Agenda

Part 1 - Primary Care Commissioning Committee

Date: 14™ August 2025
Time: 9.30am — 11lam
Venue: Microsoft Teams
Item | Duration | Subject Paper/ For Approval/ | By Whom
No. Verbal Discussion/
Information
1. 5 mins Welcome, introductions and Verbal To receive Sara Naylor
apologies
2. 5 mins Declarations of interest (all attendees | Verbal To update Sara Naylor
must ensure any existing and new declarations
of interest are declared verbally if in potential
conflict with any items on this agenda, even if
they are already shown on the register)
3. 5 mins Minutes of previous meeting held | Paper For approval | Sara Naylor
on the 10" April 2025
4. 5 mins Action log & matters arising Paper To update Sara Naylor
5. 15 mins | Practice quality visits Paper To update Chris Martin
6. 15 mins | Population health management Presentation | To update Marion Colohan
7. 25 mins | GP patient survey Presentation | To update Chris Martin
8. 5 mins Any other business Verbal For All
discussion
9. - Date and time of next meeting
9" October 2025
9.30am — 11am

4th Floor, Piccadilly Place, Manchester M1 3BN
Tel: 0161 6257791 www.gmintegratedcare.org.uk



Minutes

NHS GM ICB Oldham Place-Based Primary Care Commissioning

Committee

Date: 10" April 2025
Time: 9.30am — 11lam
Venue: Microsoft Teams

Present (Voting Members)

Apologies (Voting Members)

Sara Naylor - Associate Director Finance (Chair)
Erin Portsmouth - Associate Director of Strategy,
Planning and Development

Marion Colohan — Director of Delivery and
Transformation

Tariq Sharf - Head of Primary Care Operations

Mike Barker — Deputy Chief Executive,
Oldham Council/Director of Health & Care
Integration, NHS Greater Manchester ICB
Andrea Edmondson - Assistant Director
Quality, Safety & Safeguarding

Present (Non-Voting Members)

Apologies (Non-voting Members)

Dr Charlotte Stevenson — Consultant in Public
Health (Oldham)

Dr Einas Ben Hamieda - Clinical Director Primary
Care Transformation, Quality and Prescribing

Dr Brian Lewis - Chair Oldham GP Board

Nick Addy - Oldham Locality Lead, GM East Local
Optical Committee

Christopher Martin — Head of Primary Care
Assurance

Anna Howarth — Lead, Healthwatch Oldham
Dr John Patterson — Associate Medical
Director

In Attendance

Sharon Butterworth - minute taker

4th Floor, Piccadilly Place, Manchester M1 3BN
Tel: 0161 6257791 www.gmintegratedcare.org.uk



Item | Topic Action
No.

1. Welcome, introductions and apologies

SN welcomed members to the meeting of the Oldham Place Based Primary
Care Commissioning Committee and introductions were given. Apologies were
noted as above.

The meeting was declared quorate.

2. Declarations of interest
New — none.
Agenda — none.

It was noted that the clinicians in the meeting have declared their interests in
relation to being primary care providers.

3. Minutes of previous meeting held on the 13" February 2025
The minutes were accepted and approved as a true and accurate record of the
meeting.

4, Action log and matters arising

Please see separate action log.

5. 2025/26 Primary care incentive scheme

CM presented this item and confirmed that the primary care incentive scheme
(PCIS) has been running since 23/24 in its current format. It commenced with
23 locally defined indicators, which were reduced to 16 along with the GM areas
of consistency for those at risk of CVD and diabetes, and antibiotic prescribing
for 24/25.

This report highlights the proposed changes for 25/26.
The aims of the primary care incentive scheme are:

e To improve outcomes for patients and reduce unwarranted variation by
building on care delivered through existing contractual arrangements.

e Adopt a GM wide approach to tackling antimicrobial resistance (AMR)
through optimising antimicrobial prescribing.

¢ Align GM localities in the approach to optimising care of patients with
known CVD and Diabetes

e Build on progress from 23/24 and 24/25 in transition to a GM wide
scheme for 25/26.

The PCIS achieves this by asking practices to focus on the locally defined
specific indicators and the GM areas of consistency with achievement
thresholds for payment. Quarterly cashflow payments of 70% are made if pre-
qualifying criteria is met.
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2025/26 Primary care incentive scheme cont.
24/25 Oldham locally defined indicators and thresholds and 24/25 GM areas of
consistency were noted.

25/26 is a further transition year as GM ICB continues its move to equalise
areas of general practice that are beyond the core GMS/PMS/APMS contract,
the GM areas of consistency will broadly remain the same as in 24/25, though
there are some differences. A greater level of GM consistency is expected for
26/27 and work towards that will continue throughout 25/26.

To remove the pre-qualifying requirement of all practices maintaining a register
of all patients prescribed GMMMG Amber status drugs where a specialist
service has provided a shared care agreement and place it as a local defined
indicator.

As a result of that consolidation, it is proposed that the majority of the locally
defined indicators remain the same with the changes being noted in this paper.

New GM areas of consistency for 25/26 - the inclusion of these indicators is
dependent upon additional funding being confirmed. CM confirmed at the time
of writing this paper funding has not been confirmed, but should it be confirmed,
Oldham locality has been advised it may receive an additional indicative
amount of £1.70 per head of population to fund these new elements.

Shared Care of Medicines - please note that this specification will replace the
Oldham locality shared care of medicines indicator and will be an indicator
rather than a qualifying requirement for participation in the 25/26 PCIS.

It is intended to retain the number of Oldham locally defined indicators at 16.
The removal of two indicators from the diabetes domain means they will be
replaced to retain the number of indicators. The proposed replacement
indicators are shared care arrangements and safeguarding.

MC confirmed that with regards to safeguarding, the variation in training and
administration will be supported and this will not be challenging.

MC confirmed that the statin indicator has been removed as Oldham practices
cannot perform any better than they already do.

MC confirmed that NDPP and weight management now have more people
engaging which is positive.

Recommendations
To approve the changed, removed, and new indicators to the PCIS for 25/26.

Approved.
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Primary Care Network DES Assurance

TS presented this item and confirmed that this report provides an update on
the progress of Oldham’s five primary care networks (PCNs) against the
requirements of the 24/25 primary care network direct enhanced service
contract (PCN DES).

The report also provides some supplementary information about other PCN
workstreams, as well as highlighting delivery risks identified by the PCNs.

TS confirmed that this paper was presented for information and talked through
the following areas:-

PCN workforce

Data sharing

Patient experience

Enhance access
Cardiovascular disease

Cancer

Medicines optimisation

Social prescribing

Enhanced health at home
Capacity & access

The investment and impact fund
Vaccinations

Population health management/proactive care
Network contract DES 25/26

TS confirmed that Oldham Locality ICB is reasonably assured that Oldham
primary care networks are complying with the requirements of the 24/25
network contract DES, although further consideration is required to the
completeness and validity of available data.

MC stated that it was amazing to see the ARRS budget being fully utilised.
Also the reduction in acute presentations for enhanced access was positive.

MC requested that TS present this report on a quarterly basis with some deep | TS
dives given also.

With regards to enhanced health in care homes, MC to ensure closer working | mMC
with the local authority going forward.

Thanks were noted from all members to TS and Nicola McNicholls for a
fantastic report.

Recommendations
Primary Care Commissioning Committee is asked to receive and note the
content of the report.

Received and noted.
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Primary Care Assurance/Practice Visits
CM presented this item and confirmed that this paper shares a schedule for
practice contractual and quality visits from April 2025 to December 2027.

CM confirmed that the aim of the visits is to proactively support practices and
create a balance of learning, sharing of good practice, oversight and
intervention where necessary. The locality team will lead and co-ordinate
meetings and visits with practices. The intention is for this to be a supportive
process and part of the ongoing dialogue with practices. All practices will be
given a minimum of 2 weeks’ notice prior to a visit. The date and time will be
mutually agreed with the practice.

While there will be a focus on quality, performance and contractual compliance,
meetings and visits with practices also provide an opportunity to discuss any
other issues relevant at the time of the visit.

The methodology of the visits was noted and discussed.

MC confirmed that these visits are different to the CQC visits and this is a
statutory responsibility.

Recommendations

To approve the approach for the practice contractual and quality visit schedule,
along with the schedule itself.

Approved.

Any other business
None.

Date and time of next meeting
12™ June 2025
9.30am — 11lam
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Oldham Place-Based Primary Care Commissioning Committee Part 1

Action Log updated after 10.4.25 meeting

1. 10.4.25 Action Primary Care Network DES Assurance

This report to be presented on a quarterly basis with | TS 14.08.25
some deep dives given also.

Enhanced health in care homes - to ensure closer | MC Ongoing
working with the local authority going forward.
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Oldham Place Based Primary Care Commissioning
Committee

14 August 2025

General Practice Contractual and Quality Visit
Schedule Quarter One Update



1. Report Summary

This paper provides a Quarter One 2025 update on the practice contractual and quality visits
scheduled from April 2025 to December 2027.

2. Background

Primary Care Commissioning Committee approved the General Practice Assurance Framework in
September 2024 covering national core contracts and establishing that all practices should
participate in contractual reviews. The aim of the visit being to proactively support practices and
create a balance of learning, sharing of good practice, oversight, and intervention where necessary.

In April 2025 Primary Care Commissioning Committee approved proposed timetable of practice
contractual and quality visits, lead and co-ordinated by the locality team. Appendix One shows the
schedule as proposed.

