the Community 
Urgent Eyecare Service (CUES), Pre & Post Cataract and Glaucoma 
Repeat Reading, Glaucoma Enhanced Referral Service (GERS), 
Glaucoma Community Monitoring Service. All of the enhanced 
optometry services are designed to reduce unnecessary 
appointments with GP, secondary care and attendance at eye 
casualty, whilst enabling patients to receive treatment at high street 
/ independent optometrists within a neighbourhood setting. The 
contract end date was 31 March 2024. 

Tameside Strategic Partnership Committee (TSPC) on 20 December 
2023, noted and approved the contract extension, and to direct 
award (via a waiver process) for up to 24 months (to cover the period 
01 April 2024 to 31 March 2026), noting the option to terminate the 
contract within the notice period. 

To ensure consistency in approach across Greater Manchester (GM) 
Integrated Care System, GM contracting Team continue to enact: 

• Locality level decisions remain for Continuing Healthcare and 
Primary Care providers with contracts such as GMS, PMS 
and APMS.   
 

• Consolidation of contracting (service specifications aligned, 
simplified or consolidated) and finance payment for each 
NHS and acute Independent Sector (IS) provider.  

 
The proposals have been discussed with the GMIC who endorses 
the pragmatic approach to direct award contracts where appropriate 
but in doing so, not committing one-off resources funding that we 
won’t have available to us in the future.   
  

Recommendations 
required of the 
Committee (for 

• receive the report, by way of an update, on the ongoing NHS 
Greater Manchester planning process for 2025/26.  
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Discussion and 
Decision): 

• note that TSPC on 20 December 2023, approved the contract 
extension, and to direct award C for up to 24 months (to cover 
the period 01 April 2024 to 31 March 2026), noting the option to 
terminate the contract within the notice period.  

• note that to ensure consistency in approach across GM, 
Locality contracts for Primary EyeCare Services Ltd were 
extended for one year initially to 31 March 2025. 

• make a recommendation to GM PCCC to align the locality 
contracts and approve a 12-month direct award C contract to 
Primary Eyecare Services Ltd (to cover the period 01 April 2025 
to 31 March 2026) to ensure consistency in approach across 
GM.  

• PCCC to have oversight of the contract and activity delivery 
(as set out above).  

 
Patient and Public 
Involvement Impact 
 
 

N/A 

Alignment to Locality 
Plan:  

Primary EyeCare Services Limited support the following outcomes: 
Help people stay well and detect illness earlier; recover core NHS 
and care services and support achievement of financial 
sustainability; which in turn can help people get into – and stay in – 
good work. This tackles inequalities to deliver healthy places with 
accessible and inclusive services; help people stay well across the 
life course and detect illness earlier and enable all Tameside 
residents to grow old with dignity and independence. 

Alignment to GM 
Primary Care Blueprint:  

Primary EyeCare Services Limited deliver a suite of enhanced 
optometry services that are designed to reduce unnecessary 
appointments with GP, secondary care and attendance at eye 
casualty, whilst enabling patients to receive treatment at high street 
and independent optometrists within a neighbourhood setting. The 
enhanced services preventative approaches that address 
Inequalities. This supports the following key missions within the 
Greater Manchester Model for Health greater-manchester-primary-
care-blueprint-october-2023.pdf: Helping people stay well and 
detecting illness and The recovery of core NHS and care services 
earlier and achieving financial sustainability 

Principles addressed by 
proposal (QIPP, 
national/regional policy 
etc): 

N/A 

Direct questions to:  Louise Roberts, Senior Service Redesign Manager  

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmpcb.org.uk%2Fwp-content%2Fuploads%2Fgreater-manchester-primary-care-blueprint-october-2023.pdf&data=05%7C02%7Chenry.hart-watson%40nhs.net%7C83079141d2ef40e5e30508dd9d415eea%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638839626266401250%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=oU9xlUceQp9%2BtW2KrFoVCTwv0Y6jWs%2BVkCsiJSTHRvs%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmpcb.org.uk%2Fwp-content%2Fuploads%2Fgreater-manchester-primary-care-blueprint-october-2023.pdf&data=05%7C02%7Chenry.hart-watson%40nhs.net%7C83079141d2ef40e5e30508dd9d415eea%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638839626266401250%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=oU9xlUceQp9%2BtW2KrFoVCTwv0Y6jWs%2BVkCsiJSTHRvs%3D&reserved=0
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NHS Greater Manchester (Tameside) 

 

 
 
PURPOSE OF REPORT:  
 
This paper is presented to the Primary Care Commissioning Committee (PCCC) to provide an update on 
the ongoing NHS Greater Manchester (GM) planning process for 2025/26 and to provide details of locality 
contract for health services to the Tameside population which will come to an end on 31 March 2025 (with 
no option to extend) and the proposed future contracting arrangements for these services in 2025/26 for 
approval.  
 
