Agenda

Part 1 - Heywood, Middleton and Rochdale - Primary Care Commissioning Committee

Date: 16 May 2025
Time: 10.30 to 12.00
Venue: Virtual via Microsoft Teams
Item Subject Paper/ For Approval/ By Whom
No. Verbal Discussion/
Information
1. | Welcome, Introductions Verbal 1 Record Chair
and Apologies
2. | Declarations of Interest Verbal 2 Record Chair
3. | Minutes of the previous Paper 3 Approve Chair
meeting on 21 March 2025
4. | Action Log Paper 4 Approve Chair
5. | Chairs Action Verbal 5 Information Chair
6. | Risk Register Paper 6 Decision / Discussion Louise
Entwistle /
Sarah
Crossley
7. | UEC Capacity and Paper 7 Discussion Reehana Khan
Discharge Fund Update / Sarah
Crossley
8. | Quality Visits Paper 8 Discussion Jackie Woodall
9. | Primary Eyecare Contract Paper 9 Approve Ryan
2025/26 Staniland
10. | Quality, Safety and Paper 10 Approve Shabnam
Safeguarding Update Sardar
11. | Update from: Verbal 11 Discussion
e Local Pharmaceutical Wesley Jones
Committee (LPC)
e Local Optometry Chloe Lloyd
Committee (LOC)
e Local Medical Dr Mo Jiva
Committee (LMC)
e Local Dental Committee Dr Mushtaq
(LDC)
12. | Finance Report Paper 12 Discussion Simon O’Hare
/ Damian
Mercer
13. | IM&T Report Paper 13 Discussion Chris Upton
14. | Healthwatch Rochdale Verbal 14 Discussion Kate Jones

Update
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15. | Primary Care Operational Paper 15 Discussion Sarah
Group Crossley

16. | Public Questions Verbal 16 Discussion Chair

17. | Any other business Verbal 17 Information Chair
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Minutes

Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and

Rochdale)
Date: 20 March 2025
Time: 10:30 — 11:50

Venue: Virtual via Microsoft Teams

Present

Apologies

Nichola Thompson, Director of Health &
Care Integration (DASS & Deputy Place
Lead), Rochdale Borough Council / NHS
GM HMR (CHAIR)

Sarah Crossley, Head of Primary Care,
Community & Neighbourhoods, NHS GM
HMR

Simon O’Hare, Interim Associate Director
of Finance, NHS GM HMR

Claire McKeown, Transformation
Manager, NHS GM HMR

Dr Mo Jiva, Local Medical Council
Representative

Dr Zahir Mohammed, Clinical Director,
Heywood Primary Care Network (PCN)
Shabnam Sardar, Quality &
Safeguarding Manager, NHS GM HMR
Louise Thompson, Clinical Director
Canalside Primary Care Network (PCN)
Dr Venk Mallya, Clinical Director
Pennines Primary Care Network (PCN)
Nadia Dove, Associate Director of
Transformation and Delivery, NHS GM
HMR

Kate Jones, Chief Executive
HealthWatch Rochdale

Dr Chandy, LDC Representative

Chris Upton, Head of IT and Assurance,
NHS GM HMR

Mina Patel, Director of Finance,
Rochdale Care Organisation, Northern
Care Alliance (NCA)

Jackie Woodall, Transformation &
Delivery Lead, Primary Care,
Neighbourhoods & Community, NHS GM
HMR

Alison Kelly, Associate Director of Nursing,
Quality and Safety, NHS GM HMR

Wesley Jones, LPC Representative

Steve Rumbelow, Chief Executive, Rochdale
Borough Council / Place Lead NHS GM HMR
Dr Salman Shahid, Associate Medical
Director, NHS GM HMR

Susan McKernan, Associate Director of
Medicines Optimisation, NHS GM HMR

Dr Haroon Sadique, Clinical Director, Bridge
Primary Care Network (PCN)

Clir Dalaat Ali, Portfolio Holder for Healthy
Lives Rochdale Borough Council

Chloe Lloyd Chapman, HMR Locality Lead
LLC

Dr Richard Darling, Clinical Director,
Rochdale North Primary Care Network
Damian Mercer, Head of Finance -
Management Accounts, NHS GM HMR




Steve Taylor, Chief Officer, Rochdale
Care Organisation, Northern Care
Alliance (NCA)

IN ATTENDANCE:

Stacey Comer, Minutes, NHS GM HMR
Samantha Young, Member of the Public
Moira Auchterbine, Healthwatch
Sandra Croasdale, Associate Director of
Integrated Delivery, NHS GM HMR

Item | Topic Action
No.
1. Welcome and Apologies
Members and attendees were welcomed to the meeting. Introductions
were given and apologies noted.
2. Declarations of Interest
2.1 Members were reminded of their obligation to declare any
interest they may have which might conflict with the business
of NHS GM Integrated Care (Heywood, Middleton and
Rochdale).
2.2 The Chair requested any declarations of interests relating
totoday’s agenda.
2.3 All GPs declared an interest in item 7 Primary Care LCS (Core
+) 2025/26 due to their roles as GPs. It was agreed that as
this is a meeting held in public that those conflicted would
remain in the meeting and take part in the discussions but
would not take part in the decision.
2.4 The Committee agreed to note the above declaration of
interest.
3. Minutes of the previous meeting on 17 January 2025
3.1 The minutes were reviewed and agreed as a true and
accurate record.
4, Action Log / Matters Arising

4.1 It was confirmed that there are no outstanding actions.

Chairs Action




5.1

It was noted that there have been no chairs actions since the

last meeting.

5.2 The Committee noted that there have been no chairs

actions since the last meeting.

Risk Register

6.1

6.2

6.3

6.4

6.5

6.6

The content of the report was summarised.

In the last reporting period, there is 1 reduced risk, 3
unchanged risks, 1 closed risk and 1 new risk.

The new risk relates to the Primary Care Academy 2025/26
funding.

Members were asked for any comments or questions.
Following a question regarding the Hive risk it was confirmed
that as part of this process Equality Impact Assessments have

been completed.

The Committee agreed to note the content of the report
and agreed the changes to the risk register.

Primary Care LCS (Core+)

DECLARATIONS OF INTEREST: all GPs were conflicted due to their
roles as GPs.

ACTION TAKEN: it was agreed that as this is a meeting held in
public those conflicted would remain in the meeting and take part in
the discussions but would not take part in the decision.

71

7.2

7.3

The content of the report was summarised and it was noted
that the report provides an update on progress of the
development of the primary care locally commissioned
service (LCS) 2025/26 and approval of the outline intentions
for the 2025/26 scheme.

It was noted that the engagement draft was developed with
colleagues and leads across the system, the starting point
was the locality priorities and wherever possible indicators
have been included which support this direction of travel.

A range of meetings and engagement events have taken
place with stakeholders and there has been opportunity for
feedback and comments to be shared. This culminated with
PCN CD and GP Fed meetings this week.




7.4

7.5

7.6

7.7

7.8

7.9

7.10

7.1

This year will be split into 5 themes:

e Access, Demand & Capacity: Part A
Access, Demand & Capacity: Part B
Integrated working
Prevention
NHS GM areas of consistency

Members were asked for any comments or questions.

It was noted that the engagement meetings have been
positive.

Concerns were raised regarding double payment of some
indicators in terms of at practice and PCN level. Clarification
was provided that there is a process in place to avoid this.

Following an additional concern it was confirmed that a PCN
would not be penalised for one practice failing to achieve.
There is a process in place and if a PCN can evidence that
they have done everything they can to try and achieve, this
will be considered. There is also an appeals process that can
be followed.

It was noted following a question that there is a Task and
Finish Group that has been established to help shape those
pan GM schemes which anyone wishing to attend is
welcome.

Confirmation was provided that final schemes will be issued
on 28 March 2025, noting that engagement will continue to
take place as needed.

The Committee agreed to approve the report including
the high-level summary of the 2025/26 proposed
indicators for the LCS primary care quality scheme for
2025/26.

CAIP 2024/25

8.1

8.2

The content of the report was summarised, and it was noted
that it provides an outline of the Capacity and Access
Improvement Payment (CAIP) included in the Network
Contract Directed Enhanced Service (DES) 24/25, and the
submissions received to date from HMR Primary Care
Networks (PCNs).

5 out of 6 PCNs declarations have been received. There is
still an opportunity to submit, and we are engaging with them.




8.3

The Post Payment Verification exercise was outlined.

8.4 Members were asked for any comments or questions.
8.5 The Committee agreed to note the content of the report.
9. Quality Visit Report

9.1  The content of the report was noted, and key elements
highlighted.

9.2 A phased approach has taken place to restarting the HMR
Quality Improvement Programme.

9.3 Those visits deemed high priority are planned to be completed
by the end of March 2025. Two visits have been deferred to
April due to GP capacity.

9.4 In preparation for visits resources are shared with practices in
advance, these resources have been developed by the GM
central team.

9.5 The visits are designed to be supportive and provide an
opportunity for key information to be shared and key
challenges discussed.

9.6 Medicines Optimisation have supported with some of these
visits as have Healthwatch Rochdale.

9.7 It was noted that PPGs have restarted in practices and are
face to face. Discussions are ongoing regarding doing this
virtually.

9.8 Plans have been made for a further 26 visits to take place
during 2025/26 and the outcomes will be reported back to NHS
GM.

9.9 Members were asked for any comments or questions.

9.10 The Committee agreed to note the content of the report,
and the update provided.

10. | Quality, Safety and Safeguarding Update

10.1

10.2

The content of the report was noted, and key elements
highlighted.

Work has taken place with RBC regarding the Dragons Den
process for the Better Care Fund. Significant time has been




10.3

10.4

10.5

10.6

10.7

10.8

10.9

dedicated to this which has ensured that quality, safety and
safeguarding are at the front of the agenda.

Site visits have commenced and have been beneficial in
identifying pressure areas with providers. Best practice is being
shared between providers, it provides an opportunity to speak
to patients and provides the Quality and Safety Team the
opportunity to view the different sites.

A process is developing for consent forms for High Intensity
Users. Links and meetings are taking place with IT,
governance and IG. Significant work has taken place, and the
project is now ready to launch.

Meetings have taken place with NHSE to share the work that
we are doing and demonstrate the great integration in
Rochdale.

Members were asked for any comments or questions.

Following a question, it was confirmed that the Level 3
Safeguarding training for practices is now provided by the
Primary Care Academy. It was recognised that the last
scheduled training was cancelled at short notice due to a
bereavement therefore this training is be re-arranged.

CQC has issued a formal notice to PCFT. Work is taking place
with colleagues to address these concerns. Following a
question, it was confirmed that this inspection does not impact
on those PCFT staff within the PCNs.

The Committee agreed to note the content of the report,
and the update provided

11.

Updates

LMC
11.1

11.2

11.3

11.4

Local Medical Committee (LMC)

Local Pharmaceutical Committee (LPC)
Local Optometry Committee (LOC)
Local Dental Committee (LDC)

A verbal update was provided.

The new GP contract is expected soon, it is unclear what the
impact of changes to NHSE will be on wider primary care.

The PCN contract for 2025/26 has not yet been shared.

Collective Action has now ended. Confirmed that this has




always been about making sure GPs only do the work that they
are commissioned to do.

11.5 It was agreed that the work that has taken place to improve
patient pathways continue.

11.6 Clarity was provided that any changes that have been made
will continue and there is an expectation that discussions
continue to take place to address issues and raise escalations.

11.7 Thanks was noted to Dr Shona McCallum, Medical Director of
Rochdale Care Organisation regarding the work that has taken
place to progress the Primary and Secondary Care Interface.

11.8 Members were asked for any comments of questions.
11.9 No further discussions took place.

LPC
11.10No update was provided due to apologies.

LOC
11.11No update was provided due to apologies.

LDC

11.12 A verbal update was provided. Things are up in the air regards
to what is happening from April onwards. NHS Dental contracts
are also unclear.

11.13The Committee noted the verbal update provided.

12.

Finance Report

12.1 The report was summarised, and it was noted that this report
updates the Primary Care Commissioning Committee on the
financial position at month 10 (January) of the 2024/25 financial
year.

12.2 At the end of month 10, the Primary Care Budgets were forecast
to underspend by £115k which is due to an underachievement
of the 2023/24 Prescribing Work Programme. This underspend
is contributing non recurrently to the Medicine’s Optimisation
CIP.

12.3 Prescribing is now held centrally and reported here for
information. As at month 10, prescribing is forecast to overspend
by £2.8m based on actual spend data received. Prescribing data
is 2 months in arrears, so this forecast is based on spend to
November (month 08).




12.4 Members were asked for any comments or questions. No further
discussions took place.

12.5 The Committee agreed to note the update provided.

13.

IM&T Report

13.1  The content of the report was summarised, and the following
areas highlighted.

key digital activities

Al

Cloud based telephony

ORCHA

Optimise

MJOG

PATCHs

[€]

Lung Health Checks DPIA

Skin Analytics

Support to Salford locality

13.2 Members were asked for any comments or questions.

13.3 A query was raised regarding Al Tools and it was confirmed
that no new tools should be used until the official guidance has
been shared. It was agreed that work take place to develop
some guidance for practices.

13.4 It was highlighted that there is still some confusion for patients
using the NHS APP and PATCHSs and it was suggested that it
would be helpful for a boroughwide approach. Confirmation
was provided that there is some comms being pulled together.

13.5 The Committee agreed to note the content of the report.

C Upton

14.

Healthwatch Rochdale Update

14.1 A verbal update was provided.

14.2 The Stakeholder 360 review has been shared for comments.

14.3 As previously mentioned, support has been provided to the GP
Quality Visits which has helped develop a programme of work

for next year.

14.4 Primary care enter and views will take place with GPs initially
and will then be rolled out wider.




14.5

14.6

14.7

14.8

14.9

14.10

14.11

91% of PPGs are up and running. Three practices are yet to
provide an update, but it is great progress.

Thanks was noted to Healthwatch for there support and work
regarding the PPG'’s.

Enter and views continue at care homes, and these will be
revamped to get a broader picture from professionals.

Issues have been identified with access to dentistry with further
work taking place with care home managers regarding this.

Members were asked for any comments or questions.
Following a question, it was confirmed that there are quarterly
care home forums hosted by Adult Social Care where all

managers get together.

The Committee agreed to note the verbal update provided.

15.

Primary Care Operational Group (PCOG) Update

15.1

15.2

15.3

15.4

15.5

The content of the report was summarised.

It was highlighted that key discussions focussed on:
e CAIP
e Core+
e Engagement with Medicines Optimisation and GMMMG
guidelines

There was good attendance from the clinical leads and PCN
CDs.

Members were asked for any comments or questions. No
further discussions took place.

The Committee agreed to note the content of the report.

16.

Neighbourhood Model Update

16.1

A presentation was provided on Neighbourhoods and the
following areas highlighted:
e Our Neighbourhood Model
Our Focus in 2025/26
Community Teams Development — 1
Community Teams Development — 2
Community Teams Development — 3
MDTs for Children and Young People
Neighbourhood Structure




¢ Neighbourhood Partnership Group Membership
16.2 Members were asked for any comments or questions.

16.3 Following a question, it was confirmed that it would be great for
wider primary care to be included in the neighbourhood’s work.

16.4 The Committee agreed to note the verbal update.

17. Public Questions

17.1 It was noted that there have been no public questions since the
last meeting.

17.2 The Committee agreed to note the verbal update.

18.1 | AOB

18.1 No further discussions took place.




Action Log

Part 1 - Place Based Primary Care Commissioning Committee (Heywood, Middleton and Rochdale)

Date: 21 March 2025
Time: 10:30 — 12:00
Venue: Microsoft Teams
Meeting Agenda Item Name | Action Owner Due Date Comments/Updates
Date Item
21/03/25 13 IM&T Report | Work to take place to develop some Chris 16/05/25 IN PROGRESS
guidance for practices regarding Al Tools. Upton




MEETING: Heywood, Middleton and Rochdale (HMR) Place Based Primary Care
Commissioning Committee (PCCC)

ITEM NUMBER: 6

DATE: 16/05/25

REPORT TITLE: Primary Care Risk Report
REPORT AUTHOR: Louise Entwistle
EXECUTIVE SUMMARY:

The purpose of this paper is to update the committee on any changes to the primary care risk
register. In the last reporting period, one risk has reduced, which is non-escalating, and four risks
have been closed. Three risks continue to score as escalations.

Further details regarding all risks managed by the locality Primary Care Commissioning
Committee are included the paper.

RECOMMENDATIONS: The committee is asked to review and approve the contents
of the paper.

OUTCOME REQUIRED Approval Assurance Discussion | Information

(Please Indicate) X O X O

CONSIDERATIONS

Please include a brief synopsis of any considerations or implications the Board should be made
aware of:

OORisk implications;

OOFinancial implications;

OClinical implications;

OImpact on Inequalities;
COCommunication/Public Engagement;
OLegal Implications;

COWorkforce Implications;




1.0 Overview
1.1 Risk Register

The current primary care risk register is included (Appendix 1) for the committee to review and
approve proposed changes. The primary care elements of the risk register are reviewed monthly
and any proposed changes are discussed either at this committee or the Primary Care
Operational Group (PCOG). The primary care risks form part of locality risk register and are also
regularly reported and reviewed via LCO and wider governance processes and the locality risk
register process informs how risks are identified and escalated. All escalating risks (those with a
risk score of 15) are reported to LCO Board and integrated Care Partnership Committee (ICPC)
on a quarterly basis.

The purpose of this paper is to update the committee on any proposed changes to the primary
care section of the risk register and for the committee to review and approve these changes.

It is also an opportunity for the committee to review, discuss and make any further changes to
the risk register.

2.0 Risk update
In summary in the last reporting period there are five proposed changes to the risk register; one
reduced risk, which is non-escalating and four closed risks.

The proposed changes to escalating and non-escalating risks are highlighted below. The
committee is asked to note and review the mitigating actions and rationale for changes to these
risks and approve the proposed changes.

2.1 Reduced risk
There is one risk that is proposed to have a reduced risk score in this reporting period.

211
297 - Delay to resolution of Information Governance issues with non-healthcare provider

Risk description
IF Information Governance issues are not resolved rapidly with a nonhealthcare provider THEN
patients may experience delays accessing primary care advice and or treatment.



Mitigating actions include the Information Governance team working with the provider to ensure
that issues are resolved in a timely manner and there is regular contact with the provider to
address these issues. There has been communication with all general practices to advise that
there is an alternative provision in place to ensure there aren’t delays to patient care, this
includes sport purchasing arrangements. Work is underway to exploring the opportunity to
recommission this service with a new contract provider.

Through the review process, it is recommended that this risk is reduced due to additional
mitigating actions in place including the ability to spot purchase via alternative provider and work
being undertaken to recommission this service for 2025/26.

