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Paper A  

Manchester Partnership Board 
 
Minutes of the meeting held on Tuesday, 15 July 2025 
 
Present:  
Councillor Craig, Leader, MCC – in the Chair 
Councillor Robinson, Executive Member for Healthy Manchester and Adult Social 
Care, MCC 
Tom Stannard, Chief Executive MCC (Manchester Place Based Lead) 
Tom Hinchcliffe, Deputy Place Based Lead 
Mark Edwards, Director of Operations and Performance, Manchester Local Care 
Organisation (substitute for Ian Lurcock, Interim Chief Executive, Manchester Local 
Care Organisation) 
Sharmila Kar, Joint Director Equality & Engagement (substitute for Dr Cordelle Ofori, 
Director of Public Health, MCC) 
Dr Shabbir Ahmed, (substitute for Dr Vish Mehra, Chair of Manchester GP Board) 
Liz Calder, Director of Strategy and Partnerships, Greater Manchester Mental Health 
Trust (substitute for Karen Howell, Chief Executive, Greater Manchester Mental 
Health Trust) 
Darren Banks, Interim Deputy Chief Executive, Manchester Foundation Trust 
(substitute for Mark Cubbon, Chief Executive NHS Manchester Foundation Trust) 
Dr Sohail Munshi, Chair of Clinical and Professional Advisory Group  
 
Also present:   
Mark Fisher, Chief Executive, NHS Greater Manchester 
Dr Leigh Latham, Associate Director of Planning, Manchester Locality 
Damian Heakin, Associate Director of Finance, NHS Greater Manchester 
 
Apologies: 
Vish Mehra, Chair of Manchester GP Board 
Dr Cordelle Ofori, Director of Public Health, MCC 
Ian Lurcock, Interim Chief Executive, Manchester Local Care Organisation 
Karen Howell, Chief Executive, Greater Manchester Mental Health Trust 
Mark Cubbon, Chief Executive NHS Manchester Foundation Trust 
 
MPB/25/12 Minutes  
 
Decision 
  
To approve the minutes of the meeting held on 25 February 2025 as a correct record. 
 
MPB/25/13 Deputy Placed Based Lead update / NHS Reform 
 
The Deputy Place Based Lead provided an update on key developments since the 
Board last met. He advised that the NHS 10 Year Plan had been published, with a 
key point being the theme of neighbourhood working, noting that this would 
strengthen and build upon the work already established across Manchester and 
Greater Manchester to address health inequalities and improve the health outcomes 
of the population. He said that the theme of digital improvement was also prominent 
in the Plan, commenting that a significant amount of work had already been delivered 



 

locally on this, with appropriate consideration given to digital inclusion. The Plan also 
considered financial and contract modelling to target those areas of greatest financial 
and health need. He referred to the governance arrangements in the Plan that would 
strengthen the role of Health and Wellbeing Boards in the neighbourhood agenda. 
He commented that work was underway with partners to understand the implications 
for the Manchester system and develop implementation plans.  
 
Another significant development was on NHS reform, with NHS GM recognising the 
centrality of the place-based approach to the GM model. ICBs nationally had been 
asked to significantly reduce their running costs and work continued to progress this. 
He concluded by stating that a letter inviting participants for a national neighbourhood 
implementation program pilot had been received from the Department of Health & 
Social Care and NHS England. Discussions were underway across Greater 
Manchester about the best way to play into this initiative. Any approach should 
recognise the huge amount of work undertaken in Manchester over the past decade 
to develop an integrated neighbourhood model. This was way ahead of many other 
parts of the country and the system continued to be ambitious in developing this 
further.   
 
Mark Fisher, Chief Executive NHS Greater Manchester referred to the NHS 10 Year 
Plan and commented that it indicated a moving away from the statutory requirement 
to create an Integrated Care Partnership, however presently there was no appetite to 
move away from the current Integrated Care Partnership arrangements in Greater 
Manchester. Noting that the Plan also emphasised the importance of preventative 
interventions, he commented that across GM work had been delivered on this 
agenda well in advance of the Plan being published, further recognising the positive 
contribution and relationships that existed with the Local Care Organisation.  
 
He said that the Plan further referred to flexibility regarding capital rules, which was 
welcomed as this could remove some existing constraints, particularly in relation to 
neighbourhood working and the use of premises and the wider NHS estate. He 
concluded by saying that the ICB was currently experiencing a period of uncertainty 
due to the ICB reform agenda that were currently being worked through. 
 
The Manchester Place Based Lead referred to the strong position Manchester was 
already in relation to the NHS 10 Year Plan’s emphasis on preventative work, noting 
the positive examples of programmes delivered in North Manchester. He commented 
that it would be important to understand the relationship and interface of this NHS 
Plan with the findings of the Casey Review, an independent commission into adult 
social care, when published.  
 
Darren Banks, Interim Deputy Chief Executive, Manchester Foundation Trust 
reiterated the positive position Manchester was already in to deliver on the NHS 10 
Year Plan’s emphasis on neighbourhood planning and working, and he paid tribute to 
the work delivered over the previous decade to drive this approach in Manchester, 
making particular reference to the important role of the Local Care Organisation. He 
said the foundations were already established in Manchester to also drive forward the 
ambitions set out in the Plan in relation to genomics and life sciences.  
 



 

Dr Shabbir Ahmed, Manchester GP Board, commented that the Primary Care 
Network already broadly sat within the neighbourhood footprint and was an important 
partner to support and strengthen the approach of wider neighbourhood working as 
set out in the NHS 10 Year Plan. 
 
The Chair commented that the NHS 10 Year Plan, when considered in conjunction 
with wider devolution would help strengthen relationships and overcome existing 
barriers across the public sector to improve working practices and deliver improved 
outcomes for residents as it recognised the relationship between ill health and the 
wider social determinates.  
 
Decision 
 
To note the update. 
 
MPB/25/14 Left Shift: Moving Care from Hospitals to Communities 
 
The Board considered a report that described that NHS national planning guidance in 
2025/26 followed the Lord Darzi report and recognised that there was an urgent need 
to transform the health and care system. This would involve a ‘left shift’, moving to a 
neighbourhood health service that would deliver more care at home or closer to 
home, improve people’s access, experience and outcomes, and ensure the 
sustainability of health and social care delivery. 
 
The report set out the rationale and further focus areas for Manchester’s approach to 
supporting people to stay well in communities. The report built on the established 
Long-Term Conditions and Population Health Management programmes which report 
via the Clinical and Professional Advisory Group to the Manchester Provider 
Collaborative. 
 
Dr Sohail Munshi, Chair of Clinical Professional Group in presenting the paper stated 
that the breadth of work described predated publication of the NHS 10 Year Plan and 
he defined ‘left shift’ as the movement of resources, services and skills from hospitals 
into community settings. He commented that consideration would be given as to the 
use of language and terminology used to describe this activity, suggesting it could 
reflect and align with that used by Directors of Public Health. He commented upon 
the positive conversations held with GPs to support this approach, stating that this 
had included undertaking a workforce skills mapping exercise. He advised that work 
and conversations had also commenced in relation to palliative care.  
 
He concluded by informing the Board that appropriate governance arrangements had 
been established by MFT to ensure due diligence was maintained across finance and 
estates, in addition to clinical practice. This approach and principle would also inform 
the target operating model for the new North Manchester Hospital, notwithstanding 
the bespoke services that would be required for this site. 
 
In response to a question from the Chair of the Clinical Professional Group described 
examples of what this model of care would look like for residents, referring to the 
Diabetes Pathfinder Model that supported people to prevent, live with and manage 
their long-term condition as an example of care delivered in a community setting. The 



 

neighbourhood infrastructure would be strengthened to support this approach to the 
management of long-term conditions, working in collaboration with clinicians, the 
VCSE and the MLCO. He commented that this may require additional support and 
resources directed to GPs so they did not have to escalate care to a hospital setting.  
 
He commented that there was also a need to strengthen therapy and nursing 
services delivered in a neighbourhood setting to support the work to address the 
wider determinants of health. He advised that the intention was, with the use of 
technology to improve dialogue between secondary care and GPs to ensure care 
was timely and delivered in the most appropriate setting. 
 
The Interim Deputy Chief Executive, Manchester Foundation Trust commented that 
the ambition for North Manchester Hospital was to deliver a neighbourhood facility 
that focused on health as much as ill health, adding that this was wholly in keeping 
with the ambitions of the NHS 10 Year Plan. 
 
Mark Edwards, Director of Operations and Performance, Manchester Local Care 
Organisation commented that this presented an opportunity to consider improved 
mental health provision and pathways. 
 
The Chair commented that consideration needed to be given to the appropriate use 
of language when discussing older people. The Chair of Clinical Professional Group 
acknowledged this comment. 
 
Decision 
 
The Board 
 
1. Note Manchester’s well-established arrangements for supporting care out of 

hospital through the city wide MLCO.  
 

2. Support the proposed areas for testing further left shift in diabetes, respiratory, 
care of the elderly and Advice and Guidance with oversight arrangements through 
the Manchester Clinical and Professional Advisory Group.  

 
3. Note the parallel development of the new North Manchester Hospital Target 

Operating Model.  
 

4. Consider frequency of updates into Manchester Partnership Board on progress – 
recommended 6 monthly. 

 
MPB/25/15 Finance Update / Budget Setting 
 
The Board considered a report and accompanying presentation that described that in 
January 2025, NHS England (NHSE) had released guidance on the allocations and 
uplifts to be applied to the budgets for 2025/26. The first finance plan for NHS GM 
was submitted in February 2025 with several iterations being resubmitted since that 
date. The report provided the 2025/26 opening budgets for Manchester Locality of 
the Greater Manchester Integrated Care Board (NHS GM ICB) as of April 2025, 



 

noting that overall, the budgets for 2025/26 had broadly been uplifted in line with 
national guidance. 
 
The CIP (Cost Improvement Programme) target for the Locality was £7.154m and 
contained elements of risk, which would be managed throughout the financial year.  
All localities had been set an initial target of 3.8% which supported the overall £200m 
savings required across the ICB. 
 
The Place Based Lead assured the Board that the Delegated Assurance Board had 
continued to consider the forecasted overspend position. The Deputy Place Based 
Lead commented that there were several deep dives on the financial implications of 
this across a number of key activities both in the short and long term, such as mental 
health systems and how this could be a more sustainable model in the longer terms 
with increased capacity in the community. He added that these pressures were not 
unique to Manchester however he wanted to reassure the Board that this area of 
work was taken very seriously. 
 
The Interim Deputy Chief Executive, Manchester Foundation Trust stated that in 
addition on the in-year work, planning was already underway for next years financial 
planning, noting the conversations on the previous agenda item and future strategic 
commissioning arrangements and decisions and he referred to conversations that 
were ongoing in relation to specialist school nursing. 
 
The Chief Executive NHS Greater Manchester paid tribute to colleagues across the 
system for their continued work in addressing the financial pressures and challenges, 
recognising the significant scale of this challenge.  
 
The Chair commented that it was challenging and important to achieve the correct 
balance of achieving the necessary savings to deliver a balanced budget, whilst 
maintaining and improving services, rather than cutting services that could result in 
additional costs and pressures in future years. 
 
Decision 
 
The Board support the approach and approve the opening budgets for Manchester 
locality outlined in the paper. 
 
MPB/25/16 Manchester Quality and Clinical Effectiveness Group 
 
The Board received the report of the Deputy Place Based Lead that provided a 
summary of meetings held on 3 April and 5 June 2025. 
 
Decision  
  
The Board note the report. 
 
MPB/25/17 Delegated Assurance Board 
 
The Board received the report of the Deputy Place Based Lead that provided a 
summary of meetings held on 8 May and 5 June 2025. 



 

 
Decision  
  
The Board note the report. 
 
MPB/25/18 Joint Commissioning Board 
 
The Board received the report of the Deputy Place Based Lead that provided a 
summary of the key discussions and decisions at recent meetings. 
 
Decision  
  
The Board note the report. 
 
MPB/25/19 GP Board 
 
The Board received the report of the Associate Director of Primary Care that 
presented the GP Board meeting minutes of the 7 May 2025. Appended to the 
minutes was a presentation titled ‘NHS England Delivery Plan for Recovering Access 
to Primary Care - Manchester Locality Overview’. 
 
Decision  
  
The Board note the minutes and the accompanying presentation. 
 
MPB/25/20 Clinical Professional Advisory Group 
 
The Board received the report of the Joint Chief Medical Officer that had been 
considered by the Population Health Management Committee at their meeting of 22 
May 2025. 
 
Decision  
  
The Board note the report. 
 
MPB/25/21 MLCO Accountability Board 
 
The Board received the joint report of the Executive Member for Health and 
Wellbeing and Interim Chief Executive MLCO that provided a progress update, noting 
that the MLCO Accountability Board had met on 19 June to consider papers that 
provided updates against core operational delivery and performance, and finance. 
 
Decision  
  
The Board note the report and note that more detailed papers are provided to the 
MLCO Accountability Board. 
 
MPB/25/22 Date of next public meeting 
 
Decision 



 

 
To note that the date of the next public meeting of the Manchester Partnership Board 
will be Tuesday 28 October 2025 at 2.00pm – 4.00pm, Council Antechamber, 
Manchester City Council. 
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Public Manchester Partnership Board 

   
 
Report of: 

 
Tom Hinchcliffe, Deputy Place-Based Lead 
(Manchester) 

 
Paper prepared by: 

 
Tom Hinchcliffe, Deputy Place-Based Lead 
(Manchester) 
Leigh Latham, Associate Director of Planning 
(Manchester)  
Peter Ball, Assistant Programme Director – 
Strategic Delivery (Manchester) 
 

 
  Item number: 2 

 
Subject: Deputy Place Lead Update 

Recommendations: 
 Manchester Partnership Board is asked to note  
the update.  
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1.0  Introduction 
 
1.1 This paper provides an update from the Deputy Place-Based Lead on key 

developments within the local, GM and national systems. MPB is asked to 
note this update.  It provides an update the 10-Year Health Plan for England, 
NHS Reforms, NHS GM’s response and implications for the Manchester 
Health and Care system. This includes the proposed NHS GM Operating 
Model, role of Place Based Partnerships and translation of these 
arrangements in Manchester.  
 

1.2 The report then goes on to update the Board on the arrangements for Winter 
Planning and funding for 2025/26, and plans to review the provision of GP 
direct access to MRI scans for non-head and neck conditions. 
 

2.0 The national context: NHS Reform and the 10-Year Plan  
 
2.1 Fit for the Future: The 10-Year Health Plan for England, was published on 3rd  

July and sets out the Government’s vision for the radical transformation of the 
Health Service: moving care closer to communities, embracing digital and 
Artificial Intelligence, and prioritising health and prevention.  

 
2.2 The plan is built around three core shifts to transform the NHS 

• From hospital to community: more care to be delivered in people's 
homes and local communities, reducing reliance on hospital settings.  

• From analogue to digital: New technologies to make it easier for people 
to manage their health, and for staff to work more efficiently, liberating 
them from administrative tasks.  

• From sickness to prevention: Shifting the focus towards preventing 
illness and promoting healthy lifestyles, reaching patients earlier to avoid 
more serious health problems.  
 

2.3 At the heart of the plan is the establishment of a neighbourhood health 
service to deliver a model of care that is preventative and better supports 
those most in need, including those with long-term conditions. The 
Neighbourhood Health Service is intended to embody the preventative 
principle that care should happen locally, digitally by default, in a patient’s 
home if possible, in a neighbourhood health centre (NHC) when needed and 
only in a hospital if necessary.  

 
2.4 To support deliver of the three shifts, the Plan proposes a new NHS operating 

model (shown below in Figure 1) intended to empower local leaders and 
communities and offer significant freedoms for the highest performing 
systems.  The expectation is that closer collaboration with local government, 
aligned planning cycles, and co-terminosity will support integrated working 
particularly in relation to the development of neighbourhood services. The role 
of ICBs in becoming strategic commissioning organisations and shaping the 
local market will be key.  
 

2.5 The NHS Foundation Trust model is to be updated with an ambition that 
every NHS provider to be a Foundation Trust over the term of the plan, with 
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financial freedoms to be used to improve population health.  There will also be 
an opportunity for the very best NHS FTs to hold the whole health budget for a 
defined local population as an integrated health organisation (IHO).  
 

2.6 It is worth noting that Greater Manchester was specifically referenced within 
the Plan in the context of the UK’s first Prevention Demonstrator, the main 
delivery vehicle of which will be GM’s Live Programme which was also given 
as a case study within the Plan. 

 
Figure 1: New NHS Operating Model and System Architecture 
 

 
 
2.7 The Plan sets out the governments approach to delivering and assuring 

quality, its intent to develop an NHS workforce fit for the future, and a raft of 
innovations intended to drive this health care reform.  A new financial 
foundation is outlined, with the three shifts, when delivered to secure financial 
sustainability for the NHS based on the premise that more care in the 
community is cheaper and more effective than care in hospitals, digitisation, 
will deliver far more productively for far lower cost and prevention will ‘bend’ 
the demand curve.  