Primary Care Commissioning Committee note that the intention is to direct award contract to Primary 
Eyecare Services Ltd to deliver the Community Urgent Eyecare Service, Pre / Post Cataract Assessment 
Service and Glaucoma Repeat Reading / Glaucoma Enhanced Referral Refinement Scheme / Glaucoma 
Community Monitoring in NHS Greater Manchester (Tameside) from 1st April 2025 to 31st March 2026. 
Due to the procurement regulations (PSR), the longest that we can award another contract for is 1 year, 
as a direct award C. Tameside Strategic Partnership Committee (TSPC) approved this on 20 December 
2023. 
 
The NHS Greater Manchester (Tameside) service is part of a Greater Manchester wide contract and once 
approved by Primary Care Commissioning Committee a request for financial approval will go to GM STAR 
panel and approval of a new contract will be sought via direct award C under the provider selection regime 
(PSR) regulations. 
 

MEETING: Primary Care Commissioning Committee 

TITLE OF REPORT: Enhanced Optometry Primary Care Service 
Commissioning Intentions 

DATE OF MEETING: 4 June 2025 
FILE CLASSIFICATION:  
FILE VERSION NUMBER/DATE:  

AUTHOR/S: Louise Roberts, NHS Greater Manchester 
(Tameside).  

WHICH GROUP HAS PRODUCED THIS PAPER 
(IF APPLICABLE):  

PRESENTED BY: Stephanie Sloan 

PURPOSE OF PAPER:   
Decision Requested: 
For Discussion: 
For Noting/Information: 
Financial Implication:    

 

Yes  ☒           No  ☐     

Yes  ☒           No  ☐ 

Yes  ☒           No  ☐ 

Yes  ☒           No  ☐ 
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The indicative cost of this service to the locality for the 25/26 financial year is: £505,790 (Outturn at month 
twelve). 
 
1. BACKGROUND  
 
1.1 In 2022 all locality contracts in Greater Manchester were amalgamated into one contract with 

Primary EyeCare Services Ltd. Each locality commissions a suite of enhanced optometry services 
including in NHS Greater Manchester (Tameside) the Community Urgent Eyecare Service (CUES), 
Pre & Post Cataract and Glaucoma Repeat Reading, Glaucoma Enhanced Referral Service 
(GERS), Glaucoma Community Monitoring Service. All of the enhanced optometry services are 
designed to reduce unnecessary appointments with GP, secondary care and attendance at eye 
casualty, whilst enabling patients to receive treatment at high street / independent optometrists 
within a neighbourhood setting. The contract end date was 31 March 2024. 

1.2 Tameside Strategic Partnership Committee (TSPC) on 20 December 2023, noted and approved 
the contract extension, and to direct award (via a waiver process) for up to 24 months (to cover the 
period 01 April 2024 to 31 March 2026), noting the option to terminate the contract within the notice 
period. 

1.3 To ensure consistency in approach across Greater Manchester (GM) Integrated Care System, GM 
contracting Team continue to enact: 

1.3.1 Locality level decisions remain for Continuing Healthcare and Primary Care providers 
with contracts such as GMS, PMS and APMS.   

1.3.2 Consolidation of contracting (service specifications aligned, simplified or consolidated) 
and finance payment for each NHS and acute Independent Sector (IS) provider.  
 

1.5 The proposals have been discussed with the GMIC who endorses the pragmatic approach to direct 
award contracts where appropriate but in doing so, not committing one-off resources funding that 
we won’t have available to us in the future.   

 

2. DEVELOPMENTS 
 

2.1 In February 2025 GM Finance teams approved tariffs for the 2024/25 contract to ensure 
consistency across all localities. Discussions are ongoing regarding the transfer of these budgets 
to be centrally led and managed.   

 
2.2 Primary EyeCare Services Ltd now submit their activity as part of the Secondary Uses Service 

(SUS) outpatient activity dataset. Based on NHSE advice and guidance under 2024/25 Elective 
Recovery Fund (ERF) rules, NHS GM is entitled to receive additional ERF monies for applicable 
outpatient performance. Where local tariffs are applied the refund value is mapped to the most 
relevant outpatient procedure or appointment national tariff.  
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2.3 This has benefitted NHS GM by ensuring reporting increased outpatient activity to achieve the ERF 
performance targets and are being refunded above cost where local tariffs apply (alleviates cost 
pressures in locality budgets). 