2.2 Closed Risks
There are four risks that are recommended to close in this reporting period.

221
098 - Covid — 19 Mass vaccinations Vaccine Supply

Risk description

IF there is insufficient supply of COVID-19 and flu vaccines to meet government targets for
vaccination of priority groups, THEN members of the population will not have equitable access
to a vaccine

Mitigating actions includes targeted work with underserved population and support via
engagement in activities in conjunction with Action Together. There are escalation process in
place with GM for redistribution of vaccines through mutual aid. PCNs are completing weekly
stocktake which are logged on the vaccination ordering system. An options appraisal paper was
developed to provide interim support in place for the locality vaccines and immunisations
programme and this roles is now in place.

Through the review process it is recommended that this risk be closed as supply during the start
of spring 2025 programme has been steady, which mirrors the winter 2024/25 programme. The
vaccination supply issues that had previously been faced seem to have been resolved alongside
more defined eligibility groups and reduction in vaccination uptake.



222
300 - GPs Ordering Sufficient Flu Vaccination

Risk description

IF GP's do not order enough flu vaccine to achieve national flu targets for their practice
population THEN HMR may not have sufficient vaccinations available to vaccinate HMR
residents.

Mitigating actions in place include pharmacy provision to support HMR residents with accessing
vaccinations. GP Practice continue to call and recall residents to offer them appointments and
communications have gone to GP practice outlining the implications of enough stock not being
ordered to cover their patient population.

Through the review process it is recommended that this risk be closed as flu vaccinations have
now been ordered for the Autumn Winter 25/26 programme and the support that pharmacies
can provide will continue to mitigate against any residents not being able to access flu vaccines
at their GP practice.

2.2.3
304 GP Collective Action

Risk description

Due to GP collective action, there is a risk that changes may occur that may result in disruption
or delays to patient care. |IF we are unable to maintain regular communication with the locality
LMC and IF we do not fully understand how GP collective action is being implemented across
PCNs/ Individual practices then we will be unable to effectively understand the full impact across
the system and identify appropriate mitigating actions.

Mitigating actions include continuing to maintain relationships with General practice and regular
lines of communication with the Local Medical Committee (LMC). Local processes have been
put in place to monitor impact across the system including weekly call with relevant systems
partners. A GM clinical cell has been established with locality links to support issues. Service
Pathway works continues through primary and secondary care interface group and mitigating
meetings will continue.



Through the review process it is recommended that this risk is closed due to the agreement of
new GP contract which started on 15t April 2025 — 31t March 2026 and the announcement by
the British Medical Association that GP collective action is now paused. The locality is still
committed to continuing the work that has commenced under GP Collective Action and the good
progress that has been made to highlight and bring system partners together to resolve
identified issues. These workstreams will continue via HMR primary and secondary care
interface meeting and newly established NCA 4 localities interface meeting.

224
384 - Supporting requests for prescriptions from community services

Risk description

IF general practice is no longer able to support requests for prescriptions from community
service teams as a result of GP collective action THEN there is a risk that delays in patient
treatment pathway may occur and the quality of patient care may be impacted.

Mitigating actions include regular locality weekly meetings to highlight and continue development
of treatment pathways. GM Convened GP Collective action oversight group is mapping variation
in approach across the localities and is support by a GM communication plan.

Through the review process it is recommended that this risk is closed as NCA have put
measures in place to support community prescription requests. Should any further issues arise,
these will be raised at the primary and secondary care interface group where resolutions can be
sought. GP collective action has now also been paused by the British Medical Association which
was a factor in this risk.

3.0 Overview of risk register
3.1 Escalating Risks
There are currently three escalating risks on the risk register, which are summarised below and

full details can be found in appendix 1 at the end of this document.

3.1.1 Escalating Unchanged Risk
There are 3 risks that are unchanged in this reporting period.

e 089 PCN Maturity — 12



e 090 Primary Care Workforce — 12
e 371 The Hive Primary Care Estate - 12

3.2 Risks not being escalated with no proposed change
There are nine risks on the register that are not escalating, which are summarised below and full
details can be found in appendix 1 at the end of this document.

3.2.1 Unchanged Risks — non escalating
There are eight unchanged risks in this reporting period.

e 091 - Primary Care Demand - 9.

e 099 - COVID-19 mass vaccinations — vaccine inequality — 6

e 101 - Primary Care — Respiratory Diagnostics — 9

e 102 - NHS GM Primary Care Team Recruitment — 9

e 103 - Primary Care Estates — 9

e 225 - Digital Interoperability in Enhanced Access — 9

e 389 - Antimicrobial resistance and poor infection prevention control — 8
e 401 - Primary Care Academy 25/26 - 8

4.0 Recommendation

The committee is asked to review and approve the contents of the paper including the proposed
changes of one reduced risk and 4 closed risks.
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MEETING: Heywood, Middleton and Rochdale (HMR) Place Based Primary Care
Commissioning Committee (PCCC)

ITEM NUMBER: 7

DATE: 16 May 2025

REPORT TITLE: UEC Capacity & Discharge funding 2024/25

. Reehana Khan
REPORT AUTHOR: Primary Care Transformation and Delivery Manager
EXECUTIVE SUMMARY:

This paper aims to update the committee on the provision and delivery of primary care schemes
delivered as part of the Urgent & Emergency Care, Capacity 2024/25 funding.

. The committee is asked to review and note the contents of
RECOMMENDATIONS: this paper including the proposal for next steps for 2025/26.
OUTCOME REQUIRED Approval Assurance Discussion Information
(Please Indicate) U X Ol X

CONSIDERATIONS

Please include a brief synopsis of any considerations or implications the Board should be made
aware of:

XRisk implications;

X Financial implications;

X Clinical implications;

XlImpact on Inequalities;
[L1Communication/Public Engagement;
[ILegal Implications;

XWorkforce Implications;
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Aim
To update the committee in relation to the implementation and delivery of the Primary Care

Capacity and Discharge Scheme to support winter pressures 2024/25 as well as next steps
for 2025/26.

Background

In January 2024 a paper was submitted to this committee with details around the
mobilisation plans for the Primary Care Capacity and Discharge Schemes. A total of 4
primary care schemes were supported which were additional GP appointments in core hours,
weekend capacity at Urgent Primary care access Hubs (UPCAH), an additional Acute visiting
car (AVS) to provide home visits and additional Out of Hours capacity. The later 2 schemes
were delivered by Out of hours providers and have been evaluated and reported via the UEC
Programme Board.

The purpose of this follow up paper is to provide outcome details including usage and system
feedback for the NHS GM HMR locality funding provided to HMR general practice to increase
primary care capacity by delivering the following schemes:

e Additional Appointment Capacity in Primary Care

¢ Weekend appointments at HMR Urgent Primary Care Access Hubs (UPCAH) also
known as pan-GM Surge Hubs (previously known as Acute Respiratory Infection
(ARI) hubs)

Delivery update for general practice schemes
Additional Appointment Capacity in General Practice

Additional funding was provided to PCNs from the 15t November 2024 for member
practices to provide extra face to face appointments with a prescribing clinician within core
hours of General Practice.

The total funding available was £160k which allowed for an allocation of a minimum of
3809 additional appointments to be claimed by General Practice. Each PCN received
notification of its total allocation and PCNs were given discretion to determine how this
would be utilised this was to allow each PCN to consider local demand and available
workforce which will impact on the number and cost of appointments. The allocation per
PCN was calculated based on list size and using a guideline figure of a maximum cost of
£42 per GP appointment.

Each PCN was required to submit a claim form for reimbursement at the end of each
month detailing the additional hours provided and actual costs.. The table below provides
current position of hours claimed for by PCN.



Data shows more than the anticipated number of appointments were delivered consistently
across every PCN, surpassing the projected number of appointments allocated.

Feedback from General Practice has been positive with practices highlighting benefits of
delivering the additional capacity on site allowing for continuity of care with regular GP,
quick follow up, reduction in demand for urgent appointments and supporting the “family
doctor model”.

PCN Projected number Total hours Actual number of
of appointments claimed* appointments delivered
(minimum of 4
appointments per hour)
Canalside 726 457 1828
Middleton 678 313 1252
Rochdale 956 439 1756
North
The Bridge 359 101 404
Heywood 521 280 1120
Pennines 569 430 1720
Total 3809 2019 8080

*Note it is expected that some further claims will be submitted by 9" May further increasing this figure

3.2 Surge Hubs — An element of the UEC 2024/25 Capacity and discharge funding was top
sliced by NHS GM for delivery of pan GM surge hubs. A specification was developed by NHS
GM Primary care central team for the surge hubs. In HMR the approved provider was GP
Federation Rochdale Health Alliance (RHA). During October, the GM NHS locality teams
worked with Rochdale Health Alliance (RHA), to mobilise the weekend surge hubs, with them
all becoming operational in mid-November.

From Saturday 14th November, additional acute general practice appointments were
delivered from 10am to 6.30pm from the following sites:

= The Phoenix Centre on Saturdays and Sundays
= Littleborough Health Centre on Saturdays
=  Whitehall Street on Sundays
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4.2

5.1

A summary of the offer and utilisation is provided in the table below. In total an additional
2700 face to face appointments were utilised. The hubs have pathways to take patients
from A&E streaming, NHS 111 and HMR Urgent Treatment Centre (UTC). The scheme
has been evaluated well with UTC feedback highlighting that the additional slots have been
a key support helping to alleviate pressures during winter.

Nov24 (mobilised Dec24 Jan25 Feb25 Mar25 Apr 25
Sat 14th) (ended
Sun 20t)
Total planned 352 692 538 560 702 422
appointments
Total 273 493 474 499 627 334
appointments
utilised
% Utilisation 78% 71% 88% 89% 89% 79%

Additional Funding Q1 - 2025/26

Additional UEC Capacity and discharge funding for Q1 2025/26 was recently confirmed to
localities. Following successful evaluation of the 2024/25 weekend surge hubs and general
practice in hours additional appointments the HMR UEC board approved additional funding
to support pressures in general practice for Quarter 1 of 2025/26, over the 3
spring/summer bank holidays namely 5" May, 26" May and 25" August. The funding
supports additional capacity in the week and for weekend cover at the EPCAH hubs and a
further allocation to each of the 6 HMR PCNs to allow them to put on additional practice
appointments during Bank Holiday periods.

Additional Appointment Capacity in General Practice — the funding has been allocated
to allow practices to deliver a minimum of 6 appointments per practice for an additional 5
weeks covering the three bank holidays. Funding is allocated to practices giving PCNs the
autonomy to distribute this funding based on local need and available workforce. The
uptake will be monitored through claims submitted at the end of each month.

Additional Capacity at EPCAH - Surge Hubs — additional capacity is being provided
through RHA delivering appointments on the Saturday and Sunday preceding each bank
holiday and the Tuesday following the bank holiday, with some additional in-week capacity
on Wednesday 7" May and Thursday 8" May The delivery of the first bank holiday
scheme is currently being evaluated and will inform delivery of the next 2 bank holidays.

Winter 2025-26 Funding

Further UEC Discharge & Capacity funding beyond Q1 2025/26 will be made available to
localities. Work has commenced led by HMR UEC programme board to engage with the
local system to determine what schemes may be supported by HMR. All providers have
received communication to submit proposals to the UEC programme board. These will be



reviewed and discussed by the UEC programme board and it is anticipated approved
schemes will form part of the HMR Winter Summit planned to take place in July 2025.

6. Recommendations

6.1 The committee is asked to review and note the update of delivery of the 2024/25 general
practice schemes, note the current arrangements in place for delivery of quarter 1 schemes
and the approach for further 2025/26 winter funding



MEETING: Heywood, Middleton and Rochdale (HMR) Place Based Primary Care
Commissioning Committee (PCCC)

ITEM NUMBER: 8

DATE: 16 May 2025

REPORT TITLE: Q.u.ality Improvement Programme — Primary Care Quality
Visits
. Jackie Woodall, Transformation & Deliver Lead, Primary
REPORT AUTHOR: Care, Neighbourhoods & Community (HMR)
EXECUTIVE SUMMARY:

The Integrated Care System (ICS) holds delegated authority for contracting with GP services and
for monitoring the quality of these services. While GP Practices are accountable for the quality of
care they deliver, they are required to have their own quality monitoring systems in place. NHS
England and the ICS share responsibility for assuring the quality of primary care services.

Following discussions with NHS Greater Manchester (GM) Central Team Quality Leads and the
Data, Intelligence, and Insight Team, a locality plan and phased approach to restart the HMR
Quality Improvement Programme was developed for 2024/25. As part of this approach, ten
lighter-touch quality assurance visits were completed by early April 2025. The aim is that during
2025/26 the HMR QIP will be fully reinstated. The purpose of this paper is to set out the next
phase of the approach for 2025/26 programme and provides further detail of full programme
included RAG rating process that will determine the frequency of visits for HMR practices. The
paper also outlines immediate next phase of HMR QIP to allow practice visits to commence
whilst further work takes place with GM Data & Insight team regarding bespoke weighting & any
additional indicators for HMR practices and the development and agreement of RAG rated
thresholds.

The committee is asked to approve the interim HMR
dashboard, the RAG rated approach and the
commencement of 26 practice visits under routine
monitoring process (Green RAG rating) with the exception
of any practice that receives an Inadequate or Requires
Improvement Care Quality Commission (CQC) rating who
will be classed as advanced monitoring and support (Red
RAG rating).

RECOMMENDATIONS:

OUTCOME REQUIRED Approval Assurance Discussion Information
(Please Indicate) X ] X [l




CONSIDERATIONS

Please include a brief synopsis of any considerations or implications the Board should be made
aware of:

[IRisk implications;

[1Financial implications;

X Clinical implications;

XImpact on Inequalities;
[JCommunication/Public Engagement;
X Legal Implications;

XWorkforce Implications;

1.0

1.1

Background

Following discussions with the NHS GM Central Team, it was agreed to adopt a phased

approach to restarting the HMR Quality Improvement Programme. The plan involved completing
ten initial visits to priority practices by the end of March 2025.

1.2

1.3

1.4

1.5

1.6

2.0

2.1

Ten visits took a lighter-touch approach, focused on re-establishing relationships between
the ICB and GP practices.

Prior to each visit, practices received an individualised Quality Monitoring Resource Pack,
developed by the GM Central Team (see Appendices).

In addition to fulfilling contract assurance requirements, the visits were supportive,
offering opportunities to share information, identify improvement areas, and better

understand challenges facing general practice.

Medicines Optimisation colleagues supported these visits, prioritising practices with
higher numbers of medication safety measures.

A number of visits also included a separate assurance section with Healthwatch
representatives regarding practice Patient Participation Groups.

Practices Visited

A report was taken to last committee updating on 10 light touch visits and outcomes.
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3.1

3.2

3.3

3.4

3.5

3.6

2025/26 Quality Improvement Programme (QIP) approach 2025/26

Following the phased restart of the quality visits in 2024/25 with light touch visits the
intention is that the quality improvement programme will be fully reinstated during
2025/26. This paper sets out the details of the next phased stage towards this and
provides further detail of full programme included RAG rating process that will determine
the frequency of visits for HMR practices.

The Quality improvement programme is intended to be a supportive process and part of
the ongoing dialogue between practices and the ICB and involves the Primary care team
and others where appropriate vising all practices at least once every 12 months to
discuss areas of good practice and agree plans to address areas of unwarranted
variation.

The visits are informed by the HMR Primary Care quality Indicators Dashboard. The
dashboard will be used to determine the monitoring level for each practice and provides a
systematic process for managing unwarranted variation and tracking of practice progress.

Following transition to the ICB work has taken place with GM data and insight team to re -
establish HMR dashboard in line with the GM ambition of have a consistent dashboard in
place across all 10 localities. Work is still progressing led by GM central team to establish
a single consistent process and approach regarding QIP across NHS GM. However, to
enable a restart of HMR scheme in the interim HMR have adopted the readily available
GM quality indicator dashboard.

The dashboard is made up of indicators available from the GM Intelligence Hub. The
main aims of the GM Intelligence Hub dashboard is to act as an early warning system to
ensure that practices are supported and there is shared and clear understanding across
the local system regarding any areas that may be identified as needing improvement.
There is no requirement for practices to provide any data to feed into the dashboard as
the information is taken directly from EMIS.

The dashboard comprises 6 overarching categories: clinical outcomes, patient
experience, digital, demographics, medicines safety and workforce.



3.7

Each indicator on the dashboard has a target defined based on best practice or GM
aspirations. A ‘score’ is generated for each practice based on how far they are away from
each target and a weighting attributed to each indicator. For example:

There is an aspiration that 60% of patients on the SMI register receive a complete physical
health check every 12 months.

If practice A achieved 45% for this measure - the score for practice A would be (60%-45%)/60%

=0.25

If practice B achieved 15% for this measure - the score for practice A would be (60% 1

3.8
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4.2

4.3

5%)/60% = 0.75

This then allows an overall score to be applied to each practice. The intention is then that
the practices will be RAG rated in order of priority. The dashboard will act as an early
warning system to help prioritise and intervene with any practice to provide timely
support. Further details regarding the proposed RAG rated approach is detailed in the
sections below.

Stage 1: Routine Quality Monitoring and Support (GREEN)

All practices with a GREEN status should have an annual scheduled practice visit.
However, given current resources within the HMR primary care team the proposal for this
phase of the restart is that each GREEN practice will receive a visit within 18 months.

The visit will comprise of a general discussion in relation to the areas within the
dashboard, including any areas of good practice. Visits will take place with a
Transformation and Delivery manager from the primary care team though practices will
have the opportunity to request others to attend should they require any further support
ion relation to certain areas e.g. medicines optimisation.

A practice pack will be shared with the practice prior to the visit. Following the visit a Quality
Improvement Plan identifying any areas of improvement should be completed by the
practice and returned to the primary care inbox within 3 weeks alongside completed Shared
learning template identifying areas of good practices that can be shared .
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5.3
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5.5

5.6

A summary of the plan will be reviewed at the Primary Care Operational Group (PCOG). If
the plan is deemed acceptable by the group, the practice will remain under routine
monitoring and will not require any further visits in the next 18 months unless the dashboard
values move them into a different stage of the process. However, where the group have
concerns in relation to the summary plan this may result in additional support being
provided.

Stage 2: Enhanced monitoring and support (AMBER)

Where a practice has an AMBER status within the dashboard a practice visit will be
scheduled as a priority. The practice visit for those in stage 2 will focus on understanding
the situation, substantiating the concerns / issues and formally agreeing improvement
actions and any support required.

The initial visit will be led by the Transformation and Delivery Primary Care Manager who
may choose to bring along other ICB members dependent on the area (s) of concern such
as unwarranted clinical variation, workforce, safeguarding etc. As with stage 1, if the
practice has a particular area of concern, they may wish to request a representative from a
certain area such as medicines management/safeguarding joins the visit.

A practice pack will be shared with the practice prior to the visit and the practice will be
required to hold an internal meeting and complete the Quality Improvement Plan template
and submit this to the ICB one week prior to the date of the scheduled visit. During the visit
this plan will be discussed and if any changed are agreed an updated plan will be submitted
to the ICB no later than 2 weeks after the visit.

The Primary Care Operational Group (PCOG) will review and approve the action plan. The
group may make suggestions in relation to the QIP which will be shared with the practice
following the sub-committee meeting and the practice would be asked to update their QIP.