The aim of the contractual and quality visit is to be a supportive process and part of the ongoing
dialogue with practices. All practices will be given a minimum of 2 weeks’ notice prior to a visit. The
date and time will be mutually agreed with the practice.

While there will be a focus on quality, performance and contractual compliance, meetings and visits
with practices also provide an opportunity to discuss any other issues relevant at the time of the visit.

3. Methodology

The order of visits has been based upon a combination of those practices that currently have an
overall CQC rating of requires improvement (RI), those where any one of the individual CQC domains
are rated as requires improvement, those with the longest period since the last CQC inspection and
their position amongst their locality peers on the current Primary Care Quality dashboard provided by
the GM DIl team.

Those rated requires improvement or with any domain rated requires improvement by CQC are the
first proposed visits.

The proposed schedule is the one that will be followed, unless reviewing data and / or locality
intelligence suggests a practice should be moved to be visited sooner than their current position on
the schedule.

Three practices were highlighted by the NHS England GP Dashboard as requiring interventions —
there were Kapur Family Care. Glodwick Medical Practice and Medlock Medical Practice. Medlock
was already number two to visit on the schedule, but Kapur Family Care and Glodwick Medical
Practice were moved up from their original position and meetings arranged.

4. Proposed Practice Contractual and Quality Visit Schedule

Below is a table of visits scheduled and those that have already taken place, from May to November
2025.



Practice Scheduled Quality Visit Visit Scheduled For [Visit Undertaken
1{Lees Medical Practice Apr-25
2|Oak Gables Medical Practice Aug-25
3|Kapur Family Care Jul-25
4|Jalal Practice Jul-25
5|Woodlands Medical Practice Aug-25
6|Medlock Medical Practice Sep-25
7|Werneth Medical Practice Oct-25
8[CH Medical Practice Nov-25

Practices are asked to complete the questionnaire embedded at Appendix Two before the visit and
are provided with a data pack from DIl — these are embedded at Appendix Three. The visit
discussion is based around these documents, along with anything else practices may raise during the
visit.

Appendix Four has embedded the practice visit record from The Jalal Practice visit that will be used
for each practice from The Jalal Practice onwards.

5. Meetings

The meetings are scheduled for two hours with the aim for there to be a clinical and officer member
of the primary care team attending on behalf of Oldham locality. Practices are asked to have a GP
partner present and the practice manager. The practice pharmacist also attended at the Oak Gables
meeting.

At the Lees Medical Meeting we also discussed CQC and the possibility of the practice being re-
inspected after it was rated Requires Improvement in its report published on 26 October 2023. This
inspection has now taken place and, while we need to wait for the draft report to be shared with the
practice, they are reporting a positive experience of the inspection.

6. Recommendations

To note the commencement of the practice contractual and quality visit schedule, along with those
currently scheduled until November 2025.



Appendix One

Practice Scheduled Quality Visit
1 | Lees Medical Practice Apr-25
2 | Medlock Medical Practice May-25
3 | Jalal Practice Jun-25
4 | Woodlands Medical Practice Jul-25
5 | Oak Gables Medical Practice Aug-25
6 | Werneth Medical Practice Sep-25
7 | CH Medical Practice Oct-25
8 | Oldham Medical Services Nov-25
9 | Hill Top Surgery Dec-25
10 | Hollinwood Medical Practice Jan-26
11 | Leesbrook Surgery Feb-26
12 | Kapur Family Care Mar-26
13 | Alexandra Group Medical Practice Apr-26
14 | Springfield House Medical Practice May-26
15 | Perkins Practice Jun-26
16 | Lindley House Health Centre Jul-26
17 | Royton Medical Centre Aug-26
18 | Glodwick Medical Practice Sep-26
19 | John Street Medical Practice Oct-26




20 | Oldham Family Practice Nov-26
21 | Chadderton Medical Practice Dec-26
22 | The Chowdhury Practice Jan-27
23 | The Royton and Crompton Medical Practice Feb-27
24 | Moorside Medical Practice Mar-27
25 | Village Medical Practice Apr-27
26 | Greenbank Medical Practice May-27
27 | Pennine Medical Centre Jun-27
28 | MD Family Practice Jul-27
29 | CH Medical Practice Aug-27
30 | Hopwood House Medical Practice Sep-27
31 | StMary's Medical Centre Oct-27
32 | Saddleworth Medical Practice Nov-27
33 | Quayside Medical Practice Dec-27




Appendix Two

Appendix Three



Questions

Practice Response

Does the practice have a cloud based telephony
systemin place?

Does it have call back functionality enabled?

Is online consultation switched on for core hours - 8 -
6.30?7

Describe the triage process for walk in requests?

Describe the triage process for telephone requests.

Describe the triage process for online requests

Face to face
Can patients have the following type of consultation? |Telephone
Online
How does the practice triage to provide parity of
access of the different modes of appointment - online,
face to face and telephone?
GP
Nurse
Paramedic
How long is allocated for each appointment?
Pharmacist
HCA
Other

Please describe the practice's recall process for
patients with chronic disease?

Does the practice exclude any patients from the
chronic disease and recall process? If so, why?

Does the practice have an expcetion reporting policy?
Please eprovide details.

How does the practice ensure patients are informed of
abnormal results?




Questions

Practice Response

Frailty

List Management

Advice and
Guidance

Maternal and
Baby

How does the practice ensure it delivers each year the

following for patients with sever frailty:

Annual review of medication

Where appropriate, a discussion regarding any falls in
the last 12 months

Any relevant interventions

An opportunity to discuss the benefits of a summary
care record and gain consent fot his to be activated

A medical record which includes the above details

Does the practice have a clear process in place for
immediately removing physically and / or verbally
threatening patients from its list?

What is the practice policy on registering out of area
patients (OOA)?

Over the past 12 months what is the number of OOA
patients registered at the practice?

If applicable, what arrangements does the practie
have in place for OOA patients for the provsion of
home visits?

If applicable, what arrangements does the practie
have in place for OOA patients for the supply of
medicines?

If applicable, what arrangements does the practice
have in place for OOA patients for onward referral to
secondary, community and mental health services?

Is the practice participating in the advice and
guidance enhanced service?

Who provides 8 week baby checks at the practice?

What systems does the practice have in place to
ensure the staff delivering maternal and baby checks
have received relevant training and continual
updates?

What systems does the practice have in place to
ensure all mothers and babies reeived their 8 week
check?




Questions

Practice Response

How does the practice stay updated on new guidance
and amend templates, policies and pathways in line
with that new guidance?

How does the practice ensure temporary staff are
aware of the latest policies and procedures (i.e.
locum GPs / temporary nursing staff / other temporary
clinical staff

Does the practice have a system of recording patient
safety events?

Is the practice signed up to the Learning From Patient
Safety Events platform?

Do all staff (clinical and non-clinical) know how to
raise concerns or patient safety events both internally
and externally (where most appropriate)?

How does the practice implement the learning from
patient safety events?

Please provide the details of the practice's IPC lead.

Does the practice have an up to date IPC audit
completed?

What is the practice's internal process for
resoponding to complaints?




Questions

Practice Response

How often does the PPG meet?

Does the PPG meet face to face or remotely?

How does the practice engage with patients on issues
or changes which affect patients?

How does the practice respond to FFT feedback?

How does the practice respond to its General Practice
Patient Survey results?




Question

Practice Response

Is the practice aware of planned changes -
resignations / retirements etc - within the next 3 - 6
months?

Does the practice have a workforce plan, including
succession planning?

Are all members of staff up to date with mandatory
training?

What is the practice percentage rate of completion of
mandatory training?

What is the percentage completion rate of completion
of safeguarding mandatory training?

How does the practice support the continous
professional development (CPD) of its staff?

How many Physician Associates does the practice
have?

Is the practice following the RCGP guidelines on
managing Physician Associates?

How many ARRS roles are based within the practice?

What ARRS roles are based within the practice?




Question

Practice Response

What are the challenges with the practice's current estate for
its current and future needs?

Does the practice have any plans for expansion?

Is the practice working with PCN colleagues to understand
and support PCN estate requirements for its current and
future needs?




Question

Practice Response

Please share any areas of good practice you wish to
share?

What is the practice most proud of?




NHS GM (Oldham) Primary Care Quality Assurance Record

Record of Practice Visit

Practice Name

Jalal Practice

Practice Code

P85601

Visit Date

31 July 2025

Attendees

Doctor Zia Jalal - Jalal Practice

Doctor Atifa Jalal - Jalal Practice
Nousheen Chudhary —Jalal Practice
Christopher Martin - GM ICB (Oldham)

Practice Overview

Feels things are quite stable. Had the practice since 2014. Has
asylum seeker patients with churn and mental and physical health
issues.

GPPS is more positive than Lees.

Short, concise online triage requests at Jalal. May be that a
different approach is needed at each practice - joint workforce
needs to be more adaptable for the different populations at the
different sites.

GPPS at Jalal is more or less equal or above in many indicators,
though lower than average for speaking with preferred clinician.
Want to only see the Drs Jalal and that could be where that arises.
95% of those surveyed felt their needs were met, which is higher
than national and GM.

Triage scheme supports access —a more hybrid model. Now a
primary care centre and not necessarily GP led —in line with
national direction of travel. Ensures continuity for palliative care
and other vulnerable patients.