2.4 The GM sustainability team have noted the following key points in relation to this contract:  

2.4.1 ERF refunds helps to mitigate pressure to reduce locality budgets - wider GM system 
benefitting from the services due to ERF refunds above cost.    

2.4.2 Timescales for System Wide GM review to ensure NHS are getting value for money 
currently unknown.  

2.4.3 Primary Eyecare Services Limited are delivering the same service in all areas of GM, 
with the exception of areas (Bolton, Wigan, HMR) that have different parts of the cataract 
pathway and one area (Wigan) which is delivering community glaucoma monitoring. 
However, there are currently 30 service specifications in the contract, which could be 
consolidated to three or four specifications (maximum).    

2.5 To comply with the Provide Selection Regime (PSR) regulations (under the Health and Care Act 
2022) that, came into effect on 01st January 2024 (applies to Health Care Services in England); 
when awarding new contracts for existing service where the contract is due to expire; NHS 
Greater Manchester Provider Checklist Review Panel considered the PSR Decision making 
Record NHS GM v1.5 (in addition to seeking authorisation to proceed through the STAR financial 
gateway and approved a one year extension (period 01 April 2024 to 31 March 2025) to align with 
the GM review and timescales).  

 
2.6 Panel considered the documented evidence and are assured that provider performance is 

satisfactory and that they meet basic criteria and key criteria for Direct Award C as set out in the 
GM PSR documentation, in line with national guidance. 

 
2.7 In 2024, a successful negotiation with the provider led to the harmonisation of tariffs paid by NHS 

Greater Manchester to Primary Eyecare Services, across all localities. Primary Eyecare Services 
also began submitting activity to the national secondary uses service data repository to enable 
NHS Greater Manchester to receive additional funding (as set out above).    

 

3. Service Delivery  
 

4.4 The Community Urgent Eyecare Service provides: 

2.1.1 Reduction in unnecessary attendances at eye casualty at a higher tariff 
2.1.2 Reductions of unnecessary GP contacts 
2.1.3 Onward referrals to secondary care 
2.1.4 Direction to self-care 
2.1.5 Speedier access to care 
2.1.6 Care closer to home in a safe setting across multiple locations within the locality 
2.1.7 Retention of patients in primary care where possible 
2.1.8 Local access to urgent & emergency eye care service 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fcommissioning%2Fhow-commissioning-is-changing%2Fnhs-provider-selection-regime%2F&data=05%7C02%7Clouise.roberts%40nhs.net%7C3dc1427042e04feb58b608dca59613f8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638567311582003459%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=bbZE4O7FFfC4dqe2bfv8RlB2MjRIIi4gyEBCcz8Tnwk%3D&reserved=0
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4.5 2024/25 Quality and Performance reports are available on request with a high-level 

overview for Community Urgent Eyecare Service shown below: 
Month  Total Episodes  
Q1 1324 
Q2 1324 
Q3 1275 
Total 3923 

 
Outcome  Total (also shown as  a Percentage) 
Discharged with advice  3028 (80.2%) 
Follow up  147  (3.4%) 
Referral to GP 162 (4.3%) 
Routine referral to HES  179 (4.7%) 
Urgent referral to HES  403 (10.7% 

 

• From the above data just 15.4% of patients required referral in to secondary care either 
routinely to Ophthalmology or urgently referred directly to hospital eye service or urgently 
for advice and guidance.  

• 80.2% of patients were managed exclusively within the service.  
• 98.7% of patients who would recommend the service 

 
4.6 The Pre- Op Cataract Assessment Service:   

3.1.1 Provides a rapid access, high quality service to patients with cataracts 
3.1.2 Ensure equity of service including provision to housebound individuals 
3.1.3 Reduce the total number of patient visits 
3.1.4 Reduce the number of visits the patient makes to secondary care 
3.1.5 Reduce waiting lists by ensuring only patients willing to be listed are seen at HES rather 

than all patients with cataract.  
3.1.6 Improve the quality of referrals and EUR policies followed 
3.1.7 Improve access to and uptake of surgery for people with learning disabilities 
3.1.8 Reduce the incidence of preventable blindness due to cataracts in line with the Vision 

2020 strategy 
3.1.9 Support care closer to home  
3.1.10 Improve quality of life in line with World Class Commissioning vision 
3.1.11 Provide accurate data about outcomes and patient satisfaction across multiple providers 

of surgery 
3.1.12 Provide outcome data to providers to enable quality improvement and revalidation  
3.1.13 A positive experience of care, including the use of the NHS Friends and Family test. 