The practice would then be expected to provide a copy of their updated QIP (if the group
had any comments that were shared) along with an update report, with evidence of
improvements/implementation to the group approximately two months after submission of
their QIP.

The update report will be reviewed by the group and next steps will be determined, the
options being:

a. Step down to Stage 1 — routine monitoring.
If the group agree that the QIP and subsequent update reports/evidence provides
sufficient assurance that the concerns have been addressed to the extent that the
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practice now falls within the determined GREEN range (or is expected to with the
next run of data for each of those indicators) the practice can be stepped down to
stage 1.

b. Step up to Stage 3 — advanced monitoring

If after the submission of the QIP and subsequent update report/evidence, the group
do not feel assured that the practice has addressed the concerns sufficiently to
be stepped down into Stage 1 e.g. the practice does not fall within the GREEN
range (or is not expected to with the next run of data for each of those indicators)
or indeed the situation has deteriorated, the practice will be moved up into stage
3 — advanced monitoring.

A practice visit will be booked to explain the decision, next steps and the process
outlined below for Stage 3 will commence.

Stage 3: Advanced Monitoring and Support (RED)

Where a practice has a RED rating the practice visit will be scheduled as a priority and
whilst it will be led by the Transformation and Delivery Primary care Manager and Head of
Primary Care, other ICB members may attend to support depending on the areas of
concern; practices would have the right to invite the LMC should they feel that this would
be of benefit.

A practice pack will be shared with the practice prior to the visit and the practice will be
required to hold an internal meeting and complete the Quality Improvement Plan template
and submit this to the ICB one week prior to the date of the scheduled visit. During the visit
this plan will be discussed and if any changes are agreed an updated plan will be submitted
to the ICB no later than 2 weeks after the visit as per the stage 2 process.

In this stage, the practice will be expected to report on progress/implementation of the QIP
on a bi-monthly basis with a minimum of three reports being required, during this time
further practice visits with both the Transformation and Delivery Primary care Manager and
other members of the ICB may be scheduled depending on the contents of the update
reports (as determined by the group).

The reporting schedule will be shared with the practice and will coincide with the PCOG
dates e.g. reports will need to be submitted 7 working days prior to the group meetings.

After the initial period of monitoring, the group will review all updates/evidence submitted
and determine next steps from the following options:
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Step down to Stage 1 — routine monitoring.

If the group agree that the QIP and subsequent update reports/evidence provides sufficient
assurance that the concerns have been addressed to the extent that the practice now falls
within the GREEN range (or is expected to with the next run of data for each of those indicators)
the practice can be stepped down to stage 1.

. Step down to stage 2 — enhanced monitoring

Where the group agree that the QIP and subsequent update reports/evidence provides
sufficient assurance that the concerns have been addressed to the extent that the practice
now falls within the over AMBER range (or is expected to with the next run of data for each of
those indicators) the practice can be stepped down to stage 2. The process for this new stage
will be invoked starting with a practice visit being booked to explain the decision, next steps —
e.g. an updated QIP in relation to the remaining areas of concern will be required within 28
days of this visit and two months later an update report should be submitted to the group for
consideration.

Escalation to a Quality Risk Summit

If the QIP and subsequent update reports do not provide demonstrable evidence to the
committee that the practice has addressed enough of the concerns to be stepped down into a
lower level of monitoring, or indeed the situation has deteriorated further, following discussion
with senior leadership team and PCOG the practice will be the subject of a Quality Risk
Summit.

A risk summit will be an ad-hoc meeting that pulls together representatives from various
organisations and departments (dependent upon the concerns identified) so may include
various department leads from within the ICB, GMHSCP, Healthwatch, and the LMC for
instance along with the provider. The group will together determine the next steps. Where it is
felt that all avenues of support have been exhausted formal contractual actions may be
considered where appropriate.

A summary of the process is provided at Appendix 2 in form of a flow chart.

RAG rating ranges

Work is currently ongoing with the GM Data and Insight team to agree specific indicator
weightings for HMR, and overall score thresholds for HMR RAG ratings and if any other
bespoke indicators for HMR e.g. CQC rating and complaints can be included. It is

anticipated that this work will be completed over the next few months. Following this the
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HMR bespoke dashboard will be rerun at regular intervals and appropriate approach put
in place for any practices that may trigger an amber or red status.

Practice visits

Whilst the above work continues a schedule of visits for 26 practices who did not receive
a visit in 2024/25 has been established and visits are underway with the aim that all will
be completed by end March 2026. Visits will avoid key pressure periods (e.g. August-
summer holidays and December/January winter pressures period).

In the absence of the fully functioning weighted and RAG rating system to date these
visits have not been formally ranked and the practice visits will be undertaken as per
Stage 1 routine monitoring initially.

Primary Care Clinical Leads have agreed to support these visits and their role will be to
meet with the Primary Care Team to review the data to support in prioritising practices
along with identifying indicators for key discussions.

Wherever possible Clinical Leaders will also provide Peer Support during visits and have
discussions with practices on areas to focus their improvement which have been
identified via the Primary Care Quality Indicators Dashboard.

The visit schedule will be shared with clinical leads (Peer Support) and Medicines
Optimisation colleagues to encourage multidisciplinary support.

Each practice will receive two weeks’ notice, to receive and respond to their individualised
Quality Monitoring Resource Pack, prior to their visit. Soft intelligence gathering will also
inform the discussions at the visit.

A requirement will be reintroduced for at least one GP to be present during each visit.
Practices will be required, as per routine monitoring process described above, to
complete and submit a Quality Improvement action plan following their visit.

The practices status will be reassessed following visits and completion of the action plan.
All completed action plans will be reviewed by PCOG and any issues and
recommendations escalated and reported to this committee as appropriate.



9.0 CAQC Ratings

9.1 The only exception to the above process will be regarding CQC ratings. Whilst awaiting
finalisation and application of the HMR RAG rating it is proposed that any HMR practices
receiving a CQC rating of Inadequate or Requires Improvement will automatically be
classed as under RED status.

9.2 ltis also proposed that any practice receiving CQC rating of Inadequate or Requires
improvement will also be invited into to meet with primary care senior leadership team to
discuss next steps. Following this the process outlined above for advanced monitoring and
support (RED status) will commence for that practice.

10.0 Healthwatch

10.1 Under the restart of HMR QIP phase 1 January to March 2025 10 light touch visits took place.
As part of this process a trial was undertaken whereby Healthwatch supported the second
part of the visit to focus on establishment of Patient Participation Groups (PPGs) at each
practice. The support and discussion with Healthwatch was well received by practices.

10.2 As part of second phase of HMR QIP scheme starting April 2025 working towards a fully
reinstated scheme in 2025/26 HMR PC team have been approach by Healthwatch to
consider combined visits. However, the focus for 2025/26 would be to combine Healthwatch
announced enter and view visits with the Primary care team ICB quality visit.

10.3 The rationale of this proposed approach is to minimise disruption to practices by combining
the two elements on the same day and will allow practices to focus on quality review of
services and with the addition of the Healthwatch visit will include feedback from patients.

10.4 Further information has been requested regarding the enter and view visits from Healthwatch
and as part of the practice visit arrangements this proposal is that this will be shared with
practices and practices will be given the option regarding whether to arrange the enter and
view Healthwatch visit on the same day as the practice quality visit.

11.0 NHS England & NHS GM Approach

11.1 Chaired by the Primary Care Manager for Quality and Assurance, the NHS GM Primary
Care Quality Leads Group meets each month to oversee the development and delivery of
Quality and Governance Strategy and also the delivery of the Primary Care Blueprint.



11.2

11.3

11.4

11.5

Greater Manchester Blueprint

The Quality, Improvement and Innovation chapter within the blueprint, sets out how we will
embed a culture of delivering quality across primary care, and support the drive for levelling
up aspirations through continuous sustainable quality improvement, reduce health
inequalities and have an ethos for shared learning. It is important to note that whilst the
chapter focuses on Primary Care, the ambition is clearly aligned to the GM system quality
strategy which reinforces the development of a single, cohesive quality approach across
Primary Care in Greater Manchester.

Discussions with GM central team quality leads have resulted in the development of GM
Primary Care dashboard which is linked to the ambition to develop a consistent GM wide
approach towards contractual compliance and quality improvement across the 10 localities.
This is the dashboard that HMR are currently using to inform the local quality visits. Noting
work is still progressing at GM regarding the development of a comprehensive dashboard,
scoring and visiting approach.

More recently, NHS England has made available to ICBs a GP Dashboard, which is
designed to support benchmarking and insight information to identify any performance
variations, assess risk and inform local contract reviews and improvement initiatives. The
dashboard currently includes 24 indicators. The NHS GM Data Insight and Intelligence
team have replicated the NHS England Dashboard within their own GM Primary Care
dashboard, and this will be made available to all NHS GM localities by the end of May
2025.

Both versions of the dashboard include key indicators on the following themes:
o GP Access

Workforce

Clinical Outcomes and Care Quality

Medicines Management

Screening and Vaccinations

O O O O


https://gmintegratedcare.org.uk/wp-content/uploads/2023/10/greater-manchester-primary-care-blueprint-october-2023.pdf

11.6 The NHS GM Dashboard has been available on the GM Intelligence Hub in draft form
since 2023 and has been used in HMR to support the initial quality visits which have been
carried out earlier this year.

11.7 The final version of the NHS GM Dashboard will be available by the end of May and
launched in early June.

11.8 Greater Manchester Primary Care Provider Board will be delivering a range of awareness
sessions across all 10 localities, following which, we will review the local Quality
Improvement process, to see if there is any impact on our local programme and process
and a further update will be presented to a future committee.

11.9 The Quality Monitoring/Resource Pack includes an example of the GM Dashboard
Indicators. Each practice has a version of the Quality Monitoring/Resource Pack which
captures their own customised view of performance. Appendix 1 is an example pack which
shares an example of the captured measures.

11.10 As previously mentioned above in this report HMR is working with GM to have in place a
bespoke HMR dashboard to support our local RAG rating.

12.0 Recommendations

12.1  The Committee is asked to:

e Approve the interim dashboard and planned weighted and RAG rated approach for
the full restart of 2025/26 HMR Quality Improvement Programme and interim plan for
practice visits until the HMR bespoke indicators and RAG rating work is completed.

e Support ongoing updates to this committee as the Quality Improvement Programme
progresses throughout 2025/2026.

e Approve the proposal for Healthwatch Enter & View visits to run alongside the ICB
Quality Visits.

13.0 Next Steps
13.1  The ICS will schedule all remaining practice visits to commence by June 2025 and will

allow for flexibility to reschedule visits in exceptional circumstances, subject to diary
commitments. The approach outlined above will be applied.



14.0 Appendices

i

-
Appendix 1 - Example
of Generic Practice Pa



Primary Care Quality Monitoring Programme

Practice Pack

Date of Quality Visit
TBC

P-Code & Name of Practice
PXXXXX XXX Practice

Dashboard Score RAG Status Assigned Monitoring/Support Level

(Higher Total is indicative of higher (Red, Amber or Green)
support requirement)

11 out of possible 47 TBC
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GP Quality Improvement Programme: Contract Areas

Name of GP Practice TBC

Date of Visit TBC

Area for Consideration

Practice Response/ Description of Process/ Evidence

Patient Registration

Patient ID:
e Please describe your policy re asking for patient ID
e Please describe the steps taken if a patient is
unable to produce ID

Overseas visitors:
e Please describe the process you follow when an
overseas visitor attempts to register at your practice
e Please describe what steps you would take in an
overseas visitor required a referral to secondary
care or another community service

Children Registering Without Parental Guardian:
e Please describe the steps you would take if a child
under 16yrs attempted to register alone or with an
adult that does not have parental responsibility

Screening and Immunisations

Who is your lead for screening and
immunisations?
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Maternity

Do you offer postnatal checks for new mothers:

Partnership Issues (Not a Contractual
Requirement)

Partnership Agreement:
e Does the practice have a partnership agreement in
place?

CQC Registration

Registered Manager:

e |s your CQC Registered Manage up to date on the
CQC Website?

Patient Engagement

Patient Participation Groups:
e How often to you hold your PPG
e Whatis the format (face to face/on-line)
e Provide an example of something the PPG have
supported you/your patients with in the last 12
months (before the pandemic)

Friends and Family Test (FFT)
e Have you included the new 2022/23 question?

Reasonable Adjustments

e Describe where you have made reasonable
adjustments to support a patient to meet their
individual needs in the last 12 months
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Digital Offer

Can you confirm you have the following in place;

e online consultations

o the ability to hold a video consultation between
patients, carers and clinicians

e two-way secure written communication between
patients, carers and practices

e an up to date accessible online presence

e signposting to a validated symptom checker
and self-care health information (e.g. nhs.uk)
via the practice’s online presence and other
communications

e shared record access, including patients being
able to add to their record

¢ request and management of prescriptions
online

e online appointment booking.
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GP Quality Improvement Programme: Overview
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Summary of indicators the practice has triggered

The following table counts the number of indicators you have triggered (i.e. the number of indicators reported as not met the required target)

1 | Amiodarone and no thyroid function test Medications Safety

2 | 1 dose of MMR between 12 and 18 months of age Vaccination and Immunisation
3 | Booster of DTaP/PIV and 2 doses of MMR before 5 years of age | Vaccination and Immunisation
4 | Diabetes 8 Care Processes Clinical

5 | 3 doses of DTP before 8 months of age Vaccination and Immunisation
6 | Lithium and no lithium concentration check Medications Safety

7 | Peptic Ulceration and NSAID, no gastro-protective Medications Safety

8 | View detailed coded record online Digital

9 | Antibiotic items per STAR-PU Medications Safety

10 | Were you satisfied with the appointment (or apt) GP Patient Survey

Comments / Narrative
Medicines Optimisation

Vaccination and Immunisation
Clinical

Digital

GP Survey
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Summary of Indicators with potential for Shared Learning

The following indicators are those where you are in the top three in terms of achievement.

Indicator Indicators for shared learning (in the top 3 performers across HMR)
Indicators with * are those where target not met

1 Cervical Screening 25 — 49 years Clinical TBC
2 Ace / Loop Diuretic and no renal function / U&E Medications Safety TBC
3 Ethnicity Recording Demographics TBC

As part of our on-going commitment to share learning across the borough, at the end of each year the Primary Care Team will produce a report
which will be shared with all practices to support borough-wide learning. This will highlight areas of good practice as well as general themes for
areas of improvement, with learning from action plans e.g. what worked well to improve an area of concern and what had little or no effect.
Practices can then use this information to help them review and improve their own internal process to ensure continuous quality improvement.

To support this shared learning, we would ask that you complete the embedded Shared Learning Template to advise what processes
and procedures you have implemented within your practice that you feel has enabled you to deliver on these indicators.
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Primary Care Quality Monitoring: Shared Learning Template

Shared Learning Template: to be submitted within 3 weeks of practice visit

Area What processes have you got in Benefits Observed Shared Learning
place that have helped you (Please describe what worked well and what
achieve this target didn’t for shared learning across the

borough)
TBC
TBC
Practice: TBC Date: DATE HERE
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Primary Care Quality Improvement Plan (to be submitted within 3 weeks of practice visit)

Practice: TBC Date of 1! Visit:  Add date Page 1 of x
Area What issues/barriers do you feel may What internal practice actions do you What external support do you
be preventing you from achieving the propose are put in place to support feel may be of benefit to
target(s) achievement support in this area?
TBC
TBC
TBC
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Primary Care Quality Improvement Plan: Update

UPDATE TO BE COMPLETED 3 MONTHS AFTER VISIT

Practice: TBC Date of 15t Visit: Add Date

Page 1 of x

Primary Care Quality Improvement Plan PART 2: to be completed within 2 months of submission of Part 1

Area Update on Practice Actions

Update on External Support (where
appropriate)

Shared Learning

TBC
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Quality Monitoring Programme Feedback Form

Following today’s visit please feel free to complete the below feedback form which should be

returned to gmicb-hmr.primarycareteam@nhs.net

Practice: (optional)

Name: (optional)

Statement

Yes

No

The Practice Visits felt supportive

The Follow-up monitoring and feedback was helpful/supportive

The process stimulated internal discussion within the practice

The process has supported process improvements within the practice

The process has supported improvements in patient care

The practice has benefited from the shared learning from other practices

With regard to the dashboard, are
there any indicators you feel
should be removed or changed?
Please provide details and
rationale

With regard to the dashboard, are
there any indicators you feel are
missing? Please provide details
and rationale

Is there anything we can do to
improve the overall Quality
Monitoring Programme process?
Please provide details

Additional Comments
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GP Quality

Financial Stability
How do we know that a practice is financially stable?

Workforce

Staff up to date with mandatory training
Staff have access to supervision/support
What is your vacancy and turnover rates
Do all staff have a current DBS check

Patient Experience
Example case studies
What are the themes around Complaints/concerns & Incidents/concerns

Activity/Performance

Key data -pulled from Curator

Can you identify patients who are at high risk of avoidable unplanned admissions, establish a minimum two per cent case management
register, and proactively manage these patients

Do you know the numbers of patients who have been through the hospital discharge process for patients and been involved in co-ordinating
delivery of care

Do you undertake internal practice reviews of emergency admissions and A&E attendances from your practice?

Does your annual health check ensure patients have seen/are registered with a dentist and optician in the last 12 months? Who gets an
annual health check — what criteria is applied?

Do you check the frequency of patients going to pharmacies for support?

Do you know how many MDTs your practice is involved with in the last 12 months? - This is the LTC cohort being managed by INTs.

Quality Improvement
What does the practice do to support patients to be as healthy as possible and are active and involved?
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Clinical leads and Medicines Optimisation
colleagues to provide multidisciplinary support

HMR Quality Visits Proposed Approach

GM Primary Care Dashboard data reviewed by
Primary Care Team with support from Clinical Lead.

RAG rating

Soft Intelligence considered eg
LCS Information

Two weeks prior to visit Practice level
Quality Monitoring Resource Pack is
shared with the Practice

v

Two weeks prior to visit Practice level
Quality Monitoring Resource Pack is
shared with the Practice

Y

Urgent visit undertaken and a Quality
Improvement Plan (QIP) is completed
identifying improvements and returned to
PC Inbox within 2 weeks.

Urgent visit undertaken and a Quality
Improvement Plan (QIP) is completed
identifying improvements and returned to
PC Inbox within 2 weeks.