Summary

QA Visit Questionnaire

Online consultation monitoring — have had a cap on it for a while
but are gradually increasing the cap and the times the hub is open.
Trying to manage it as safely as possible and working out the
arrangements for who monitors it. At Jalal the online requests start
coming in later in the day. It has reduced the telephone calls year
on year by 800. Improves efficiencies.

Admin queries do not have a cap —just medical queries.

Retains capacity and will call during the triage. GP led and done
with a PA.

OOA historical patients — discuss that home visits will be difficult
and that when community services are required it becomes
difficult to manage that effectively.




A&G process - this is a learning curve for clinicians to use.
Patient Safety Events — practice has set up an account for the
LFPSE systems.

Planned staffing changes — always succession planning. Are
recruiting more salaried GPs and AHPs. Is now a training practice —
gets first trainee in August.

Mandatory training — new members of staff who are very new —
these have a training planin place.

SMI/ LD patients and the challenges —the main challenge is them
attending appointments and when they do attend, making the
adjustments to make them comfortable. Less DNAs and better
compliance if working with the patient’s support worker.

Have discussed the new vaccination schedule in clinical
meetings. Lots of vaccine hesitancy at Jalal practice — asking for
delays and losing the window for vaccination. Tried to persuade
patients who are vaccine hesitant.

AMR prescribing is very good.

Diabetes 8 care processes - feels retinopathy has been
challenging. Population is sometimes difficult to educate.

25-49 cervical cancer screening — is working with the PCN cancer
coordinator to help improve this.

Bowel cancer screening — feels patients ignore it when they
receive the test and send comms to encourage people to take the
test. Capacity issues make this a challenge to educate patients.
Flu vaccinations challenging at all age ranges, which is tied into
the vaccine hesitancy of the practice population.

RSV - variable — easier to encourage people to have it in winter.
CQC - likely to be inspected within the next 18 months.

Concerns
Issues
Improvement Areas

No concerns or issues the practice is worried about. Finding the
non-patient facing work and the short timeframes to be fairly short
—this is mainly about the GM elements. Are using free time to
cover all the work that needs completing.

PCN Involvement

Finds it challenging working across 2 x PCNs. Central is heavily
reliant on gtd such as enhanced access. Have care coordinator,
FCP and mental health practitioner work out of Jalal practice.

Practice Feedback

Feels it’s harder for smaller practices to be financially viable
because of the additional clinical and non-clinical workload.

Outcome
Actions
Next Steps










The national health system is facing a significant challenge

Our population is growing and ageing — over 65s fastest than any others —and so is 1
consuming more and more resource to manage complex health needs — both electively A_

and non-electively 1
Of people’s lives are

now spent in poor
health

Despite the need for community-based care, the NHS model continues to focus on

hospital-based acute care creating a huge sustainability challenge

1.6 million

Digital advances, the Al revolution, life sciences advances and patients desire to

make choices about their own lives means paternalistic care does not work. We people over the age
need a health service that changes the relationship between citizen and service. of 65 have unmet
needs for care and
support

A new policy direction - the NHS needs to move from treatment to prevention,
hospital to home, analogue to digital

References: 1) King’s Fund (March 2024), Latest ONS data provides evidence of declining state of people’s health in England, Age UK State of health and care for older people



Against this national context, we have sought to better
understand population needs and challenges across Oldham

High deprivation and linked demographic factors I High UEC demand
High health, car : : e :
I% e It ! cade High rates of risk factors and ‘risky’ behaviours
and sociatnecas Higher community,
High rates of physical and mental health illness I mental health, social and
primary care use
Insufficient early Relative lack of prevention and early intervention
intervention and More complex and
prevention and Need for more proactive case management deteriorating health,
‘late’ service care and social needs
access Barriers to accessing primary and community care o
m High CYP demand and
Demand sometimes directed to the wrong place complexit
3“ Lack of service &P P Y
integration, ) .
communication Uncertainty on how to navigate a complex system ‘ More referrals and
and signpostin e
Al - Service fragmentation and lack of integration longer system backlogs

4



More proactive care - population health management - sits at
the heart of addressing some of these challenges

Population health management uses a
data-driven approach to identify groups
that would benefit from more proactive
and holistic care.

It is data driven — to support
proactive identification

Aims to understand and meet
* the holistic needs of an

individual

o

Links across NHS providers,
g the wider public sector and

voluntary sector in integrated

neighbourhood teams

Target
those
who
would
benefit
from
proactive
care

High
risk
patients

Rising risk
patients

Stable patients

High risk patients (most complex,
severe or acute presentation) with the
highest use of health and care services

Identifying people proactively to
provide holistic care. Typically
escalating needs and slows/
prevents progression to high risk

Stable patients with lower
use of health and care
services, requiring timely
access to episodic services



This programme requires a shift in system focus to keeping
people healthier for longer, slowing progression to high risk

* NHS care models focus on sick, high-risk
patients who are highest service users,

typically ending up in secondary care Highest resource use

* This has been worsened by operational
patients pressures leading to crisis management

Current system
focus High

risk

PHM
proactive

focus * |dentifying people early in need and

providing preventative care or early

Rising risk patients intervention keeps them healthy for longer =0 =l e = TS
* This slows down/prevents progression

moving to the top of the triangle

» Stable patients require timely access to Lowest
episodic services as isolated needs arise

Stable (lower risk) patients e.g. GP visits, community pharmacy

* |tis important they are supported to
self-manage and access services

resource

Use



Building relationships, collaboration and co-design across

sectors has been and is core to enable PHM system redesign

The Oldham PHM programme has rested upon extensive engagement to co-design the programme in each
neighbourhood around the population and its needs. 180+ stakeholders have been engaged in the design.

=)

[ HeaIthcareJ &7

[ VCSE ]@\

-

Vs

Adult social care

N

Vs

Children’s services

N

Drugs and alcohol
services

. J

District and youth
coordinators

Public health

! Learning disabilities and |
mental health services

. J

. Primary care (including )

([ Mental health services

( )

GM ICB and Oldham

. PCNs) JIN (PCFT) I locality )
( 2 ( o 2 ( 2
Community health . _
] Secondary care | services (NCA) ] Social prescribing |
TOGMind Age UK Action Together
Positive Steps Home Start Oasis UK




Each neighbourhood has selected a local priority group to
focus on more proactively through their PHM programme

e [PHM Programmes across Oldham] -~ \\
Over 65s 50-64s
with mild/moderate frailty at at risk of becoming frail through
risk of becoming more frail multi-morbidities combined with
\other complex factors )
/Children )
at risk of developing
low/mid severity EAST
mental health
\ conditions -
/()ver 65s A
with mild/ moderate Children
frailty at risk of and their families in good health but at rising risk of
\becoming more frail Y, developing poor health in a high risk familial environment
- J




We know these PHM models deliver a wide range of benefits
that address some of the issues being faced in Oldham

é * Manage existing conditions better and prevent or delay new conditions developing so

@ PRI patients stay healthier for longer
outcomes * PHM takes account of wider determinants of health, helping to address health disparities

Personalised, holistic care plans and better care coordination based on an individual’s needs
Residents more active in their care, empowered to manage health with professional support
Focusing care around individual means care more closely matches array of needs

Patient
Experience

* More integrated working drives collaboration amongst staff across skillsets and organisations
Staff . : .
. * Supports more efficient use of staff time and helps reduce duplication and pressures — these
Experience : re : : : : . :
patients aren’t just using hospitals already, but also primary and community care services

* Reduces duplication of effort across out-of-hospital services, enabling better coordination of

‘M Demand services and maximising synergy across service delivery
management gy Keeping more of the population healthier for longer will reduce demand on acute services

e Focusing on prevention moves activity out of acute care into more community driven health
Value for and care services, and can also potentially reduce wider out-of-hospital and social care spend
Money * Holistic care interventions allow resources to be concentrated to where needed the most

(EI&\

Y,




More specifically what does it mean for Oldham & how does
It address some of the challenges we face?

Breaking down health and care siloes in terms of
care planning, coordination and ways of working

'Working closely as a system across organisational

' barriers; bringing together primary care, acute care
. and community services to jointly plan care to

| . . . oy e

 address multiple patient priorities at once, and

. ensuring you are able to access key advice/input

N oo o oo oo oo e o o o e e e e e e e e e e e e e e e e e e e e = e -

Intervening early to help better manage system
pressures — including primary and community care

oo T o e e M e e e M e M e M e M e M e M e M e M e M e e e e e ey

'These patients are already high users of primary/

' community care (frail, children with mental health
' needs) or will become so through deterioration (at-
' risk children). More proactive care improves self-

. management, reduces need for urgent

_____________________________________
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1
I
I
1
1
I
I
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1
1
I
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Ensuring that we learn from past experiences of
population health programmes to deliver impact

We have sought to understand what has worked
and what hasn’t in the past. Impact measures will

' be realistic and achievable, tracking programme

. implementation and patient impact/outcomes. Not
. simply whether a process step is completed

_____________________________________

Creating shared accountability at system-level for
proactive care and patient management

—————————————————————————————————————

| Cross-system working, including as a PCN and with

. the NCA, VCSE, Council and others, enables you to

. share responsibilities, ownership and management
. for more proactive patient care across the

: neighbourhood. A shared care coordinator and ANP

—————————————————————————————————————

—— - - = —



The PHM programme will work across organisations at a

system level

Frailty example

Wider health and care
services

Community mental
health services

-
\_

Ve

Neighbourhood
qguad

Community health

services

primary care convener
at neighbourhood-
level, with patients
from practices going
‘into’ the PHM
pathway and managed

§ystem level

Advanced Nurse ) Care :

Practitioner @D co-ordinator .
1 1

Y patients
mild/mod
frailty

W patients
mild/mod
frailty

V patients
mild/mod
frailty

X patients Z patients Total patients
mild/mod mild/mod with mild/
frailty frailty mod frailty

e e o e o o o mm mm mm Em mm mm m mm Em mm mm o mm mm e mm o mm mm e mm o M mm e M M mm e M mm M mm m mm e M mm e M M e M mm M e M e e M mm M e e mm e M e M e e mm e M e e e e e mm e e mm e e e = =




We are now in the delivery phase of the PHM programme,
Implementing the PHM models in each neighbourhood

Where are we now and
what are our needs?