 
2.8 While the vision for a transformed NHS and a set of ambitions to be achieved 

are set out, its delivery is underpinned by a series of NHS reforms detailed 
within the Plan, some of which were signalled in a series of announcements 
from the government earlier this year including the integration of NHS England 
into the Department of Health and Social Care (DHSC) to be completed in 
2027/28, the reversal in the growth of NHS Trust corporate cost by 50% during 
Quarter 3 2025/26, and the requirement for ICBs to reduce their running costs 
by 50% (39% in GM) by Q4 2025/26, and to not exceed £19/head of 
population. 

 
2.9 A series of guidance documents have been issued to support the reforms 

including in May 2025, the Model Integrated Care Board Blueprint which set 

https://gmintegratedcare.sharepoint.com/:b:/r/sites/IntranetSite/Shared%20Documents/NHS%20Reform%202025/Model%20ICB%20Blueprint_%20020525.pdf?csf=1&web=1&e=9zzDCF
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out the role and purpose of ICBs, their core functions and what needs to be in 
place to ensure success.  This included: 
• ICBs continuing to play a vital leadership role, focused on understanding 

population health needs, planning for the long term, reducing health 
inequalities and ensuring access to consistently high quality and efficient 
care 

• ICB functions to be more focused on strategic commissioning, with some 
responsibilities moving to providers or regional/national teams over time.  

• A phased approach due to some legislative changes required prior to the 
transfer of some functions.  

 
2.10 NHS GM established a programme to deliver the required transformation and 

reduction to running costs, focused on redesigning the operating model in line 
with the ICB Model Blueprint – although delivery of the running cost reductions 
at the required scale (39%) was predicated on the need to run a redundancy 
programme for ICB staff.  This was anticipated to be launched in September 
ahead of a full staff consultation on the proposed new operating model and 
associated staffing structures for NHS GM.  

 
2.11 In August NHS England announced that the national funding (expected to be 

approx. £1bn) to support a redundancy programme had not been identified. 
ICBs were instructed to ‘pause’ any redundancy schemes with the exception 
of those related to Executive Board level staff at Very Senior Manager (VSM) 
grades, following the mergers of a number of ICBs across the country.  

 
2.12 NHS GM has therefore paused any plans to launch a full staff voluntary 

redundancy scheme in 2025/26, and is unable at this stage to give an 
indication to about whether this will be available in 2026/27.  Nationally, 
discussions are ongoing between NHS England, HM Treasury and DHSC.   

 
2.13 In September this year NHS England launched the Planning Framework for 

the NHS in England which set out the planning expectations and indicative 
timetable for 2026/27 financial and operational plans, expectations for Five-
year strategic commissioning plans from ICBs and integrated Five-year 
integrated delivery plans from NHS Trusts.  It also included the requirement 
from Neighbourhood Health Plans, to be drawn up by local government, NHS 
and partners under the leadership of Health and Wellbeing Boards, 
incorporating public health, social care and the Better Care Fund.  Further 
guidance will follow to support the planning in all elements including the 
2026/27 priorities and success measures.  The current 2025/26 measures 
against which the GM system is being assessed are provided in Annex 1 for 
information.  

 
2.14 The key change to the Planning Framework relates to the changes in the 

indicative timetable. The timetable has been brought forward so that 
publication of multi-year guidance and financial allocations is expected in 
October (as opposed to December), and final plan submissions originally 
intended for December (rather than February/March), although these national 
timelines are indicative at this stage. This change, and alignment of planning 
timetables enables a much more integrated planning approach to be adopted 
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between NHS and Local Authorities, which will be adopted in Manchester 
(further detail in section 4.6).  

 
2.15 In addition to the on-going reform outlined in the section below, the delivery of 

the existing 2025/26 Plan, there is now a concerted shift in the ICB from 
reform to focus on developing the plans as set out in the NHS Planning 
Framework, and the overall delivery of the GM Strategy (2025-2035).    

 
3.0 NHS Reform in GM 
 
3.1 Work has taken place both within NHS GM and across the Place Based 

Partnerships in GM to design an Operating Model in line with the ICB 
Blueprint, to support the delivery of the 10 Year plan, reforms and particularly 
relevant to place, the delivery of the neighbourhood health model. Whilst the 
pause in the redundancy programme will affect the progress of organisational 
change (e.g. moving to new staff structures) NHS GM and Place based 
partnerships will push ahead with reforms that are not dependant on the 
redundancy programme.   

 
3.2 The approach that NHS GM has taken to reform has been underpinned by the 

following principles: 
• Commitment to delivering an operating model for NHS GM in line with the 

model ICB blueprint, build on strong partnerships, local needs and a 
shared ambition for population health improvement 

• Retention to the footprint aligned with GMCA (supported by the Integrated 
Care Partnership) and not merging with any other ICBs 

• A reaffirmed commitment to 10 places aligned with local authorities, 
bringing system partners together locally 

• Commitment to the vision for Greater Manchester and the 6 missions as 
outlined in the ICP strategy 

• Commitment to the Sustainability Plan and the ‘three shifts’  
• NHS GM accountability for the £8.5bn of health spend across Greater 

Manchester 
• The aim to influence the wider public sector spend across Greater 

Manchester by working in partnership with colleagues from across a range 
of services 

• Senior oversight - Progress overseen by a Task and Finish Group, chaired 
by NHS GM's chair, Sir Richard Leese with membership from senior 
leaders representing providers, Place and staff alongside our chief officers   

 
3.3 The Operating Model developed to date (Figure 2) comprises of two main 

components.  The first is the ‘strategic commissioner’ function, to be 
undertaken once at GM-level and concerned with overall allocation of NHS 
resources according to assessed population health need.  This central 
function is shown on the left-hand side of Figure 2, and at a broad level will 
include strategic needs assessment and outcome setting, GM-wide strategy 
and planning including overall resource allocation, financial policy rules, 
outcome setting and digital leadership, and contracting and evaluating impact.   

 

https://gmintegratedcare.org.uk/greatermanchester-icp/icp-strategy/
https://democracy.greatermanchester-ca.gov.uk/documents/s34124/Sustainability%20Plan%202024_09_10%20-%20full%20version%20FINAL_Sept%202024.pdf
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3.4 The second is the Integrated Place Partnership function shown on the right-
hand side of Figure 2. Under this model, place-based partnerships work with 
their communities to bring local insights into the NHS planning process and 
co-produce services, develop neighbourhood health models, and link to Live 
Well and the Prevention Demonstrator. Local partnership boards bring system 
leaders together and set strategic direction, with a greater overview of system 
finances, underpinned by a strengthened formal partnership agreement. 
Financial delegations are still under discussion but may include the s75 
arrangement for the Better Care Fund, with the possible addition of other 
delegated budgets. 

 
3.5 This model seeks to address some of the ambiguity that has existed since the 

inception of ICBs around accountabilities and responsibilities between the 
Central NHS GM and Locality based teams.  As such the two-way 
‘accountability and trust’ at the heart of this model will be key to successful 
implementation.  

 
Figure 2: Strategic Commissioning in GM 

 
 
 
3.6  The overall intent ultimately is that delivery through a transformed ICB in GM 

 comprise of: 
• the ICB as the strategic commissioner - leading strategic partnerships 

setting system strategy and priorities and allocation of resources 
• 10 Integrated Place Partnerships underpinned by strong partnership 

agreements to drive local integration and improve population health  
• System convening at both GM and Place to deliver on the major 

ambitions - Live Well, Pan- Public Service Neighbourhood Model (PSR 
programme in Manchester), Prevention Demonstrator and Digital 
Transformation ands Innovation.  

 
3.7 Place Based Partnerships exist in the current NHS operating model, led via 

‘Locality Boards’. Manchester Partnership Board is the locality board for 
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Manchester. The recent work on the ICB Operating model has enabled Place 
Leads to work collectively to articulate the purpose of Place and Care Health 
Partnerships in the revised operating model which are to: 

• Improve population health, wellbeing and tackle inequalities maximising 
the opportunities of Live well through a community first mindset connecting 
to wider public service reform and neighbourhood working  

• Integrate services across NHS, local government, VCFSE and wider public 
service at place and neighbourhood levels  

• Deliver proactive, equitable, accessible, high quality and person-centred 
care using population health management to tailor approaches  

• Shift from reactive support to prevention and early intervention, hospital to 
community and analogue to digital, reducing need, promoting 
independence and avoiding escalation 

• Align budgets and oversee total spend, enabling joint commissioning and 
the use of pooled/aligned budgets to optimise impact 

• Drive effective partnership working through shared strategy, integrated 
delivery models, collaborative leadership, and an inclusive and supportive 
culture. 

3.8 Differences between existing arrangements are primary related to the funding 
mechanism for place (still being explored) potential changes to the 
employment model for ICB locality staff (still being explored) and the 
requirement for a formal partnership agreement to be in place between Place 
and the Central NHS GM Team which would comprise of the following: 

• Strategic Alignment: a formal and shared framework that aligns local 
priorities with Greater Manchester’s wider health and care mission. 

• Collaborative Delivery: clear expectations for joint action across councils, 
VCSFE, providers and public voice – anchored in co-ownership and mutual 
accountability.  

• Integrated Governance: Though the Place Partnership Board, partners 
will steer strategy, set priorities, manage aligned budgets and coordinate 
delivery. 

• Responsive Planning: develop business plans that reflect national 
guidance and local ambition - driving measurable outcomes through 
joined-up services 

• Defined Roles: Partners to retain organisational accountability while 
contributing to shared goals within agreed escalation and decision-making 
mechanisms 

• Cultural Transformation: the agreement will set out cultural principles 
rooted in compassion, equity, and innovation – breaking down barriers and 
embedding resident voice into design and delivery.  

3.9 In October NHS GM is due to embark on an engagement exercise with all staff 
on the next iteration of the Operating Model.  It has however re-iterated to 
NHS GM staff that there is no expectation that any solid decisions relating to 
structural proposals will be made until at least March 2026.   

3.10 The ICB is moving into the ‘Involve and Engage’ phase in the development of 
its new operating model. A set of slides are included in the pack of papers for 
this meeting, which set out the latest thinking.  
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4.0 NHS Reform in Manchester  

4.1 The Locality Board in Manchester, the Manchester Partnership Board (MPB), 
has operated in various forms for a number of years to improve the health and 
wellbeing of residents in Manchester, before its formal establishment as a sub-
committee of the ICB in July 2022.  As such it is a mature body and is working 
in line with the principles set out in 3.7.   It is responsible for agreeing the 
shared priorities and strategic direction for health and social care; ensuring 
integrated and aligned delivery across health and social care; and agreeing 
resource allocation within its delegated scope of responsibility.   

 
4.2 The two overarching priorities set by MPB for the City’s health and care 

system are to:  
• Improve physical and mental health and wellbeing, prevent ill-health and 

address health inequalities, so that people live longer in good health, 
wherever they are in the City; 

• Improve access to health and care services, so that people can access the 
right care, at the right time, in the right place, in the right way. 

 
4.3 MPB oversees the underlying delivery plan to achieve these priorities 

comprising of a series of system transformation programmes, one of which in 
2025 was the further development of the Neighbourhood Approach.   

  
4.4 Both the national and local context (Prevention Demonstrator, Live Well and 

Public Sector Reform) with the focus on Neighbourhood Health Model clearly 
present opportunities for Manchester to build on the current neighbourhood 
model.  As such, the Manchester Partnership Board has agreed to jointly 
develop a ‘blueprint’ for the next stage of neighbourhood health and care, ‘Our 
Healthier Manchester 2.0’ in line with principles the following principles:  

 
 To maintain a relentless focus on our twin objectives of improving the 

health of the population and addressing health inequalities. We will 
deliver long-term change as well as seizing immediate tactical 
opportunities to shift resources left, demonstrating our shared commitment 
to this goal. 

 To refresh Manchester Partnership Board in line with the revised Health 
and Care Partnership approach. This will include agreeing the relationship 
between MPB, the Health and Wellbeing Board and the Our Manchester 
Investment Board to ensure we have a clear route to agreeing and 
delivering the City’s strategic priorities.  

 To develop a single plan for Manchester, taking a joined-up approach to 
financial and operational planning across the NHS and local government. 
This will be overseen at a strategic level by Manchester Partnership Board, 
and dock into MCC and NHS Budget/Planning processes.  

 To build on existing strengths, including the established Integrated 
Neighbourhood Team (INT) model, with the LCO as our joint delivery 
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vehicle for health and care, keeping people at the heart of everything that 
is done.  

 To expand the LCO model to further integrate health and care delivery. 
Opportunity for ambitious and innovative approach, taking ownership of 
health outcomes and developing an integrated health and care offer in 
true partnership with GPs, mental health and the VCFSE sector. Multi-
year plan to deliver person-centred approach.  

 To align the INT model with other developing initiatives – principally Live 
Well, the Prevention Demonstrator and Families First. To aim for a single, 
aligned neighbourhood footprint based on the needs of our 
communities, linked to wider public service reform   

 
4.5 The proposed revised construct to oversee and deliver Neighbourhood Health 

and Care services in Manchester is illustrated in Figure 3.  
 
Figure 3: Our Healthier Manchester 2.0  
 

 
 
 
4.6 A three phased approach to deliver from April 2026 is being taken:  
  
4.6.1 Phase 1: September to December 2025  

• Development a single Manchester Health and Social Care Plan for 
2026/27 bringing together the MCC Budget Setting and NHS Planning 
processes. The plan will set out the system’s approach to working within 
the financial envelope available, as well as key commissioning priorities 
and areas for transformation in 2026/27, and our approach to Live Well 
and Neighbourhood working.  

• Develop a refreshed model for Manchester Partnership Board in line 
with the Health and Care Partnership approach. In particular, this will 
consider the relationship between MPB, HWBB and OMIB and will ensure 
clear oversight of our combined system plan. 

• Agree the future model for ICB locality functions in Manchester, 
including functions, budgets, employment status and alignment with the 
developing LCO 2.0 model.  
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4.6.2 Phase 2: January – March 2026 

• Expand the single Manchester Plan into a five-year plan (to 2031), 
using an updated needs analysis to agree strategic aims over the period, 
with multi-year programmes in place to achieve them.  

• Develop the supporting governance needed to deliver the functions of 
the Health and Care Partnership. This would replace existing supporting 
governance (e.g. PCB, JCB) with a focus on collaboration and delivery 
across organisational boundaries.  

• Implement the revised ICB locality function in shadow form (subject to 
ICB-wide HR discussions).  

• Finalise the design of LCO 2.0, to go live in April 2026.  
 
4.6.3 Phase 3: April 2026 

• Full go live of LCO 2.0 and revised ICB locality model.  
• Begin delivering year one of the single five-year plan 

 
4.7 As referenced in 4.3, a key priority for MPB in 2025/26 has been to further 

develop the neighbourhood approach. The MLCO has led a series of 
workshops and group discussions with representatives across the system 
including Integrated Neighbourhood Teams, Primary Care, Mental Health and 
the VCSFE to firstly assess the current state (including the challenges and 
opportunities) and then to have focussed deep dives on specific themes 
including neighbourhood integration, community mental health, Live Well & 
prevention, and governance & planning.  

 
4.8 This has led to the agreement of three opportunities for joint development that 

will be progressed immediately by the MLCO which are to: 
• Continue with the initiatives already underway (either design or delivery 

phase) which are supporting the Hospital to Community Shift.  These 
include for example the expansion of Hospital@Home capacity, Tier 2 
services in for Gynaecology and ENT, the nationally funded Respiratory 
transformation project, the Diabetes Pathfinder and the continued delivery 
of Care Closer to Home. 

• Strengthen the Integrated Neighbourhood Teams and alongside this 
develop plans to standardise the way in which INTs work, agree alignment 
of neighbourhood footprints to support the delivery of LTCs, agree 
alignment to community mental health crisis and early intervention and to 
better define the connections in neighbourhoods with VCSFE, housing and 
employment.  

• Prepare for the Live Well Phase 1 in North Manchester to support 
economic inclusion and improved mental health, and following the 
agreement of the North Manchester Health and Wellbeing Framework, 
develop the North Manchester Target Operating Model.  

 
4.9 These opportunities and the wider development Our Healthier Manchester 2.0 

are both being taken forward together under the oversight of MPB with the 
intention that they dovetail to ensure there is a clear and simplified model for 
neighbourhood delivery moving forward.  
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5.0 Winter Capacity Funding – 2025/26 
 

5.1 Winter capacity funding of £5.4m has been secured for the 2025/26 period and 
compares closely to last year’s funding of £5.6m.  The funding is intended to 
support system-wide resilience across primary care, acute, and mental health 
services during the critical winter months. 
 

5.2 The investment will help mitigate seasonal pressures, ensure safe and timely 
access to care, and maintain service continuity during peak periods of 
demand. 
 

5.3 Key priorities for this funding include: 
• Enhancing Primary Care capacity, including provision for extended access 

and the Manchester Acute Respiratory Infection Service (MARIS) 
• Strengthening Acute care services, with a focus on surge capacity to 

manage higher levels of patient acuity, support safe discharge, and 
maintain patient flow across the system 

• Supporting Mental Health provision, ensuring crisis response and 
community-based pathways are equipped to meet increased demand 
during winter 

 
5.4 All initiatives supported through this funding must demonstrate measurable 

impact, alignment with system-wide winter plans, and value for money.  An 
evaluation of all funded schemes will be undertaken post-winter, to assess 
effectiveness, impact, and inform planning for future seasonal resilience. The 
ability for us to demonstrate the impact of, for example, additional capacity in 
primary care in reducing pressure on A&E over the winter has proven crucial in 
maintaining investment this year. We will look to build on this in future years.  
 