\ 4

QIP reviewed by PCOG & PCCC

y

QIP reviewed by PCOG & PCCC

‘ CQC
considered Healthwatch
Complaints
¥ A\ 4
Red Amber < Green <
\ 4 . *

Two weeks prior to visit Practice level
Quality Monitoring Resources Pack is
shared with the Practice

v

Routine visit undertaken (once every 18
months), and a Quality Improvement Plan
(QIP) is completed identifying
improvements and returned to PC Inbox
within 3 weeks, along with Shared
Learning Template identifying areas of
good practice

A 4

QIP reviewed by PCOG & PCCC

Assurance
Provided

Yes



PCOG & PCCC feedback to practice to
incorporate into QIP

\ 4

Practice has 2 weeks to submit QIP, which
will be monitored monthly by Senior
Leaders

\ 4

7 days prior to PCOG & PCCC meetings
Practice submits an update progress
report

No

PCOG & PCCC feedback to practice to
incorporate into QIP

\ 4

Practice has 3 weeks to submit QIP, which
will be monitored monthly by Primary Care
Team

\ 4

7 days prior to PCOG & PCCC meetings
Practice submits an update progress
report

Assurance gained

PCOG & PCCC agrees RAG
Rates for Practices

Executive Discussion with Senior Leaders

PCOG & PCCC can keep any previous Amber
practice at Amber where they feel there is still
more improvementto be made




MEETING: Heywood, Middleton and Rochdale (HMR) Place Based Primary Care
Commissioning Committee (PCCC)

ITEM NUMBER: 9

DATE: 16 May 2025

. Enhanced Optometry Primary Care Service Commissioning
REPORT TITLE: Intentions 2025/26
REPORT AUTHOR: Ryan Staniland
EXECUTIVE SUMMARY:

Heywood, Middleton and Rochdale (HMR) Place Based Primary Care Commissioning Committee
(PCCC) are asked to approve a 12-month direct award contract to Primary Eyecare Services Ltd
to deliver the Community Urgent Eyecare Service, Post Cataract Assessment Service and
Glaucoma Repeat Reading / Glaucoma Enhanced Referral Refinement Scheme in HMR Locality
from 1st April 2025 to 31st March 2026.

The HMR service is part of a GM wide contract and once approved by Primary Care Commissioning
Committee a request for financial approval will go to GM STAR panel and approval of a new
contract will be sought via direct award C under the provider selection regime (PSR) regulations.

The indicative cost of this service to the locality for the 25/26 financial year is £400k (projected
spend) based on 24/25 activity and associated financial detail.

The recommendation to Primary Care Commissioning
Committee is to:

RECOMMENDATIONS: Approve a 12-month Direct Award C contract to Primary
Eyecare Services Ltd for 2025/26

OUTCOME REQUIRED Approval Assurance Discussion Information

(Please Indicate) X L Ol Ol

CONSIDERATIONS




Please include a brief synopsis of any considerations or implications the Board should be made
aware of:

X Risk implications;

X Financial implications;

X Clinical implications;

XlImpact on Inequalities;

[JCommunication/Public Engagement;

[ILegal Implications;

[IWorkforce Implications;
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PURPOSE OF REPORT:

Heywood, Middleton and Rochdale (HMR) Place Based Primary Care Commissioning Committee
(PCCC) are asked to approve a 12-month direct award contract to Primary Eyecare Services Ltd to
deliver the Community Urgent Eyecare Service, Post Cataract Assessment Service and Glaucoma

Repeat Reading / Glaucoma Enhanced Referral Refinement Scheme in HMR Locality from 15t April 2025

to 315t March 2026.

The HMR service is part of a GM wide contract and once approved by Primary Care Commissioning

Committee a request for financial approval will go to GM STAR panel and approval of a new contract will

be sought via direct award C under the provider selection regime (PSR) regulations.

The indicative cost of this service to the locality for the 25/26 financial year is £400k (projected spend)

based on 24/25 activity and associated financial detail.

BACKGROUND

1.1 In 2022 all locality contracts in Greater Manchester were amalgamated into one contract with
Primary Eyecare Services Ltd. Each locality commissions a suite of enhanced optometry services
including in HMR the Community Urgent Eyecare Service (CUES), Post Cataract Service
Glaucoma Repeat Reading and Glaucoma Enhanced Referral Service (GERS). All of the
enhanced optometry services are designed to reduce unnecessary appointments with GP,
secondary care and attendance at eye casualty, whilst enabling patients to receive treatment at

high street / independent optometrists within a neighbourhood setting.




1.2 In 2024, a successful negotiation with the provider led to the harmonisation of tariffs paid by NHS
Greater Manchester to Primary Eyecare Services, across all localities. Primary Eyecare Services
also began submitting activity to the national secondary uses service data repository to enable
NHS Greater Manchester to receive additional funding.

Service Delivery

The Community Urgent Eyecare Service provides:

Reduction in unnecessary attendances at eye casualty at a higher tariff
Reductions of unnecessary GP contacts

Onward referrals to secondary care

Direction to self-care

Speedier access to care

Care closer to home in a safe setting across multiple locations within the locality
Retention of patients in primary care where possible

Local access to urgent & emergency eye care service

2024/25 Reports:

Month Total Episodes
Q1 1718

Q2 1845

Q3 1882

Total 5445

Outcome Total
Discharged with advice 4050
Referral to GP 207
Routine referral to HES 317
Urgent referral to HES 608

From the above data just 17.8% of patients required referral in to secondary care either routinely to
Ophthalmology or urgently referred directly to hospital eye service or urgently for advice and guidance.

78.2% of patients were managed exclusively within the service.

96% of patients who would recommend the service based on feedback provided



Post-op Cataract Service provides

A checkup following the operation to ensure that there are no complications.
Advice and guidance for the patient

Referral back to the treatment centre if any complications have arisen

Refer back to the treatment centre for second eye operation, if appropriate.

24/25 Reports

Month Total Post-Op
Q1 46

Q2 30

Q3 40

Total 116

Outcome Q1 Q2 Q3 Q4 Total Total
from post-op 24/25 24125 %
assessment

Please list for | 8 8 8 24 20.7%
second eye

surgery

Patient 2 1 0 3 2.6%
already

booked for
second eye

The cataract 26 16 25 67 57.8%
episode is
complete

The patient 8 4 4 16 13.8%
has been
referred
directly

to the urgent
clinic

The patient 2 1 3 6 5.2%
has been
referred for
YAG

laser

TOTAL 46 30 40 116 100%

100% of patients who would recommend the service based on feedback received



Glaucoma Pathway

2024/25 Reports

Avoid referral to secondary care when no disease is present reducing patient anxiety
Speedier access to care
Care closer to home in a more convenient setting
Less travel time, time off work and related costs

Seeing the most appropriate clinician in the most appropriate setting
Improved quality/accuracy of referrals for suspected glaucoma/OHT
Consequent reduction in hospital follow-ups

Reduced inappropriate use of secondary care

Month Glaucoma Repeat Glaucoma Enhanced
Reading Service Referral Service
Episodes Episodes

Q1 23 58

Q2 31 55

Q3 22 41

Total 76 154

Outcomes GRR Total

Discharge to routine care 55

Emergency referral to HES 0

Referral to Ophthalmology 21

Outcomes GERS Total

Discharge to routine care 43

Emergency referral to HES 3

Referral to Ophthalmology 108

97.6% of patients who would recommend the service

RECOMMENDATIONS

The recommendation to Primary Care Commissioning Committee is to:

e Approve a 12-month direct award C contract to Primary Eyecare Services Ltd.




MEETING: Heywood, Middleton and Rochdale (HMR) Place Based Primary Care
Commissioning Committee (PCCC)

ITEM NUMBER: 10

DATE: 16 May 2025

REPORT TITLE: Quality and Safeguarding update
Shabnam Sardar

REPORT AUTHOR: Quality Manager

EXECUTIVE SUMMARY:

The team continue to provide quality, safety and safeguarding advice, support, and leadership to
colleagues at locality as well as leading on projects and assurance in GM.

RECOMMENDATIONS: The committee is asked to review and note the contents of
the paper

OUTCOME REQUIRED Approval Assurance Discussion Information

(Please Indicate) Ol [ O X

CONSIDERATIONS

Please include a brief synopsis of any considerations or implications the Board should be made
aware of:

[IRisk implications;

[1Financial implications;

[LIClinical implications;

Climpact on Inequalities;
[LICommunication/Public Engagement;
[ILegal Implications;

[IWorkforce Implications;




This report provides an overview and update from the Quality, Safety and Safeguarding
workstreams across the ICB.

QUALITY AND SAFETY
High Intensity Users (HIU)

HMR quality manager is leading the High Intensity User programme of work. A small group has
been established to support this work. Colleagues from commissioning, NCA, Bl, safeguarding,
BARDOC, and primary care are coming together to form a ‘MDT’ approach in addressing a
patient’s journey, issues, and pressure points.

The manager has met with the ICB’s Information governance team to discuss the data sharing
agreement. The meeting was productive with a way forward- the small T&F group will support in
developing the governance, referral pathways, MDT structure and a consent form for the patient-
this will allow the team to share PID. The programme will initially focus on adults with a view to
expanding this to an all-age programme of work.

This is an innovative piece of work that HMR is leading on- discussions with the national HIU team
confirm that we are the first area to trial this approach.

Quality Site visits

The quality manager and head of quality improvement and safety have commenced the Quality
site visit schedule. Several site visits have been completed and signed off by the team,
commissioners and the provider. Initial feedback from the visits have been very positive,
providers have reported that the visits have allowed them to have useful conversations on
issues, pressures and simplifying processes.

Recent site visits have included Connect Health, Routes and Advantage Healthcare. The visits
have been positive and highlighted areas of good practice and areas of support going forward.
Most visits allowed contact with staff, patients and family members which highlighted the value
of the service.

The findings from the site visits/ action plans have been discussed with the respective
commissioner-providers.



PCFT Quality Visits

On February 5%, 2025, the Care Quality Commission (CQC) issued a Section 29a Warning
Notice of the Health and Social Care Act 2008 to PCFT following an inspection of their Older
People’s Wards.

In response to this, GMICB arranged quality site visits across the PCFT footprint to gain
assurances that improvement has been made and action plans for further improvement are in
place.

The site visits were completed by ICB Quality and Safety Team members to the following wards -

Beech
Ramsbottom
Cedar
Rowan
Hague
Summers
Davenport
Saffron
Rosewood

Initial Findings

A big thank you goes out to all the PCFT staff who accommodated us across the footprint. Staff
on every site were welcoming and viewed the visits as a supportive mechanism from the ICB and
responded positively with a culture of learning. It was apparent that the staff and management
teams had a thorough understanding of their individual wards and the CQC identified areas for
improvement, as evidenced in the Trust Single Improvement Plan covering the following areas -

Medicines Management

Patient Centered Care Planning
Professional Standards

Culture, Behaviour and Standards
Reducing Restrictive Practice
Safer Staffing

Mental Health Law

Safeguarding



Physical Health

Huddles

Patient and Carer Experience
Workforce

Digital

Estates

Management and Leadership
Ligature

Training

The PARIS system was by far the biggest factor in the visits where the logistics of navigating it in
a contemporaneous, patient centred way were identified as a difficulty in all sites. Audits of care
records were completed, (embedded document) and this evidenced that not only is the system
not user friendly, but provides no real time assistance for staff, i.e. notifications when care records
or assessments are due for patients are not flagged on PARIS. Some functions are still paper
based, i.e medications and DNAR documents. Staff must leave the ward to complete updates
following patient interactions and most found this cumbersome and time consuming. This was
evidenced in that on occasion, actual patient care and recorded patient care don’t always correlate
and would give cause for concern from an electronic record perspective but not in real time for
patients who had received care.

During the visit, the ICB witnessed staff delivering care with kindness, engaging with patients and
their families and clearly knowing their patients and the context of their care well. Feedback from
patients, families and staff was extremely positive across wards.

Estates issues raised concerns due to some facilities on the wards and layout of some wards. It
has to be acknowledged there are restrictions and limitations to estates, however being older
people’s wards with patients having additional health conditions, access to correctly equipped
treatment rooms and SLA’s in place for services from NCA are a must. There is great variance
across the PCFT footprint in terms of quality of estates.

It is evident that robust actions plans are in place at ward, locality and Trust levels with executive
oversight. Fortnightly audits are completed by Quality Matrons and improvement against key
performance indicators detailed within the CQC regulatory notice is evident. Care record audits
were completed by ICB during their visits.



Whilst there remains work to do, significant progress had been made and the teams demonstrated
a commitment and desire to provide the best care to patients.
A final report and recommendations will be developed to share with GMICB.

Care Home Update:

HMR currently have 12 NHS commissioned Nursing Homes and 6 Domiciliary care providers all
providing nursing and complex care. HMR also have 32 residential homes, in addition support to
(LA) Quality Assurance Team with clinical care issues. The Quality Improvement nurse has to
date:

e Undertaken 11 Annual Nursing Home site visits.

¢ Undertaken 2 Domiciliary provider site visits

e Undertook 30 supportive visits across both nursing and residential homes to support in

improving standards.

Group A Streptococcal Infection (GAS)

HMR had a significant outbreak involved a GAS outbreak at a residential care home. This was
under review of UKHSA with intensive input into the home from IPC relating to transmission
prevention and environmental cleanliness. The home will remain under 6 months monitoring.

HMR Quality Improvement Nurse was notified of a positive GAS result. To date there are 6
confirmed GAS infections, 1st case confirmed - 16.01.2025, none confirmed as IGAS, four of the
cases are showing resistance from the same antibiotic which gives some indication this is
transmission. The Quality Improvement Nurse attended the meeting where professionals including
IPC and UKKSHA reviewed the GAS outbreak and planned for ongoing management.

SEPSIS

The Quality Improvement Nurse and the Head of Quality Improvement and Safety are monitoring
Care home data which is received weekly showing A&E attendances into A&Es across the
footprint relating to Sepsis. This identified several attendances of residents with sepsis.

A deep dive was undertaken by the Quality Improvement Nurse which identified nineteen cases
since 20.09.2024. From the review one out of the nineteen cases was confirmed as Sepsis and 1
case has a history of multiple sepsis and the home are closely monitoring this patient.



The Quality Improvement Nurse has undertaken 11 site visits across the 12 HMR Nursing Homes
from August 2024 through to March 2025, as part of these visit's assurance was sought that signs
of sepsis information are included within care plans.

As part the site visits the Quality Improvement Nurse is ensuring that the homes are implementing
the RESTOREZ2 and NEWS to support them to recognise early signs of deterioration to improve
outcomes by reducing delays in intervention.

The Quality Improvement Nurse has been in contact with SEPSIS UK as it has been noted during
site visits, providers have little information relating to SEPSIS. SEPSIS UK have sent posters to
the Quality Improvement Nurse who has distribute these to all care homes with HMR.

A HMR Sepsis Collaborative group chaired by the Head of Quality Improvement & Safety meet
quarterly with the specific aims of coordinating and driving the work of the LCO in relation to having
a quality organisational approach to the early recognition and management of sepsis with the aim
of improving patient outcomes and reducing mortality and morbidity currently associated with
sepsis.

This has been established as part of the formal locality governance structure and the wider Greater
Manchester Integrated Care governance structure to provide a platform for Quality, Safety and
Safeguarding oversight, challenge, celebration, and outcome focussed planning.

The Quality Improvement Nurse continues to work with Infection Control specialist and other
healthcare professionals to create an integrated approach to sepsis management and reports into
the group.

Falls in Care Home resulting in A&E Attendance

The Quality Improvement Nurse has been examining data collected on A&E attendance across
HMR care homes during the period of September 2024 to March 2025. The Quality Improvement
Nurse has explored trends, key findings, and potential factors contributing to A&E visits, with a
particular focus on falls-related incidents. The analysis aims to identify patterns, highlight areas
for improvement, and support strategies to enhance resident safety and reduce unnecessary
hospital admissions.



From September 2024 to March 2025, data on falls resulting in A&E attendance recorded a total
of 140 falls-related attendances. Of these, 62 resulted in admission, 69 were discharged back to
the care home, and 9 had no recorded outcome.

From September 2024 to March 2025, data showed that 70 out of the 140 falls attended A&E
between the hours of 8pm — 8am, this shows that most falls in care homes are occurring in the
evening- early hours.

Compared to the size of the home and the number of falls, Beech House had the highest
percentage at 44%, followed by Springfield Park at 38.18%. Additionally, 14 care homes had no
recorded falls.

Following the review of this falls-related data, The Quality Improvement Nurse has developed a
power point presentation outlining possible next steps to help reduce fall related A&E attendances
across HMR Care homes.

Percentage of falls per home
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HMR Community CDIFF

The Head of Quality and Safety has been chairing the local community CDiff group, the group
have developed the new simplified version of the RCA form-now called Post infection review
form (PIR)- the following update was provided to GP practices:

Shanley Report

The Shanley Report outlined critical areas requiring urgent reform. Among the findings were
widespread cultural issues, insufficient staff training, and a lack of robust governance and
oversight, all of which contributed to an unsafe environment for patients and staff alike. The
review emphasised the need for transformative change to restore trust and deliver
compassionate, high-quality mental health care.

GMICB requested a review of Pennine Care Foundation Trust (PCFT), one of the largest
providers of mental health services to patients across the GM footprint, to provide assurances
about the quality of care provided to patients and ensure that there would be no repeat of the
events at Edenfield.



A review of PCFT’s response to the Shanley Report was commissioned by the ADQ for
HMR Locality, Lead for PCFT for GM.

The review was split into two clearly distinct areas:

e Development of a self-assessment tool, incorporating the relevant learning and
recommendations from the Shanley report, shared with PCFT for completion and
return.

e On-site ward visits across PCFT footprint to gather feedback from staff and
better understand the patient journey.

The HMR Quality and Safeguarding Team used the Shanley recommendations and actions
within the report to extrapolate questions that were relevant to the wider system and
develop a Self-Assessment Tool for PCFT, to provide evidence of their compliance. Initially
the tool was shared with colleagues in ICB’s at Bury, Oldham, Tameside, and Stockport
(the whole PCFT footprint) to provide comment and agree the contents. The Self-
Assessment Tool was then shared with PCFT for completion.

Site visits, which were a key element of the assurance process, were completed at the
HMR, Bury and Oldham PCFT Wards. The team chose to place a strong focus on the site
visits following Professor Shanley’s concluding comments that the culture of an
organisation cannot be assessed by ticking a box in an action plan.

The final report concluded (attached)

Recommendations

e PCFT to provide further updates at the GMICB and PCFT Quality Overview Meeting on
the progress and outcomes of workplans, specifically the This is Us: Our Five-Year Plan,
the Working Together Partnership Strategy, and the EDI workplan.

e The Trust need to continue to ensure that any improvement plans and areas of concern
are highlighted via their representation at LCO Boards so that a collective response is
discussed, and mitigations are sought.

e GM ICB to continue site visits, including unannounced visits, which would further
strengthen the response to Professor Shanley’s recommendations.

e GM ICB to use an adapted version of the Self-Assessment Tool completed by PCFT for
use with independent hospitals and private providers.

e Learning from Shanley needs to remain central to system wide processes for ongoing
assurance for all providers.



Next Steps

e Undertake site visits in the South Network in 2025

¢ Incorporate the findings from the visits within a report — These have been shared with GM
and PCFT following the visits to the Older People’s Wards as part of the CQC Reg 29a

e Undertake unannounced visits across the PCFT footprint in 2025 — this will include
CAMHS and Specialist Commissioning Wards

e Complete a Self-Assessment for the ICB - HMR Locality. This has been completed and
shared with GM.

e Design a Self-Assessment Tool for all providers to gain the same assurances. This has
been completed and has been shared with all GM localities to use if they want to. The
GM contracts team have commenced sharing the tool with our smaller providers for
completion.