~

( N

Assessed local population needs and realities of
delivering PHM through a current state
assessment

J/ U

What do we need to do
to address them?

( N

Co-designed care pathways/model needed for
PHM in priority segments in each neighbourhood

A J

Developed resourcing model reflecting
characteristics of each PHM model and priority
segment

How can we assure
success?

? How do we do it?

Established enabling requirements including
governance, implementation and outcome
measures and key infrastructure

Developing and implementing delivery plans for
each neighbourhood

Neighbourhoods are at different stages of
preparing for implementation, but all are
preparing for delivery through:

* Co-designing detailed delivery plans

e Establishing project management,
governance, and reporting (e.g.
establishing quads, INTs)

*  Mapping out detailed PHM processes
and tools (e.g. clinical questionnaires),
to capture in a PHM handbook

e Establishing the digital infrastructure
and processes for identification and
monitoring impact and outcomes of

the programme /




Each PHM model or ‘pathway’ follows the same five stages
but tailored to the local priority population

4 i

Identify Assess

A suite of criteria Proactive reach-out Delivering a person-  Collaborative shared Ongoing effective
(metrics) and case to the cohort through  centred single trusted care planning to case management of
finding through a care co-ordinator to  holistic assessment of  holistically address person with a single
clinical practice will engage on the a person’s needs that  needs with the full ‘voint person’ - the
be used to identify programme and covers all of their range of care coordinator —

and prioritise the triage onto the right needs including professionals involved  checking in regularly
cohort atrising risk ~ pathway according to  physical, psychological in person’s care and supporting their
tier of need and social inputting to the plan plan

Supported by new cross-system governance in the neighbourhood Quad and Integrated Neighbourhood Team



And these models are underpinned by process maps which
outline the steps involved in delivering the PHM pathways

PHM pathway for older age frailty models

High level process for each step of the pathway




And in each neighbourhood, delivery planning is underpinned
by detailed mapped processes and PHM handbooks

The handbooks set out how to deliver each stage of\
the process, the identification criteria and outcome
measures and full process maps like that above.

In addition, each neighbourhood has agreed its
clinical tools such as triage questionnaires

)







Centrally, we have established the PMO function, key
architecture and shared processes to support the programme

Setting up the Clearly set out roles and responsibilities of different groups, and reporting lines A

governance, oversight Set up quads and integrated neighbourhood teams in each neighbourhood

and reporting Established the centralised Oldham ICB PMO function

mechanisms Set up the PHM Oversight Group, with monthly updates provided )
With GM and Oldham BI, established processes for providing cohort lists for enrolment to each N

Establishing processes neighbourhood (manual process in interim, future desire is Tableau Curator)

for identification and Agreed criteria for identification in each neighbourhood and embedding in approach to pull cohort lists, as

risk monitoring well as manual risk-scoring method (in absence of automated risk score in ADSP) and prioritisation methods
Future: consider automated risk scoring and pulling of cohort lists (e.g. curator based on risk flags) J

Monitoring of Set out and agreed implementation and impact/outcome measures (KPIs) with each neighbourhood A

implementation and Created caseload trackers to manually track implementation (in absence of being able to code into EMIS)

impact/outcome GM and Oldham BI establishing dashboards for monitoring KPIs

measures Future: Dashboard and KPIs need iteration as learn more about outcomes from implementing programme )
Mapped different systems that care settings can access — Graphnet has the coverage across the most people )

Establishing shared Met with GM partners to understand how Graphnet can better meet needs of Oldham PHM programme by

care planning enabling 1) Uploading of care plans to Graphnet as a new habit; 2) Using Graphnet to see patient data and

processes plans; 3) Manual input to care plan whilst co-editing function established

Future: All settings to upload care plans to Graphnet and Graphnet shared care plan functionality setup )




Governance for the PHM programme: A central oversight
group and neighbourhood quads supported by INTs

Oldham Population

Health Management
Oversight Group

Bringing together ICB, Council, NHS health providers and VCSE, amongst others
Senior oversight of PHM programme, helping troubleshoot issues and
providing a point of escalation

Reviewing programme implementation and impact using KPI dashboards —

accountable for outcomes and tracking benefits

Community Primary care

mental health (@

teams
Neighbourhood _Integrated Ca_re
neighbourhood coordinator C it
quads Social ommunity
teams (INTs) ocCla () ® physical
care \ / health teams
* Oversees and is accountable for decision- e Multiple sectors and care settings collaborating

making and management of PHM proactive across a neighbourhood to provide a holistic, VCSE ‘v‘ Acute specialist
schemes, including operational oversight (e.qg. joined up approach that addresses all of a sector advice

reviewing caseload management) person’s needs
* Include a primary care clinical lead, * Responsible for delivering the PHM pathway
neighbourhood-wide operational lead, and creating shared ownership across sectors
specialist care worker* and Council district for proactively managing their population
coordinator. Others will likely attend meetings. *  The integrated neighbourhood team is empowered
«  *Could be district nurse/occupational therapist for to make day-to-day decisions about the PHM
older age models, or Early Help for CYP pathway



Governance: Reporting lines and logistics

Oldham
ICB/ICP Oldham Population Health
Management (PHM) Oversight

Group
Meet monthly

[Monthly reports sent from }

quads to PHM Group
Bl support

Integrated neighbourhood
teams (INTS)

Neighbourhood quads

Meet regularly as needed
and informally

Meet weekly or at a
minimum, fortnightly

Oldham neighbourhoods x 5

* There are Terms of Reference for both the PHM Group and each neighbourhood quad. The quad Terms of Reference are largely the same across each
neighbourhood with the exception of the membership which is tailored to the priority group focused on by that neighbourhood, and their specific role.

* There is a reporting template which is intended to be used for monthly reporting into the PHM Group, this will require Bl support around KPI reporting
from the dashboard in Tableau.




The outcomes we are tracking for each programme will be
compared at different levels

"PHM aims to: N\ ) ¢
__ o - . Current Future

1. Reduce existing activity in a group already at rising risk

2. Delay or prevent future activity in the high severity group

. . . High ri G o
by preventing deterioration igh risk High risk

/ Moderate risk

To understand whether these aims are being met, we need to
not only understand changes for the cohort but also measure

changes for the target population, and changes against a m_ T T
\similar control group to determine if we have avoided activity. ) | ) L

Moderate risk

Approach 1: Comparing changes in the cohort

Aggregated data for cohort (e.g. hospital activity), compared to a baseline to see where we have reduced existing activity, and also compared to
those not enrolled on programme with eligibility to see any changes compared to the control group

-

Approach 2: Comparing to a ‘baseline’ for the population

Aggregated data for the whole population (e.g. for south, all >65s with frailty (mild through to severe) at the PCN), and seeing if there are any
changes from year 1 (2024) vs onwards year in average resource use at this population level (on the assumption that you will reduce the number
L of people who are high resource users so there will be some population-level reduction in activity)

Approach 3: Comparing to PCNs not implementing the programme

Comparing outcomes of patients in PCN where programme implemented with those of another PCN not implementing programme e.g.,
comparing cohort of patients in North who have gone through the programme and are on the case management list, to a similar cohort of
patients in central or west. Bl also suggested to could look at peers in GM, e.g. such as Salford, by matching GP practice registered lists.

.







Each PHM model or ‘pathway’ follows the same five stages
but tailored to the local priority population

2.E : 4. Sh
1. Identify @ enrcr:lgage/ 3. Assess - :n ared care

Identify key people within Proactive reach out to Deliver a person-centred Collaborative care planning  Ongoing effective case

each cohort as defined by cohort to engage into the single trusted holistic to holistically address management of person

set criteria (using data and programme and triage assessment of a person’s needs with professionals with a single ‘point person’

case finding) onto the right pathway needs that covers all needs involved in person’s care (the care coordinator)

/- Using data insights A /- Care co-ordinator A f- Trusted holistic needs A [- Development of a ) (- Planning, co-ordinating
from population proactively reaches out assessment covers all personalised shared and reviewing the
segmentation and risk to identified people of a person’s physical, care plan, with the ongoing effective case
stratification to and triages them using psychological and patient and management of a
prioritise individuals a short questionnaire social needs, to enable collaborating with key person through a
before risk increases to ensure they enter development of a professionals involved named, known person

» Professionals may also the right pathway (tier) personalised care plan, in someone’s care to — the care co-ordinator
case find additional * Those who do not done collaboratively review assessment * Care co-ordinator
people as they present engage receive a with the patient findings proactively checks in

* Care coordinator follow-up via an e This may include * Also consolidating and also responds to
reviews data to set a appropriate means to assessment of a existing care plans and flags, engaging with
single caseload encourage engagement person’s activation in preventing duplication the integrated