 

4.7 2024/25 Quality and Performance reports are available on request with a high-level 
overview for Pre- Op Cataract Assessment Service shown below: 

 
Month  Total pre-op 
Q1 445 
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Q2 391 
Q3 383 
Total 1219 
Outcome  Total (also shown as a Percentage) 
Refer to patients preferred NHS Provider  1208 (99.1%) 

Patient declined referral for Cataract 
surgery  

9 (0.7%) 

Patient does not meet the EUR criteria  0 (0%) 
 

• <100%> of patients who would recommend the service 

4.8 Post-op Cataract Service provides: 

3.5.1 A checkup following the operation to ensure that there are no complications. 
3.5.2 Advice and guidance for the patient 
3.5.3 Referral back to the treatment centre if any complications have arisen  
3.5.4 Refer back to the treatment centre for second eye operation, if appropriate. 

 

4.9 2024/25 Quality and Performance reports are available on request with a high-level 
overview for Post - Op Cataract Assessment Service shown below: 

 
Month  Total post-op 
Q1 557 
Q2 541 
Q3 448 
Total 1546 

 
Outcome  Total (also shown as a Percentage) 
Already provisionally booked for second 
eye surgery.  

13 (0.8%) 

Please list for second eye surgery. 549 (35.5%) 
 The cataract episode is complete 840 (54.3%) 
The patient has been referred directly to 
the urgent clinic 

118 (7.6%) 

The patient has been referred for Yttrium-
Aluminum Garnet (YAG) laser 
Capsulotomy 

26 (1.7%) 

 

• From the patient’s point of view, the vast majority were satisfied with their surgery and 
felt an improvement in their vision. 

• <98.5%> of patients who would recommend the service 
 

4.10 The Glaucoma Pathway provides: 
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3.7.1 Avoid referral to secondary care when no disease is present reducing patient anxiety  
3.7.2 Speedier access to care 
3.7.3 Care closer to home in a more convenient setting  
3.7.4 Less travel time, time off work and related costs  
3.7.5 Seeing the most appropriate clinician in the most appropriate setting 
3.7.6 Improved quality/accuracy of referrals for suspected glaucoma/OHT  
3.7.7 Consequent reduction in hospital follow-ups  
3.7.8 Reduced inappropriate use of secondary care  

 
 

4.11 2024/25 Quality and Performance reports are available on request with a high-level 
overview for Glaucoma Pathway is shown below: 

 
Month  Glaucoma Repeat Reading 

Service Episodes  
Glaucoma Enhanced Referral 
Service Episodes  

Q1 42 100 
Q2 36 90 
Q3 41 87 
Total 119 277 

 

• 87.4% of patients accessed the GRR within 4 weeks  
• 85.9% of patients Accessed the GERS within 4 weeks  

 
Outcomes GRR Total (also show as a percentage) 
Discharge to routine care  94 (79%) 
Book for repeat   
Emergency referral to HES  0 (0%) 
Referral to Ophthalmology  25 (21%)  

 
Outcomes GERS Total  
Discharge to routine care  134 (48.4%) 
Book for repeat  2 (0.7%)  
Emergency referral to HES  5 (1.8%) 
Referral to Ophthalmology  136 (49.1%) 

 

• 99.1% of patients who would recommend the service 

 
5. RECOMMENDATIONS 
 

6.4 The recommendation to Primary Care Commissioning Committee is to: 
 

• receive the report, by way of an update, on the ongoing NHS Greater Manchester planning process 
for 2025/26.  
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• note that TSPC on 20 December 2023, approved the contract extension, and to direct award C for 
up to 24 months (to cover the period 01 April 2024 to 31 March 2026), noting the option to terminate 
the contract within the notice period.  

• note that to ensure consistency in approach across GM, Locality contracts for Primary EyeCare 
Services Ltd were extended for one year initially to 31 March 2025. 

• make a recommendation to GM PCCC to align the locality contracts and approve a 12-month direct 
award C contract to Primary Eyecare Services Ltd (to cover the period 01 April 2025 to 31 March 
2026) to ensure consistency in approach across GM.  

• PCCC to have oversight of the contract and activity delivery (as set out above).  