5.5 As was the case in previous years, the deployment of this funding has been 
considered by the Provider Collaborative (PCB), with PCB supporting the 
approach. The funding allocated to acute winter bed capacity across MFT sites 
is contributing to the up front cost of the Care Closer to Home UEC 
transformation programme. As the benefits of this programme are realised, we 
will look to invest future years’ funding in additional primary, community and 
preventative capacity. 

 
5.6 A full breakdown of the UEC Capacity Funding allocation is provided below. 

MPB is asked to approve this. Subject to MPB’s approval, we will look to 
mobilise additional capacity ASAP ahead of the winter, noting the evidence that 
early mobilisation drives improved outcomes. 

 
 
 



Paper B  

Table A: Final UEC Capacity Funding allocation 25/26 

 
6.0 Locality Finance Update 
6.1 The ICB has delegated Manchester locality a budget of £184.6m for 2025/26. 
At month six, the locality’s year to date spend is £2.9m over budget. This is driven 
primarily by pressures in: 

• Mental Health and Learning Disability placements: £2m  
• Continuing Healthcare: £500k 
• ADHD/Autism assessments: £1.2m 

6.2 These are offset by small underspends in other areas, which bring the balance 
to £3.1m deficit.  

6.3 The cost of ADHD and autism assessments is a pressure across Greater 
Manchester. Costs have risen from £5m three years ago to £31m this year. 
NHS GM ran a public consultation from April to June 2025 to consider the 
approach across GM, and address challenges around long waiting times, 
unequal access and concerns around service quality. A new approach has 
been put in place to prioritise urgent referrals, with non-urgent assessment 
appointments temporarily held. Funding for ADHD and Autism assessments 
will be managed centrally across GM from month 8.  

6.4 A comprehensive recovery programme is underway in relation to mental 
health and CHC placement costs. This is being supported by the ICB’s 
Improvement Director, Gareth Robinson, and includes three priority action 
areas: after care policy, community provider capacity and collective grip and 
control.  

6.5 The growth in section 117 aftercare costs is the biggest driver of our financial 
deficit. We are working closely with colleagues across the system, including 
GM mental health commissioners to encourage flow through the mental health 
system, address challenges around those patients clinically ready for 
discharge, and expand our mental health crisis alternative and early support 
offer.  

6.0 Reviewing GP Direct Access to MRI Scans for Non-Head and Neck 
Conditions 

6.1 A review of the pathway for GP direct access to MRI scans for conditions 
outside of the head and neck is underway.  The aim is to ensure that the 
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pathway supports the right investigations, at the right time, for the right 
patients. 

6.2 Key priorities for this work include: 

• Ensuring clinical appropriateness – aligning referral pathways with current 
best practice and clinical evidence 

• Improving patient outcomes – supporting more accurate diagnosis to 
enable timely and effective treatment 

• Reducing unwanted variation – promoting consistency in access and use 
of MRI scans across the city 

• Making best use of NHS resources – ensuring MRIs are used efficiently 
and effectively to deliver the greatest impact 
 

7 Recommendations 
 
7.1 MPB is asked to:  

• note the update.  
• Approve the final UEC capacity funding allocation 
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Annex 1: National priorities and success measures for 2025/26 (NHS Planning Guidance 
2025/26) 

Priority Success measure 

Reduce the time people 
wait for elective care 

Improve the percentage of patients waiting no longer than 
18 weeks for treatment to 65% nationally by March 2026, 
with every trust expected to deliver a minimum 5% point 
improvement* 

Improve the percentage of patients waiting no longer than 
18 weeks for a first appointment to 72% nationally by 
March 2026, with every trust expected to deliver a 
minimum 5% point improvement* 

Reduce the proportion of people waiting over 52 weeks for 
treatment to less than 1% of the total waiting list by March 
2026 

Improve performance against the headline 62-day cancer 
standard to 75% by March 2026 

Improve performance against the 28-day cancer Faster 
Diagnosis Standard to 80% by March 2026 

Improve A&E waiting 
times and ambulance 
response times 

Improve A&E waiting times, with a minimum of 78% of 
patients admitted, discharged and transferred from ED 
within 4 hours in March 2026 and a higher proportion of 
patients admitted, discharged and transferred from ED 
within 12 hours across 2025/26 compared to 2024/25 

Improve Category 2 ambulance response times to an 
average of 30 minutes across 2025/26 

Improve access to 
general practice and 
urgent dental care 

Improve patient experience of access to general practice 
as measured by the ONS Health Insights Survey 

Increase the number of urgent dental appointments in line 
with the national ambition to provide 700,000 more 
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Priority Success measure 

Improve mental health 
and learning disability 
care 

Reduce average length of stay in adult acute mental 
health beds 

Increase the number of CYP accessing services to 
achieve the national ambition for 345,000 additional CYP 
aged 0–25 compared to 2019 

Reduce reliance on mental health inpatient care for 
people with a learning disability and autistic people, 
delivering a minimum 10% reduction 

Live within the budget 
allocated, reducing waste 
and improving 
productivity 

Deliver a balanced net system financial position for 
2025/26 

Reduce agency expenditure as far as possible, with a 
minimum 30% reduction on current spending across all 
systems 

Close the activity/ WTE gap against pre-Covid levels 
(adjusted for case mix) 

Maintain our collective 
focus on the overall 
quality and safety of our 
services 

Improve safety in maternity and neonatal services, 
delivering the key actions of the of the ‘Three year delivery 
plan’ 

Address inequalities and 
shift towards prevention 

Reduce inequalities in line with the Core20PLUS5 
approach for adults and children and young people 

Increase the % of patients with hypertension treated 
according to NICE guidance, and the % of patients with 
GP recorded CVD, who have their cholesterol levels 
managed to NICE guidance 
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• This document is designed to be used as presentation slides for meetings.
If you're reading it as a standalone briefing, please refer to the 
accompanying notes for further detail and context behind each slide.

• The full draft operating model is available on our website; 
https://gmintegratedcare.org.uk/about/our-plans/

About this briefing

https://gmintegratedcare.org.uk/about/our-plans/


Background to NHS Reform

• NHS England has set out how we’ll work together in 2025/26 to prepare for long-term reform

• We need a simpler, more focused way of working, with clear roles, responsibilities and 
accountability to deliver the three strategic shifts of the 10 Year Health Plan:

• Treatment to prevention – focus on keeping people well, not just treating illness
• Hospital to community – move care closer to home through joined-up services
• Analogue to digital – use technology and data to make healthcare smarter, faster, and more tailored

What this means for ICBs:

• ICBs will lead on understanding population needs, reducing inequalities and planning high-quality 
care

• Our functions will become more focused, with some responsibilities shifting to providers or 
national teams

• Not all changes will happen this year – some need legislation or time to implement safely

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


What isn’t changing…
Our missions

Our commitment to help people in GM will live longer, healthier lives, closing the gap between richer and poorer 
communities by tackling inequality and widening access to opportunities that shape wellbeing.



How NHS GM works together

• NHS GM / ICP / GMCA partnership priorities
• Assessment of national policy and local analysis (Planning)
• Setting system strategic ambition and place expectations.
• Setting clinical and professional commissioning policy for the system (Clinical)
• Setting financial policy rules (Finance)
• Strategic Resource Allocation (Finance)
• Operational Planning (Planning)
• Agree transformation priorities based on constitutional standards
• Strategic Digital leadership and development

System Convenor – to enable delivery of the ICP strategy
Improving Population Health Outcomes / Reducing Inequalities / Social & Economic Development / Statutory Accountabilities / Constitutional Standards / System Resilience 

Strategic Commissioner

• In-depth population analysis
• Analysis of resource utilisation (finance)
• Clinical-led evidence on opportunity
• Health economics (Public Health)

Needs Assessment & Outcomes-setting

Ten Integrated Place Partnerships

Develop priorities and plans to address: 
• Agreed strategic goals and outcomes 
• Utilising value based analytical capability
• JSNA, in-depth population analysis & community insight (BI / Planning / Insight)

Local Insight-led Planning

• Engage partners, clinicians and communities in designing solutions to deliver priorities.
• Integrated Neighbourhood Health - work with partners to create 
     neighbourhood health model
• Drive benefits realisation (Planning)
• Demand Management
• Supporting the system wide Live Well model
• Population Health 
• Co-design with communities
• Single view of allocation of place allocation

Integrated Delivery at Place

• Manage Market Rules and Core NHS Contracts 
• Assure delivery at place, provider, system groups 
• Quality Improvement

Contracting & Evaluating Impact of System
• Coordinate the resources across pathways and partners to achieve shared outcomes. 
• Support the development / strengthening of provider partnerships.

Aligning Partnership Incentives & ResourceC
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Our approach to strategic commissioning
1. Understanding local context
Understand population needs through in-

depth analysis, building on JSNAs, working 
with people to understand their 

experiences, LAs, other commissioners 
and providers, to ensure services are 

equitable and responsive to all 
communities. Set ambitious, realistic 

health outcomes for the population which 
improve health and reduce inequalities.

2. Developing long-term 
population health strategy

Assess service quality, value for money 
and how well they meet community needs. 
Strengthen communities and partnerships 
to improve health outcomes and reduce 

inequalities. Commission evidence-based, 
high-quality services designed around 

population needs, targeting resources for 
greatest impact

3. Delivering the strategy
Make better use of resources by 
investing in areas that have the 

biggest impact on people’s health 
and help reduce health inequalities. 

Create and use outcome-based 
contracts that cut down on 

unnecessary processes, reward 
prevention, and promote fairer 

health outcomes, while 
empowering providers to drive 

effective delivery

4. Evaluating impact
Enable providers to improve 

technical efficiency by convening 
system-wide solutions that save 

costs, avoid duplication and 
strengthen the quality and 
sustainability of services. 

Rigorously review how services are 
delivered, using community 

feedback and insights to guide 
future commissioning – taking 
action to decommission when 

needed



What our ten Place Partnerships will do:

Improve population 
health, wellbeing & 
tackle inequalities

Maximise the  
Live Well 
approach by 
focusing on 
community 
needs, 
connecting with 
other public 
services and 
neighbourhood 
working 

Integrate 
services

Join up NHS, 
local 
government, 
VCFSE and 
wider public 
services so they 
work better 
together at 
place and 
neighbourhood 
levels

Deliver care

Provide fair, 
easy-to-access, 
high-quality 
care that’s 
tailored to 
people’s needs

Deliver the 
10-year plan

Move from 
reactive support 
to prevention, 
supporting 
people earlier, 
using digital 
tools and 
helping them 
stay 
independent

Coordinate 
finances

Manage all 
health and care 
budgets 
together to get 
the best results 
for local people

Drive 
partnerships

Build strong 
partnerships 
with shared 
goals, good 
leadership and 
a culture of 
collaboration



Working with our partners
Key to the 10 Year Health Plan are VCFSE, local government, primary care, NHS trusts and independent 
sector providers, who we’ll work even more closely together with.

1
Treatment to prevention
Working with public health, primary care and VCFSE teams to 
embed Live Well, i.e. community-led prevention

2
Hospital to community
Working with our Trust Provider Collaborative (TPC) to shift 
resources from hospitals to community settings. NHS Trusts will 
be equal partners within Place partnerships, using their expertise 
and staff to deliver world-class neighbourhood health services

3
Analogue to digital
With leadership and insight from the ICB, partners across all 
sectors, and Health Innovation Manchester will work together to 
modernise services using digital tools, virtual care, shared 
records and AI to empower citizens and transform care delivery

NHS Trust Providers
Working with Trusts to redesign care
• Make hospital care more effective and affordable
• Focus on outcomes, not just activity
• Improve access, flow, and use of digital tools
• Redesign services across the whole system — 

together

Primary care providers
Working together to shape local services, share data, 
and invest in prevention — putting clinical leadership 
and community insight at the heart of change.



The finances and supporting the ‘left shift’

• We need to change how money is managed to make care more local, more 
efficient and more focused on prevention

• Each Place will get funding to meet local health needs
• We’ll work with providers to encourage redesign of services to save costs and 

improve care
• As acute provider costs go down, more money will go to community services, 

supporting the ‘left shift’ 
• Transparency and visibility to all NHS spending – everyone will be able to see 

how the money is spent and track how it improves health and reduces 
inequalities



Over to you…

How do you think the model will improve 
partnership working across Greater Manchester?

What concerns do you have that the model might 
harm relationships or collaboration?

What could we do to reduce any negative 
impacts and maximise the positive ones?

When we implement the model, is there anything 
important we need to keep in mind?

NHS Greater Manchester Operating Model Stakeholder Engagement | Greater Manchester Integrated Care 
Partnership

https://getinvolved.gmintegratedcare.org.uk/en-GB/projects/nhs-reform-staff-engagement-copy/surveys/new?phase_id=46c034c9-9a0d-402e-bf01-6cffe5caa9ef
https://getinvolved.gmintegratedcare.org.uk/en-GB/projects/nhs-reform-staff-engagement-copy/surveys/new?phase_id=46c034c9-9a0d-402e-bf01-6cffe5caa9ef
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Public Manchester Partnership Board   
   
 
Report of: 

 
Tom Rafferty, Acting Chief Strategy Officer – MFT 

 
Paper prepared by: 

 
   Caroline Davidson, Director of Strategy - MFT 

 
Date of paper: 28/10/2025 

 
  Item number: 4 

 
Subject: MFT Strategy Refresh 

Outcome of Impact  
Assessments  
completed (e.g.  
Quality IA or Equality  
IA). Confirmation that  
an Equality Impact  
Assessment has been 
completed where 
 there is a change to  
a service, programme 
 or policy: 

 

 

N/A 

Outline public 
engagement – clinical, 
stakeholder and 
public/patient in support 
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of NHSE public and 
patient engagement and 
consultation 
requirements: 

Recommendations: 

1. Note and comment on the changes made to the MFT 
Strategy  

2. Note that we plan to share further detail on our plans 
for 26/27 and alignment with the Manchester locality 
plans at November meeting 

 
 
 
 
 
 
 
 
 
 
 
 



MFT Strategy Refresh
Tom Rafferty, Acting Chief Strategy 

Officer

Paper D 



Refreshing the MFT strategy 

• MFT strategy was launched in April 2024 

• In 2025 a number of key strategies and plans were published – NHS Modern 
Industrial Strategy Life Sciences Sector Plan, Greater Manchester Strategy ‘Together 
we are Greater Manchester’ and the NHS 10 Year plan – Fit for the Future. 

• As a result the refresh of the MFT strategy, planned for 2026, was brought forward

• Timescale was tight – due to the need to complete the work in time for the 26/27 
annual planning round that began in September - has been done at significant pace

• Given the strong alignment between the MFT Strategy and the NHS 10 Year Plan 
this was a refresh only – not a major re-write

• Revised changes to our objectives and underpinning actions approved by the Board 
as the basis of annual planning

• Final revised strategy document to be presented to the Board for approval in January 
2026



Strong alignment across 10YP, GM plan and 
existing MFT Strategy

• More people supported in the community 
• Targeting the causes of illness
• Giving people an excellent patient experience 
• Adoption of genomics and precision medicine
• Listening and responding to staff
• Increasing productivity
• Developing our digital infrastructure
• Applying research an innovation to improve 

peoples’ health

• Delivering more services in the community 
and in peoples’ own homes

• Increasing the work we do on prevention
• More prominence for our digital 

developments
• Patient experience and feedback

Areas of alignment Areas where the strategy could go further 



 Strategic Advisory Group 
workshop – identify key 
themes from 10YP for 
MFT

 All staff questionnaire on 
key themes and priorities

 All member 
questionnaire on key 
themes and priorities

 121 discussions with 
executives

 Meetings with Clinical 
Group CEOs

 Trust Leadership Team 
discussion

Ideas for changes to the 
MFT strategy

 Approval from Trust 
Leadership Team 
Committee

 Approval from Board of 
Directors

Engagement Consultation Approval 

 Council of Governors 

 Strategy Reference 
Groups 

 Clinical Groups

 Corporate Teams

Proposed amendments to MFT 
strategy and priorities for 26/27

How we are refreshing the MFT strategy 



All staff questionnaire
All member questionnaire
MFT executives
Clinical Group CEOs
Council of Governors
MFT staff reference 
groups
Patient and public  
representatives reference 
group
Partners reference group

Importance of focusing on 
preventing illness and stopping 
people getting sick in the first place
 
Providing care closer to home 
where possible

Making services (and computer 
systems) work together to join up 
care
Addressing disparities across 
localities  

Supporting staff to adopt new 
technology

Supporting staff to engage with 
system partners 

Ensure that the strategy is written 
in a way that is meaningful to 
different audiences

Need to align MFT plans with those 
of our partners

Important role of MFT in 
contributing to system-wide 
priorities 

Recognise the impact of ‘left shift’ 
on acute secondary care services

The importance of digital 
technology in delivering the 
strategy – and MFT’s ambition in 
this space

Who we spoke to … What we heard …

How we are refreshing the MFT strategy 



Our mission and strategic aims align well with the 10 Year Plan and remain valid. It is therefore 
proposed that there will be no change to the Trust Mission or Strategic Aims. There is also 
value in maintaining a consistent message for our staff and partners.