S ) L where possible ) L their own health )\ across sectors ) L neighbourhood team )




S u m m ary P H M pathway 65+ Wlth fral |ty There is continuous iteration of a person’s

shared care plan based on changes in needs or
preferenies and what works best

1. Identify 3. Assess 5. Manage
A 4 |
(" Rockwood score 4-6 ) f h Primary care nurse drafts care plan ( Referred to appropriate services from care plan,
(latest from primary Tier 2 and notifies relevant integrated including referral to social prescribing where
care, acute or and Rgferred for neighbourhood team professionals appropriate. Proactive case management and
community health) for Tier 3 primary care 10% for offline review and input. MDT signposting by care coordinator (activities listed
initial identification, nurse-led. _ used to discuss complex cases as on detailed summary slide). Complex cases are
later supplemented by comprghepswe required (either remote or meeting). escalated to fortnightly MDT meeting. Access to
(eFI2 or other (see detail), asizzjxécnt Primary care confirms care plan continuous advanc.ed care Planning. Annual care
Data and case lorine clinical with person and owns the plan N plan review by primary care J
exploring clinical, . .. - - : N
finding list is Care social and from hereon.-GP |n|t|at¢-es adv.anced Referred to appropriate services from care plan,
consolidated to coordinator psychological care planning (EoL) discussion. |ncIud|r?g referral t(? social prescribing where
a single list conducts needs, as well as appropriate. Proactive case management and
triage call an activation Primary care nurse drafts care plan signposting by care coordinator (activities. listed
to assess CCEEEE T 0% and notifies relevant integrated on detailed summary.sllde). Access to contmuf)us
I People complexity Includes co- neighbourhood team professionals advanced care planning. Annual care plan review
Additional ' notified of|  and need* development of a for offline review and input. _ by primary care J
c;Slzna : upcoming skeleton care plan Primary care confirms care plan " “Low-activated’ patients who could benefit from )
Al o ' ca.II _ based on with person an.d owns the plan better self-management also referred into health
those who : (via email, preferences from hereon..GP |n|t|at(.es adv-amced L coaching )
meet | text etc) care planning (EoL) discussion. /" Referred for a session with social prescribing if )
criteria for : ~ g appropriate, with care coordinator to signpost to
moderate I 30% relevant VCSE and community support services.
frailty : 45% o Patients with low activation also invited to health coaching | Care coordinator conducts check-in calls every six
I months to identify any change in needs, and
v 5% ensures relevant annual health/screening checks
fPeopIe not suitable People who do not want to are scheduled such as structured medication
removed from list progress are followed up by Continued access to universal services \_ reviews )

primary care (e.g. 111, GP, Social Prescribing through self-referral)



Summary PHM pathway: 50-64 year olds at risk of frailty

There is continuous iteration of a person’s shared care plan based on changes in needs or preferences and
what works best

-

v v \ |
1. Identify 3. Assess 5. Manage
( )
f forred f . h . ¢ | ( Referred for appropriate service support N
Identify 50-64 vear Referred for a primary Primary care nurse drafts care plan ) } i
Y y led holisti b . L according to care plan, including referral to a
lds atriskor frailt care nurse-led holistic ased on discussions in assessment. : : ) o ;
o Yy . . . . session with social prescribing if appropriate.
2 hvsical assessment of clinical, Relevant integrated neighbourhood . . .
(2 or more physica ial and hological fessionals (includi Care coordinator signposts to relevant services
LTCs and a mental social and psychologica team professionals (including GP) ) X
o I : poe . . h and continues supporting management and
el R Er G .. People are 20% needs, as well as an provide offline review and input to the L s .
Caseload list Branch . | . navigation of patient’s healthcare. Ongoing
disability or social | ic priarit notified of activation assessment. —> care plan. Primary care nurse engages .
is prioritised 2 lud All ith th further i q proactive case management by the care
determinant) upcoming Includes co- with the person to further iterate an . el .
€ toan I £ . coordinator (activities listed on detailed
. call development of a agree the support to be put in place. . ) o
appropriate kel lan based Th he ol ing f dsi summary slide). A bi-annual care plan review is
\_ ) o (Vi il skeleton care plan base ey own the plan moving forwarads in . . .
caseload size (VIa email, hoi L . | led by primary care, pulling on advice and
text etc) on person-choice and an ongoing, iterative cycle to ensure . :
Care . . guidance from relevant neighbourhood
. preferences continued personalised care ) .
coordinator  \_ ) \_ professionals on a case-by-case basis J
undertakes - ~
triage call to | Low-activated people are referred into a series of
I assess L health coaching sessions )
Additional case : complexity ~ S . Alongside care plan and/or other 4 )
finding of 50-64 I and need* Re errerin(:arranc:)r(:en € support, people with low activation will | Referred for a session with social prescribing if
year olds at risk of | ! a o?ntmeny; to assess also be invited to health coaching needed, with care coordinator to signpost to
frailty (2 or more : 60% — (assumed 30% of Tiers 1 and 2) other relevant VCSE and community support
1 2 management of both . . .
physical LTCs and a I Branch their lone-term _| services. Care coordinator conducts check-in calls
mental health [ 1 conditions cgo—existin every six months to identify any change in needs,
disorder, disability ! . ! . & and ensures relevant annual health/screening
; I issues and their
or social I activation in their own checks are scheduled such as structured
determinant) 1 20% medication reviews
health
I o J \_ J

Continued access to universal services
(e.g. 111, GP appointments, Social Prescribing through self-referral)

People who do not want to progress are followed up with by a J

People not suitable removed .
primary care nurse to encourage engagement

&




Summary PHM pathway: CYP in good health but rising in risk
In high-risk familial environments

1. Identify
Identify a cohort of
CYP who potentially
require early
intervention and
support by:

* A set of data driven
criteria (including
missed vaccinations,
A&E attendances
and missed primary
care appointments)

* School teams
(through high
absences)

( Children and \

young people living
in ‘high risk’
households with
complex lives with
no identified health
conditions
currently that could
benefit from more
proactive and

holistic support
\_ J

receives
list and contacts young

person or families, if patient

agrees to be part of the

programme, they are triaged

using a questionnaire to

understand their needs.

Discussion with quad to
triage will happen after this.

10%

Higher need

40%

Medium need :
(Universal

Plus)

Lower need

3. Assess
A holistic assessment is

conducted by a trained care
professional exploring physical,
educational, SEND and mental

health and social needs

{ 3

Referred to MASH (multi-
agency safeguarding hub)
and invited to a holistic
assessment

Invited to a trusted
holistic assessment by
ANP, who completed the
Family Help Tool with the
family.

The assessor co-designs a with
the child and their family, with advice and input
from school pastoral team and integrated
neighbourhood team. The assessor will inform
the care coordinator of the care plan and refer
to additional services such as a paediatrician or

social prescriber if needed

Shared care planning by MASH
practitioners as per existing pathway

The assessor owns and co-develops a
Family Action Plan with the child and
their family identifying the best clinical,
social, educational, and psychological
support requirements accounting for
the family’s priorities. The plan is
contributed to by social prescriber,
GP/health visitor and community
mental health practitioner with advice
and guidance as needed from
educational psychologists, early help
and others as required

1

| ™

|
|
| 45%
|
|
|

If family do not want to engage, Positive
Steps follow up in 4 weeks to encourage
enrolment through VCSE engagement

v

5. Manage
Primary care, social care, and social
prescribing with schools will manage
moderately complex children/families
according to care plans

~

Managed by relevant specialist
service depending on needs, and
being signposted to Kooth, social

prescribing and other relevant

services whilst awaiting care

(" Family Action Plan informs the A
services required, most of which
should be available in the family

hub, acting as a one stop shop. This

includes access to a social prescriber
and services for wider social support
e.g. housing support, physical
exercise programmes, as well as
parental support. Care coordinator
reviews Family Action Plan and
contacts family every 4 weeks to
. assess any changesinneed )

Self-care and signposting into
resources, incl. family hub / self-
support such as Kooth, with no
ongoing care required




Summary West PHM model: CYP at risk of developing
MH conditions

Beyond the initial pathway engagement, the care coordinator will continue to proactively engage with
the case load on a regular basis, and act as a single point of contact for any health or care concerns

Constant feedback to
validate patient list
' }
Identify

Identify a cohort of CYP
who potentially require
early
intervention/preventati
ve support to manage
their mental health
needs by:
School health teams
Through absence data
and routine outcome
measure
Case finding from GPs
through household
risk data

Children and
young people who
are not currently
engaged with
mental health
services, will benefit
from early
intervention but do
not need to be
referred to CAMHS

will work
collaboratively with GP
practices and a selection of
education settings to identify a
cohort. Care Coordinator will
complete a triage to assess

programme suitability
10%

High risk

40%

Medium risk

45%

3. Assess

A is conducted

by a

exploring

physical, psychological and social

requirements

Referred to MASH / CAMHS
and invited to a holistic
assessment with Early Help/
CAMHS professional as per
existing pathway

Invited to a holistic
assessment with a trusted
assessor — TOG Mind Care

Navigator

o

S

4. Shared care and support planning
The Care Navigator leads on developing shared
care plan with the child / young person, with
input from relevant professionals. The Navigator
will inform the care coordinator of the care plan
and refer to additional services as needed

!