 

  



                     

 

 

 

 

Tameside Place Based Primary Care Commissioning Committee (TPBPCCC) 

 

Title of document: Finance Report for 2025/26 

Date of paper: 4th June 2025 

History of paper: Finance Update paper. 

Executive Summary: The purpose of this paper is to update TPBPCCC members on: 

• The Primary Care financial position at M12 – March 2025 
• Budgets 2025/26 

Recommendations 
required of the 
Committee (for 
Discussion and 
Decision): 

TPBPCCC is asked: 

• To note the contents of this report. 
 

Patient and Public 
Involvement Impact: 

Not applicable 

Alignment to Locality 
Plan: 
 

The finance report supports delivery of Primary Care objectives 
within the Locality Plan by providing the PCCC with an update on 
the availability and usage of funding. 

Alignment to GM 
Primary Care Blueprint: 

This paper provides an overview of the funding available within 
the Locality to enable delivery of the GM Primary Care Blueprint 

Principles addressed 
by proposal (QIPP, 
national/regional policy 
etc): 

Deliver financial balance  

Direct questions to: Liz Sabel elizabeth.sabel@nhs.net 

mailto:elizabeth.sabel@nhs.net


 

GMICB – Tameside Locality Primary Care Finance Report 
 
1.0          End of Year Financial Summary 
 
This report details the Tameside Locality Primary Care financial position as at 31st March 
2025 (Month Twelve) This report is for information only. Whilst the Delegated position is 
reported, Tameside Locality has no control of these budgets or spend as this is managed at 
a GM level.  
 
For this year we have amended the report presented. This report now shows the total 
delegated position and highlights the Additional Roles Reimbursement position, and the Non-
Delegated PRC position – which helps support the locality. 
 
 

 
 
 

GM ICB Tameside Locality Primary Care Finance Report
April 2024  - March 2025

Prior 
Quarter 

Reported 
Forecast 
Variance

YTD
Budget

YTD
Actual

YTD
Variance

£'000 £'000 £'000 £'000
GM ICB - Tameside Locality - ICF Part C

Delegated Commissioning Total 1,218 45,615 45,624 9
Of which :
PCN DES Additional Roles Reimbursement 1,190 2,613 2,579 -34

Non Delegated Primary Care Schemes -7 1,571 1,564 -7
Support to LCS Core Schemes -7 951 944 -7
Support to PCAS 0 320 320 0
Support to Primary Care 0 300 300 0

GM ICB - Tameside Locality - ICF Part B
Core Plans
Population Health Focussed Neighbourhood Delivery Plan -17 584 567 -17
Alternatives to Hospital Anticoag spiro phlebotomy 0 1,206 1,206 0
Quality - CVD & Diabetes 0 724 724 0
Quality - Medicines Optimisation 0 386 386 0
Alternatives to Hospital Activity based Schemes
Completion of episode of surgical care 1 1 1 0
Dermatoscopes -17 132 117 -14
Ear Syringing 26 65 97 32
Hormonal implants -1 25 24 -1
Insulin Initiative 3 3 7 4
IUD for non contraception -1 7 7 0
Minor Injuries -2 19 17 -2
Ring pessary -1 6 8 2
Shared Care Protocol 24 49 78 29
Mental Health - SMI -26 115 89 -26

TOTAL -9 3,322 3,328 6



 
 
 
1.1          Delegated 

The Month twelve position for Delegated services is reporting a year end pressure of £9k, 
having received the anticipated ARRS allocation of £1.2m 

The main variance contributing to the net pressure was a £169k pressure due to the high 
number of Maternity/Paternity/Sickness claims for locum coverage this year.  This has been 
offset by benefits within GP Contracts (£76k); Premises costs (£34k) and Dispensing and 
Prescribing Fees (£51k). 

Additional Roles Reimbursement Scheme (ARRS)  

Tameside locality used 96% of its funding excluding General Medical Practitioners for 
2024/25 and was able to utilise 77% of the funding provided for General Medical 
Practitioners.  

1.2          Locally Commissioned Services 

At month twelve the locality had a minor pressure of £6k against these schemes. 

  



2.0          2025/26 Budgets 

The table below details the 2025/26 budgets for Delegated Primary Care and Locally 
Commissioned Schemes, with the 2024/25 full year expenditure included as a comparator. 

 

2.1          Delegated 

Delegated budgets are managed by the GM Delegated team, apart from the Voids and 
Subsidies budget (Managed by the Corporate Estates team) and the Non-Delegated PRC 
Schemes; managed by the locality. 