There are no changes to our mission and aims 



Current objective Proposed objective

2. We will improve the experience of children and adults 
with long-term conditions, joining up primary care, 
community and hospital services so people are cared for 
in the most appropriate place 

2. We will work with partners to redesign services 
so that more care is delivered locally in 
neighbourhoods.

11. We will apply research and innovation including digital 
technology and artificial intelligence, to improve people’s 
health and the services we provide

11. We will apply research and innovation, building on 
our position as a digital leader and embracing new 
technology such as artificial intelligence, to improve 
people’s health and transform the services we provide

Support for shifting care into the community and the importance of developing our digital capabilities 
came through strongly from all the groups we engaged with.  We are therefore proposing 2 changes to 
our objectives. 

There are some slight changes to our objectives 
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We will work with partners to target the 
biggest causes of illness and 

inequalities, supporting people to live 
well from birth through to the end of their 
lives, reducing their need for healthcare 

services.

We will work with partners to redesign 
services so that more care is delivered 

locally in neighbourhoods

We will provide safe, integrated, local 
services, diagnosing and treating people 

quickly, giving people an excellent 
experience wherever they are treated.

We will continue to deliver the benefits 
that come with our breadth and scale, 
using our unique range of services to 

improve outcomes, address inequalities 
and deliver value for money.

We will strengthen our specialised 
services and support the adoption of 
genomics and precision medicine.

We will make sure that our staff feel 
valued and supported by listening well 
and responding to their feedback. We 
will improve the experience of all our 

staff experience by embracing diversity 
and fairness.

We will offer new ways for people to 
start their career in healthcare. Everyone 

at MFT will have opportunities to 
develop new skills and build their 

careers here

We will deliver value through our estate 
and digital infrastructure, developing 

existing and new strategic partnerships

We will achieve financial sustainability, 
increasing our productivity through 
continuous improvement and the 

effective management of public money.

We will strengthen our delivery of world-
class research and innovation by 
developing our infrastructure and 
supporting staff, patients and our 

communities to take part.

We will apply research and innovation, 
building on our position as a digital 
leader and embracing new technology 
such as artificial intelligence, to improve 

people’s health and transform the 
services we provide

Refreshed MFT strategic aims and objectives 



Feedback from staff and partners highlighted a number of themes that apply across the whole of 
the strategy – they relate more to the way in which we will do things – we are therefore presenting 
these as cross-cutting enablers.

Equity We will work with partners to close inequalities in our communities, improving equity of access and outcomes in 
our services and research, and treating the people who work and learn at MFT equitably.

Digital Innovation We will capitalise on our leading digital capabilities to transform the way we deliver services, grow our research 
and innovation activities and make better use of our resources.

Improvement We will embed an approach to continuous improvement across the organisation ensuring that everyone has the 
skills and data that they need to improve our services.

Partnership To deliver our strategy we will work together with… our communities and the people that use our services; with 
colleagues across health and care, including primary care, Local Authorities and the VCSFE sector; with the people 
who work and train at MFT and their representatives; with partner organisations and industry.

We have identified some critical enablers 



We will work with partners to target the biggest causes of illness and inequalities, supporting people to live well from birth 
through to the end of their lives, reducing their need for healthcare services.

We will provide safe, integrated, local services, diagnosing and treating people quickly, giving people an 
excellent experience wherever they are treated.

We will strengthen our specialised services and support the adoption of genomics and precision medicine.

We will continue to deliver the benefits that come with our breadth and scale, using our unique range of 
services to improve outcomes, address inequalities and deliver value for money.

We will make sure that our staff feel valued and supported by listening well and responding to their feedback. We will 
improve the experience of all our staff experience by embracing diversity and fairness.

We will offer new ways for people to start their career in healthcare. Everyone at MFT will have opportunities to develop 
new skills and build their careers here

We will achieve financial sustainability, increasing our productivity through continuous improvement and the effective 
management of public money.

We will deliver value through our estate and digital infrastructure, developing existing and new strategic partnerships

We will strengthen our delivery of world-class research and innovation by developing our infrastructure and supporting 
staff, patients and our communities to take part.

We will work with partners to redesign services so that more care is delivered locally in neighbourhoods, ensuring the right 
services and support is available for people in the right place and from the right professionals.

We will apply research and innovation, building on our position as a digital leader and embracing new technology such as 
artificial intelligence, to improve people’s health and transform the services we provide

Our people will: 
Be happy, healthy and active from childhood to adulthood 

Have a great education and be able to learn new skills as they grow 
older, so they can get the best jobs

Be proud of our diversity, feel valued and included, knowing they belong

Participate, engage, and influence decisions about their communities and 
neighbourhoods

Be safe in person and online

Our neighbourhoods will: 
Have enough good-quality, genuinely affordable homes

Be attractive and well kept with good facilities, services and green spaces

Our city will: 
Have a growing economy that provides jobs and equal opportunities for 
everyone

Adapt to a changing climate and rapidly reduce carbon emissions 

Have world-renowned things for everyone to see and do, showcasing our 
talent for sport and culture 

Have reliable transport that gets you where you want to go, quickly, 
cheaply, safely and cleanly 

Embrace technology to achieve our aims, safely and ethically

Alignment with Manchester Strategic Priorities  



• Continued testing of our strategy – further reference group meeting in November, focused 
on the framing and communication of our plans  

• Development of our annual plan for 26/27 based on our refreshed strategy – work is on-
going to ensure actions are integrated with place and neighbourhood health and care plans 

• Plan to share further detail on our MFT 26/27 plans and alignment with Manchester locality 
plans at November meeting 

Next Steps 



Strategic Aim Objective Action
Develop personalised maternity care pathways to improve 
equity, access, and outcomes for women at higher risk, 
including those from minority ethnic backgrounds and deprived 
areas.

Work with partners across Manchester and Trafford - including 
primary care and Local Authorities and VCSFE colleagues - to 
further develop all-age neighbourhood health services through 
our Local Care Organisations, delivering more services in the 
community with a focus on prevention. Support the GM Live 
Well Programme.

Address health inequalities by working with under-served 
communities to improve things like oral health, bowel cancer 
screening, hypertension and diabetes services. Extend this 
approach to asthma in children and young people, and to other 
screening and immunisation programmes.

Deliver our Cancer Strategic Delivery Plan. Develop our 
services and pathways to deliver equitable access and 
outcomes and personalised care.

Increase number of public health interventions that we deliver 
across MFT to both address the three major lifestyle drivers of 
illness - smoking, poor diet and lack of activity - and wider 
social determinants of health by supporting access to services 
for housing, debt, benefits, employment etc.

Deliver the Care Closer to Home programme. Support patients 
in the most appropriate care setting, improving the way that 
people move through community and hospital services, 
reducing days away from home.

Improve the way in which we collect and use demographic data, 
and data on inequalities, to inform our planning, decision-
making and service improvement.

Embed the Green Plan among the MFT workforce, continuing 
to reduce the carbon footprint per patient contact through the 
full decommissioning of nitrous oxide manifolds at our main 
hospital sites, and engage 10% of the workforce through 
sustainability communications and training.

Improve the care of patients with long term conditions, such as 
cardiovascular, respiratory, diabetes, ensuring the right 
services and support is available for people in the right place 
and from the right professionals.

Work with colleagues in primary care, social care and the 
VCSFE to develop and implement plans to improve the 
interface with MFT services, improving the experience for 
patients and reducing steps that may contribute to delays.

Work with commissioners and locality partners to ensure that 
access to services across our communities is consistent, whilst 
being tailored to local need.   

Build on the establishment of our Community Diagnostic 
Centres to support the transformation of pathways and support 
the delivery of more care at a neighbourhood level.

Develop a programme for the adoption of wearable technology 
to support the adoption of new models of care.

Build a patient experience framework to improve delivery of 
person-centred services, strengthening the way we obtain 
feedback and our approaches to co-production.  Build on our 
relationships with external groups, including through our VCSE 
leaders forum, to ensure broader community involvement.

MFT Strategy Actions

1. Work with partners to help 
people live longer, healthier lives

1. We will work with partners to 
target the biggest causes of 
illness and inequalities, 
supporting people to live well 
from birth through to the end of 
their lives, reducing their need for 
healthcare services.

2. We will improve the 
experience of children and adults 
with long-term conditions, joining-
up primary care, community and 
hospital services so that people 
are cared for in the most 
appropriate place.

2. Provide high quality, safe care 
with excellent outcomes and 
experience 

3. We will provide safe, 
integrated, local services, 
diagnosing and treating people 
quickly, giving people an 
excellent experience wherever 
they are treated.



Ensure that every patient-facing team at MFT has a process 
through which they analyse real-time feedback from people that 
use our services and make changes to improve the service they 
offer.

Reduce episodes of avoidable harm in our hospitals through a 
focus on preventing pressure ulcers, falls and missed doses of 
critical medicines.

Improve patient outcomes and reduce the burden of 
antimicrobial resistance by promoting the prompt switching of 
intravenous to oral antibiotics and reducing the use of 'watch 
and reserve' antimicrobials across MFT.

Deliver the Care on Time programme. Transform our outpatient 
services, elective and diagnostic pathways, supported by digital 
innovation. Reduce waiting times equitably and ensure that - 
when people are waiting - they are waiting safely.

Implement a robust quality system that integrates safety, patient 
experience, and outcomes to drive continuous improvement.

Help to deliver high quality, sustainable regional services by 
centralising care in some areas, for example, in Cardiac 
Surgery and Vascular Surgery.

Use the range and scale of services that we offer to develop 
high quality specialised services, for example, in Cancer 
Surgery and Transplant services.

Maintain our regional centres, providing leadership and support 
across Greater Manchester and beyond in areas such as 
Children’s, Ophthalmology and Respiratory services.

Mainstream genomic medicine across specialties at MFT and 
the wider system through the new Regional Genomic Medicine 
Service, bringing genomic testing earlier in care pathways and 
applying pharmacogenomics. 

Build on our position as being at the forefront of genomic 
testing nationally by developing services such as circulating 
tumour DNA testing, pharmacogenomics and in population 
health. Develop plans in other advanced diagnostic disciplines 
such as metabolomics, proteomics and integrative diagnostics.

Continue to be a leading provider nationally of cell and gene 
therapies, and other advanced therapies, in both service and 
research. Develop a long-term plan to consider our future 
capacity and potential strategic partnerships.

Develop and deliver our strategic delivery plan for robotic 
assisted surgery across MFT 

Ensure equitable access and outcomes for patients across MFT 
by establishing networked or single services in key specialties, 
delivering models of care that meet people’s needs, address 
inequalities and are financially sustainable.

Work together with GM providers to deliver the Trust Provider 
Collaborative priorities, including the GM pathology and 
procurement collaborations, single queue diagnostics and 
corporate services projects.

Ensure effective engagement with colleagues at all levels, 
including strong engagment with Staff Networks, students and 
trainees, Trade Unions and professional associations. Work 
with ED&I leads and with Change Agents to support this.  

Listen and respond to what staff and students tell us through 
surveys and other routes. Co-create plans to deliver 
improvements.

3. Be the place where people 
enjoy working, learning and 
building career

6. We will make sure that our 
staff feel valued and supported 
by listening well and responding 
to their feedback. We will 
improve the experience of all our 
staff experience by embracing 
diversity and fairness.

4. We will strengthen our 
specialised services and support 
the adoption of genomics and 
precision medicine.

5. We will continue to deliver the 
benefits that come with our 
breadth and scale, using our 
unique range of services to 
improve outcomes, address 
inequalities and deliver value for 
money.



Monitor and deliver on the Trust-wide Equality, Diversity and 
Inclusion (ED&I) plan to create an organisation where all staff 
feel a sense of value and belonging and are treated fairly.

Promote a safe, open and transparent working environment 
which encourages staff to raise concerns directly within their 
team, whilst ensuring that other routes are available for staff to 
raise concerns where necessary.

Embed our values and behaviours through values-based 
recruitment, leadership development programmes, and 
implementation of the management and leadership framework. 
Ensure that our values are role modelled and understood, 
encouraging colleagues to challenge inappropriate behaviour.    

Make MFT a place that people enjoy working and learning 
through our culture change programme, working with our team 
of Change Agents on three-year cycles of cultural improvement.

Implement, monitor and enhance our response to violent, 
abuse and sexual safety concerns. Ensure that people see that 
concerns regarding their safety and wellbeing are taken 
seriously and acted on.

Support healthy living and address health inequalities by 
promoting staff health and wellbeing services and initiatives 
such as Health and Wellbeing Champions. Deliver a step 
change in how we support attendance by addressing long term 
inequities and policy gaps.

Work with colleagues to build a People Plan aligned to the 
goals of the 10 Year Helth Plan, developing a workforce that is 
fit for the future, with an individualised development plan for 
every employee.          

Co-design an education and training plan, supporting new roles 
and ways of working, improving access to roles and maximising 
apprenticeship opportunties.

Strengthen our widening participation initiatives, working with 
job centres, schools and local communities.  Ensure 
recruitment, onboarding and career development practices are 
inclusive and accessible.

Continue to recognise the brilliant work of our people and our 
teams through staff recognition and awards programmes.

Publicise the work of our teams externally so that people get 
the recognition that they deserve nationally and internationally.

Standardise our operational policies and practice across MFT 
to eliminate unwarranted variation and deliver better value. 

Deliver a programme of engagement for staff so that everyone 
understands the part they can play and is engaged in making 
the best use of our resource.

Maximise the value and income delivered by our MFT Charities, 
learning from approaches taken elsewhere, to strengthen the 
brands of our hospitals and Local Care Organisations, and 
improve our services. 

Develop and deliver plans to increase commercial activities for 
MFT in support of the Trust's financial sustainability, innovation 
and partnerships.

Refresh the Trusts medium term financial and capital plans to 
support our strategic ambitions, actively responding to new 
financial flows and payment mechanisms in support of the 
Trusts clinical and population health strategies. 

7. We will offer new ways for 
people to start their career in 
healthcare. Everyone at MFT will 
have opportunities to develop 
new skills and build their careers 
here.

4. Ensure value for our patients 
and communities by making the 
best use of our resources

8. We will achieve financial 
sustainability, increasing our 
productivity through continuous 
improvement and the effective 
management of public money.



Deliver the Hive benefits case around clinical quality, patient 
experience, productivity and research and innovation, 
supporting staff the get the most out of the system. Maximise 
the use of the MyMFT app to improve engagement with 
communities, information sharing about our services and 
healthy living, and the involvement of individuals with their care, 
whilst mitigating the risk of digital exclusion.

Complete the redevelopment of North Manchester General 
Hospital as part of the New Hospitals Programme, and the 
wider campus, as part of the North Manchester Strategy.

Work with national and local partners to identify alternative 
sources of capital funding to support the development of our 
estate and facilities. Progress our plans for the development of 
Wythenshawe Hospital and the surrounding area. 

Develop and implement an estates plan that is aligned to the 
MFT strategy, delivers our major capital programmes and 
ensures that our estate meets the required standards.

Help to create protected time for people across the organisation 
to pursue external funding opportunities and carry out research 
and innovation activity. 

Make research and innovation more accessible to staff through 
leaner, more proportionate administrative processes.

Support people to develop the skills to deliver world-class 
research and innovation by creating a careers framework that 
supports people at all levels to become involved and succeed 
in research. Work closely with universities to identify areas of 
joint interest in which clinical academic roles can be created.

Develop and deliver plans to improve access for research 
studies to services such imaging, pharmacy and laboratory 
medicine.

Prioritise the delivery of research programmes and the strategic 
themes that are part of our NIHR hosted infrastructure, 
supporting them to meet and surpass the required outputs. 

Look for opportunities to further develop our research and 
innovation infrastructure and to maximise commercial 
opportunities. Drive forward research and innovation in new 
areas – such as children and young people, neighbourhood 
health services, long-term conditions and health inequalities.

Develop strong relationships with our communities so that we 
can work together on research and innovation which addresses 
the issues that matter most to people and improve the diversity 
of people participating. Co-create our engagement strategy to 
ensure research remains relevant and more accessible.

Make sure that our research and innovation work addresses the 
challenges and opportunities for the organisation, supported by 
our iTAP programme,  Innovation Ambassadors and system 
partners.

Use digital channels, including Hive and MyMFT, to identify 
opportunities for patients and our communities to get involved 
in research and innovation, and to make it easier for people to 
stay involved with research once they are recruited. 

Build on the development of the MFT trusted research 
environment so that it can be harnessed to improve services for 
patients and power cutting-edge medical and commercial 
research.

5. Deliver world-class research 
and innovation that improves 
people’s lives

10. We will strengthen our 
delivery of world-class research 
and innovation by developing our 
infrastructure and supporting 
staff, patients and our 
communities to take part. 