The above was presented at LCO SMT in Feb and CEGG in Feb.

HMR Patient Safety Incidents and S| update

We are currently monitoring 16 open incidents involving HMR patients.

Mental Health Incidents

There are currently 4 open HMR patient incidents for Mental Health Services. 3 deaths in
the community and 1 assault on a member of the public.

Acute Services (NCA) Incidents

There are currently 12 open acute incidents involving HMR patients. These incidents have
been reported on StEIS, as they meet either a National Priority or a Local Priority in
accordance with PSIRF. Reporting continues on StEIS, even with the updated versions of
LFPSE being released to providers, and there is currently no stated end date.

These incidents occurred at the following sites and will be investigated by the Care
Organisation for that area:

3 - FGH
1-RI
8 — ROH



Children and Younqg people healthy weight pathway

We are piloting the CYP healthy weight pathway (attached) during Q1 at Peterloo, this is an action
from one of our child safeguarding statutory reviews. It will be audited in July 2025 with a view to
rolling out borough-wide after that.

Adult safeguarding

There has been a significant variance in domestic abuse recording across practices in HMR —
we’re seeing more routine enquiry recorded by some practices, there is evidence that males are
being flagged as victims — but overall, numbers identified as victims are very low in comparison to
the very high number of DA crimes reported to the police or cases referred to the Rochdale
Specialist Domestic Abuse Service.

The below adult safeguarding reviews have been published:
Adult M — A female cancer patient, discharged from hospital to a nursing home on the wrong

feeding regime. Themes included communication between agencies and staff training. Link to
full report - final_adult m_sar rep.pdf Link to summary - learning_brief adult m.pdf

DHR 15 ‘Stuart’ —Stuart presented at A & E with a fractured jaw and multiple facial injuries, he
suffered a cardiac arrest and was placed in intensive care under sedation. Six months later, he
died without having regained consciousness. His female partner's son was found guilty of
manslaughter. Themes included recognition and response to male victims. Link to full report Death
of 'Stuart' - Domestic Homicide Review documents | Rochdale Borough Council

DHR 18 ‘Emily’ — Female victim suicide. Themes included Adverse Childhood Experiences,
mental health, child contact, non-fatal strangulation and the risks of children being identified as
‘protective factors’ against parental suicide.

Link to full report - Death of 'Emily' - Domestic Homicide Review documents | Rochdale Borough
Council



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Frochdalesafeguarding.com%2Fassets%2Fc31bdc8b%2Ffinal_adult_m_sar_rep.pdf&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037388135%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=0DyRJNaH6mjzE%2FdC%2FI2Hfu6dFZLnig1VWSXKrP3agwM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Frochdalesafeguarding.com%2Fassets%2Fc31bdc8b%2Flearning_brief_adult_m.pdf&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037425780%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=QkLPogCZh01PPdwRlMBlRMIarAjTma2Ae1L6t8wCqPU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rochdale.gov.uk%2Fdownloads%2Fdownload%2F1163%2Fdeath-of-stuart---domestic-homicide-review-documents&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037446084%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=cmFBpTGhmjsqtKdV9woycp%2Bq2NFUo3pGlo1hfY1ag8I%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rochdale.gov.uk%2Fdownloads%2Fdownload%2F1163%2Fdeath-of-stuart---domestic-homicide-review-documents&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037446084%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=cmFBpTGhmjsqtKdV9woycp%2Bq2NFUo3pGlo1hfY1ag8I%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rochdale.gov.uk%2Fdownloads%2Fdownload%2F1169%2Fdeath-of-emily---domestic-homicide-review-documents&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037465145%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SZPlhYtkAElcTpPmds5%2Fpv0%2FskfPEOgqrhtrQP0byQM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.rochdale.gov.uk%2Fdownloads%2Fdownload%2F1169%2Fdeath-of-emily---domestic-homicide-review-documents&data=05%7C02%7Cshabnam.sardar%40nhs.net%7C58154d275ff8421a992008dd7da726b5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638804879037465145%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=SZPlhYtkAElcTpPmds5%2Fpv0%2FskfPEOgqrhtrQP0byQM%3D&reserved=0




1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

1.7.

Introduction

The Edenfield Centre on the grounds of the former Prestwich Hospital came to national
attention after claims that staff was abusing vulnerable patients. In a BBC Panorama
programme, which aired at the end of September 2022, staff were filmed slapping and
pinching mental health patients, mocking and bullying people at their most vulnerable,
swearing and humiliating the individuals they were supposed to be caring for.

The programme uncovered serious allegations of abuse, neglect, and systemic failings
within the facility. Undercover reporters’ footage revealed staff mocking and physically
restraining patients inappropriately, as well as evidence of a toxic culture where patient
dignity and well-being were routinely disregarded. These findings raised urgent concerns
about the governance, training, and oversight at the Edenfield Centre, prompting
investigations by NHS England, the Care Quality Commission (CQC) GM ICB and Local
Authorities.

In the aftermath of the Panorama programme, the Edenfield Centre faced widespread
criticism, leading to the suspension of several staff members and a comprehensive review
of its practices. Greater Manchester Mental Health (GMMH) NHS Foundation Trust (FT),
which oversees the facility, pledged to implement immediate changes, including retraining
staff, increasing oversight, and addressing the toxic culture exposed by the investigation.
Regulatory bodies such as the Care Quality Commission (CQC) have also intervened,
conducting unannounced inspections, and downgrading the unit’s safety rating. These
developments have amplified public and political demands for systemic reforms in forensic
mental health care, ensuring that facilities like Edenfield uphold the dignity, safety, and
rights of their patients.

As a result, on 22 November 2022, NHS England North West wrote to GMMH NHS FT, to
inform the trust it would be commissioning an Independent Review into the failings within
the Trust’s services, reported at the Edenfield Centre, and the failure within the
organisation to appropriately manage concerns and mitigate against patient harm. This
followed concerns raised by patients, their families, and staff, some of which were
presented through the media.

The review was commissioned with the aim to understand what had gone wrong in the
organisation and to make recommendations to prevent reoccurrence, and to bring clarity
and reassurance to patients, their families, and staff, as well as the broader public, in
respect of the ongoing safety of services that the Trust delivers.

NHS England asked Professor Oliver Shanley OBE to lead the Independent Review, as
the Independent Chair. This Independent Review into the care and treatment provided by
GMMH NHS FT: was published, January 2024.

The Shanley Report outlined critical areas requiring urgent reform. Among the findings
were widespread cultural issues, insufficient staff training, and a lack of robust governance
and oversight, all of which contributed to an unsafe environment for patients and staff
alike. The review emphasised the need for transformative change to restore trust and
deliver compassionate, high-quality mental health care.


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.manchestereveningnews.co.uk%2Fall-about%2Fbbc&data=05%7C02%7Cbschofield%40nhs.net%7Caa82159b62e64202548e08dd15d21a67%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638690714306937909%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=ykB8MFgKPez7Hx1EzpzVESs%2F2Hd5EAQdUyNS2WxpLXo%3D&reserved=0

1.8.

1.9.

The Shanley Report (Shanley Report) made 12 key recommendations aimed at
addressing these failings and ensuring long-term improvements. These included
implementing a zero-tolerance approach to abuse, strengthening whistleblowing
mechanisms, and fostering a positive workplace culture grounded in dignity and respect.
Other recommendations focused on improving staff recruitment and retention, delivering
mandatory training in trauma-informed care, and ensuring transparent governance
structures to hold leaders accountable. The report also called for regular unannounced
inspections, a greater focus on co-production with patients and families, and the
establishment of an independent oversight body to monitor progress. The findings and
recommendations have been widely regarded as a roadmap for systemic reform, with NHS
GM leading on the work to ensure these lessons are embedded not only within GMMH but
across all mental health providers across Greater Manchester.

The recommendations from the report were as follows —

Recommendation 1: The Trust must ensure that patient, family and carer voices are
heard at every level of the organisation. The Trust must respond quickly when people
experience difficulties with the services they receive and make lived experience voices
central to the design, delivery and governance of its services. They have developed a
strategy in this area, which now needs to be implemented and evaluated to understand its
impact.

Recommendation 2: A strong clinical voice must be developed and then heard and
championed from Board to floor, and in wider system meetings.

Recommendation 3: The Board must develop and lead a culture that places quality of
care as its utmost priority, which is underpinned by compassionate leadership from Board
to floor. This culture must ensure that no staff experience discrimination.

Recommendation 4: The Trust must work with its current and future workforce levels to
recognise, adapt to and manage the safety challenges that a staffing shortfall may pose,
including ensuring the stability of nursing staff. The Trust must develop a representative,
competent and culturally sensitive workforce which is supported to provide services that
meet the needs of its communities.

Recommendation 5: The Trust needs to have a better understanding of the quality of its
estate and the impact of this on the delivery of high-quality care, including providing a safe
environment. It must ensure that essential maintenance is identified and carried out in a
timely manner and that the cleanliness of units is maintained.

Recommendation 6: The Trust must ensure that its governance structure (and the culture
that this is applied within) supports timely escalation and that the right information can be
used at the right 112 level, by the right staff. There must be much greater focus on the
validation and triangulation of information to ensure that quality issues can be resolved
quickly, and learning can take place.


https://www.england.nhs.uk/north-west/our-work/publications/ind-investigation-reports/independent-review-gmmh-nhs-ft/

Recommendation 7: The Trust must ensure that Edenfield provides compassionate, high-
quality care and that all staff, permanent or temporary, have the skills, knowledge, and
support to achieve this.

Recommendation 8: The Trust should review the improvement plan again following
receipt of this report’s findings to develop further clarity about the problems that they are
trying to solve and the actions that need to be taken to achieve better outcomes. It needs
to be clear on how all actions will be evaluated so that it can be assured about whether
changes being made are having the desired impact. The plan should be prioritised to
ensure that actions are sequenced, build on each other, and prioritise the quality of the
care people receive from GMMH. This includes ensuring a balanced approach between
the scale of the improvements required and setting out a realistic timescale for
implementing identified actions with the support of their system partners.

Recommendation 9: We identified some common concerns across services we visited at
the Trust, which were also prevalent within Edenfield. The Trust and the wider system
must consider how they understand issues identified in these services (and others) in
more detail, including through the actions described below. 12.26 Within the first year: «
The Trust should urgently review how it identifies safety concerns and initiates sustainable
learning when people die unexpectedly while using their inpatient services.

Recommendation 10: The organisations with responsibility for regulation, oversight, and
support to GMMH must review their current systems of quality assurance. They must also
review how they work together collectively to identify concerns in a provider at an early
stage to prevent tragedies like those seen at Edenfield from reoccurring. Where learning is
identified that applies nationally, this must be cascaded by the relevant organisation.

Recommendation 11: NHS England must review and clarify the role of the Greater
Manchester Adult Secure (Northwest) provider collaborative and the governance
structures needed to oversee this role. The responsibilities of the collaborative need to be
discharged by staff with the right experience and expertise. Considering the concerns
identified in this report in relation to Adult Forensic Services (and wider issues in the
Trust’s Specialist Services), the role of GMMH as lead provider needs to be reviewed by
NHS England. If this arrangement is to continue, support should be provided to GMMH to
stabilise the current situation and to develop it to deliver the role effectively in the future.

1.10. GMICB requested a review of Pennine Care Foundation Trust (PCFT), one of the largest

2.

2.1.

providers of mental health services to patients across the GM footprint, to provide
assurances about the quality of care provided to patients and ensure that there would be
no repeat of the events at Edenfield.

The methodology of the Review

A review of PCFT’s response to the Shanley Report was commissioned by the ADQ for
HMR Locality, Lead for PCFT for GM.

The review was split into two clearly distinct areas:



2.2.

2.3.

2.4.

2.5.

2.6.

e Development of a self-assessment tool, incorporating the relevant learning and
recommendations from the Shanley report, shared with PCFT for completion
and return.

¢ On-site ward visits across PCFT footprint to gather feedback from staff and
better understand the patient journey.

The HMR Quality and Safeguarding Team used the Shanley recommendations and
actions within the report to extrapolate questions that were relevant to the wider system
and develop a Self-Assessment Tool for PCFT, to provide evidence of their compliance.
Initially the tool was shared with colleagues in ICB’s at Bury, Oldham, Tameside, and
Stockport (the whole PCFT footprint) to provide comment and agree the contents. The
Self-Assessment Tool was then shared with PCFT for completion and is available on
request due to size of document.

Site visits, which were a key element of the assurance process, were completed at the
HMR, Bury and Oldham PCFT Wards. The team chose to place a strong focus on the site
visits following Professor Shanley’s concluding comments that the culture of an
organisation cannot be assessed by ticking a box in an action plan.

Site visits were completed as follows —

Birch Hill Hospital — Hollingworth, Moorside and Beech Wards were visited on 16t
October 2023. This site visit was not revisited as it was felt unnecessary to revisit as it
was within a year of completion.

Fairfield General Hospital — Ramsbottom, North and South Wards were visited on 13t
August 2024.

Royal Oldham Hospital — Oak, Aspen, Rowan, and Cedars Wards were visited on 27t
August 2024.

Site visits for the South Network are planned for January 2025.

The site visits were completed using the HMR standard template and Key Lines of Enquiry
(KLOE) areas of —

Safe

Effective

Caring and responsive:
Well-Led

Within these headings the team looked closely at additional KLOE in response to the
Shanley Recommendations —

Governance and Leadership
Patient Safety and Dignity
Staffing and Workforce Culture



Patient and Family Involvement
Monitoring and Accountability
Safeguarding

Patient Environment and Experience
External Partnerships and Integration

2.7. The Team also considered the ‘Experience of Care’, and patients, families and staff were

2.8.

2.9.

engaged during the site visits for a holistic review of the care provision.

Any actions or learning across the sites were noted in the site visit reports and are
embedded in the Combined Assurance Tool.

The site visit reports have been submitted to the HMR Quality, Safety and Safeguarding
Strategic Group as part of our governance process.

2.10. The answers to the questions, along with supporting evidence, that were extrapolated from

4.1.

4.2

4.3.

the recommendations are included in a completed combined assurance tool. Evidence
was also drawn from other sources, that had already been provided in other arenas, to
avoid duplication, such as the NHS GM Safeguarding Children, Young People and Adults
at Risk Contractual Standards. The Combined Assurance Tool is available on request due
to size of document.

Limitations of the report

o Site visits were announced, which limited scrutiny.

Site visits had to be coordinated with PCFT, which led to delays.

Health Records were not reviewed during site visits.

Some of the information and evidence gathered is self-reported by PCFT.

The report focuses on Quality aspects as Safeguarding is monitored through the PCFT
GM Safeguarding Standards.

Findings and Analysis

The questions posed by Professor Shanley have been used to structure the evidence
presented below.

1. How are patient, family and carer voices heard?

‘People with lived experience shaping every decision’ was identified within PCFT’s five-
year strategic plan (2020-25) as one of the central ambitions of the Trust. This key
ambition was updated in 2022 to ‘people with living experiences’ as well as ‘lived
experience’ to encourage everyone with experience of mental health, past or present, to
shape decisions.

The strategy was developed through engagement and contains a partnership framework,
within which there is a clear articulation of how PCFT engage, including co-production,



4.4.

4.5.

4.6.

4.7.

4.8.

4.9.

across the organisation. The implementation plan provides for calibration of other strategic
delivery plans across the Trust so that engagement and involvement of service users and
carers is embedded within them. The strategy also details the Shaped by Lived
Experience co-production award process, through which PCFT measure, celebrate and
share best practice of service user and carer involvement across change and improvement
projects. This is administered via the Patient Experience and Engagement Reference
(PEER) Group, which comprises of lived experience representatives reviewing co-
production/engagement plans, offering advice, and determining if the stated involvement
standards are met. Evidence of outcomes is provided within the Trust Strategy Document
(2022) and in the resultant engagement plans.

PCFT plan to continue to embed this work, support completion of the engagement plans
and continue the development and implementation of the ‘Working Together: Our
Partnership Strategy’, strategic implementation plan.

The Trust is also an accredited member of the National Triangle of Care initiative. To
achieve membership the Trust must meet 6 key standards, one of which is that staff are
‘carer aware’ and trained in carer engagement strategies.

PCFT has worked to embed lived and living experience into its strategic decision-making
processes. The Trust’'s clear framework for engagement, co-production, and recognition of
best practice demonstrates an inclusive approach to partnership working with service
users and carers. The establishment of the PEER Group and alignment with initiatives
such as the Triangle of Care, provide tangible evidence of the Trust's commitment to
ensuring that involvement is not merely symbolic but a driving force for meaningful
change.

Ongoing implementation and monitoring will be necessary to sustain this work but by
continuing to build on this strong foundation, PCFT can ensure that service users, carers,
and those with living experience remain at the heart of decision-making, driving better
outcomes and fostering trust within its communities.

2. How is the Trust enabling a strong clinical voice from board to front line
services, and in wider system meetings?

This is achieved through inclusion of Senior Clinicians in Board Meetings: PCFT has
clinical leaders (such as the Medical Director and Nursing Director) who are full members
of the Trust Board. This ensures that clinical perspectives are considered when making
strategic decisions. For example, the Medical Director at PCFT regularly attends Trust
Board meetings to provide insights on clinical safety, patient outcomes, and workforce
challenges. By having a clinician at the Board level, the Trust ensures that patient care
and clinical quality are central to all discussions about governance, financial planning, and
strategic direction.

The Trust Board also has established a subcommittee, the Quality Committee, it’s
members are executives and non executives and include Quality Leads. These
committees ensure that quality improvement and safety issues are front and centre in
decision-making and seeks assurance in relation to quality and safety.



4.10. The Trust also holds weekly safety huddles in various clinical settings (e.g. inpatient wards
and community teams) where frontline clinical staff, including nurses, doctors, and
therapists, come together to discuss patient safety concerns, share updates, and identify
any emerging risks. This allows for real-time issue identification and rapid response.

4.11.PCFT hold weekly Quality and Safety Panels for the North Network, South Network and
Specialist Network, where Safeguarding updates, Complaint updates, Live Quality Issues,
Duty of Candor updates and Patient Safety Investigations updates are discussed. The
panels are attended by Network Director for Quality, Head’s of Quality for each Locality,
Quality Matrons, Pharmacy, Safeguarding Representative and ICB Representative.

4.12.PCFT has established a clear and effective structure for enabling a strong clinical voice
across all organisational levels. By embedding clinical leadership into Board meetings,
subcommittee work, and frontline safety practices, the Trust ensures that clinical
perspectives drive strategic priorities and operational improvements. This comprehensive
approach not only strengthens governance and patient safety but also supports a culture
of collaboration and evidence-based decision-making.

3. Developing a culture that places quality of care as the utmost priority.

4.13.PCFT have a quality group which developed their Quality Strategy, setting out strategic
aims and quality priorities. The group also monitors compliance with the Care Quality
Commission, ensuring services are safe, effective, caring, responsive and well-led.