Additional Roles Reimbursement Scheme (ARRS)  

For 2025/26 the GP ringfence has been removed, with new nursing roles added to ARRS 
and the removal or restrictions on both the number of Digital and Transformation Leads and 

GM ICB Tameside Locality Primary Care Draft Budget Report
Budgets April 2025  - March 2026

2025-26 
Budget 

2024-25 
Outturn

£'000 £'000
Delegated Commissioning Total 49,045 45,624
Of which :
PCN DES Additional Roles Reimbursement 2,667 2,579

Non Delegated Primary Care Schemes 1,632 1,564
Support to LCS Core Schemes 1,012 944
Support to PCAS 320 320
Support to Primary Care 300 300

GM ICB - Tameside Locality - ICF Part B
Core Plans
Population Health Focussed Neighbourhood Delivery Plan 617 567
Alternatives to Hospital Anticoag spiro phlebotomy 1,292 1,206
Quality - CVD & Diabetes 658 724
Quality - Medicines Optimisation 414 386
Alternatives to Hospital Activity based Schemes
Completion of episode of surgical care 0 1
Dermatoscopes 151 117
Ear Syringing 169 97
Hormonal implants 33 24
Insulin Initiative 10 7
IUD for non contraception 8 7
Minor Injuries 0 17
Ring pessary 9 8
Shared Care Protocol 104 78
Mental Health - SMI 0 89

TOTAL 3,465 3,328



the number of Enhanced Practice Nurses that a PCN can claim reimbursement for from 
within the allocated ARRS sum. 

Tameside locality is planning to use all the available funding - finance staff will work closely 
with PCNs to ensure we have up to date plans and forecasts.  

2.2          Locally Commissioned Schemes 

LCS Schemes have been reviewed for 2025/26, with budgets increased to reflect additional 
funds available. The Service Specification for 2025/26 has been updated with funds 
reallocated to reflect the updated requirements. These are local schemes, apart from the 
Quality schemes which are GM wide. 

 



    
 
 
 

 
PRIMARY CARE COMMISSIONING COMMITTEE 

 
Title of document: 2025/26 General Practice Contract Changes   

Date of Paper:  4th June 2025 

History of paper: Annual Contract Change update paper 

Executive 
Summary: 

The 2025/26 General Practice contract reiterates national ambition “to improve 
people’s access to, and experience of, GP services”.  It recognises the vital 
contribution by general practice to the NHS and the changes demonstrate “the 
government’s mission to shift care into the community”.  This paper provides an 
overview of the contract changes and gives assurance on the support to practices 
and the oversight of contract delivery. 
  

Recommendations 
required of the 
Committee (for 
Discussion and 
Decision):  

Primary Care Commissioning Committee is asked to:  
 

1. note the overview of 2025/26 General Practice contract,  
 

2. be assured on the support communication to, and delivery oversight by, 
practices, through the locality Primary Care team, in conjunction with GM 
Primary Care function, and, 
 

3. note and be assured on the linked oversight through Palliative and End of 
Life Care (PEOLC) Improvement Group, Major Conditions Health 
Improvement Group and by the Mental Health Service Redesign Team, 
and, 
 

4. agree on any further escalation of the QOF changes, particularly the retired 
indicators, through locality governance.  

  
Patient and Public 
Involvement 
Impact: 
 

Core General Practice contract provides Primary Medical Services to patients. 

Alignment to 
Locality Plan: 
 

The General Practice Contract is core to the delivery of a number of areas of 
focus and underlying themes in the Tameside Joint Health & Wellbeing Strategy 
and Locality Plan, including: 

• Give Tameside children the best start in life 
• Help people stay well across the life course and detect illness earlier 
• Enable all Tameside residents to grow old with dignity and independence 
• All age mental health and wellbeing 
• Tackling inequalities in all our work 

Alignment to GM 
Primary Care 
Blueprint: 

The Core General Practice contract aligns to a number of chapters of the GM 
Primary Care Blueprint. 



Principles 
addressed by 
proposal (QIPP, 
national/regional 
policy etc):  

National Policy  

Direct questions 
to: 
  

Tori O’Hare, Assistant Director Primary Care, Communities & Neighbourhoods 

 

  



1. INTRODUCTION 
 

1.1. NHS England confirmed the 2025/26 General Practice contract on 28 February 2025 
following a period of consultation with the GPC.  The contract announcement reiterates 
the national ambition “to improve people’s access to, and experience of, GP services”.  
It recognises the vital contribution by general practice to the NHS and the changes 
demonstrate “the government’s mission to shift care into the community”. 
 