11. We will apply research and 
innovation, including digital 
technology and artificial 
intelligence, to improve people’s 
health and the services we 

9. We will deliver value through 
our estate and digital 
infrastructure, developing 
existing and new strategic 
partnerships.



Explore the opportunity to appoint at least one strategic partner 
to help us adopt safe and effective AI solutions for clinical and 
operational use at scale.

Increase the number of impactful, formalised industry 
partnerships year-on-year to generate new research and 
innovation activities and new income streams as appropriate. 

Work with higher education institutions (e.g. universities) to 
explore the opportunities for bespoke collaboration which 
strategically matches MFT’s ambition with individual partners’ 
expertise.

Deliver our Digital Strategic Delivery Plan, ensuring that MFT is 
a digitally connected, data-driven organisation. Support the 
public and staff to use digital innovations to improve their health 
and working lives. 

health and the services we 
provide.
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three co-chairs of the MQCEG including Dr Raja 
Mujuresan & Dr Sarah Follon) 

 
Date of paper   15th October 2025  

 
  Item number 5 

 
Subject 

Manchester Quality and Clinical Effectiveness Group 
(MQCEG) 
 
 Summary of meeting held on 7th August 2025 
 Meeting scheduled for October 2nd was cancelled. 

Agenda will be deferred to December 4th. 
 

Outcome of Impact  
Assessments  
completed (e.g.  
Quality IA or Equality  
IA). Confirmation that  
an Equality Impact  
Assessment has been 
completed where 
 there is a change to  
a service, programme 
 or policy 

 

 

We will demonstrate our ongoing commitment in 
undertaking EIAs as a way of meeting our Public Sector 
Equality Duty, and to identify key mitigating actions which 
will be built into risk logs and programme delivery plans 
going forwards. 
 
Activity described in this paper does not advocate for 
service, programme or policy change at this time. 

 

Outline public 
engagement – clinical, 
stakeholder and 
public/patient in 
support of NHSE 
public and patient 

Public engagement is embedded in the structure of 
MQCEG meetings through attendance of Healthwatch 
and contribution from PPAG to the Patient Experience 
Subgroup 
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engagement and 
consultation 
requirements 

Recommendations 

Manchester Partnership Board to:  
 note the report includes summaries/highlights of 

topics raised, more detailed presentations are 
available on request.  

 provide comments on areas of interest or concern. 
 note escalations (where relevant)  
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1. Introduction  
1.1   The Manchester Quality and Clinical Effectiveness Group (MQCEG) forms a key 

element of the governance structure for both Manchester locality and NHS GM.  
 
1.2 The MQCEG is a blending of the previous Manchester System Quality Group and 

Manchester Clinical Effectiveness Group. The blended meeting reports and escalates 
into the Manchester Partnership Board (MPB), with parallel routes of reporting as an 
agreed subgroup for Quality into the GM System Quality Group (GMSQG) and as an 
agreed subgroup for Clinical Effectiveness into the GM Clinical Effectiveness and 
Governance Committee. 

 
1.3 The MQCEG will be the ongoing locality forum of the Manchester system bringing 

oversight and assurance of the many facets of Quality and Clinical Effectiveness which 
are represented by the shared accountability between NHS GM Chief Nurse Officer 
(CNO) and Chief Medical Officer (CMO). 

 
2. Manchester System Quality Group meeting on 7th August (summary): 
2.1 The agenda for this meeting included implementation of the Shanley recommendations 

for the independent sector, Specialist Weight Management Service, Healthwatch 
summary of patient experience focussed activities, and work on early cancer diagnosis. 

 
2.2 Shanley Recommendations: Localities were asked to audit implementation of the 11 

Shanley recommendations across the various service sectors. This report focusses on 
the Independent Sector. Manchester specific independent sector providers who are 
contracted for diagnostic and hospital services completed a detailed self-assessment 
based on the 11 key principles of Shanley. All selected providers returned their 
assessments fully completed.  

 
2.3 On the basis of this exercise and to bolster quality assurance of this sector, including 

safeguarding, the ICB will be reviewing the current quality risk stratification tool for the 
independent sector, to embed the embed and systemise oversight of the Shanley 
principles. This will also connect with provider improvement plans through the contract 
review meetings. The learning will be summarised and shared with all independent 
sector providers. The next phases of this work during 25/26 will be a focus on primary 
care providers, adult social care and a formal audit assessing implementation by NHS 
hospital providers (MFT & The Christie) since the publication of the Shanley report in 
2024. 

 
2.4 Specialist Weight Management Service: The ambition was that there should be a Primary 

Care model implemented from June 2025. Due to demand and funding, it has been 
necessary to allocate clinical prioritisation according to NHS England recommendations. 
Cohort 1 includes patients with BMI greater than or equal to 40 with 4 or more 
comorbidities from a defined list. The further clinical prioritisation means starting with 
Cohort 1A across Greater Manchester which includes patients with a BMI of greater than 
or equal to 50 with 4 or more comorbidities. Funding will be held and managed by NHS 
GM. 

 
2.5 The Manchester model which was agreed by the Manchester GP Board is going to be 

practice led, with the service contract being with the practices. The GM Search template 
is available through EMIS which will support practice patient searches. There will be 
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monthly reviews and follow ups as the monthly doses increase and patients will also 
access wrap around care. There is a review point after 6 months at the maximum 
tolerated dose at which point there should be at least a 5% weight loss from the baseline. 
Further review will be conducted at 12 months to decide on further management. GM 
monitoring framework to include performance and quality. Service commencement 
targeted for end September 25. 

 
2.6 Healthwatch & Patient Experience: Presentation on key patient experience focused 

activities during the last 12 months. Core ongoing activities include providing information 
and signposting service to guide people to the correct complaint service. Manchester 
Safeguarding Partnership now includes a citizens panel where vulnerable people are 
supported to speak about safeguarding issues.  

 
2.7 Manchester City Council commissioned two pieces of work completed in the last quarter 

of last year. First was related to adaptations in the home and how they have improved 
quality of life 6 months later. Most people said they felt happy about the impact that their 
adaptations have had on their quality of life. Key concern is the waiting between the initial 
assessment and having adaptations installed in their homes. This is a contractor issue 
and takes time to resolve through the system. 

 
2.8 For the ICB, Healthwatch looked at mental health inpatient experience, having 

interviewed people in Park House initially before their move to the North View residence 
(North Manchester). Following the move, patients reported a huge increase in the quality 
of their sleeping patterns and quality of food now provided. This is a significant factor 
around quality and improving clinical effectiveness for mental health inpatients. 
Healthwatch observed the movement of the large number of patients (120) was 
conducted seamlessly with no reported incidents.  

 
2.9 The second in partnership with the University of Manchester, was a review of what 

happens to people after diagnosis of autism and entry onto the care pathway. The 
outputs of this research/review is being shared by MCC and the locality (ICB) across a 
number of Manchester strategic and oversight groups.  

 
2.10 Another ongoing piece of work is around the Accessible Information Standard 

compliance by GP Practices. The standard is not currently statute but will become so 
soon, Healthwatch will support GP practices in demonstrating the highest level of 
compliance with this standard. Healthwatch will be visiting practices utilising an 
assessment matrix, allocating scores and suggesting ways to improve. Healthwatch 
noted the positive response from the GP practices to conduct this work. Scores will be 
organised into a league table and published.  

 
2.11 Early Cancer Diagnosis: Data from the Rapid Cancer Registration data set was shared 

and discussed. The dataset unfortunately is not up to date, usually 3-4 months behind 
real time activity, and is updated between 3 – 4 times per year, however data is being 
compiled more speedily than before.  
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The key ambition relating to cancer stage diagnosis includes that by 2028, 75% of all 
stageable cancers are diagnosed at stage 1 or 2. There are 3 key ways of increasing 
early cancer diagnosis rate. These are:  

 Increasing screening participation  
 Education for the public on signs and symptom awareness  
 Ensuring an effective, streamlined referral pathway  

 
Cancer staging is crucial for determining treatment options, predicting outcomes, 
facilitating communication among healthcare providers and potentially improving 
prognosis. Early-stage cancers may be treated with surgery or focused radiation whilst 
advanced stage cancers might require more systemic treatments like chemotherapy or 
immunotherapy. 

 
2.12 Data from March 2023 to December 2024, indicates that early-stage diagnosis has 

increased by 6.8%, from May 2024 up to December 2024 having increased by 2.7% 
(target is 3%). Tables presented showed the range and proportion of early-stage 
diagnoses by different pathways. Some pathways need significant improvement. GM 
Cancer Alliance continues to work to support and promote early recognition, earlier 
diagnosis and earlier staging. 

 
3.     NHS Reforms and Forward Plan  
3.1   The Manchester Quality and Clinical Effectiveness Group forward plan is scheduled to 

continue until April 2026, at which time it is expected that the new operating model for 
NHS GM will have become embedded (at GM as well as locality level). How this will 
impact on locality quality and clinical effectiveness is yet to be determined and will be 
dependent on nature and deployment of related resources. 

 
4. Recommendations 
4.1    Manchester Partnership Board to:  

 note the report includes summaries/highlights of topics raised, more detailed 
presentations are available on request.  

 provide comments on areas of interest or concern. 
 note escalations (where relevant)   
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Subject: 

Delegated Assurance Board Meetings Update Report, 
reporting on the meeting of 3 September 2025 and 3 
October 2025. 

Recommendations: 
Manchester Partnership Board is asked to: 
 
1. Note the report  
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1.0 Introduction 
 
1.1 The Delegated Assurance Board (DAB) forms a key element of the 

governance structure for the Manchester Locality, as part of NHS Greater 
Manchester Integrated Care (NHS GM). The DAB is a sub-group of the 
Manchester Partnership Board (MPB) and is a means for the Place Based 
Lead (PBL) to gain support and assurance in discharging their responsibilities.  
 

2.0 DAB Update  
 
The Delegated Assurance Board met on 3 September 2025 and 3 October 2025, 
and discussed the following key areas:   
 
2.1 Items for Escalation 
 

• No items for escalation were noted. 
 
 
2.2 Financial Position (Cost Improvement Plan update) 
 

• As of Month 5, the locality is reporting a financial overspend.  The  largest 
overspend is against the Mental Health budget.  A piece of work is being 
undertaken around mental health placement costs to mitigate against the 
increased service demand. 

• The following areas are at high risk against their financial budget and are 
being closely reviewed and monitored; CHC placements, LD and Mental 
Health placements, ADHD services, Interpretation services and some 
community services including weight management and audiology. 

• Cost Improvement Plans (CIP) programmes have been identified that could 
deliver up to £7.1m of savings in year.  The CIP programme savings are 
expected to be delivered in full. 

• The locality has also received £3.3m of Primary Care BeCCoR (Beyond Core 
Contract) funding.  

 
2.4 Single Improvement Plan (also known as System Improvement Plan) 
 

• The Manchester System Improvement Plan focuses on key areas of concern 
for the locality.  An update to the plan was presented in October which 
included a new pathway that is to be put in place for ADHD assessments that 
should reduce the cost of funding assessments from independent sector 
providers.   

 
 



Paper F  

2.5 Primary Care 
 

• A summary of items taken to the Primary Care Commissioning Committee 
was presented to DAB in September 2025.  Items included the final position of 
GP practices against the Manchester Quality Scheme (PQRRS).  The 
approach to the NHS GM review of Interpretation and Translation services 
was outlined, along with the extension of the current contractual 
arrangements.  This is a financial risk related to the extension as the current 
service is activity based.   

• Primary Care Winter / UEC schemes 2024/25 – a high-level summary of 
delivery against the 3 primary care schemes implemented during the winter 
period 2024/25 was provided. The schemes included:  

o 1. MARIS – The Manchester Acute Respiratory Service offered over 
20,000 appointments of which at least 50% of the patients would have 
used A&E otherwise. 

o 2. Additional capacity within GP practices – with approximately 20,000 
additional clinical and non-clinical appointments having been put in 
place between November 2024 and March 2025. 

o 3. Surge capacity – with 8.311 appointments delivered through GP 
Federation hubs.  94% of appointments were face to face.  23% of 
appointments would otherwise have been seen in A&E. 

 
2.6 Risk Management 
 

• DAB was provided with the updated locality high level (15+) risks from the 
locality teams.  Strategic risks related to the MPB priorities were also 
presented to DAB.   

• A review of Strategic risks is being undertaken as there are several risks 
related to teams and system capacity that may be consolidated into a single 
strategic risk.  A risk related to a lack of IT support for the Care Gateway 
telephony system was reviewed at DAB.  Contingency plans have been 
agreed should the system go down as an interim measure until a new GM 
wide system commissioned by NHS GM is procured and put in place. 

. 
 
 



Strategic Risks

Risk update

Inherent risk 
score

(Likelihood x 
consequence)

Current risk 
score

(Likelihood x 
consequence)

Target risk 
score

(Likelihood x 
consequence)

Latest update / risk position 
(where provided to DAB for high level risks - N/A where 

Strategic risks are external or not high level)

Indicates risk 
level prior to 

any mitigation

Risk level 
following initial 

mitigating 
actions already 
taken (controls)

Expected risk 
level once all 

remaining 
mitigating 

actions have 
been taken

Finance
Financial outturm 

2025/26
MF01

Damien Heakin
Deputy Chief Finance 
Officer

Locality Board Both For information

There is a risk that: The ICB fails to deliver the agreed financial outturn for 2025/26
This is because: Failure to develop and / or deliver recurrent saving schemes across the ICS or 
operational cost pressures above the planned level of expenditure. Pressures carried forward from 
prior year unachieved CIP.
The impact, if realised, would be: that GM's credibility would be damaged which may lead to 
further intervention by NHSE and delay in release from undertakings applied by NHSE

25
(5x5)

20
(4x5)

12
(4x3)

Controls
Finances are currently being managed in line with local and national guidance.
Grip and control measures implemented in 2023/24, including expenditure >£10k for ICB proposals and >£100k for NHS provider 
proposals is subject to review and approval by the ICB Exec team via the STAR process.
The financial position will be monitored on a monthly basis.

Monthly finance reports to be reported through internal governance in the Locality

More focused reporting on key areas of risk such as CHC, Prescribing, CIP delivery
There is participation on key working groups of the ICS. This helps to understand the key issues and milestones, and any future impact

Actions
Develop Manchester Partnership Board Finance Sub Group report to expand on all partners positions

Monthly Budget Monitoring  & reporting

Monthly Budget Holder Meetings and updates

Timely communication of changes in commitments and commissioned services between finance & services

Embedding a process for monitoring and reporting delievery of CIP plans with services

Review of services with leads to promote financial efficiency & value for money

CHC CHC team capacity MQNS01

Carolina Ciliento

Associate Director of 
Safety, Quality & Nursing 

– Manchester Locality

Brian Nicol - Risk 
manager

QNS 
Departmental 

Meeting through 
to Delegated 

Assurance Board

Both

DAB to retain oversight of 
CHC conditions and 

performance via SQN 
monthly report to DAB whilst 

CHC remains in business 
continuity

There is a risk that CHC patients will not be reviewed in line with the Locality CHC Recovery Plan and national 
framework
This is because there are remaining vacancies across the service, and a number of new staff still being trained and 
inducted.
The impact will be:
 - lack of assurance
 - patients will not be in receipt of the correct level of care and support
 - patients could deteriorate and  may require additional equipment or equipment renewal
 - level of patient harm could increase
 - NHS could be paying for patient care where the patient may not be eligible for NHS CHC
 - As a locality we remain at risk of subsequent PUPOC request (Previously Unassessed Period of Care)
 - Delayed MDTs
 - High volume of outstanding reviews

4 Staff still under recruitment - shortlsting completed, interviews in 
progress

12
(3x4)

12
(3x4)

8
(2x4)

Controls

CHC are working with MIAA to implement recovery plan. 
Agency staff continue while staff are being trained - plan to stop agency at the end of December 25
All outstanding Liaison reviews have been completed. 

Actions

A 12 month recovery plan in place for CHC including phasing into alternative staffing structure is in place
  

Safeguarding
Safeguarding Team 

capacity
MQNS04

Carolina Ciliento

Associate Director of 
Safety, Quality & Nursing 

– Manchester Locality

Delegated 
Assurance Board 

through to the 
Manchester 

Safeguarding 
Partnership

Both
For information - Managed in 

team

There is a risk that Manchester locality is unable to meet some of the statutory functions and roles 
 - This is because of specific gaps e.g. Designated Doctor for Children vacant post, Designated 
Doctor for Looked After Children is on long term sick leave, Deputy Designated Nurse for Adult 
Safeguarding has resigned and is leaving the organisation at the end of October, Specialist Nurse 
for Safeguarding Children post cannot be recruited to because the substantive post holder is acting 
into the Designated Children LAC role.  