4.14.PCFT’s Patient Safety Incident Response Framework (PSIRF) policy sets out the Trust’s
approach to developing and maintaining effective systems and processes for responding
to patient safety incidents and issues for the purpose of learning and improving patient
safety.

4.15. PCFT identify three top priorities for quality on an annal basis. These are decided through
consultation with the board, council of governors, staff at all levels, service users and
carers and are detailed within the PCFT annual report.

Pennine Care annual report 2023-2024.pdf

4.16. Surveys show that staff in the networks are aware of PCFT purpose and values, which are
clear in both recruitment and induction processes. There are opportunities for staff to
express their experiences, for example via the Pulse/Staff survey, supervision, Freedom to
Speak Up.

4.17.Freedom to Speak Up is presented at the Quality Group on a quarterly basis. The
Freedom to Speak Up Guardian meets regularly with executives and chair of the board.
The PCFT People Awards celebrate the contribution of teams and individual staff
members to the quality of care delivered.


https://www.penninecare.nhs.uk/application/files/7617/2615/6155/Pennine_Care_annual_report_2023-2024.pdf

4.18. There are regular Chief Executive listening events and service level visibility and staff
engagement. A Trust wide Well-Led Review in 2024 indicated that staff feel confident to
speak up and there is a strong commitment to Equality Diversity and Inclusion (EDI) at the
board. A review of their annual culture and leadership plan, approved in July, shows that it
sets out comprehensive actions to review the leadership development offer at all levels.

4.19. PCFT has structured and consistent mechanisms to capture patient feedback. The “Your
Voice Counts" and NHS Friends and Family initiatives encourage patients to share their
experiences, the collated feedback enables the Trust to better understand patients' needs,
concerns, and satisfaction levels.

4.20. Further evidence that supports standard 3 is included in 4, 5 and 10.

4.21.PCFT has established a strong foundation for a culture that prioritises quality of care
through clear strategies, inclusive leadership and structured mechanisms for staff and
patient engagement. Staff confidence in leadership and the opportunities for open
dialogue, as evidenced by recent reviews, feedback tools and through direct conversation
with individual staff members during site visits, reinforce a positive and engaged workforce
culture.

4.22.While no system can be entirely free of challenges, the Trust’s actions to address
leadership development, equality, diversity and inclusion and patient and carer feedback
provide assurance that a continuous improvement ethos is embedded. Continued focus on
these priorities, alongside ongoing monitoring, and evaluation, will ensure sustained
progress and positive outcomes for patients.

4. Compassionate leadership underpins approach so that no staff feel
discriminated against.

4.23. The Chief Operating Officer is the Executive Lead for Health Inequalities. The Board have
stated commitments around being an anti-racist organisation and have developed a
transgender and non-binary statement which promotes the zero-tolerance approach to
discrimination, victimisation, or harassment based on a person’s gender identity. This is
widely communicated across the trust.

4.24.Board members are involved in their equality mentoring scheme and have an EDI
objective within their annual plans to reinforce the importance of responsibilities for all to
drive equality and address health inequalities.

4.25. Each Executive Director sponsors a staff network, attending the networks and meeting
with network leads. Concerns reported to the sponsor and those picked up from the
network meeting are logged and discussed at the senior leadership meetings for
resolutions.

4.26. Board members regularly share their own personal stories to mark religious, cultural, or
local events and involved staff in engagement activities to raise awareness and mark
specific celebrations. Several board members join in the celebrations throughout the year
to mark events, to act as role models and to promote inclusion.



4.27.The Trust's Anti-Racist Statement was published in 2020 and a new Zero Tolerance
Statement, setting out the ongoing commitment to acknowledge, challenge, and tackle
racism and health inequalities was published in August 2024. Recruitment processes
support equality, diversity and inclusion including inclusive job advertising and anonymised
application forms.

4.28.The Trust also has a range of policies which seek to support staff with protected
characteristics and to ensure that their voices are heard. Staff have access to networks
covering race, gender, sexuality, faith, and other protected characteristics. Supporting
evidence included outcomes from a series of '"Violence and Aggression Listening Events’
which were held across the inpatient estate and staff surveys which referenced mentoring
schemes and the Northwest Black, Asian and Minority Ethnic Assembly Bronze Award for
anti-racism work.

4.29. PCFT use the Workforce Race Equality Standard (WRES) to self-assess against nine
workplace experience and opportunity indicators. Four indicators relate specifically to
workforce data, four are based on data from the national NHS staff survey questions, and
one considers black and minority ethnic representation on NHS Boards. WRES data
highlights improvements and areas requiring further attention. The 2024 report showed
some improvements in BME representation in the workforce and identified the need for
ongoing work to create a truly equitable culture across the Trust.

4.30. The PCFT Gender Pay Gap report identifies positive trends in narrowing the gender pay
gap for hourly rates and sets out the Trust's commitment to fostering gender equality and
addressing outstanding disparities in pay.

4.31. The evidence provides assurance of the commitment to anti racist practice and will be
strengthened by further updates to demonstrate the impact of this work at both individual
and organisational level, including ongoing improvements to the diversity of staff appointed
from local communities.

5. How is safe staffing of services ensured?

4.32. The PCFT methodology for setting and reviewing nursing staffing levels and skill mix, is
set out within its Safer Staffing Policy. The policy describes an approach, in line with
national recommendations and guidance, which is monitored from Ward to Board and
places the patient at the centre of nurse staffing decision making.

4.33. Safe staffing of services is ensured in several ways:

1. A twice-yearly review of workforce establishment, applying the National Quality Board
recommended a triangulated approach which is to:

a. Utilise an evidence-based tool to assess the patient cohort’s acuity and
dependency. PCFT uses the Mental Health Optimal Staffing Tool (MHOST).

b. Consider the outputs of the MHOST alongside several quality indicators.



c. Facilitate a space to enable professional judgement to be applied.

4.34.To date, two MHOST data sets have been captured and reviewed via a Workforce
Establishment Review meeting attended by operational, quality, clinical, finance and
workforce.

4.35. The recommendations are under review by senior colleagues; the final recommendations
will be completed by the end of December 2024.

2. The workforce review informs the establishment required for each in-patient service
based upon the patient cohort; this establishment provides the planned data used when
calculating the monthly Trust Nursing Fill Rate Safer Staffing Returns to NHSE. This
data is externally available on the Model Hospital System and to the public on the Trust
internet page. Safe Staffing assurance from ward to board is provided to Trust Board via
the monthly Safer Staffing Report which includes the Nursing Fill Rate Safer Staffing
Returns data.

3. A daily safety huddle takes place on all in-patient services, a consistent approach in line
with the Trust Standard Operating Procedure (SOP) is monitored by the Trust Safer
Staffing Lead and the Quality Matrons. The Trust Safer Staffing Policy requires all red
RAG rated shifts to be escalated and incident reported. All staffing shortfall incidents are
reviewed by the Trust Safer Staffing Lead.

4. The Trust Safer Staffing policy provides an overview of process for managing staffing
levels on a daily, weekly, monthly, quarterly and six-monthly basis. Assurance that the
wards are complaint with this is provided in several ways:

Daily safety huddles.

Oversight and assurance of monthly Nursing Fill Rate Safer Staffing Returns data.
Monthly Safer Staffing Group.

Monthly safer staffing report to Care Quality Oversight Group, Quality Committee
and Trust Board.

e. Six-monthly workforce establishment reviews.

cpow

6. How is the quality of the estate understood to enable a safe environment to
deliver care?

4.36.PCFT has a dedicated inhouse estates, facilities and capital team supported by specialist
contractors as required. The Estates and Facilities team support all the wards in ensuring
environments are kept clean and well maintained by complying with the NHS Cleaning
Standards and delivering a high-quality estates service. Estates operate a 24-hour
maintenance service to ensure a swift response to patient safety issues and to ensure the
right level of support to ward staff, even outside normal working hours, for emergency
repairs.
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4.37.The Estates Team also support several groups across the Trust around Health & Safety,
Water Safety, Fire Safety and Ligature Reduction to ensure collaborative work with clinical
colleagues to keep their environments as safe as they can be. A site visit to Birch Hill
Hospital in October 2023 by the HMR ICB Quality and Safeguarding Team focused on
ligature points, ligature action plans and risk register. Findings from the visit were shared
at the HMR Quality, Safety and Safeguarding Strategic Group.

4.38. Regular reviews of the estate are undertaken and reported nationally through Estates
Returns Information Collection (ERIC) returns and backlog maintenance is addressed
through the annual capital programme to ensure funds are targeted to prioritised areas
with patient safety and quality at the heart of decision making.

4.39. PCFT estates strategy outlines the ambition to develop high-quality, well-located buildings,
in the right condition. PCFT continued to improve facilities across the footprint, for example
redeveloping ward outdoor areas and new sensory rooms. Radcliffe Place, a £1.2m
hospital avoidance service for people with a learning disability experiencing a crisis,
opened in 2023. Based in Bury, the service is for people aged 16 to 25 across Greater
Manchester and the first of its kind in the country for this age group. Work also progressed
to refurbish PCFT’s former psychiatric intensive care unit at Stepping Hill Hospital. The
£2.4 million refurbishment will help safely discharge patients more quickly through linking
directly with local services, such as rehabilitation or supported housing. Cambeck Close,
which provides short breaks service for children and adults with a learning disability,
retained its” Good” rating following a Care Quality Commission inspection. Other new
services, in addition to Radcliffe Place, included a new community rehabilitation team for
adults with complex psychosis and a young people’s specialist support service to help
families struggling to cope or to manage their child’s needs.

4.40. Since the completion of the site visits, the 136 Suites across the footprint have undergone
substantial refurbishment, ensuring that patient experience and safety are at the highest
standard.

7. How do we know that the information we have supports organisational
governance well?

4.41.PCFT collects data on patient outcomes, treatment effectiveness, and safety incidents
(e.g., falls, medication errors, adverse events). This data is reviewed regularly to identify
areas for improvement in clinical care. If patient safety indicators show an increase in
incidents, then the leadership team will act by implementing targeted quality improvement
programs.

4.42.PCFT collects feedback through surveys, patient experience reports, and staff
engagement surveys. This feedback informs leadership decisions regarding staffing levels,
service delivery models, and areas for service improvement. For example, feedback may
indicate that mental health patients are experiencing delays in appointments, prompting a
review of scheduling and resource allocation. This feedback is also presented in meetings
with locality leads.
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4.43.The Trust collects data on a wide range of performance metrics, such as waiting times for
services, the number of missed appointments, staff training completion rates, and service
user outcomes. The information is used to monitor whether services meet targets and to
adjust staffing, resources, or processes where necessary.

4.44 PCFT uses incident reporting systems where staff can report patient safety concerns,
near-misses, or incidents of harm. The Trust also collects data on staffing shortages,
equipment failures, or other operational risks. The collated data assists to identify patterns
and implement risk mitigation strategies, such as improved staff training or the introduction
of additional safeguards.

4.45. Data from audits, patient feedback, and staff input is included in PCFT’s quality
improvement initiatives. If patient surveys reveal concerns about long waiting times for
mental health services, the Trust may implement process changes such as expanding
hours or streamlining intake procedures.

8. How do we know that we have staff with the right skills, in the right place at the
right time delivering high quality care?

4.46.PCFT’s People Plan addresses the trust’s position on local workforce challenges.
Underpinning the people plan are the detailed actions which support the implementation of
short, medium, and long-term workforce strategies that seek to address having the right
people, with the right skills, at the right place and time. Outputs from the plan are
monitored through the People and Workforce Steering Group with assurance to the People
and Workforce Committee, which is a formal Board Sub-Committee and updates from the
committee on progress are reported to board monthly.

1. Assurance is provided that PCFT have the right staff for a particular service area from the
twice-yearly workforce establishment review process as described in Question 5.

2. Assurance is provided that PCFT have staff with the right skills via monthly network
directors of quality, nursing and AHPs monthly report to quality group that include
mandatory training compliance data.

3. The workforce development team review the core and essential training needs of the
workforce following the annual learning needs analysis.

4. Assurance is provided that PCFT have staff in the right place at the right time by
reviewing the rosters; assurance on this is currently limited due to the absence of an e-
roster system in place for all in-patient services. The Trust e-roster programme provides
oversight and assurance the programme is on track to deliver a solution to all in-patient
services by mid-2025.

9. How are improvement plans overseen?

4.47. Improvement plans for services are outlined in PCFT’s Annual Business Plans and
overseen through quarterly Executive Led Performance Meetings. Where improvement is
across multiple service areas, e.g. large-scale or transformational change, this is overseen
through the Executive led Strategic Delivery Board. Improvement Boards and plans they
develop are led by Executive Directors for any areas of particular concern, reporting to the
Trust Management Board.
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4.48.

4.49.

4.50.

4.51.

4.52.

A monthly integrated performance report, which sets out plans and improvement
trajectories, is presented to the Trust Board. Performance Improvement plans are
overseen by the Executive led Trust Operations and Performance Oversight meeting. In
addition, an overview of the improvement work, including participation in improvement
collaboratives and small-scale change initiatives is provided in a quarterly report to the
Trust Management Board.

10. How is learning systematically applied across all services?

Across the North Network a learning culture is promoted. Areas of good practice and
learning are shared in a variety of ways, including day to day during practice and through
patient safety incidents, compliments, and complaints. Learning is open to all services
across the network, including but not limited to:

Reviews of care:

Following reviewing of incidents, where appropriate and in line with Patient Safety Incident
Response Framework (PSIRF), the North Network commission, initiate and allocate
reviews of care via the use of decision sheets at the North Network Quality and Safety
Panel, for completion using the most appropriate Trust approved, learning/report tool.
Once completed these are initially reviewed by the Head of Quality in the locality and
shared with all those involved including patients, family/carers. They are then submitted to
and reviewed via the North Network Quality and Safety Panel, comprising of Clinicians and
Senior leads from Quality, Safeguarding, Complaints, and Pharmacy. The panel ask
questions, make comments and suggested amendments. Reviews of care are only signed
off where the panel agree that this has been completed to the standard expected and that
all the Terms of References have been responded to and all relevant areas of learning
identified. Once the review is signed off, final versions are again shared with all those
involved, and any learning points/actions are added to their Ulysses system,
(computerised risk management system) and allocated to the staff lead responsible for
completing/overseeing the action. These actions are signed off upon completion and
uploaded to Ulysses for monitoring by the Heads of Quality. Any outstanding actions are
overseen and monitored via the local quality team to ensure all actions are completed and
within a timely manner and in accordance with the action plan. There is an additional layer
of oversight via the North Quality Assurance Group. Reviews of care are also shared as
appropriate with HM Coroner, other Trusts/Agencies and ICB colleagues. Additionally,
PCFT share a Trust wide monthly learning bulletin that identifies system learning from
incidents.

Compliments and Complaints:

PCFT learn from compliments and complaints as described above, any learning actions
identified are logged onto the Ulysses system and are overseen via the local quality team.

The local and network wide quality meetings and reports celebrate the successes and

achievements, share information in relation to incidents that have happened, compliments

and complaints, reviews of care, information following incidents and learning opportunities.
13



These also provide the opportunity to review the quality function and explore any further
areas to support learning. Additionally, the quality forums have also on occasions been
used to facilitate learning sessions/briefings.

Always Learning Program:

4.53.In PCFT’s North Network, the staff are passionate and enthusiastic about creating a
learning culture and environment and developed and introduced a new initiative of “Always
Learning” to support and ensure that the Trust, are always learning.

4.54. The always learning is provided via a calendar of learning to allow a focus on a different
topic each month, learning themes are identified in the Quality and Safety Panels. The
learning from each month will be promoted across all teams.

4.55. The Trust share information and learning resources with relevant staff to embed the
learning from incidents and complaints. It is also an opportunity to celebrate and share
good practice from across the Trust. This is done as follows -

e The network is introducing a calendar of learning — Always Learning — to allow a focus on
a different topic each month.

e The learning theme for the month is promoted across all teams.

¢ Learning themes are identified in the Quality and Safety Panels from the investigations
undertaken and recommendations made.

Shared learning forum:

e This provides an important opportunity for all staff to learn from each other and share
best practices. The learning forum discusses case examples, studies, hot topics and is
interactive gaining great attendance and feedback.

¢ In addition to the above, a learning bulletin is shared with colleagues every month and
often make effective use of the ‘STOP for 5’ learning resource to share information in
relation to learning. The STOP for 5 is a quick and simple approach to learning and
covers the following: Summary of incident, Things that went well, Opportunities and
Points to action and responsibilities (STOP). Additionally, the Trust wide patient safety in
practice bulletins is easily accessible to all colleagues via the intranet. The information
contained within these are following learning identified within reviews of care completed
across the trust. Should an area of learning be for urgent dissemination, the trust also
has the option to send out an alert via the Ulysses alert system:

11. How do we ensure that our collaboration with other key stakeholders such as
NHS England, identify concerns at an early stage?

4.56. Working Together: The Trust’s Partnership Strategy (2023-28), sets out PCFT'’s

partnership priorities, placing working together with service users and carers at the heart of
the strategy.
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4.57.The Trust’'s Together Framework breaks their work into five domains that impact on the
care that service users experience. For each of these areas, it specifies how PCFT will
work in partnership with service users, carers and communities, the voluntary community
and social enterprise (VCSE) sector, Greater Manchester Mental Health NHS Foundation
Trust and other providers and organisations across all localities.

4.58.PCFT is part of the local Integrated Care Systems (ICS), which are designed to promote
collaboration across NHS providers, local authorities, and community services. By working
closely within these systems, concerns about care delivery, service access, or population
health trends can be identified, enabling early interventions.

4.59. PCFT colleagues are active members of the Borough Mental Health Transformation
Board. If there are rising concerns about delayed discharges or access to mental health
services, PCFT can share insights and data with NHS England and other partners to
highlight potential service gaps. Early intervention plans can then be put in place to
address these concerns before they affect patient outcomes.

4.60. PCFT shares performance data and patient outcomes with key stakeholders, including
NHS England and NHS GM. This includes clinical outcomes, waiting times, patient
experience surveys, and incident reports. Regular review of this data helps to identify
patterns or emerging issues.

4.61. PCFT collaborates closely with patients, carers, and advocacy groups to gather real-time
feedback and identify concerns that may not yet be reflected in formal data systems. By
involving patients and carers early in decision-making, the Trust can pick up on emerging
issues and address them collaboratively with NHS England and other partner.

5. Conclusion

5.1. The combination of site visits, analysis of their evidence, review of strategy, policy,
website, and feedback from strategic leads has provided valuable insights into PCFT’s
practices, culture, and commitment to delivering high quality care. Although the site visits
were preplanned and organised, there was a genuine feel for ‘work as done’ throughout
the facilities. Access was given to all areas of the wards and any questions were answered
fully. A sense of pride to work for the organisation was seen and team work to care for
patients was obvious. Informal conversations with both staff and patients confirmed a safe
environment and that their voices were heard and there was no evidence of closed culture,
as staff felt supported and senior staff were open to suggestions and listened to their
views.