1.2. This paper provides an overview of the contract changes with the full letter included as 
an appendix.  

 
2. 2025/26 GENERAL PRACTICE CONTRACT  

 
2.1. The table below gives an overview of the contract changes, these will be managed 

across the team and support communication through relevant forums and locality 
governance.  
 

2.2. The June Protected Learning Time forum (TARGET) is focussed on contractual delivery 
and will include detail of this contract, together with detail of the Network Contract DES 
changes, GM and locality LCS indicators.   

 

Increased 
Investment in 
General 
Practice 

• Total contract funding will increase by £889 million nationally, 
raising the total contract value from £12.3 billion (2024/25) to 
£13.2 billion (2025/26). 

• This represents 7.2% cash growth (4.8% real growth after 
inflation) and accounts for workforce costs, premises expenses, 
and increasing patient needs. 

• An assumed 2.8% pay rise for staff is built into the funding. 
• The Doctors’ and Dentists’ Review Body (DDRB) will make pay 

recommendations later in 2025, and if a higher uplift is advised, 
additional funding may be allocated to cover the increase 

New 
Enhanced 
Service: 
Advice & 
Guidance 

• A new specialist advice and guidance service will be introduced 
to move more patient care from hospitals into the community. 

• The service will enable patients to receive specialist 
input without requiring a referral to secondary care, improving 
efficiency and reducing hospital demand. 

• This initiative also supports NHS elective recovery efforts by 
helping to clear waiting lists. 

Changes to 
QOF & 
Redirecting 
Funding 

• 32 QOF indicators permanently retired, reducing administrative 
workload for practices. 

• 71 QOF points (£100m) will be removed and reallocated to 
the Global Sum, increased Item of Service fees for childhood 
vaccinations (from £10.06 to £12.06), and higher locum 
reimbursement rates in the Statement of Financial Entitlements 
(SFE). 

• 141 QOF points (£198m) will be redirected to cardiovascular 
disease (CVD) prevention, with new targets aiming to reduce 
premature deaths from heart disease and stroke by 25% over 
10 years. 



• While lower thresholds for CVD prevention indicators will 
remain at 2024/25 levels, upper thresholds will increase in 
2025/26. 

Improving 
Patient Access 
& Digital 
Integration 

• From 1 October 2025, practices must keep online consultation 
tools open throughout core hours (8:00 AM – 6:30 PM) for non-
urgent appointment requests, medication queries, and 
administrative requests. 

• GP Connect Integration must be enabled by 1 October 2025, 
allowing NHS providers read-only access to GP records and 
permitting community pharmacists to send consultation 
summaries directly into GP workflows. 

• Safeguards will be put in place to ensure urgent medical 
requests are not incorrectly submitted online. 

Introduction of 
the NHS 
Patient Charter 

• A Patient Charter will be introduced to outline the standards 
patients should expect from their GP practice. 

• All practices will be required to publish the charter on their 
websites, making it easier for patients to understand what 
services are available and how requests will be handled. 

Workforce 
Flexibility & 
ARRS 
Expansion 

• The Additional Roles Reimbursement Scheme (ARRS) will be 
made more flexible, with all funding combined into a single 
reimbursement pot that is no longer restricted to specific job 
roles. 

• Practices will have greater freedom to recruit the staff they 
need, including GPs and practice nurses. 

• The maximum GP salary reimbursement rate will rise from 
£73,113 to £82,418, supporting GPs in their second year of the 
ARRS scheme. 

• Further salary adjustments may occur if DDRB recommends a 
higher pay uplift. 

Changes to 
Capacity & 
Access 
Improvement 
(CAIP) 
Payment 

The Capacity and Access Improvement Payment (CAIP) 
scheme will now focus on two key areas: 

• £58.4m to support improvements in general practice access. 
• £29.2m to encourage practices to identify and support 

patients who would benefit most from continuity of care. 

GP 
Contractual 
Changes & 
Regulation 
Updates 

• New safeguards will be introduced for Out-of-Area 
Registrations, requiring practices experiencing rapid growth in 
out-of-area patients to seek commissioner approval before 
continuing to register new patients. 

• GP contracts will now include explicit rules on partnership 
dissolution, making it clear that a contract can be terminated if 
no clear successor is available. 