5. Manage

Early Help and social prescribing with
schools and other appropriate specialists
will manage moderately complex patients

according to the care plans

Shared care planning by MASH practitioners as
per existing pathway

Managed by Early Help or CAMHS

ﬁl’OG Mind Navigator will draft the shared cara
plan. They identify clinical, social, educational,
SEND, neurodevelopmental and psychological
support requirements needed, taking into
account the child’s priorities and living
circumstances. If clinical input is needed this
will be sought from the GP and care plan
discussed. The GP will also act as a point of
escalation if relevant. Further review and input
is sought from other professionals. Care plan is
hosted on PCMIS and shared with GP
regardless of individual clinical input. TOG
Mind Navigator and Care Coordinator are
responsible for overseeing completion of care

il

according to need and further referrals
onwards to specialists if required

{ N
Integrated, holistic management of
mental health and wider health and

social needs by combination of school
teams, GP, and TOG Mind. Care
Navigator provides 5 week therapeutic
intervention. Onward referrals to social
prescribing, community offers where
required. Care coordinator checks in with
child / young person every 4 weeks

(regularity to be agreed with them)
\ J

~

\ plan. )

Self-care and signposting into resources

»

Low risk

If CYP does not want to engage, a TOG Mind Care Coordinator follows up
in 4 weeks to encourage enrolment through VCSE engagement

"l incl. family support, Kooth and VCSE
organisations, with no ongoing care
required







Population Health Management Progress Summary

PCN Progress to Date
¢ Oldham West Stakeholder engagement session held on 19th June
¢ Cohort identified, with initial focus on Y5 pupils about to go into Y6
* Navigator / Mind roles recruited to, programme commenced in July
2025
¢ Harmony Trust Northmoor school enrolled, Freehold school to
. complete measurement tool in September
Milltown . . . .
Alliance ¢ 6 children already identified, 3 given consent
* Est. cohort size for year 1 is 270 children & young people (c. 100 in Tier
2)
¢ Draft pathway shared with system partners, some further work required
with GP practices
¢ Impact measures identified
¢ DPIA completed & shared with ICB for feedback
PCN Progress to Date
¢ Pathway implementation commenced in September 2024
¢ 221 people contacted, 13 cases in progress with shared cared plan. 32
plans cased completed & closed.
* School referrals now being accepted from Harmony Trust (2 referrals
accepted).
* GP referrals also now being accepted (11 received so far).
Oldham e Leaflet / GP posters shared with GP practices to promote GP referrals.
Central e Implementation of caseload tracker / outcome tool due late August /

September

¢ Case studies included in update (see later slides)

¢ Key themes & areas:

- Speech & Language issues

- health issues / improving pathways

- Family issues (employment / parenting / behavioural)
- School attendance impact due to health-related issues

PCN Progress to Date
¢ Anticipated start date of September 2025
e |[dentification / dataset agreed
e Patient comms agreed
e Pathway model agreed
e Qutcome measures close to agreement
Oldham . . - . .
East e Suitable estates identified (Greenfield & Moorside)

e Workforce - care-co-ordinator recruited, due to start in August. Nurse
role due to go out to advert in August.

e Clinics likely to be held in afternoons & evenings to account for working
age cohort




Population Health Management Progress Summary (2)

PCN

Progress to Date

PCN

Progress to Date

Oldham North

¢ Clinical & care co-ordinator roles both commenced on 6 May

¢ Current caseload size 3,362

* Large piece of work on creating reports to identify patients who aren’t
eligible and need to be removed from the list — 164 closed so far

¢ Patient cohort divided into priority order with agreement on Tier 1,2 &
3 actions

¢ 203 people contacted, 27 people with shared care plan

¢ All high priority patients (131) had a desk top EMIS review

¢ EMIS templates & coding devised to aid recording

¢ Care plan template designed

¢ Plans developed for contacting patients

e MDTs progressing using patient cohort data

Oldham South

e Staff in post

e Current caseload size 2,000+

¢ 270 people contacted, 65 people with a shared care planin place

¢ Implementation of holistic community-based assessments

¢ Some patients prefer telephone rather than F2F contact — positive and
now adapted to patient led choice of visit. Will carry out home visit
if/where required for observations

¢ Issues sending texts - some older patients are NOT good with IT and
struggle with this method of communication

* First PHM Falls awareness session held on 6th August (9/20 patients
attended)

* Positive patient feedback

¢ Good engagement with / support from practices




Population Health Management Risks & Issues

Issues / Risks

RAG

Mitigation

Sustainability

¢ Funding agreed for 2 years (starts from commencement of delivery in
each PCN). Now delivery has commenced in most PCNs, focus will switch
to monitoring and evaluation to quantify cost savings, using information
to inform future commission decisions.

¢ Short-term utilisation of workarounds (e.g. manual / written care plans)

Inflexibility of IT tools (particularly GraphNet for care planning) IZ:- -:I ¢ Engagement with system partners (Graphnet, Health Innovation

Manchester) to influence changes to systems
N e Offset in short-term by extension of programme from 1 year to 2 years.

Recruitment of staff on fixed term contracts IZ: :. ¢ Focus on monitoring & evaluation to articulate successes of programme
(both quantitative & qualitative)
e Escalation of issues (e.g. falls assessment waiting times) to senior

. _— . ~, |system leaders via PHM Oversight Group
Increased demand on / responsiveness of existing services ()

* Monitoring of activity to quantify issues, use of data to inform
commissioning decisions

Estates

¢ Issue mainly in East PCN due to nature of estate. Short- to medium-term
solution identified

Resilience of model due to staff numbers

¢ Management of expectation regarding realistic service delivery
¢ Acceptance of inherent risk due to nature of programme (funding only
available for 2 staff per neighbourhood)

Demonstration of short-term impact for long-term pathways

¢ Looking at options for software package that will allow closer case
tracking and measurement of qualitative outcomes

e Use of case studies to demonstrate impact

¢ Close working with Data Intelligence teams to produce dashboards using
agreed evaluation methodology

Timeliness of data refresh

¢ Data now refreshed for most PCNs (others in progress)
¢ Regular feedback of issues via PHM Operational Group, escalation of
issues where required

Bottlenecks caused by waiting times for other services in system

e Escalation of issues (e.g. falls assessment waiting times) to senior
system leaders via PHM Oversight Group







Oldham Central PCN Case Study February 2025 (1)

Child highlighted due fo
multiple attendances fo
A&E.

Discussed potential
benefits of the PHM
programme with mum.

Mum opted into the
PHM programme.

Physical: 3/3

Mental
Health/Emotional
wellbeing: 3/3

Initial assessment took

place using the PHM
assessment tool.

Initial assessment score

15. — Education: 3/3

Family and Community:
3/3

= Dehaviour/routines: 3/3



Oldham Central PCN Case Study February 2025 (2)

Physical Education

Mental Health /
Emotional Wellbeing




Oldham Central PCN Case Study February 2025 (3)

Family & Community

The child lives with her birth parents and sibling who is 17
months. Mum is the full-time carer and father works full time.
The child also has a family member who is the carer for 32
hours per week (two 12-hour nights and the remaining hours to
help with the child's appointments).

The child attends school.

Due to the child's complex needs most of the family's time is
spent supporting their child and sibling. Any time while the
child is at school is crucial for mum to spend time with the
other child and run household errands and co-ordinate admin
for the child such as appts and medication and supplies.

The child is known to the children's community nursing team;
there has been difficulties in obtaining supplies and accessing
support for the child. The child does not seem to have a regular
point of contact.




Oldham Central PCN Case Study (6)

Challenges / Barriers

PRIMARY CARE SECONDARY CARE
* Delays to prescriptions being released. * No changing facilities for children with disabilities in
e Delays to medications being ordered or received by A&E.
community pharmacy. * No quiet spaces for children with sensory needs in
e Additional prescriptions for schools. A&E.
e Access to equipment or multiple trips to obtain * Increased risk of infection to children with low
correct supplies. immunity who must attend A&E for functional reasons
* Contacting 111 and having to take child to ICC late at i.e. inability to pass urine or blocked jejunostomy
night. tube.
* Access to assessment/treatment for child once GP
closes.
* |f staff not experienced having to then take child to
A&E to receive care that potentially could be delivered
in the community.




Oldham Central PCN Case Study February 2025 (4)

Plan According to Priority




Oldham Central PCN Case Study February 2025 (5)

Outcomes

Prescriptions have now been rationalised, and the child has 2 separate prescriptions
for school and home. This has resulted in minimising wastage of medications.

Every month prescriptions are now readily available for the child and mum is not
having to chase both GP and community pharmacy.

Community pharmacy orders the medications in plenty of time so there are no delays
to access of medications.

Mum is not having to contact 111 or take child to A&E.

Appointments will now be prioritised for the child after they turn 6. This will also
reduce the impact on secondary care services and the patients experience.

The ACP is liaising with the community nursing lead to improve access to supplies
and attempt to have a dedicated clinician to oversee the care for the child in the
community. This will aim to improve the link between primary and secondary care for
children with complex healthcare needs. This is ongoing.







Oldham Central PCN Case Study June 2025 (1)

GP referral.

Discussed potential benefits of
the PHM programme with mum.

Mum optedinto the PHM
programme.

Initial assessment tookplace
using the PHM assessment tool

Mental Health/Emotional
via telephone interpreter.

vellbeing: 2/3

Initial assessmentscore 11 . Housing: 2/3

Family and Community: 1/3

Behaviour/routines: 3/3




Oldham Central PCN Case Study June 2025 (2)

Physical Mental Health /

Family & Community

Emotional Wellbeing

Single parent family with low income. The child lives with his birth mother. Limited contact with Father .