5.2. Whilst no review process can offer an absolute guarantee that all issues within a complex
system have been identified and addressed, this approach has been a valid and
meaningful way to benchmark against the Shanley recommendations. PCFT have been
open and transparent through the whole assurance process, providing evidence and
additional clarification as requested.

5.3. The findings demonstrate evidence of positive practices, including established governance
structures, a commitment to patient safety and a strengthened focus on staff and patient
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5.4.

5.5.

engagement, with some areas for further development. These indicators suggest a
foundation for sustained improvement and a culture of learning within the Trust, which
PCFT must continue to monitor to evidence impact.

PCFT are well placed in the health system to share issues, raise escalations, and work
jointly to improve patient experience and care. PCFT are active members of the Mental
Health Transformation Board that allows all partners to jointly discuss improvement plans
and any areas of pressure.

In conclusion, although it is acknowledged that there will always be areas requiring further
monitoring and development, the review has been a valuable tool in establishing the
Trust’s commitment to learning from the Shanley Report and delivering safe and effective
care.

Recommendations

e PCFT to provide further updates at the GMICB and PCFT Quality Overview Meeting on
the progress and outcomes of workplans, specifically the This is Us: Our Five-Year Plan,
the Working Together Partnership Strategy, and the EDI workplan.

e The Trust need to continue to ensure that any improvement plans and areas of concern
are highlighted via their representation at LCO Boards so that a collective response is
discussed, and mitigations are sought.

¢ GM ICB to continue site visits, including unannounced visits, which would further
strengthen the response to Professor Shanley’s recommendations.

e GM ICB to refine the learning from this report so that an updated version forms the basis
of ongoing assurance around the impact of the work currently in place.

e GM ICB to use an adapted version of the Self-Assessment Tool completed by PCFT for
use with independent hospitals and private providers.

¢ Learning from Shanley needs to remain central to system wide process for ongoing
assurance for all providers.

Suggested GM Next Steps

Undertake site visits in the South Network, January 2025
Incorporate the findings from the visits within an updated report.
Undertake unannounced visits across the PCFT footprint in 2025.
Review of evidence

16



Introduction

This resource pack is for primary care health professionals including the GP, practice nurse,
and pharmacists. This resource has been developed in Heywood, Middleton and Rochdale
(HMR) to enable health professionals to support, assess, advise, discuss, negotiate and
signpost children and young people (CYP) who are overweight using evidenced based
information and practical resources.

The Office for Health Improvement and Disparities (OHID) and Health Education England’s
‘e-Learning for Healthcare’ have developed this e-learning to increase the confidence and
skills of health and care professionals, in managing adult and childhood obesity.

Access the childhood obesity e-learning session here: - Childhood Obesity

Overweight and obesity can lead to significant health issues across the life course and into
old age. Living with overweight or obesity can have significant implications for an individual's
physical and mental health.

There isn’'t a single intervention that can tackle obesity on its own, at population or at an
individual level. Causes of obesity are multi-factorial, including biological; physiological;
psycho-social; behavioural; and environmental factors.

Our environment tends to encourage unhealthy lifestyle choices relating to food and physical
activity. Unhealthy food and drink choices (including alcohol) are easy to access and often
high energy. CYP also tend to be less active and lead more sedentary lifestyles than
previous generations.

Overweight and obesity are terms that refer to excess body fat which is calculated by body
mass index (BMI) and waist circumference (WC).

Childhood overweight or obesity is linked to a wide range of diseases in adulthood, most
commonly:

e diabetes

e hypertension

e some childhood cancers
e heart disease

o stroke

e liver disease

Obesity can also be associated with poor psychological and emotional health, and poor
sleep. Obese children may also be more likely to suffer from weight stigma which may
impact on their self-esteem.


https://portal.e-lfh.org.uk/Component/Details/587409

Childhood obesity and excess weight are significant health issues for CYP and their families.
There can be serious implications for a child’s physical and mental health, which can
continue into adulthood. The number of children with an unhealthy and potentially dangerous
weight is a national public health concern.

Healthcare professionals play an important role in supporting families to take action. Working
alongside other professionals and public health teams, they can also influence the general
population by delivering whole systems approaches to tackle excess weight and reduce
drivers of excess calorie intake and sedentary lifestyles.

Action across the child life course is essential to impact childhood obesity and enable
positive behaviour to change around eating and activity. The focus should be on:

e preconception and pregnancy

e infancy and early childhood

e older childhood and adolescence

e transition into independent adulthood



Obesity is associated with poor psychological and emotional health, and many children
experience bullying linked to their weight. CYP living with obesity are more likely to become
adults living with obesity and have a higher risk of morbidity, disability and premature
mortality in adulthood.

Obesity is a complex disease and there are increasing demands being placed on primary
care to identify and treat patients.

Identification may occur under one of four categories:

e Opportunistic

e Existing disease e.g. Diabetes Type 1, High Blood Pressure, High Cholesterol and
liver disease.

e Health Screening i.e. NCMP Checks

e Families Seeking Advice

Assessment of children

Assessment helps in understanding the child's overall health, guiding early interventions,
preventing long-term health issues, and supporting the child’s mental and physical well-
being. It allows healthcare providers to offer tailored recommendations to families, such as
dietary changes, physical activity routines, and family-based interventions to encourage a
healthy lifestyle.

Regular assessments give healthcare professionals the opportunity to educate both the child
and their family about healthy behaviours, empowering them to make positive changes early
on and avoid future health complications.



National Child Measurement Programme

The NMCP measures the height and weight of children in reception class (aged 4 to 5) and
year 6 (aged 10-11), to assess overweight and obesity level in children within primary
school.

https://digital.nhs.uk/services/national-child-measurement-programme/

NICE Guidance

Overview | Overweight and obesity management | Guidance | NICE

Factors that may contribute to obesity

Are there any social issues that may influence the CYP’s capacity to lose weight such as:

e ACES
e Trauma
e Neglect

¢ Finances

o Knowledge of how to cook. Time factors to manage healthy cooking and promoting
exercise.

o Wider family issues e.g. caring responsibilities

e Mental health issues (cause or result of obesity?)

e Isolation

¢ Housebound

e Sense of belonging

e Bullying

o Deflection — pushing services away

e Previous experience of support services not being helpful

o Mistrust of services or belief that services are harmful

Supporting CYP patients to reduce weight.

Many CYP who are overweight or obese are sensitive about their weight and the
assessment needs to be handled carefully. Consider using Let's Talk About Weight - step by
step guide infographic which provides helpful examples of dialog for initiating a conversation.

e remember that a healthy weight is primarily achieved through improving dietary
intake, portion control and physical activity

e recognise that obesity is complex with many drivers including behaviour,
environment, genetics and culture

e provide consistent evidence-based healthier weight, nutrition and physical activity
messages for parents, children and young people — this includes explaining the
principles of the Eatwell Guide and promoting the Chief Medical Officers’ Physical
Activity Guidelines, as well as directing families to further information



https://digital.nhs.uk/services/national-child-measurement-programme/
https://www.nice.org.uk/guidance/ng246
https://assets.publishing.service.gov.uk/media/5b8d54dae5274a0bf0ee6cb7/LTAW_Final_Infographic_Oct_2017_adults.pdf
https://assets.publishing.service.gov.uk/media/5b8d54dae5274a0bf0ee6cb7/LTAW_Final_Infographic_Oct_2017_adults.pdf
https://www.gov.uk/government/publications/healthier-weight-promotion-consistent-messaging/promoting-a-healthier-weight-for-children-young-people-and-families-consistent-messaging
https://www.gov.uk/government/publications/the-eatwell-guide
https://www.gov.uk/government/publications/physical-activity-guidelines-uk-chief-medical-officers-report
https://www.gov.uk/government/publications/physical-activity-guidelines-uk-chief-medical-officers-report

o understand the specific activities and interventions that can support individuals
and families to achieve and maintain a healthier weight.

e use opportunistic moments to open up conversations around weight and, if
appropriate, use a Royal College of Paediatrics and Child Health (RCPCH) UK
growth chart or the healthy weight calculator to determine the body mass index
(BMI) centile and weight status of the child or young person

e be mindful of weight bias, and use neutral, non-blaming, factual language when
discussing weight with families

e encourage parents to sign up for the Start4Life information service for children
from 0O to 5 years — the service provides evidence-based information for parents
on pregnancy and child health development from 0 to 5 years, including important
messages on breastfeeding initiation and continuation and improved nutrition

e ensure you are familiar with the local obesity care pathway and aware of the
services and support available in the local system — from the NHS, local
authorities and voluntary and community sectors

e promote breastfeeding uptake and duration, timing of introduction of solid food
and responsive feeding practice

e promote and support healthy home environments to families

o if a CYP discusses their weight themselves, acknowledge their concerns and
commend them for raising the issue and wanting to take action.

e communicate the risks of living with overweight or obesity, and benefits of
maintaining a healthier weight, while supporting the principles of behaviour
change by encouraging individuals to set goals — health benefits can be achieved
from losing at least 5% of current weight, though preventing further weight gain is
also an important outcome

o Changedlife is England’s first ever national social marketing campaign to reduce
obesity. Change4Life | The NSMC

e recognise that individuals may take time to find the right solution for them; like
achieving and maintaining a healthier weight sometimes takes multiple attempts
to find the way that works best for the individual and there isn’t a single solution
that works for everyone.

Cycle of Change

The stages of change model was developed by James Prochaska and Carlo DiClemente in
the 1980s. It demonstrates the behaviour changes that an individual progresses through to
take the next steps on their journey. The model is a cycle with no end. As an individual
progresses through the cycle passing through the preparation, action and maintenance
stages it is envisaged that they acquire a support system or other coping mechanisms which
equips them with a level of resiliency to help them steer away from the relapse stage or pass
through it quickly.


https://www.gov.uk/government/publications/child-weight-management-short-conversations-with-patients
https://www.nhs.uk/start4life/professionals/
https://www.nhs.uk/conditions/obesity/
https://www.thensmc.com/resources/showcase/change4life

No intention on
changing behaviour.
May be unaware
problem exists

Relapse Aware problem exists
but with no
commitment to
action

Sustained change. Intent on taking
New behaviour action to adress the

replaces old problem. Individual
convinced the
change is good.

behaviour

Active modification
of behaviour

(Adapted from Prochska & DiClemente 1983)

Retaining a healthy weight can be difficult as personal, social and environmental triggers can
impact on our ability to maintain behaviour changes. For example, sight and smells of food,
TV advertisement of fast food, social outings and celebrations influence us in the moment
when our resilience is low, we are feeling stressed or have low self-esteem. It is therefore
important for CYP and their families to have identified coping strategies to get you through at
these times and ensure there is opportunity for follow up and support.

Follow Up
Weight loss needs to be monitored and recorded over time, the suggested minimum
is 3-6 months but more often if the CYP wants or requires active support. Follow up

and review should be more focused on a conversation and motivation around
lifestyle changes rather than success being purely based on weight loss

At the 3-month Review: -

> 5% = successful weight loss:
Continue with the ongoing treatment and support.

< 5% = unsuccessful weight loss:



Reassess motivation and readiness to change and identify any problems which may have
impacted on the lack of success.

explore information and support the CYP and family to increase their own knowledge
around diet and physical activity.

identify any problem areas — explore and work through them in partnership with the
patient, moving towards a balanced healthier lifestyle

Explore social issues which may be impacting lack of success (see section 5)

At the 6-month Review: -

Repeat as at 3 months. > 5% = successful weight loss:
Action as at 3 months or consider moving patient to maintenance phase.

< 5% = unsuccessful weight loss:

Explore social issues which may be impacting lack of success (see section 5)
Reassess patient’s motivation to change and consider referral to dietetics, for a more
comprehensive assessment for patients with co- morbidities. Reinforce that
maintaining a healthy weight is a long-term commitment, not just about weight
reduction but about health and well-being. Encourage healthy habits that can
continue into adulthood.

Include the family in the process to create a healthy environment for the child.
Encourage parents to model healthy behaviours.

The pathway below will serve as a clear guide for GPs to promote a healthy weight
in children while ensuring that families have access to the right support and
resources.



Initial Assessment and Identifying Need and Risk.
Recognised through:

Routine health screening

National Child Measurement Programme

Aetiology, any existing disease or underlying health issue
CYP/Parents presenting and seeking advice

Use BMI-for-age percentiles as the first indicator (refer to the UK90 Growth Charts).

this should be recorded and monitored locally

If you have identified a child under your care and have concerns around healthy weight

Parental/Caregiver and CYP Engagement

Education: Provide information and share resources on the importance of healthy eating (e.g.,
portion sizes, food groups) physical activity and sleep hygiene.

Build Trust: Adopt an approach that is non-judgmental and collaborative. Be empathetic to family
challenges (e.g., financial, time constraints, cultural preferences). Give a clear explanation of the
child’s current weight status and emphasise small, gradual changes to habits rather than drastic
measures.

Family Centred Plan: Arrange follow up appointments and review.

Early Help
and Schools
Team

Clinical judgement

Acute
Paediatrics /
endocrinology

NW CEW

Health
Visiting

School
nursing

Paediatric
Social

prescriber
11-18

Decision on most appropriate \
intervention / signpost / referral
route with consent

(Paediatric
onward
referral only)

Other
services to
consider




Key

Link

Family hub

Family hubs offer high-quality support for
families from conception to the age of 19 (or 25
for young people with special educational needs
and disabilities).

Family hubs provide a single access point to
integrated family support services for early help
with social, emotional, physical and financial
needs.

www.rochdale.gov.uk/familyhub

Early Help and Schools Team

Early help is about helping children, young
people and families deal with any issues as
early as possible.

It's available to families with a child up to the
age of 19, or a child up to the age of 25 if
they've got special educational needs or
disabilities.

www.rochdale.gov.uk/childcare-children/early-
help-support-families

Youth Service

Provide a number of activities and workshops
for CYP including school based drop in and
youth clubs offering advice, education and
support.

https://www.rochdale.gov.uk/youth-service

Your Trust

Nutrition, Exercise and Wellbeing.

Providing specialist information, motivation and
support to encourage a healthier lifestyle.

They offer a 12-week course to support weight
loss, set achievable goals, make healthier food
choices, exercise to help with weight loss and
learn skills to prevent weight gain.

https://www.yourtrustrochdale.co.uk/health-
nutrition/

Paediatric Social prescriber
Age 11-18

Currently only available in Middleton PCN

Middleton PCN - Rochdale Road Medical
Centre

Health Visiting

The Health Visiting Service is part of the
Children’s Integrated Community Health Service

Health Visiting :: Northern Care Alliance



http://www.rochdale.gov.uk/familyhub
http://www.rochdale.gov.uk/childcare-children/early-help-support-families
http://www.rochdale.gov.uk/childcare-children/early-help-support-families
https://www.rochdale.gov.uk/youth-service
https://www.yourtrustrochdale.co.uk/health-nutrition/
https://www.yourtrustrochdale.co.uk/health-nutrition/
https://www.rochdaleroadmedicalcentre.co.uk/middleton-pcn-2
https://www.rochdaleroadmedicalcentre.co.uk/middleton-pcn-2
https://www.northerncarealliance.nhs.uk/our-services/health-visiting?q=%2Four-services%2Fhealth-visiting

and works with all families with children aged 0-
5 years in Heywood, Middleton and Rochdale.

They give advice on lots of things including
infant feeding, healthy weight and nutrition, child
development, accident prevention, oral health
and emotional health and wellbeing to support
your child to be school ready.

School nursing

School nurses work with school-age children
and young people up to the twentieth birthday,
with the aim of ensuring they experience the
very best health and wellbeing.

They provide a wide range of care, advice and
support including screening, immunisations,
health assessments, health promotion activities,
health advice and signposting, specialist support
and much more.

School Nursing :: Northern Care Alliance

#Thrive support children and young people aged
up to 19 years , who are experiencing emotional
health and wellbeing issues (e.g. feeling
stressed, worried or not enjoying things). They
also provide advice to improve general lifestyle,
including exercise, diet and many other things
and can support parents, carers and anyone
that works with the CYP.

#Thrive (HMR) :: Pennine Care NHS
Foundation Trust

Dietetic

The Community Paediatric Dietetic Team are a
part of Children’s Integrated Community Health
Services.

Paediatric dieticians are specially trained to
enable advanced nutritional care to infants,
children and adolescents to promote optimal
growth. They provide dietetic assessments for a
range of conditions and create nutrition
interventions for families.

Children's Dietetics :: Northern Care Alliance

Acute Paediatrics / endocrinology

The Children’s Service provides specialist
outpatient and inpatient paediatric care for
children up to 16 years of age.

www.northerncarealliance.nhs.uk/our-

services/childrens-services
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https://www.northerncarealliance.nhs.uk/our-services/school-nursing
https://www.penninecare.nhs.uk/thrive
https://www.penninecare.nhs.uk/thrive
https://www.northerncarealliance.nhs.uk/our-services/childrens-dietetics

The service offers speciality clinics including
neurology, renal, allergies, respiratory, diabetes
urology, rheumatology infectious diseases,
genetics and dietetics.

NW Complication from Excess

Weight (Referrals only accepted from
Secondary or Tertiary Care Consultant
Paediatrician)

Other Services to Consider

Living Well

CEW Clinic is a specialist nationally
commissioned Tier 3 multidisciplinary weight
management service aimed at managing the
complications from excessive weight in
children and young people.

The CEW clinic hubs are based at Alder Hey
Children’s Hospital, Royal Manchester
Children’s Hospital and Royal Preston
Hospital in the Northwest region.

Offer specialist service to CYP experiencing
mental health difficulties. This service could be
considered for CYP where their mental health
difficulty is directly associated with and
impacting on their dietary management/ health
and other interventions have been unsuccessful.

Heywood, Middleton and Rochdale CAMHS ::

Pennine Care NHS Foundation Trust

CEDS provide care and support to CYP with an
eating disorder.

pcn-tr.ceds@nhs.net

Consider signposting parents of CYP with
weight difficulties to access support.

Living Well offers support to adults when living
and feeling well feels too tough to tackle alone.
Their aim is to help people improve their health
and wellbeing by stopping smoking, losing
weight, getting more active, or dealing with long-
term ill-health linked to everyday living.

Home - Living Well Rochdale
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https://www.penninecare.nhs.uk/hmrcamhs
https://www.penninecare.nhs.uk/hmrcamhs
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Introduction

This report updates the Primary Care Commissioning Committee on the financial position at
month 12 (March) of the 2024/25 financial year.

At the end of month 12, the Primary Care Budgets underspent by £177k which is primarily due
to an underachievement of the 2023/24 Prescribing Work Programme. This underspend is
contributing non recurrently to the Medicine’s Optimisation CIP.

Prescribing is now held centrally and reported here for information. As at month 12, prescribing

overspent by £2.3m based on actual spend data received. Prescribing data is based on actual
spend from month 1 to 11.