• Rules on removing violent or threatening patients will be 
clarified, ensuring practices retain the right to immediately 
remove violent patients while preserving patient choice for 
those removed for other reasons. 



Vaccination & 
Immunisation 
Updates 

• The routine childhood immunisation schedule will be updated, 
introducing a new 18-month immunisation visit and moving the 
second MMR dose from 3 years 4 months to 18 months to 
improve uptake. 

• Changes to MenB and PCV vaccines are under consideration 
and subject to ministerial approval. 

• The eligibility criteria for the shingles vaccine will be 
expanded to cover a wider group of severely 
immunosuppressed adults. 

• A varicella (chickenpox) vaccine may be introduced in late 
2025, pending final approval. 

• The Item of Service fee for childhood vaccinations will increase 
by £2, from £10.06 to £12.06 per vaccine, with funding for this 
drawn from retired QOF indicators. 

Patient Safety 
Strategy & 
Mandatory 
Incident 
Reporting 

• GP practices will be required to register with the Learn from 
Patient Safety Events (LFPSE) system, ensuring they actively 
report and review patient safety incidents. 

• This will enable learning from safety events, recording concerns 
about unsafe hospital discharges, and supporting staff 
development through access to reporting records for appraisals 
and revalidation. 

• The aim is to enhance safety culture in general practice and 
reduce system-wide patient harm. 

 
1.3 Oversight of contractual delivery is managed through the locality Primary Care team, in 

conjunction with GM Primary Care function to ensure consistency of approach.  Primary 
Care Delivery and Improvement Group manages this operationally with escalation to 
Primary Care Commissioning Committee as required. 
 

1.4 Oversight and assurance is also reported through Tameside System Quality Group. 
 
3. QOF CHANGES 

 
3.1. There were 32 QOF indicators (totalling 212 points) income protected in 2024/25 which 

are now permanently retired.  Of these, 71 points have been removed and the 
associated funding reallocated to core payment (Global Sum) and to increase 
reimbursement rates for childhood vaccinations and locum staff. 
 

3.2. 141 points have been redirected to cardiovascular disease (CVD) prevention, with new 
targets aiming to reduce premature deaths from heart disease and stroke.  This will 
support our locality focus on this, overseen through our Major Conditions Health 
Improvement Group. 
 

3.3. The indicators removed largely related to the holding of disease registers, however the 
provision of care in relation to those conditions and health need is unchanged.  The full 
list of these is set out in Annex B of the NHSE letter included as an appendix to this 
paper. 

 
3.4. There is a retired QOF indicator in relation to establishment and maintenance of a 

Palliative Care register. This has been discussed via locality governance in the Palliative 

https://record.learn-from-patient-safety-events.nhs.uk/set-up-an-account


and End of Life Care (PEOLC) Improvement Group and identified as a risk to supporting 
continued identification and supporting advanced care planning discussions within the 
Primary Care setting.  

 
3.5. Two of the indicators relating to Mental Health care have been removed.  These are: 

 
• establishing and maintaining a register of patients with schizophrenia, bipolar 

affective disorder and other psychoses and other patients on lithium therapy, 
and,  

• for the percentage of patients with schizophrenia, bipolar affective disorder and 
other psychoses who received all six elements of the Physical Health Check for 
people with Severe Mental Illness. 
 

the indicators for the individual aspects of the SMI Physical Health Check still remain. 
 

3.6. A more detailed discussion and impact risk of the QOF changes will be taken forward 
through the Major Conditions Health Improvement Group.  The impact of the Severe 
Mental Illness changes is being managed by the Mental Health Service Redesign Team 
with that aspect of the Tameside Locally Commissioned Services specification paused 
for review during quarter one. 
 

3.7. Primary Care Commissioning Committee is asked to consider where the risk of these 
indicator changes, particularly the retired indicators, is noted in the locality.  We will note 
this risk in the escalation from Place Based Committee to the GM Primary Care 
Commissioning Committee.  

 
4. RECOMMENDATIONS 
 
4.1. Primary Care Commissioning Committee is asked to:  
 

1. note the overview of 2025/26 General Practice contract,  
 

2. be assured on the support communication to, and delivery oversight by, 
practices, through the locality Primary Care team, in conjunction with GM Primary 
Care function, and, 
 

3. note and be assured on the linked oversight through Palliative and End of Life 
Care (PEOLC) Improvement Group, Major Conditions Health Improvement 
Group and by the Mental Health Service Redesign Team, and, 

 
4. agree on any further escalation of the QOF changes, particularly the retired 

indicators, through locality governance.  
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