All actions in train as agreed with CNO & DPL 
1) Now managed in Team 
2) DAB to note formal communication between ADQ & MCC Dep 
CEO on behalf of the Manchester Safeguarding Partnership 
(MSP) 
3) Continued sit reps to PBL & CNO 

12
(3x4)

12
(3x4)

12
(3x4)

Controls
1) Priortisation against CNO statutory responsibilties 
2) ADQ weekly control and oversight of Safeguarding pressures 

Actions
1) Designated Nurse for LAC recruitment continues to be filled via internal acting up position to Dec 25.  Business case in progress via 
business continuity panel,  awaiting final steps for permanent recruitment.
2) Business case in progress via business continuity panel to request 0.5 WTE Designated Nurse Adult Safeguarding increase of hours to 
0.7 WTE. 
3) Named GP has been recruited to on a temporary basis for 4 sessions per week. Contract until Dec 25 Business case in progress to 
extend contract for a further 12 months

Safeguarding

Named GP for 
Safeguarding Adults 
and Named GP for 
Safeguarding CYP

MQNS09

Carolina Ciliento

Associate Director of 
Safety, Quality & Nursing 

– Manchester Locality

DAB through to 
the Manchester 
Safeguarding 
Partnership 

(MSP)

Both
For DAB to retain high risk 

oversight re: management of 
risks 

 - There is a risk that Manchester locality is unable to meet the statutory functions and domains 4  
& 5 of the National Outcomes Framework (NOF)
  - This is because an additional component and role (Named GP for Safeguarding) has been 
added to the recently reviewed Safeguarding Assurance and Accountability Framework and 
delegated to Locality ADQ’s.  Manchester has less than sufficient capacity/funding to support the 
role required.
  - Primary Care GPs are a critical partner and absence of these roles will have the following 
impact:
 -Insufficient support to Primary Care
 -Reputational risk of GM ICB (Manchester Locality) as statutory partner 
 -Insufficient Primary Care input into Manchester Safeguarding Partnership (MSP) and 

Community Safety Partnership (CSP) subgroups and activity. 
 -Inability to progress primary care learning from statutory reviews and not providing safeguarding 

assurance that recommendations have been embedded to the MSP and CSP.
 -Absence of quality assurance function within all Primary Care Statutory Safeguarding and 

Domestic Homicide Reviews. 
 -Impact on statutory inspections – The Named GPs have a pivotal role in ensuring leadership and 

connectivity with Safeguarding partnerships and facilitating primary care’s ability to meet 
requirement of national statutory inspectorates such as JTAI and CQC
 -Absence of flow of detailed data and intelligence on a regular basis to the GMICB Primary Care 

Team’s assurance and performance process.   
 -NHS GM Primary Care meetings will cease with a resulting communication and intelligence gap 

between GM and locality.

Escalation process to GM & MSP already enacted on behalf of 
DAB.  Meetings in place to support the transition process. 
Business continuity case made to continue Named GP role until 
December 2026

16
(4x4)

16
(4x4)

12
(3x4)

Controls
Contract for Named GP in place until December 25 providing 4 sessions per week across children & adults. Meetings arranged in Q3 to 
develop a transition plan for the transfer of primary care information sharing for statutory review due to the reduced capacity of the 
designated nurse team.

Actions
Designated Nurses have been providing support to Primary Care for the statutory review process, however we will be losing one WTE 
post at the end of October, the Specialist Nurse for children post cannot be recruited to as the substantive post holder is acting into the 
interim post of Designated Nurse for Looked After Children and therefore the SG team are planning how to extract themselves from the 
primary care information sharing process.  A transition plan will be developed during quarter 3.  

QNS

Mental Health 
Independent 

Providers (not 
including hospitals)

MQNS12

Carolina Ciliento

Associate Director of 
Safety, Quality & Nursing 

– Manchester Locality

QNS
DAB

Both
Identify possible options for 
quality oversight or accept 

the risk

There is a risk that Manchester locality is unable to robustly assure the quality of care delivered by 
the Independent Sector Provider Mental Health services delivering community services (please see 
list of effected providers in Actions column).

This is due to:
- insufficient capacity within the GM Quality Team

The impact maybe:
 - Poor CQC rating (where CQC applies)
 - Poor quality of care to patients
 - Insufficient Assurance

New risk
16

(4x4)
16

(4x4)
12

(3x4)

Controls: None identified at present.  Needs further discussion and scoping

Actions: 1. Discussion required within locality to define mitigating actions for oversight of the following providers:

 •42nd Street
 •African Caribbean Mental Health Service (ACMHS)
 •Creative Support
 •Gaddum
 •LGBT Foundation
 •Making Space
 •Manchester MIND (YASP)
 •Place2Be
 •Redeeming our communities
 •We are Survivors 
 •Xenzone (Kooth)

MOT

Delivery against the 
Manchester locality 

medicines 
optimsiation CIP 

target - prescribing 
budget.

MMOT1

Kathryn Whiteley
 Cluster Lead Pharmacist 

for Manchester and 
Trafford

Locality finance 
group
GM CIP group

Both
For information - low level 

risk

There is a risk to delivery against the Manchester locality medicines optimsiation CIP target.
The risk is due to:
i) the medicines optimisation staffing consulation resulting in staff becoming distracted and 
disengaged
ii) PCNs withdrawing ARRS fudning therefore Manchester locality not having the full workforce 
quota for delivery
iii) Lack of engagement from primary care and general practice resulting in workstreams being 
slow to start, or not being approved for delivery in certain practices
The impact of not delivering against the CIP target will result in an overspend of the prescribing 
budget.

Risk on-going.
Extensive engagement with PCNs, and redeployment of MOT 
across practices.

12
(4x3)

6
(2x3)

6
(2x3)

Controls
Monthly monitoring meetings
PCN engagement
Monthly finance reporting
Staff 1:1s

Actions
PCN engagement
Monthly finance reporting
Staff 1:1s

Expectation from DAB / 
MPB 

e.g. for information, to 
authorise escalation, 

action?

Risk Description
Mitigations in place 

(Controls and Actions)
Risk Area Risk title Risk number Risk Owner

Risk Assurance 
Group

Programme / 
MPB Priority?



MOT
Shared Care 

agreement rejection
MMOT2

Kathryn Whiteley
 Cluster Lead Pharmacist 

for Manchester and 
Trafford

GM CEG
Joint UEC

Both
For information - low level 

risk

There is a risk that primary care providers in Manchester reject shared care agreements, 
particularly from GMMH.
One practice has written to formally withrdaw from all shared care at GMMH, this could cause a 
domino effect across other practices. The LMC are aware.
The impact will be patients not being able to access their medicines close to home, and an 
increased in activity in secondary care. 

Risk increased as impact of GP collection action is realised. 
Escelated to GM chief pharmacist as SRO for shared care. Now 
SCOM (for physical health) quality domain within 2025/26 
BeCCoR scheme. Depsite this scheme, practices contine to reject 
mental SCAs.

12
(4x3)

6
(3x2)

3
(1x3)

Controls
PCN engagement 
LMC engagement
GM review of shared care
BeCCoR standard

Actions
PCN engagement
Monthly highlight reports to PCN
Comms

Mental Health OAP risk MH02

Juliet Eadie

Head of Mental Health, 
Learning Disability and 

Autism

Assurance 
through Mental 
Health Strategy 

Group and 
through recovery 

plan

Both

No futher action specifically 
required from DAB.  System 
partners including MPB 
aware of situation and 
mitigations / actions agreed 
including with NHS GM.

There is a risk that the number of Out of Area placements arranged for patients could increase.  This due to a 
lack of alternative to admission and community mental health services there will an increased number that 
patients will be need to have an Out of Area Placement (OAPs). The impact of this could result in increased 
financial pressures across GM and potentially a poorer patient experience due to distance away from family 
and community. Additionally this would offer limited opportunities for clinical oversight, which could lead to 
further patient complications / escalations.

OAPs numbers currently at lowest level for 12 months - although a 
high number of patients(71) in non contracted beds

25
(5x5)

20
(5x4)

12
(4x3)

Controls
Recovery has been developed across all locality partners including a trajectory to reduce numbers and costings for OAPs by the end of 
March - while this has reduced patients out of area the number of pattients in IS beds remains high
All actions as listed in the Single Improvement Plan

Actions
Recovery plan in place and actions being progressed.  Locality escalation MADE continue to meet weekly.  Twice daily huddles happening 
in GMMH identifying clinically ready for discharge patients including any barriers.

Long Term 
Conditions

Community led and 
enabled approach

LTC01

Emma Gilbey

Emma Gilbey, 
Programme Director for 
Long Term Conditions

MLCO

Long Term 
Conditions 

Steering Group 
and Provider 
Collaborative 

Board

Both For information

The is a risk that IF we do not fund and invest in Community led and Community enabled 
approaches in a long term sustainable way THEN we will not reduce entrenched health inequalities 
in the Manchester population.  This is because community led approaches help to identify and 
target communities where the prevalence of long term conditions is high and help to develop 
methodologies that best meet the needs of these cohorts.  The impact of not doing this is that 
target groups are less likely to be effectively targeted and engage with services, making less likely 
that their long term conditions will be managed causing an increased burden on these individuals 
and the system due to complications relating to their medical condition.

VCSFE sector role and funding requirements to be built into the 
Diabetes Pathfinder development programme. 
For other LTC priorities such as CYP Healthy Lungs and Asthma, 
no community led engagement work is currently funded and health 
disparities are likely to be continuing to widen.
For CYP Asthma a business case engagement proposal is being 
prepared for the Public Health leadership team.
For Adults with COPD, some engagement work will be planned as 
part of the MFT Strategic Plan development.

12
(3x4)

12
(3x4)

9
(9x3)

Controls
Programme of work is discussed through Long Term Conditions Steering Group

Actions
Long Term Conditions are being prioritised as part of the NHS GM sustainability plan as part of proactive care.  CVD including Diabetes 
are programmes with some current funding attached for 2025/26.  No sustainable solutions currently identified.

VCSE VCSE funding risk VCSE01

Sharmila Kar
Joint Director Equality & 

Engagement 
(NHS Manchester 
Integrated Care 

Partnership/Manchester 
City Council)

Both

DAB is asked to ensure that 
they are fully informed and 

sighted on the risk and 
aware of potential impacts. 

May become a regular 
agenda item for discussion. 

There is a risk to the sustainability of the VCSE sector  which  affect the delivery of the 
sustainability plan and MPB priorities. This is due to the decommissioning of VCSE funding in 
Manchester at a GM level.  There are considerable risks as result of the lack of funding for the 
locality, which will include a lack of engagement with grass roots organisations to inform health 
priorities which will impede the city’s progress in tackling systemic health inequalities for our most 
disadvantaged communities which were exposed by the pandemic
The impact, will be reputational  damage, relationships with the sector  and fall out from the 
communities we engage with will be significant if we do not have  funding going forward as a result 
of locality and ICB budget presessures. 

VCSE funding is granted in small pots - cumulative impact of cuts to these small pots is significant 
on the sector overall. Further complicating factors include decommissioning of VCSE contracts for 
25/26 that haven't yet gone through the STAR process, the increase in national insurance with little 
to no possible mitigation adding to fragility of the VCSE sector overall. 

Currently there is still no NHS-GM plan for funding this service in 
Manchester which remains the only Locality without a funded 
Primary Care offer. 

20
(5x4)

20
(5x4)

12
(3x4)

Controls: Working with VCSE leaders to develop impact outcome framework to evidencecontribution of VCSE sector. 

GM have developed strategic commissioning principles - if realised may help to mitigate impact including around inconsistent notice 
periods, contract lengths etc. 

Actions: Work to mitigate  by a more integrated approach to VCSE commissioning across Health and Care. Work ongoing to understand 
cumulative spend across council, health and MLCO.

Opportunities to work in more integrated way with VCSE sector - further details to follow. 



Locality NHS High level risks

Risk update
Inherent risk score

(Likelihood x 
consequence)

Current risk score
(Likelihood x 
consequence)

Target risk score
(Likelihood x 
consequence)

Latest update / risk position 
Indicates risk level prior 

to any mitigation

Risk level following initial 
mitigating actions already 

taken (controls)

Expected risk level once all 
remaining mitigating 

actions have been taken

Finance Financial outturm 2025/26 MF01
Damien Heakin

Deputy Chief Finance Officer
Locality Board Both

For information

There is a risk that: The ICB fails to deliver the agreed financial outturn for 2025/26.
This is because: Failure to develop and / or deliver recurrent saving schemes across the ICS or operational cost pressures above the 
planned level of expenditure. Pressures carried forward from prior year unachieved CIP.
The impact, if realised, would be: that GM's credibility would be damaged which may lead to further intervention by NHSE and delay 
in release from undertakings applied by NHSE

Risk updated for current financial year throughout. 

25
(5x5)

20
(4x5)

12
(4x3)

Controls
Finances are currently being managed in line with local and national guidance.
Grip and control measures implemented in 2023/24, including expenditure >£10k for ICB proposals and >£100k for NHS 
provider proposals is subject to review and approval by the ICB Exec team via the STAR process.
The financial position will be monitored on a monthly basis.

Monthly finance reports to be reported through internal governance in the Locality

More focused reporting on key areas of risk such as CHC, Prescribing, CIP delivery
There is participation on key working groups of the ICS. This helps to understand the key issues and milestones, and any future 
impact

Actions
Develop Manchester Partnership Board Finance Sub Group report to expand on all partners positions

Monthly Budget Monitoring  & reporting

Monthly Budget Holder Meetings and updates

Timely communication of changes in commitments and commissioned services between finance & services

Embedding a process for monitoring and reporting delievery of CIP plans with services

Review of services with leads to promote financial efficiency & value for money

Primary Care Primary Care Team Capacity MPC02

Caroline Bradley

Associate Director of Primary Care 
(Manchester)

PCOG Both

For awareness and to note the on-going capacity / resource 
issues that are impacting on delivery of a large primary care 
progamme. 
To note the further imapct the lack of recruitment and loss of a 
senior fixed term role will create including the delivery of MPB 
objectives
To support prioritisation process and potential need to stop / 
pause existing work as there is no capacity to delivery safelya 
dn without negatively impacting staff wellbeing.

Limited / lack of resource within the Primary Care Team due to organisational restrucutre, running cost savings, fixed term role and long term 
sickness. This is impacting upon the teams ability to deliver against its significant work programme. This includes, but is not limited to, support to GP 
Board infrastructure and elements of the NHSE Delivery Plan to Improve Access to Primary Care, Primary Secondary Care Interface work, estates, 
service monitoring and redesign. The primary care team is regularly reviewing its work on the programme plan and prioritising. However, recent 
sickness and loss of  a member of staff from the locality primary care team mans future review may include ceasing some primary care work or 
reducing input int system wide work programmes. High level discussions have taken place with NHS GM primary care colleagues to explore 
economies of scale across localities. This will not provide the resource required to deliver across all aspects of the  primary care programme plan.

16
(4x4)

16
(4x4)

4
(2x2)

Controls
Regular review of the primary care programme plan against available resource. On-going discussions with system partners re: 
joint work programmes. Prioritisation of work and potential RAG rating of work to identify where primary care input will be ceased / 
reduced. 

Actions
On-going review of PC work programme
Discussions with NHS GM re: shared resource and economies of scale across priary care work programmes.
Locality discussion re: programmes of work, prioritisation and most effective use of resource.

Primary Care Estates - Hawthorn MPC1119

Gordon Reid

Assistant Director of Primary Care
Primary Care Commissioning 

(Manchester)

Locality Estates Group Programme

For awareness. Work is progressing with partners via agreed 
governance routes.  Expecting this risk score to be reduced 
by autumn following recent Lidl lease extension offer.

There is a risk to business continuity for the Hawthorn registered list and the WIC due to the landlord serving notice on the building. The 
landlord will enact a 5-year break clause within the contract (Sept 25). 

The notice period / break clause is Sept 25 (potentially) to find an alternative venue and undertake due diligence, relocation and ensure 
business continuity. 

Programme Team progressing permanent build for August 26 completion.
Currently Landlord (Lidl) is not offering a lease extension beyond 30th December 25.  
Discussions with Lidl continue, and is likely to now include direct contact to Lidl Board.
Councillor and MP Engagement expected during early July.  Public engagement will be required 
shortly afterwards and a suite of stakeholder resources have been prepared in advance.

Sept 25 Update: Lidl have now offered a lease extension to 31 August 2026, with an additional 
8 week commissioning period to enable safe transition of the service to new premises.  Build 
expected to be completed on 31 August 2026. Deadlines remain very tight with no margin for 
delay across the programme.

16
(4x4)

16
(4x4)

6
(2x3)

Controls
Several options are currently being considered for relocation. One preferred option has developed and is being progressed by a 
Project Team which includes NHS Property Service and Council members.

Actions
Formal subgroup established in July 24
Ongoing discussions with City Council and University Colleagues
Discussion with Landlord (Lidl) during August 24
Project Initiation Document (PID) completed in August 24
Heads of Terms agreed with University of Manchester on land.  
GM Capital Funding secured and in place March 25
Formal instruction to NHS PS completed Jan 25
Planning application to be submitted June 26
Procurement of developer to complete summer 25
Build to be completed in June 26
3 month extension to current lease agreed with Lidl until 30th December 25.
Current 6 month gap which requires temporary premises unless landlord agrees to a further lease extension.