Month 12 Financial Position

Table 1: Month 12 Finance Position

Annual 2024/25

Budget Outturn Variance
) (£000) (£000) (£000)
Primary Care
Core Plus 5,426 5,426 0
Public Health Contribution to Core Plus -268 -268 0
Locally Commissioned Schemes 1,691 1,527 -164
Integrated Out of Hours 2,719 2,706 -13
Total 9,568 9,391 -177
Prescribing 46,660 48,973 2,313
Total plus Prescribing 56,228 58,364 2,136

Core Plus & Public Health Contribution

Core Plus is the locality scheme commissioned with the Local Care Organisation (LCO), hosted
by the Northern Care Alliance (NCA). The Locality Authority commission Public Health elements
related to General Practice through the Core Plus contract at a value of £268k. Core Plus is
paid to the NCA through the block contract arrangements and is forecast to breakeven this
financial year.

Locally Commissioned Schemes
These schemes include the Primary Care Enhanced hubs, Homeless Alliance Response Team
(HART) and the Prescribing Incentive Scheme as well as the Minor Ailment Service and Minor



Eye Care Service. Most of these contracts are agreed block contracts so there is no financial
risk to the forecast position.

The underspend of £164k is primarily due to the underachievement of the 2023/24 prescribing
incentive scheme for which data was only available in quarter 1 of 2024/25 and so was brought
forward into this year and has now been released. However, this is held to offset the prescribing
CIP which sits within the prescribing line.

Integrated Out of Hours

The Integrated Out of Hours service is commissioned with BARDOC. This consists of the main
Out of Hours Contract as well as the Acute Visiting Service (AVS) and Alternative to Transfer
Service (ATT). There is a small credit of £13k due to a prior year benefit.

Prescribing
Prescribing Costs are no longer reported at a Locality level but has been included here just for
information.

Based on actuals up to February, the Greater Manchester (GM) team are reporting a £2.3m
pressure within prescribing. 2024/25 costs at month 11 show a 1% increase versus the same
period in 2023/24, with the number of items prescribed increasing by 2% also compared to the
same period in 2023/24. The Meds Ops Team continuously liaise with PCNs, attending PCN
meetings when required to support the levels of spend and also to assess utilisation of staff
employed under ARRS schemes such as same Clinical Pharmacists in line with Primary Care
Locality Strategy. Please see table 2 below.



Table 2: Cost comparison 2023/24 to 2024/25

4,400,000
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4,000,000

3,800,000
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3,400,000
3,200,000
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No Cheaper Stock Obtainable (NCSO) extra drugs costs for months 1 to 11 is £894k which is
lower than that of the same time period last year of £1,030k.

2025/26 Budgets

The ICB plan for 2025/26 has been submitted to NHSE and awaiting approval of the plan.
Within the assumptions for Primary Care, a 5.47% inflationary uplift has been applied along with
a 2.00% efficiency, giving a net 3.47% uplift. It should be noted that whilst these uplifts have
been assumed, there is a 4.00% CIP requirement for the locality. As and when Primary Care
budgets have been approved, these will be reported in future PCCC meetings.

Recommendation

The PCCC are asked to note the contents of this report.
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Networking

Community Of Interest Network (COIN): Planning is under way for delivery of the next generation COIN
3. Savings work and consolidation of practice circuits alongside upgrades to network continues.
Discussions under way around support for General Practice comms cabinets following the need for
suppliers to access same as part of cloud telephony deployment. As part of business continuity planning,
practices are increasingly seeing 5G connectivity deployed in favour of traditional expensive secondary
lines being placed into practice buildings. We are supporting GM IT in this endeavour.

5g Dongles / Mobile Data

A review of all mobile connectivity has been undertaken and all 5g contracts across GM have been
consolidated into a single contract. The locality IT Team is currently undertaking an audit of all 5G
dongles (both active and inactive) to determine the level of business continuity preparedness practice
have in alignment with their business continuity plans. Practices are obliged to make these plans
available to commissioning for review by IT as appropriate.

N365

Investigations are still ongoing around exiting the NHS national tenancy in favour of a GM private
tenancy. A business case has been presented on deployment of the security package “InTune” for
advanced threat protection (ATP).

EMIS issues

GM IT continues to investigate reported issues/problematic PCs to resolve root cause, in addition to a
rolling hardware upgrade programme to meet the revised EMIS environment specification. NHS Digital
continues to engage with EMIS on performance with quarterly update meetings held by GM. Early
reporting has indicated potential improvements to EMIS search functionality. Work is nearing completion
on a refresh programme to upgrade memory in practice PCs to meet EMIS Working Environment
Specifications.

ARRS Roles draft specification

Issues have been escalated to NHSE regarding the lack of configuration for ARRS roles within EMIS
Web. The draft specification (with templates to support these roles) has not yet been published by
NHSE.

SMS contract

HMR IT Team have now completed the GM Wide BT SMS Gateway procurement and have secured fixed
pricing for a multi-year contract to deliver significant cost savings. Work is now underway with the GM Bl
function to develop a real-time dashboard to analyse how we use SMS and to help identify additional



savings opportunities. This work sits alongside the DF programme who will use these metrics to support
practices with tailored messaging toolkits to deliver further efficiencies and cost savings.

North East Sector Alliance

Following the retirement of the Salford Head of IT, responsibility for in-flight IT and Digital activities in
Salford has been passed to the HMR Team. The Salford IT Project Officer is now being line managed by
the HMR IT Operations Manager.

Additionally, pending further review and in tandem with ICB reforms and GM discussions on the overall
structure of ICB IT, the HMR Head of IT and Assurance’s purview has been expanded to encompass
responsibility for digital strategy and delivery in Bury and Oldham.

This means that the HMR IT team’s remit will encompass the entire North East Sector including Bury,
HMR, Oldham and Salford. This is geographically aligned with the NCA footprint and may help to
facilitate a coordinated approach to digital delivery.

With this in mind, the existing Primary Care Digital Transformation meeting will be rebranded and
expanded to reflect the new sector based approach. Colleagues from Salford have been invited and their
equivalents from Bury and Oldham will be included once arrangements have been formalised.

Collaborative arrangements across the North East Sector relating to IG are also in place via the GM hub
and spoke model. Additionally the HMR IG lead is providing cover for the Wigan locality.

Current IT workstreams in Salford which are now being managed by the HMR team include:

- Migration of CHC Broadcare system

- Capping off staff migration from SCC into NHS GM and devices being used
- Supporting discussions of network and print services at Unity House

- Integration of childrens social care system into GMCR

- Review of use of EPACCS

- NHS App onboarding

- General management of IT and DFPC programmes

Cloud Based Telephony

CBT programme

Significant work has been undertaken in locality to enable eligible practices in HMR to benefit from
funding from NHS England to benefit from funding for upgrading telephony in practices to Cloud Based
Telephony (CBT) provided by suppliers on the Better Purchasing Framework (BPF)

Technical migration is now completed. All practices have been asked by NHSE to permit their telephony
supplier to provide reports to NHSE as a matter of routine operations. All practices in HMR have



confirmed agreement with this process and work is now under way to ensure that each practice can
technically support this.

5 practices remain on legacy contracts with suppliers that are not on the Better Purchasing Framework.
Those practices will be required to migrate to BPF suppliers when their contract renewals are due.

CBT Optimisation project

A project is under way to optimise the IVR (Interactive Voice Response) systems used by CBT to route
patients through the menu. 6 volunteer practices are involved. Dr Jonti Hudson from Durnford Medical
Centre has developed a prototype IVR model for HMR which includes appropriate routing to locality
services and solutions. Following a successful trial at Durnford this will be deployed to the other
volunteer practices for testing before a wider rollout.

Optimise
A meeting with Optimise has been held to explore potential options for accessing patient data to support
GM citizens with ADHD/Autism. This included:

- The Signwell DPIA has now been accepted; Optimise has confirmed that in order to proceed they
need email addresses for practices to receive signed shared care agreements; this is being
picked up with Durnford/Dr Jonti Hudson to advise the process on the practice side.

- Possible use of ERS for referrals; instructions were provided to Optimise on how a supplier can
be included in the directory of services to which GPs can refer

- HSCN - an explanation that many patient systems are contained securely within the Health and
Social Care Network (HSCN) and are only accessible to organisations that have a secure HSCN
link

- Adiscussion on potential access to the GMCR which would require HSCN as above. The IT
Operations manager agreed to raise this in principle at the next GMCR delivery group.

ORCHA

Following the expiry of the ORCHA contract the supplier has advised that the service has now been
discontinued. There will be an additional offering for PCNs released by ORCHA during the summer;
ORCHA will approach PCNs directly about this.

Enhanced Access and direct booking

The locality IT Team continues to provide support to the use of EMIS Community as a tool to support
enhanced access; regular supplier meetings are being held to work toward enabling the EMIS system to
support the requirement for direct booking and other linked functions.

The IT team continues to work with practices, PCNs, RHA and Medicines Management on the use of
EMIS Community to support Enhanced Access and associated processes. This may involve the
reallocation of ownership of EMIS Community instances and associated ODB codes to PCNs.



Lloyd George Digitisation

Locality funded LG digitisations for 14 practices are now complete but there are no indications of further
funding being made available. Whilst HMR practices are expressing further interest in digitisation this is
unlikely to proceed without the availability of such funding. A meeting was held in April with Yorkshire
Street regarding digitisation of records, including the supplier OSS (On Site Scanning). Any practice
wishing to digitise their records would need to self fund in the absence of further NHS funding and this
decision was left with Yorkshire Street.

Primary Care Digital Transformation/Maturity Model

The IM&T Team has worked closely with commissioning to support the analysis and reporting of service
delivery using available metrics. This is a combination of local level data (e.g. PATCHS) and national
data which is drawn from multiple sources and systems such as direct reporting from practices and
automated reporting from the NHS App or Cloud Based Telephony suppliers. Data drawn from these
metrics is used to support PCNs and practices in service management and helps commissioning to
assess performance against mandates and local targets. In some cases this data also helps to identify
opportunities for digital innovation or which practices may require additional support with onboarding of
key digital initiatives.

Digital First Primary Care Facilitator workstreams

e The IT Team continues to support the broad range of initiatives that fall within the DFPC
programme; this has been impacted by the departure of the locality digital facilitator in December
but opportunities to collaborate with Salford will help to reinvigorate the programme in particular
around face to face practice sessions to help with NHS App onboarding (see below).

e The GM contract with Redmoor Health came to an end at the end of March and this resulted in
their reporting dashboards being switched off. Stats from the dashboards are available via
national resources supported by the local reporting elements such as PATCHS monthly reports to
PCNs.



¢ Messaging — Implementation of messaging best practice is likely to remain an ongoing theme
and will need to dovetail with the GM OCVC (Online Consultation/Video Consultation) framework
currently being developed at the GM level.

e NHS App onboarding: HMR uptake is now at 57% in line with the GM average. The Salford IT
Project Officer will help HMR to facilitate further face to face onboarding sessions from June
onwards.

¢ Register with a GP surgery service — All HMR practices now enrolled for this service.

PATCHS
o Activity over last 12 months:
M J J A S @) N D J F M A

3979 | 3565 | 4097 | 3747 | 3706 |4358 | 4118 | 3780 | 4639 | 4391 | 5009 | 4685

e Total consultations over past rolling 12 months: 50074

e 1.75% of HMR registered patients used PATCHS in February

o Patient feedback gathered as part of the PATCHS triaging process remains overwhelmingly
positive (12 months average is 4.5 out of 5 stars)

o PATCHS Pharmacy First integration being piloted

PATCHS take up since launch:

Completed PATCHS activity since launch (excluding GP messages)
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Monthly activity by PCN
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A consultation is due to take place to review OCVC (Online Consultation/Video Consultation) tools in use
across GM with regard to functionality and costs; this may have implications for the future deployment of
these products across GM but at this stage no change is anticipated.

PATCHS Pharmacy First project

PATCHS now supports Pharmacy First and this will be trialled in a small scale pilot with volunteer

practices in conjunction with Medicines Management. An initial supplier meeting has been scheduled to

scope this project. Discussions around the use of Al have progressed to a point where the HMR IT and
IG team now feel able to proceed with the available information.



Graphnet CareCentric (GM Care Record)

Care plan projects
ALL GMCR users are able to view the suite of available care plans, with Primary Care, NCA and hospice
users also able to create, update and edit:

¢ Individual Care & Support Plans
e MDT plans
e EPACCS (End of Life)
e Frailty plans

Work is under way to enable similar access for users in urgent care.

The HMR team plans to deploy Dementia care plans across the borough following a successful test of
type programme in Tameside.

Urgent care dashboards
The NCA has not been able to allocate funding for the implementation of urgent care dashboards to
support transfers of care so this request has been closed.

Childrens social care integration with GMCR

e SSO access to the GMCR went live December 2024. Rochdale Council is now enabling access
within the Liquid Logic system to enable childrens teams to use the link.

o Data feed: recently (early May) a decision has been reached by legal counsel that enables data
feeds of childrens social care data into the GMCR to proceed, subject to governance. A Task &
Finish group will be established to enable this, with HMR’s involvement.

GMCR/Care plans training
Training on the GMCR is available from the GM training team. Anyone needing to arrange training can
contact the locality IT Team or email the GM team on nhsgm.gmcrproductteam@nhs.net

Cyber Security & Information Governance

Breaches

There were 4 locality data breaches in the previous financial year - actions were/are being undertaken
with remedial actions recommended. None of these breaches have warranted a report to the 1CO.
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XFinancial implications;

X Clinical implications;

XImpact on Inequalities;

X Communication/Public Engagement;
[ILegal Implications;

[IWorkforce Implications;




1. Background

1.1The PCOG meets bi-monthly on alternative months to the HMR Primary Care
Commissioning Committee (PCCC). The group ‘s membership is made up Medicines
Optimisation team representatives, the locality clinical leads, HMR 6 Primary Care
Network (PCN) Clinical Directors (CDs) and commissioning leads from primary care,
finance, estates and members of the Local Care Organisation.

1.2 This group is not a decision making however the group makes recommendations and
has direct reporting lines into HMR PCCC and the LCO governance structure. An
action log is maintained.

1.3The purpose of this paper is to provide the committee with a summary of key
discussion and recommendations made by the group.

1.41In the last reporting period, the PCOG has met once in April 2025.

1.5The key items discussed at the April meeting are summarised in the sections below:

2. Items for Discussion
2.1 Quality & Safety

An overview of the new CDIFF form was provided and feedback on the form was given
by GPs in attendance.

The form went live on 13t April and has been circulated via the GP Bulletin and PCOG
memberships.

2.2 LCS 25/26 update

The LCS 25/26 scheme was circulated with GP Practices on 28" March 2025. Discussion
took place regarding templates and forms which will support the LCS 25/26. Clarification
was also provided around EMIS searches. The first session of HMR Bl user group is
scheduled to take place on 29" April and going forwards this will be forum for any LCS
EMIS data queries. Representation on the group will include GM data and insight team,
HMR Data quality lead, RHA and practice representatives.

Updates were also provided regarding the GM areas of consistency that have been
introduced for 2025/26. Detailed specifications produced by NHS GM central primary care
team following approval at GM PCCC have been circulated to all practices. Any queries
regarding the requirements from HMR practices should be sent to primary care inbox in
first instance and HMR PC team will co-ordinate escalate as required to NHS GM teams.

For clinical services activity practices are now required to submit claims through Local
Clinical Quality Reporting System (CQRS) system . Training is being provided to all



practices in June. Claims for 2025/26 activity will be made quarterly starting in July.
Regular updates are being provided to practices regarding these changes via NHS
futures shared portal and via regular HMR GP bulletin.

2.3 Primary Care Quality Improvement Programme (QIP) Update

An update was provided on the light touch quality visits that had taken place up from
February - mid April. Overall, the visits had been well received and themes have been
identified and have been followed up with the individual practices. The aim is to restart
full QIP in 2025/26. Work is currently underway to develop reporting packs and action
plans and to confirm annual schedule. The plans and approach for 2025/26 programme
will be taken to PCCC in May for sign off.

The group was also made aware of a recent outcome of CQC visits for a HMR practices
that received a requires improvement rating. Working together with NHS GM central
primary care tam support has been provided to the practice to develop action plan and
robust locality monitoring and support processes have been put in place with the practice.

2.4 Winter Scheme

An overview of the primary care winter schemes was provided. Regular reporting
regarding delivery of the schemes has been via UEC programme board. Overall the
primary care schemes have been well utilised and evaluated well. Further funding has
been made available for the continuation of GP in hours and weekend Urgent Primary
Care Access Hubs (UPCAH) capacity across the upcoming May and august bank
holidays.

2.5 Primary Care Eyecare 25/26

Discussion took place regarding proposed arrangements for 2025/26 service. The service
provides urgent and minor eye services through local accredited optometrists, which can
be accessed via self-referral or a GP.

The group were supportive of the continuation of this service and have found the current
service of benefit and would like confirmation of the conditions covered and locations for
25/26. A further paper will be taken to PCCC in May for formal decision.

2.6 C-19 Spring booster campaign update
The Covid -19 Spring campaign commenced on 15t April and will run until 17t June. The

eligible cohorts are as follows:
e Adults aged 75 and over



e Residents in a care home for older adults
¢ Individuals aged 6 months and over who are immunosuppressed

Within HMR there are two offers, delivery via PCNs, which includes Canalside, Heywood,
Middleton, Pennines and Rochdale North to all patients within their PCN and pharmacy
offer for the Bridge PCN and Inspire Medical Practice in Rochdale North PCN.

To date the average uptake across all cohorts in HMR was 23.5%. This places HMR 6%
in GM, the GM average uptake was 23.8%.

Discussion took place amongst the group, and it was noted that the uptake had been slow
across HMR and similar pattern has been observed across all 10 GM localities and this
may have been as result of school & Easter holidays. The PCN Clinical Directors echoed
the low uptake to date but didn’t raise and issue or concerns.

Regular reporting of progress against spring booster programme takes place via the HMR
Vaccinations group and regular meetings take place with GM Section 7a team to discuss
any issues.

2.7 GP Collective Action

Following national agreement of 2025/26 GP contract, GP collective action has been
paused. Throughout the period of GP collective action number of meetings at HMR
locality, and across Bury and HMR footprint as well as GM wide meetings were put in
place with stakeholders to discuss and manage any associated risks and issues. Although
official GP collective action has been paused the meetings to discuss risk and issues
were well received and there is a commitment across all stakeholders to continue this
work.

To support this an NCA 4 localities interface group has been established and the HMR
primary and secondary care interface group will continue. Any issues or risks regarding
pathways and interface should continue to be initially reported via the primary care inbox
and these will be picked up through the primary and secondary care interface group and
or NCA localities groups as appropriate.

2.8 Medicine Optimisation

Greater Manchester Medicines Management Guidelines (GMMMG) update was provided
including links to documents. Concerns were raised regarding some weight management
prescribing requests being received by General practice. These are being followed up by
the Medicines Optimisation team.

2.9 Performance Report

An overview of the LCO performance report was provided and discussion took place. The
group was supportive of the content of the report.



2.10 LCO Business Plan

An overview of the Primary Care section of the LCO business plan was provided and
members were given the opportunity to raise any concerns, approval of the primary care
section of the business plan was given by the group.

3.0 Recommendations
The committee is asked to note the contents of the paper.
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