There are no siblings. His mother is unemployed due to multiple ongoing health comorbidities and
does not speak English.

The child also has family members from his mother's side, but he does not engage with them.
Nheighbours offer support and take son to school and will offer to watch him while mum goes to the
shop.

The child attends school and has an EHC plan.

The child has autism and is doing well at school despite his social and communication difficulties.
Due to his mother's health needs most of the family's time is spent either at home or at appointments.
Any time while the child is at school is needed for mum to rest.

Neighbours sometimes complain about her son's behaviour.

Housing




Oldham Central PCN Case Study June 2025 (3)

Challenges / Barriers

PRIMARY CARE SECONDARY CARE

Difficulties in understanding what is available within
local communities.

Difficulty in accessing parenting groups due to weekly
travelling to the venue.

Language barrier; lack of Bengali support groups for
women.

Financial struggles to attend appointments; access to
hospital transport.

Having to attend A&E when having an exacerbation
and having to take child with to receive care that
potentially could be delivered in the community.
Access to assessment/treatment for her health
conditions once GP closes.

e Letters sent are not in her language so does not
always understand the information.

e Pathway for acute exacerbations of long-term health
conditions.

* No support for single parent families when parent is
unwell and needs to attend A&E.




Oldham Central PCN Case Study June 2025 (4)

Plan According to Priority




Oldham Central PCN Case Study June 2025 (5)

Outcomes

Referred Mother to Parenting team for a one-off workshop with the aim to help with
management of son's behaviour . This being more realistic due to her current health.
Family did not meet Early Help criteria through Referral and conversation/advised to
access universal offer initially.

Offered a referral to TOG mind to support son’s mental health. She has also been
offered a referral for family counselling however at this stage her son does not wish

to engage in either of these.

Contacted community hub to access free pair of school shoes for her son but mother
had already purchased a pair.

The PHM practitioner is liaising with the GP with the aim to improve access between
primary and secondary care for mothers' health needs to reduce A&E attendances.







PHM Programme Feedback (1)

Patient Feedback

Oldham South

* “Fantastic. Professional but didn't look or talk down at me. Felt really good after visit.”

* “Excellent service”, patient said “I have not felt this looked after in 20yrs!”

* Patients have really appreciated the follow up calls - being checked in on and kept in the loop.
* Some patients are surprised and disappointed with the waiting time for services.

Oldham Central

e To be able to speak to someone tell them your issues and work together and them to advocate on your behalf to make life that little bit easier is such an amazing
programme to have in place. To not have the stress of myself having to do this, as | probably wouldn’t, is amazing.

* One of the best things about this programme is how person centred it is and it’s not an additional stress. | have not had to do much at all just let Pam know what my
issues was, and she did the rest. | am kept informed of any progress / conversations had asked for my opinion, if this would work or what could be changed or
tweaked. It’s not overwhelming. Expectations are managed and if something can’t be done it’s not a no other options are explored.

* As someone whose daughter has a multiple services involved to have someone else on your behalf see how services could work together to better our experience, |
think is a vital service to have.

* | wish this programme was around years ago as it seems so silly how long we’ve struggled with certain things that have been somewhat an ‘easy’ fix that wouldn’t
have been fixed without this programme. Though these matters may seem minor to others they really have made such a positive impact to our lives.




PHM Programme Feedback (2)

Patient Feedback

Oldham Central (continued)

* | have found this programme to be very helpful . | do not speak English and am a single parent. Apart from my neighbours and close family | can feel isolated and
unsure how to gain support. Kelly and the team have helped me to start to understand things a bit better and | feel like | now have Kelly on my side to support me
and my son. Kelly has even offered to take the stress away and look at a place that helps with clothing . | can’t thank her enough for what she has done for us. | would
highly recommend this programme to others like me can feel very isolated.

* At this moment my son does not want to engage with TOG MIND but Kelly has now given me very useful contacts so that | do not feel as isolated. | now know where
to get help for my son’s mental health and mine too. When | am stronger, | hope to engage with this.

* Kelly has gone above and beyond to support my health concerns and has also met with the GP practice to see if there is a better pathway for me when | am having a
flare up of my health so that | do not have to sit for hours in A&E for a treatment that is needed when my chronic condition deteriorates. Is this happens, it will have
a massive positive impact for both my son and me. | am a single mother with limited income and have to spend a significant amount on taxis to attend my
appointments because | am too unwell to get public transport.

* |am due to attend a workshop that will help me to better manage my son's behaviour.
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1. Report Summary

The GP Patient Survey (“GPPS”) is an independent survey run by Ipsos on behalf of NHS England.
The survey is sent out in January each year to over two million people, aged 16 or over, registered with
GP practices in England. The results show how people feel about their GP practice.

The latest survey consisted of around 2.72 million surveys sent out to patients aged 16 or over
registered with GP practices in England, from 30 December 2024 to 1 April 2025. 702,837 patients
completed the survey, resulting in a national response rate of 25.8%.

This report provides an overview of the results of the 2025 survey, published on 10" July 2025, with a
focus on Oldham general practices.

Oldham Place Primary Care Commissioning Committee is asked to note the contents of this report.

2. Background

The annual GP Patient Survey is designed to give patients the opportunity to feed back about their
experiences of their GP practice.

The survey asks about patients’ experiences of their local GP practice and other local NHS services
and includes questions about their general health. The survey contains questions about a range of
topics, such as how easy or difficult it is to contact their practice, the quality of care received from
healthcare professionals, and experience of NHS services when their GP practice is closed. The
survey also includes questions assessing experiences of NHS dental and pharmacy services.

The GP Patient Survey is not designed to rank GP practices. The survey highlights areas in which
practices perform best and areas in which practices could improve, and there is no single metric that
can be used to effectively rank GP practices. Furthermore, results are drawn from a survey (a sample
of the population) and therefore come with a degree of uncertainty. Ranking practices or other
geographies without accounting for this uncertainty can produce misleading results.

3. GP Patient Survey
a. Scope

Surveys were sent to 19,270 (2024 -18,472) patients registered at Oldham GP practices, which
represents 7% of the total number of people registered with a practice as of 15 July 2025. Of that
7%, 3,837 (2024 - 3,825) people returned responses, or 1% of the total number of Oldham
patients, meaning that the overall response rate for people surveyed was 20% (2024 - 21%).

It is worth noting the relatively small numbers of responders when analysing the survey results;
for context, the practice with the most patients in Oldham, Royton & Crompton Family Practice,
has 21,214 registered patients.



Response Registered
PCN Issued Returned Rate Population
July 2025
Central 7,701 1,249 16% 67,662
East 2,648 760 29% 54,315
North 1,603 468 29% 42,072
South 2,989 577 19% 44,158
Milltown 4,329 783 18% 60,996
Oldham 19,270 3,837 20% 269,203

Figure 1 - Number of Surveys Issued & Returned

b. Questionnaire Changes

The questionnaire was originally developed with the University of Exeter and University of
Cambridge but is regularly reviewed to ensure it remains up to date. All changes are tested with
patients using cognitive interviews to ensure that the questionnaire continues to reflect
experience and is also easy to read and understand.

Significant changes were made to the 2024 questionnaire to reflect how primary care services are
delivered and how patients experience them. Changes are taking place in primary care, including
plans to expand the workforce, making it easier for patients to get the help they need and
expanding the role of pharmacy services.

c. Questions
The 2025 GPPS contains 48 questions, grouped into 7 categories:

GP Practice Services (seven questions)

Last Contact (nine questions)

Last Appointment (fifteen questions)

Overall Experience (one question)

When the GP Practice is Closed (four questions)
Patient Health (ten questions)

Pharmacy (two questions)

Nogohs~wNE

There are also 15 questions which collect demographic data, such as age and ethnicity.

d. Key Questions

The results of the survey are published on the GP Patient Survey website, where they are
summarised by Primary Care Network (“PCN") and by practice. All data included within this paper
is publicly available. There are 33 GP practices in Oldham across five PCNs.

For the purposes of analysis of the data, it is most appropriate to compare the results of a
practice with the other practices in their PCN, as they usually share similar demographics within
their geographical area.

The five questions highlighted in the PCN summaries are:


https://www.gp-patient.co.uk/

Question 1: Generally, how easy or difficult is it contact your GP practices on the

phone?

Question 12: Once you had contacted your GP practice, did you know what the next
step in dealing with your request would be?

Question 16: Overall, how would you describe your experience of contacting your GP
practice on this occasion?

Question 28: Did you have confidence and trust in the healthcare professional you
spoke to?

Question 32: Overall, how would you describe your experience of your GP practice?

4. Data Analysis

a.

Key Questions

Comparison of Oldham PCN results to those of other PCNs regionally (Figure 2) shows that
Oldham still has some of the lowest scores in Greater Manchester against the five key questions.
However, comparison of the 2025 results with 2024 results (Figure 3) for the same — or similar
questions — shows that most PCNs have also improved in these areas in the last twelve months.