Primary Care

Lack of Resource to deliver 
a proportionate Estates 
Response to poulation 
growth

MPC03

Gordon Reid

Assistant Director of Primary 
Care

Primary Care Commissioning 
(Manchester)

Locality Estates 
Group

Programme

For information There is a risk that we will have a lack of resource to deliver a proportionate estates response to population growth.  This 
takes into consideration the team resource and Capital Funding to support the increasing Manchester population 
requirement.  This is because the increasing Manchester population and planned future housing developments across the 
Locality mean that additional Primary Care services and workforce are required, including additional Primary Care estates 
to manage patient demand.  The current Manchester estate does not offer enough space to support future delivery 
therefore, funding is required to develop, build, refurbish and reconfigure in order to deliver the estate the population 
needs.  The impact of this could include patients needing to travel further to access GP services, pressures on GP to meet 
national targets for patients to be seen, and patients being less likely to go to GP which could impact on any medical 
conditions that they have.

Added 18.09.25 following PC Estates group discussions

16
(4x4)

16
(4x4)

12
(3x4)

Controls
Development of a variety of estates projects across the Locality with partners - these have 
various different funding options.
Manchester is the largest Locality (population-wise) within Greater Manchester and it is 
anticipated that it will have the largest population growth over the next 10 years - this should be 
taken into account with allocation of funding.
Ongoing discussions at MSEG and within NHS GM regarding key projects in development

Actions
Development of key infrasturcture projects taking place.
Governance in order to access funding to take place as required.

CHC CHC CIP MQNS05

Carolina Ciliento

Associate Director of Safety, Quality & 
Nursing – Manchester Locality

QNS Departmental 
Meeting through to 

Delegated Assurance 
Board

Both

DAB to note that GM have recognised low confidence in 
Manchester achieving CIP target by end March 2025 
due to Dermot Murphy & Liaison programmes not 
achieving estimated savings in 24

 -There is a risk that the CIP saving will not be realised within the financial year 2024/25
 -This is because there are clear governance processes’ in place to support the decommissioning of a service which should have 
commenced by this point in time
 - The impact of trying to realise the CIP within this financial year will be:
        i) breach of contractual requirements pertaining to the length of time to service 
           notice to:
         MLCO/MFT (service provider)
         Barlow Medical Centre (GP provider)
         ii)  Compromise of patient safety whilst finding alternative and suitable  
            accommodation for clients currently in Dermott Murphy Centre (DMC)
         iii) Patients and family satisfaction may diminish during the process
         iv) Service Impact assessment on patient, service and finance which will feed into the overall plan and identify what steps next 
need to be take i.e consultation

1) DAB has agreed to proceed with a phased approach to decommissioning 
of Dermot Murphy - 2 phases, both completed by April 2026. 

16
(4x4)

16
(4x4)

12
(3x4)

Controls
Monthly oversight and analysis of spend (with Finance), 
Review of application of National Framework protocols - regular training and competence assessment of CHC staff.
Quality assurance by clinical leads of all eligibility decisions.
Case management of all high cost packages is in place.
A comprehensive programme of system focussed work will be implemented for Manchester that will include all 
locality stakeholders working together to agreed objectives within a joint plan.

Actions
 - Noted that at present a block funding approach is in place and most of the patients are “fast track” therefore the 
ICB is getting more value for money as the patients would need to be individually funded episodes of care if Dermot 
Murphy was not available. 

Safeguarding

Named GP for 
Safeguarding Adults and 

Named GP for 
Safeguarding CYP

MQNS09

Carolina Ciliento

Associate Director of Safety, 
Quality & Nursing – Manchester 

Locality

DAB through to the 
Manchester 

Safeguarding 
Partnership (MSP)

Both
For DAB to retain high risk oversight re: 

management of risks 

 - There is a risk that Manchester locality is unable to meet the statutory functions and domains 4  & 5 of the 
National Outcomes Framework (NOF)
  - This is because an additional component and role (Named GP for Safeguarding) has been added to the 
recently reviewed Safeguarding Assurance and Accountability Framework and delegated to Locality ADQ’s.  
Manchester has less than sufficient capacity/funding to support the role required.
  - Primary Care GPs are a critical partner and absence of these roles will have the following impact:
 -Insufficient support to Primary Care
 -Reputational risk of GM ICB (Manchester Locality) as statutory partner 
 -Insufficient Primary Care input into Manchester Safeguarding Partnership (MSP) and Community Safety 

Partnership (CSP) subgroups and activity. 
 -Inability to progress primary care learning from statutory reviews and not providing safeguarding assurance 

that recommendations have been embedded to the MSP and CSP.
 -Absence of quality assurance function within all Primary Care Statutory Safeguarding and Domestic 

Homicide Reviews. 
 -Impact on statutory inspections – The Named GPs have a pivotal role in ensuring leadership and 

connectivity with Safeguarding partnerships and facilitating primary care’s ability to meet requirement of 
national statutory inspectorates such as JTAI and CQC
 -Absence of flow of detailed data and intelligence on a regular basis to the GMICB Primary Care Team’s 

assurance and performance process.   
 -NHS GM Primary Care meetings will cease with a resulting communication and intelligence gap between 

GM and locality.

Escalation process to GM & MSP already enacted on behalf of 
DAB.  Meetings in place to support the transition process. 
Business continuity case made to continue Named GP role until 
December 2026

16
(4x4)

16
(4x4)

12
(3x4)

Controls
Contract for Named GP in place until December 25 providing 4 sessions per week across 
children & adults. Meetings arranged in Q3 to develop a transition plan for the transfer of primary 
care information sharing for statutory review due to the reduced capacity of the designated nurse 
team.

Actions
Designated Nurses have been providing support to Primary Care for the statutory review 
process, however we will be losing one WTE post at the end of October, the Specialist Nurse for 
children post cannot be recruited to as the substantive post holder is acting into the interim post 
of Designated Nurse for Looked After Children and therefore the SG team are planning how to 
extract themselves from the primary care information sharing process.  A transition plan will be 
developed during quarter 3.  

Mental Health
Community Mental 

Health Capacity
MH01

Juliet Eadie

Head of Mental Health, 
Learning Disability and Autism

Monitored as part of 
the recovery plan and 

the community 
transformation plan

Both

Need to ensure MPB is aware of the need to 
prioritse recruitment and actions related to 
Mental Health.

650  is a worsening of the figure on this time 
12 months ago by approximately 200 - 
patients not having care coordination support 
is a serious issue for the patients not receiving 
the required clinical support and flow of 
patients into and out of acute mental health 
beds

There is a risk to the ability to manage patients effectively in the community. This is due to a shortage of 
CMHT care coordinators, particularly in the North. If realised, there would be an impact on patient care and 
escalation leading to increased numbers of patients needing to attend acute services and potentially 
increased costs from acute length of stay.  

Being monitored as part of the recovery plan

Circa 650 patients still without allocated care coordinator - 
causing delays in discharge 

20
(5x4)

20
(5x4)

9
(3x3)

Controls
Recovery plan in place.  Recruitment of agency staff and GMMH attendance at recruitment fairs.  
GMMH looking at retention strategy and reviewing role of care coordinators.

Actions
A system meeting was held to discuss shorter term actions to improve mental health in the 
community
Need to work with GMMH to agree the capacity and focus of the CMHTs in the city,
Focusing on Central East and the 2 teams in the North was agreed as a priority
Solutions to be worked up further include;
- VCSE support available in the localities
- potential skill mix to ensure clinicians doings administrative tasks is minimised
-  whether capacity from other parts of the system could be utilised to better support these 
teams,  
- understand what should be in place to better support each CMHT

Expectation from DAB
e.g. for information, to authorise escalation, 

action?
Risk Description

Mitigations in place 
(Controls and Actions)

Risk Area Risk title Risk number Risk Owner Risk Assurance Group
Programme / MPB 

Priority?



Mental Health OAP risk MH02

Juliet Eadie

Head of Mental Health, 
Learning Disability and Autism

Assurance through 
Mental Health 

Strategy Group and 
through recovery plan

Both

No futher action specifically required from 
DAB.  System partners including MPB aware 
of situation and mitigations / actions agreed 
including with NHS GM.

There is a risk that the number of Out of Area placements arranged for patients could increase.  This due to a lack of 
alternative to admission and community mental health services there will an increased number that patients will be need to 
have an Out of Area Placement (OAPs). The impact of this could result in increased financial pressures across GM and 
potentially a poorer patient experience due to distance away from family and community. Additionally this would offer 
limited opportunities for clinical oversight, which could lead to further patient complications / escalations.

OAPs numbers currently at lowest level for 12 months - 
although a high number of patients(71) in non contracted beds

25
(5x5)

20
(5x4)

12
(4x3)

Controls
Recovery has been developed across all locality partners including a trajectory to reduce 
numbers and costings for OAPs by the end of March - while this has reduced patients out of area 
the number of pattients in IS beds remains high
All actions as listed in the Single Improvement Plan

Actions
Recovery plan in place and actions being progressed.  Locality escalation MADE continue to 
meet weekly.  Twice daily huddles happening in GMMH identifying clinically ready for discharge 
patients including any barriers.

Learning Disability 
/ Autism

National Inpatient 
Tragets

LDA01

Fiona Watterson, Associate 
Director of Integrated Care Team,  

Manchester locality                                                                                                                                                                                                                                                                                                                                                                                                                                                            

Juliet Eadie, Head of Adult Mental 
Health, Learning Disability and 

Autism Integrated Care, Manchester 
locality

Manchester Local Care 
Origanisation/ Manchester City 

Council

Locality Board, LMT, 
Delegated Assurance 

Board, Joint 
Commissioning Board, 
LAM, MLCO/MCC QAM

Both

For information There is a risk that Manchester locality may not meet the national inpatient targets for the reduction in number of inpatients 
with a diagnosis of a learning disability and/or autism in a MH/LD specialist mental health bed, commissioned by the ICB. 
Currently 36 actual non secure adult inpatients with a target of 17, 9 actual secre (SPEC COMM) adult inpatients with a 
target of 7. Children and Young People (CYP) target has been met Actual:9 and target: 9. 

A number of barriers to some of the discharges to include lack of suitable accommodation, delays in and lack of allocation 
of Care Coordinators to progres the 12 stages of discharge planning, delays allocation of social worker, delay in completion 
of Care Act Assessments, Capacity Assessments, lack of suitable Providers coming forward to offer support to individuals 
to meet their needs, lack of cohesion between inpatient and community servicves to work together to move forward the 
discharge, delays in legal framework processes for CoPDoLs and Court delays for submissions, some MOJ decision making 
for removal of MH section in some cases is delayed, delays and availability of Community RC for Hospital to Community 
RC to RC handover for some individuals.

Being monitored as part of the recovery plan around LDA and 
MH commissioning. Oversight ongoing within LMT, Senior level 
MADE and DAB.

20
(5x4)

16
(4x4)

12
(3x4)

Controls: Fortnighty Assuring Transformation Meetings  continue to remain in place to obtain 
updates fron system re discharge plannign progress, barriers and levers. 
Regular locality escalation MADE meetings in place
Regulation locality and GM OAPs meetings in place to track admissions, discharges and targets
Recovery has been developed across all locality partners including a trajectory to reduce 
numbers and costings for OAPs by the end of March                                                                               
Health and Social Care joint funding panel can ve held within 24 hrs and at short notice to 
support expedition of commissioning agreements for funding of care packages, clear processes 
in place
Social Care internal panel processes have increased in throughput and speed of decision, clear 
processes in place
Offer of GM Complex Housing Project to support some of the more commplex care and 
accommodation provisions (although can be costly and up to 12 - 18t month wait for discharge 
to some of these provisions due to build, adaptaion, acquiring residential landlord, housing 
benefits and working weith developers and MDT.
6-8 weekly Commissioner Oversight Reviews undertaken via ICB Integrated Care Team for 
oversight of care and support for individual, discharge planning progress and commissioned 
service meeting assurance requirements

Actions: Recovery plan in place and actions being progressed to continue  
Locality escalation MADE continue to meet weekly.  

VCSE VCSE funding risk VCSE01

Sharmila Kar
Joint Director Equality & 

Engagement 
(NHS Manchester Integrated 
Care Partnership/Manchester 

City Council)

Both

DAB is asked to ensure that they are fully 
informed and sighted on the risk and aware of 
potential impacts. May become a regular 
agenda item for discussion. 

There is a risk to the sustainability of the VCSE sector  which  affect the delivery of the sustainability plan and MPB priorities. 
This is due to the decommissioning of VCSE funding in Manchester at a GM level.  There are considerable risks as result of 
the lack of funding for the locality, which will include a lack of engagement with grass roots organisations to inform health 
priorities which will impede the city’s progress in tackling systemic health inequalities for our most disadvantaged 
communities which were exposed by the pandemic
The impact, will be reputational  damage, relationships with the sector  and fall out from the communities we engage with 
will be significant if we do not have  funding going forward as a result of locality and ICB budget presessures. 

VCSE funding is granted in small pots - cumulative impact of cuts to these small pots is significant on the sector overall. 
Further complicating factors include decommissioning of VCSE contracts for 25/26 that haven't yet gone through the STAR 
process, the increase in national insurance with little to no possible mitigation adding to fragility of the VCSE sector overall. 

Risk identified in line with previous DAB discussions

20
(5x4)

20
(5x4)

12
(3x4)

Controls: Working with VCSE leaders to develop impact outcome framework to 
evidencecontribution of VCSE sector. 

GM have developed strategic commissioning principles - if realised may help to mitigate impact 
including around inconsistent notice periods, contract lengths etc. 

Actions: Work to mitigate  by a more integrated approach to VCSE commissioning across 
Health and Care. Work ongoing to understand cumulative spend across council, health and 
MLCO.

Opportunities to work in more integrated way with VCSE sector - further details to follow. 

MOT
MOT Workplan and CIP 

risk
MMOT7

Kathryn Whiteley
 Cluster Lead Pharmacist for 

Manchester and Trafford

GM IPMO Value
Fortnightly MOT CIP 

Review Meetings
Monthly Locality 

Assurance/Highlight 
Reports

Both

3) already escelated to GM via chief pharmacist
There is a risk that due to the ICB running cost review, that the MOT workplan and CIP will not be realised. 
This will result in inequity across the locality, as some PCNs are not covered by MOT, a gap in CIP delivery 
resulting in overspend of the prescribing budget and disengagement of PCNs and practices. There is a 
reputational risk to NHS GM ICB as we will not deliver the support to practices and direct patient care that 
has been proposed and agreed. 

2025/26 CIP for Manchester MOT finalised and ready for 
submission to GM. Practice-based MOT currently delivering CIP 
which is monitored and feedback via GM finance assurance 
routes.
31/07/2025 - Manchester locality behind CIP delivery and 
enacting recovery plan

16
(4x4)

16
(4x4)

9
(3x3)

Controls: MO staffing review
Deployment of staff based on greatest need. 
Ongoing review of deployment, and re-deploying based on priority workstreams

Actions: 
On-going CIP delivery and direct patient care.



Paper G 

1 
 

 

 

Public Manchester Partnership Board   
 
Report of: 

 
Tom Hinchcliffe 
Deputy Place Based Lead for Manchester 

 
Paper prepared by: 

 
Peter Ball 
Assistant Programme Director – Strategic Delivery 
(Manchester) 

 
Date of paper: 15th October 2025  

 
  Item number: 5 

 
Subject: Joint Commissioning Board (JCB) Highlight Report 

(June – August 2025) 

Outcome of Impact  
Assessments  
completed (e.g.  
Quality IA or Equality  
IA). Confirmation that  
an Equality Impact  
Assessment has been 
completed where 
 there is a change to  
a service, programme 
 or policy: 

 

EIAs to be completed as part of the service delivery 
redesign process and signed off by the JCB Chair 

Outline public engagement – 
clinical, stakeholder and 
public/patient in support of 
NHSE public and patient 
engagement and 
consultation requirements: 

Public engagement is an integral part of the service 
delivery redesign process, ensuring community voices 
are heard, needs are addressed, and outcomes are 
aligned with public expectations and priorities.  Feedback  
is obtained as part of the service delivery redesign 
process 

Recommendations: 
 

Manchester Partnership Board is asked to note the 
report and updates 
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1. Introduction 
 

1.1. The Joint Commissioning Board (JCB) is a subgroup of the Manchester 
Partnership Board. It brings together partners from the NHS, Social Care, 
and Public Health to discuss and make recommendations on joint 
commissioning decisions for health and care services in Manchester. 

1.2. This board supports a more integrated approach to commissioning, 
focused on improving outcomes and experiences for Manchester residents. 
It plays a key role in transforming how services are planned and delivered 
to meet the needs of our population. 

1.3. This report provides a summary of the key items discussed and decisions 
made at recent JCB meetings. 

 
2. Key Updates and Highlights 

 
June 2025 
 
2.1 Specialist Weight Management Services 

 
• The Board received an update on the rollout of specialist weight 

management services. 
• Eligible patients will be invited centrally by NHS Greater Manchester 

after 24 June 2025 and will book GP appointments to begin the process. 
• There was discussion on introducing a new "Tier 2 Plus" model offering 

more intensive support for patients with complex needs. 
• Concerns were raised about shifting focus away from prevention and the 

effectiveness of certain medications like Tirzepatide. 
• Board members questioned whether the right workforce and systems 

are in place to deliver the service effectively. 
• Next steps: Further work is needed to assess the proposed approach 

and review the role of medications like Tirzepatide. 
 

2.2 NHS Adults Commissioning 
 

• A presentation was given outlining the current state and future direction 
of NHS adult commissioning. 

• Key milestones include national changes to the Integrated Care Board 
(ICB) and a significant workforce reduction (40%) by 2026. 

• Board members welcomed the clarity provided and suggested that 
similar presentations be developed for other service areas. 

• Next steps: A further update is expected at the September/October 
JCB meeting. 
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2.3 External Care Market – Escalation and Accountability Framework (2025/26) 
 

• A new framework was introduced to manage risks and escalations in the 
external care market across Manchester. 

• It defines clear roles and responsibilities and was developed 
collaboratively with stakeholders including Public Health. 

• The framework supports continuous improvement and aligns with 
upcoming Care Quality Commission (CQC) requirements. 

• Outcome: The Board endorsed the approach and its emphasis on 
system-wide accountability and safeguarding. 

 
July 2025 
 
2.3 NHS Reform  

 
• The Board was updated on the ongoing work to integrate health and 

care leadership across Manchester through a new 10-year strategy. 
• The reform aims to strengthen neighbourhood-level working and 

improve joint commissioning. 
• Current governance arrangements, including co-chairing, were 

recognised as effective and valuable. 
• Next steps: Continued design work and staff consultation is expected 

through autumn. 
 

2.4 Better Care Fund (BCF) Review 
 

• NHSE has requested a full review of the Better Care Fund in 
Manchester. 

• The BCF totals £115m and supports a range of services, including 
mental health and discharge pathways. 

• Key issues include understanding how funds are spent and ensuring 
equitable access, especially for diverse communities. 

• A new working group will be formed to lead the review and report back 
in September. 

• Outcome: The Board noted the update and agreed to the formation of a 
working group. 
 

2.5 Urgent Care Capacity and Discharge Funding 
 

• A paper was presented outlining how urgent care and discharge funding 
was used in 2024/25 and the early planning for 2025/26. 

• Work is underway to ensure a joined-up approach across urgent care, 
discharge, and the Better Care Fund. 

• Fortnightly planning groups are in place to coordinate efforts ahead of 
winter. 
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• Outcome: The Board will maintain oversight and receive regular 
updates on funding and planning progress. 
 

2.6 Public Health Commissioning 
 

• A presentation gave an overview of public health commissioning, which 
was well received. 

• The need for greater clarity on funding, especially for community 
nutrition and the VCSE (Voluntary, Community, and Social Enterprise) 
sector, was discussed. 

• There was broad agreement on the importance of a joint, transparent 
approach to planning and resource allocation. 

• Outcome: The Board noted the update and requested further 
exploration of funding arrangements. 
 

August 2025 
 

• No meeting was held in August due to the summer break. 
 
3. Recommendation 

 
• The Manchester Partnership Board is asked to note the report and the 

updates provided. 
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Public Manchester Partnership Board   
 
Report of: 

 
Vish Mehra, GP Board Chair  

 
Paper prepared by: 

 
Caroline Bradley, Associate Director Primary Care  

 
Date of paper: 15th October 2025  

 
  Item number: 5 

 
Subject:  GP Board minutes – 3rd September 2025  

Outcome of Impact  
Assessments  
completed (e.g.  
Quality IA or Equality  
IA). Confirmation that  
an Equality Impact  
Assessment has been 
completed where 
 there is a change to  
a service, programme 
 or policy: 

 

 

Outline public engagement – 
clinical, stakeholder and 
public/patient in support of 
NHSE public and patient 
engagement and 
consultation requirements: 

 

Recommendations: 
 

Manchester Partnership Board is asked to note the 
minutes  
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NOTES – GP Board 
 
Date:  Wednesday 3 September 

Time:  3:00pm – 4:00pm 

Venue:  Microsoft Teams 

 
Item 
No. 

Topic 

1. Welcome and Introductions – VM welcomed members to the meeting.  

2. Declaration of Interest – No new declarations of interest.  
 

3. Notes of last meeting – Approved as a true and accurate record. 
 

4. Action Log – Discussed and updated (see separate document). 
 

5. System Working and Neighbourhood 2.0 
MC and SM outlined their intention to engage directly with Primary Care colleagues, highlighting the 
importance of open, honest communication and invited the group to share concerns or suggestions for 
improving future collaboration. Concerns were raised regarding Primary Care feeling excluded from early 
decision-making, expressing a desire for involvement at the outset of projects rather than being asked to 
approve decisions retrospectively. MC acknowledged that the pace and process of recent initiatives, 
particularly the Neighbourhood Health Implementation Programme, had not allowed for sufficient Primary 
Care engagement, describing this as a misstep rather than an intentional exclusion.  
 
SA mentioned the need for clear contact points for communication between Primary Care and MFT when 
there is a time pressure, suggesting the establishment of regular forums or direct lines of contact to address 
emerging issues efficiently.  
 
CB thanked MC and SM for attending the GP Board and agreed that there does need to be clear routes of 
contact and engagement between the system and primary care. This should recognise the importance of and 
ensure parity of primary care within the system. This should be based on honest, constructive and mature 
discussions that maintain open lines of communication.  
 
MC supported this, acknowledging that he hadn’t been to a GP Board meeting since taking on his roles at 
MFT, and the importance of further dialogue with GP Board including a face-to-face meeting to develop 
working relationships, clarify roles and establish a programme of work. MC invited suggestions for the timing 
of the meeting and format.  
 
Members of the group raised questions about the handling of the Neighbourhood Health Implementation 
Programme, expressing disappointment over limited Primary Care involvement in drafting submissions and 
seeking clarity on future processes and the role of MFT and MLCO. MS described how general practice teams 
in Cheetham and Crumpsall felt disengaged from the Neighbourhood Health Implementation Programme, as 
the submission was largely drafted before their input, resulting in some practices not supporting the final 
document. Members of the Board raised concerns regarding MFT’s leadership in the MLCO with some feeling 
that it is overshadowing Primary Care’s role, with fears that this might lead to further marginalisation and lack 
of engagement of Primary Care in local decision-making. SA asked for clarity on the next steps for the 
Neighbourhood Health Implementation Programme, regardless of whether the bid is successful and how 
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future engagement and governance will be structured.   
 
TG and VM highlighted issues around governance structures, the distinction between GP clinical roles and 
general practice representation and the need for transparent resource allocation between Primary and 
Secondary Care. TG also thanked MC for attending and taking time to speak to GP Board members. TG  
provided examples of where there should have been early engagement with General Practice such as the 
Hospital at Home Service which was implemented without GP involvement and called for improved 
governance processes to ensure general practice is engaged in the design and oversight of new community 
services. VM raised the issue of competition for resources between Primary and Secondary Care, particularly 
during winter pressures and suggested that more collaborative approaches to resource planning should be 
developed. MC agreed to address these issues in future face-to-face meetings, aiming to develop shared 
solutions and ensure all partners feel their contributions are valued.  
 
The group discussed the need for agile, consistent engagement mechanisms, clear contact points and a shift 
from discussion to demonstrable action, with plans to formalise these processes and monitor progress.  
 
Action – face to face meting to be arranged between GP Board and MC / SM (and other relevant colleagues) 
 

6. UEC Winter Planning 2025/26 
GR provided a recap of the previous year’s winter schemes, which included additional sessions, MARIS, Surge 
Hubs and Complex Discharge MDTs. GR explained that GM partners have announced a £10 million reduction 
in winter funding across all sectors. In Manchester, this equates to a 30% reduction from £5.6 million to £3.9 
million this winter, with final allocations pending approval from Manchester Provider Board.  
 
GR outlined that instead of a 30% reduction across all schemes, a UEC prioritisation exercise will be conducted, 
focusing on outcomes, evaluations and delivery from last year with an emphasis on protecting Primary Care 
Schemes that have demonstrated significant system savings. GR shared data showing that last winter 50,000 
appointments were delivered with deflection rates of 23% - 50% and the financial evaluation indicated that 
c£635,000 spent in Primary Care prevented £1.3 million in Secondary Care costs as a minimum. GR noted 
differences in how practices utilised additional sessions, MARIS funding and surge capacity, attributing some 
variation to estate issues and locum support challenges, but also highlighted improvements in direct booking 
into surge appointments.  
 
Surge Hubs Specification 2025/26  
• At least one hub per Locality (North, Central and South Manchester).  
• Accept referrals from Primary Care across the Locality, NHS 111 and Clinical Assessment Service (CAS).  
• Operate 7 days a week. 
• Planned appointments that can be used by any practice in that Locality in the event of a surge.  
• Provision / capacity should be relative to weighted patient population. 
• Should be demonstrably additional to a practice’s core offer.  
• Minimum Data Set to provide a consistent method of reporting. 
• Data sharing agreements to enable write back functionality into GP patient record.  
 
Next Steps 
• Surge Hubs Specification will be shared as soon as it is finalised.  
• If practices feel as though they can deliver Surge Hubs specification, GR asked that they contact the team 

with an EOI by end of September 2025.  
• NHS GM level discussions around funding allocations to continue.  
• Locality UEC system discussions to continue around prioritisation. Likely to have sign off by the Urgent 

Care Board and Manchester Partnership Board by early October 2025.  
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• There is a preference to start winter capacity as early as possible.  
• In the event of UEC reduction, there is a preference to run a shorter winter scheme.  
 
VM raised concerns regarding a letter from the Provider Collaborative suggesting that Q1 winter scheme 
funding for acutes should not be reduced and questioned its impact on the overall funding reduction for 
Primary Care. GR and SA emphasised the need for a counter-letter or joint statement from Primary Care to 
advocate for sustained Primary Care funding.  
 
Action – GR to provide further information once available on the UEC / Winter allocations and EOI process 
for Surge Hubs 
 

7. Specialist Weight Management Services Update 
PR mentioned that NHS GM has finalised the service specification and clinical pathway for Specialist Weight 
Management with a final pack to be shared with localities as part of the rollout. The aim for Manchester is to 
begin implementation in September, with prescribing to start at the end of the month. There is a webinar 
scheduled for Thursday 11 September covering the specification and guidance for GPs. PR noted the 
establishment of two NHS GM groups, one for mobilisation of Tirzepatide prescribing and another as a 
steering group, with the first mobilisation meeting scheduled for Friday 5 September.  
 
The wrap-around service for patients will be provided by Reed Wellbeing, including dietary, exercise and 
wellbeing support until April 2026, after which NHS England will consider future commissioning options. PR 
addressed questions regarding the Manchester Tier 3 Service, clarifying that NHS GM is working with More 
Life to ensure continued provision under the current contract.  
 

8. Provider Collaborative Update  
• No update. 
 
Manchester Partnership Board 
• No update. 
 
Clinical and Professional Advisory Group 
• No update. 
 
Making Manchester Fairer  
• No update. 
 
Strategy & Planning Board 
• No update. 
 
Population Health Management Board 
• No update. 
 
Health and Wellbeing Board 
• No update. 
 

9. AOB 
SA requested that the Respiratory Transformation Pathway be added to the October agenda.  
 

10. Date and time of next meeting (GP Board – Part Two System):  
Wednesday 1 October 2025, 15:00 – 16:00 via Teams. 
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Public Manchester Partnership Board   
 
Report of: 

 
  Dr Sohail Munshi, Joint Chief Medical Officer 

 
Paper prepared by: 

 
Emma Gilbey, Programme Director for Long Term Conditions 
 

 
Date of paper: 15th October 2025  

 
  Item number: 5 

 
Subject: Clinical and Professional Advisory Group 

Outcome of Impact  
Assessments  
completed (e.g.  
Quality IA or Equality  
IA). Confirmation that  
an Equality Impact  
Assessment has been 
completed where 
 there is a change to  
a service, programme 
 or policy: 

 

 

Outline public 
engagement – clinical, 
stakeholder and 
public/patient in support 
of NHSE public and 
patient engagement and 
consultation 
requirements: 

 

Recommendations: 

 
Manchester Partnership Board is asked to note the report and 
updates 
 



 
 
 

 
 
Escalation and Assurance Report  
Clinical and Professional Advisory Group 
 
Report to: Population Health Management Committee 
Report from: Dr Sohail Munshi, Joint Chief Medical Officer 
Date of meeting(s): 25th September 2025 

 
   

Key escalation and discussion points from the meeting 

Alert Action being taken and by whom Target Date 

None   

 Alert 

None 

Alert 

None 

Metric Reason for escalation 

  

Advise: 

None 

Assure: 

The Assistant Medical Director (AMD) NHS-GM Manchester Locality gave an update on Winter capacity funding 
for Primary Care confirming that the same funding as last year will be received meaning all 3 schemes including 
MARIS (Manchester Acute Respiratory Infection Service) will now be stepped up. 
 
The Deputy AMD NHS-GM Trafford Locality advised that a paper was going to Trafford Locality Board about 
clinical leadership related to NHS reforms with consideration of where collaboration and sharing of resources 
(with other localities) could be useful to reduce duplication of effort. It was also advised that Trafford have 
established a Long Term Condition and Cancer group meeting quarterly and has a plan on a page which it would 
be helpful to cross reference with Manchester to see where potential connections and link ups could be made. It 
was also updated that contracts have been issued to 3 out of 5 PCNs to provide Feno and Spirometry in Trafford 
repurposing existing funding. The new service will be reviewed in 6 months. 
 
Colleagues from Northumbria Healthcare NHS Foundation Trust joined CPAG to provide an overview and update 
on their work to establish a Gastroenterology Advice and Guidance model. 
 



Background was provided that Northumbria has a population of c500k and has areas of deprivation and largely 
rural geography. A team was tasked with improving the Gastroenterology service with the objective being speed, 
including achieving a 4-week routine wait, providing rapid specialist advice and importantly valuing patient’s time. 
 
The following approach was outlined: 
1. Building relationships with GPs (& Practice Managers): get out there! 
2. A&G / Referral optimisation / A&R: Use consultant expertise in a different way. Discuss with and not refer to. 
3. Good housekeeping – creating solid foundations. 
 
Primary Care Relationships – view from the other side of the wall 
• Different pressures / targets / patients: Workloads – “General GI”. Rapid diagnostics vs Gatekeeper. 

Supervising non-medical staff. Dealing with increased A&G burden / cost. “Refer and Forget”. 
• National: A& G red hot topic, examples of A&G done badly. 
 
By the summer of 2023, all of the Northumbria Gastroenterology referrals now go through e-RS A&G with no 
direct bookable services. Supports 2 week waits and there is monthly performance data. It is important this is seen 
as a long term project with clear clinical targets. Building relationships between secondary care and primary care 
clinicians is key. 
 
What has gone well 

• Clinically led process 
• Speed 
• Robust and well-regarded A&G 
• Relationships with Primary Care 
• Team morale 
• More endoscopy 
• Work with other services 
• Expanded Out Patient offer. 

 
Questions and discussion points raised by CPAG members included the need to align resource to where workload 
sits, as this is the big tension. Also concerns regarding medical legal responsibility especially around 
miscommunicated information or advice being given which ends in patient harm where would the responsibility 
sit. For Northumbria, this was broached with Trust lawyers early on and they were happy that the specialist team 
are giving an opinion, and the risk is being shared with an audit trial around opinion being shared in any decisions.  
 
The point was also raised that whilst one speciality is a small amount of workload for a GP Practice, if we are 
looking to expand the model across outpatients how sustainable is it, and what feedback has been received from 
Northumbria GPs.  
 
A query was raised around dialogue, noting that this is key as there can be complex patients. Is there a way of 
having a back and forth between GPs and Consultants, as we do not really have a system to have this dialogue. It 
was advised that the new version of e-RS would support this better than previous systems and would be alike to a 
WhatsApp chat. 
 
It was noted there is a big workstream at NHS-GM around A&G which has been agreed and gone out to 
procurement as a more telephone referral model.  
 
It was agreed that due to time constraints of the meeting that further questions could be collated and shared with 
Northumbria Gastro colleagues via email. Questions to be included: Number of Primary Care contacts and How to 
manage left shift of resources to match left shift of workload. 
 
It was queried if there was any utilisation of ACPs or specialist nursing colleagues particularly in the triage model. 
The Northumbria team didn’t use ACPs as they didn’t use a protocolised referral system approach but felt that the 
personalised response from a Consultant was important if we were going to overrule what the GP had asked. 
 



It was asked if there is any evidence that workload goes down with A&G but it was advised that it was too soon to 
say, but possibly over the long term it will. 
 
It was advised that this approach for Gastroenterology A&G is being piloted at Wythenshawe Hospital, with the 
support of Northumbria colleagues and it was requested for contact with any GPs willing to work on this project 
together. It was suggested that with the support of GPs data collection should be considered including tracking the 
number of GP contacts. 
 

Decisions taken: 

None 

 
Risks discussed at the meeting 
Risk number (MFT/0000XXXX) and description Risk register (choose one) 

Strategic / Corporate / Operational 
 
None 
 

 

 
 
Report completed by: Emma Gilbey, Programme Director for Long Term Conditions 
 
Report approved by: Dr Sohail Munshi, Joint Chief Medical Officer 
 
Agenda (insert): 
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