Q1: Ease of Contacting GP Practice on Phone|Q12: Knew Next Step in Dealing with Request|

Q16: Overall Experience of Contact GP Q28: Confidence & Trust in Healthcare

32: Overall experience
Practice Professional @ o

PCN

2025 2024 2023 2025 2024 2023 2025 2024 2023 2025 ’ 2024 | 2023 2025 2024 2023

Central

60th 56th S4th 64th 62nd 63rd 59th 60th 61st 58th

East

61st 53rd 33rd 38th 55th 60th 53rd 47th 59th 54th 32nd

North

63rd 64th 65th 59th 38th NO DATA 61st 61st 65th NO DATA FOR COMPARISON 62nd 65th

South

41st 44th 49th 49th 53rd 46th 48th 30th 48th 46th 39th

Milltown

30th 42nd 40th 52nd 60th 50th S4th 36th 41st 25th

Figure 2 — Oldham PCNs vs. GM Rankings for Key Questions

Whilst the rankings above do show that Oldham PCNs are still ranked lower than most other
PCNs in Greater Manchester, the comparisons are indicative only and the differences are not
always statistically significant due to the small number of responses.

The data in the table in Figure 3 arguably shows a fairer reflection of improvements made by
PCNs in Oldham. Points to note are:

All five Oldham PCNs have gained improved scores for “Ease of Contacting GP Practice
on Phone”. This is partly as a result of upgrading telephony systems across the locality to
“cloud-based” systems

There have been slight increases in patients responding to say that they knew the next
step in dealing with their request

The overall experience of contacting the GP Practice has improved in four PCNs, and
stayed the same in one PCN

All five PCNs now have a score of 90% or above for “Confidence & Trust in (a) Healthcare
Professional”

The overall experience of GP practices in Oldham has increased in four of the PCNs (and
decreased by 3% in the other), with a notable increase of 14% in Oldham North PCN.




Q1: Ease of Contacting GP Practice on Phone|Q12: Knew Next Step in Dealing with Request

Q16: Overall Experience of Contact GP Q28: Confidence & Trust in Healthcare
Practice Professional

Q32: Overall experience

PCN

2025 2024 2023 2025 2024 2023 2025 2024 2023 2025 2024 2023 2025 2024

2023

Central

45% 41% 70% 59% 54% 42% 93% 91% 87% 71% 65%

61%

East

45% 43% 50% 80% 76% 61% 51% 90% 91% 92% 66% 69%

72%

North

52% 34% 24% 78% 81% NO DATA 64% 53% 29% 90% 88% 86% 71% 57%

51%

South

55% 48% 44% 79% 77% 69% 63% 55% 94% 90% 76%

71%

Milltown

59% 49% 48% 77% 76% 68% 63% 47% 92% 93% 90% 77% 73%

67%

Figure 3 - % of Positive Responses to Key Questions

Comparing Oldham PCN results to the national average for each of the key questions:

Milltown Alliance PCN and Oldham South PCN have a higher average score than the
national average of 53% for Question #1 (Ease of Contacting GP Practice on Phone). 17
of the 33 Oldham practices have a score higher than the national average.

None of the Oldham PCNs have an average score above the national average for
Question #12 (Knew Next Step in Dealing with Request) but 8 of the 33 practices
exceeded the national average score of 83%. All 5 PCNs had a score of 70% or above.
No PCNs have an average above the national average score for Question #16 (Patients
Who...Would Describe Their Experience of Contacting Their GP Practice as Good). 13
practices exceeded the national average score of 70%.

Two PCNs scored the same or above the national average of 93% for Question #28
(Patients Who Had Confidence & Trust in Healthcare Professional). 18 practices
exceeded the national average.

Two PCNs exceeded the national average for Question #32 (Patients Who Would
Describe Their Experience of Their GP Practice as Good). 15 practices exceeded the
national average.

b. Additional Questions

In addition to the five key questions highlighted in the published results, there are other questions

that give a good indication of how patients feel about their practice:

e Question 2: How easy ... is it to contact your GP practice using their website?
e Question 3: How easy ... is it to contact your GP practice using the NHS App?
e Question 4: How helpful do you find the reception and administrative team at your GP

e Question 7:

practice?

when you ask to?

e Question 21: How do you feel about how long you waited for your appointment?
o Question 24: During your last appointment, how good was the healthcare professional at

listening to you?

e Question 25: During your last appointment, how good was the healthcare professional at

treating you with care and concern?

o Question 26: During your last appointment, how good was the healthcare professional at

considering your mental wellbeing?

e Question 27: Did you feel that the healthcare professional had all the information they

needed about you?

¢ Question 29: At your last appointment, were you involved as much as you wanted to be in

How often do you get to see or speak to your preferred healthcare professional




decisions about your care and treatment?

Although the Oldham average scores for these questions are mostly below the national average,
some practices have exceeded the national average. The full results are provided in the appendices
to this report, but in summary:

e 15 practices (2024 — 10) are above the national average (51%) for ease of contacting their
practice via its website; 16 practices (2024 — 16) are above the Oldham average (47%).

e 16 practices (2024 — 15) are above the Oldham & national average of 49% for ease of getting
through to the practice on the NHS app

e 13 practices (2024 — 13) are above the national average (83%) for finding practice
receptionists and administrators helpful; 14 practices (2024 — 18) practices are above the
Oldham average (79%).

e 14 practices (2024 — 9) are above the national average (40%) for patients seeing or speaking
to their preferred healthcare professional; 16 (2024 — 19) are above the Oldham average
(35%).

o 12 practices (2024 - 8) practices exceeded the national average (67%) for patients who were
satisfied with how long they waited for their appointment; 19 practices (2024 — 18) have
exceeded the Oldham average (60%).

¢ Regarding the last healthcare professional that patients saw:

o0 Nationally, 87% of patients surveyed felt that the healthcare professional was good at
listening to them; 17 Oldham practices (2024 — 11) exceeded the national average. 19
practices (2024 — 20) had a better score than the Oldham average of 85%.

0 16 practices (2024 — 14) practices are above the national average (86%) for patients
who felt the healthcare professional was good at treating them with care and concern;
20 practices (2024 — 19) were above the Oldham average (85%)

0 20 practices (2024 — 14) practices are above the national average (74%) for patients
who felt that the healthcare professional was good at considering their mental
wellbeing. The Oldham average of 75% is higher than the national average.

0 18 practices (2024 — 17) are above the national average (92%) for patients who felt
that the healthcare professional had all the required information about them; 21
practices (2024 — 18) are above the Oldham average (91%)

0 18 practices (2024 — 14) are above the national average (91%) for patients who felt
that they were as involved as they wanted to be in decisions on about their care /
treatment; 19 practices (2024 — 19) are above the Oldham average (90%)

In addition to questions regarding access and patient experience, the survey provides information
about what patients did if they could not contact their practice or if they were unsure about the next
step in the process. On average, in this situation, 54% (2024 - 56%) of patients tried to contact their
practice again; 12% (2024 - 13%) tried to treat themselves; 6% (2024 - 9%) went to a friend or family
for advice; 12% (2024 - 10%) went to a pharmacy; 11% (2024 - 11%) phoned NHS 111; 10% (2024 -
11%) went online for information; 9% (2024 - 7%) went to A&E.

37% (2024 - 34%) of patients surveyed tried to treat themselves before trying to get an appointment
with their practice; 15% (2024 - 14%) went to a pharmacy; 6% (2024 - 11%) phoned NHS 111.

51% (2024 - 46%) of patients were offered a choice of time or day for their appointment. 29% (2024 -
26%) of patients received an appointment on the same day that they contacted their practice; 6%
(2024 - 7%) received an appointment on the following day.

26% (2024 - 31%) of people surveyed had an appointment over the phone, 67% (2024 - 62%) had an



appointment face-to-face at the practice. 63% (2024 - 65%) of people were seen by a GP; 21% (2024
- 20%) were seen by a practice nurse.

The outcome for 44% (2024 - 42%) of patients was that they received a prescription; 23% (2024 -
21%) were referred onwards for specialist care; 10% (2024 - 10%) were booked in for a future
appointment; 18% (2024 - 19%) were given information or advice about how to manage their
condition at home.

55% (2024 - 51%) of patients said that their needs were definitely met at their last appointment; 34%
(2024 - 38%) felt that their needs were met “to some extent”; the remaining 12% (2024 - 11%)) felt
that their needs were not met “at all”.

When a GP practice is closed, 58% (2024 - 60%) of patients contacted NHS 111, either over the
phone or online; 8% (2024 - 7%) used their GP practice website to look for information about other
services or ways to manage their condition; 25% (2024 - 26%) went to A&E; 9% (2024 - 12%) went
to an urgent treatment centre; 16% (2024 — 16%) went to a pharmacy.

61% (2024 - 54%) of people who used other NHS services when their practice was closed described
their experience as “good” or “very good”.

65% (2024 - 65%) of patients surveyed felt that they had enough support from local services or
organisations to help them manage their conditions or ilinesses; 47% (2024 - 43%) of patients have
had a conversation with their GP to discuss what is important to them when managing these
conditions or ilinesses and 47% (2024 - 44%) of those people have agreed a plan for doing so.

The final question in the survey concerns how people describe their experience of using pharmacy
services, and 89% (2024 - 87%) of those who responded described them as “very good” or “fairly
good”. 73% (2024 - 75%) of these patients went to the pharmacy to pick up a prescription; 10%
(2024 - 8%) were referred to the pharmacy by their GP practice.

c. Areas of Improvement

Oldham Central PCN

8 of 11 practices in Oldham Central PCN have improved their scores for people who find it easy to
get through to the practice on the phone. 9 of the 11 practices have increased their scores for
patients who would describe their overall experience of their GP practice as good.

Milltown Alliance PCN

5 of the 7 practices in Milltown Alliance PCN have improved scores for people who find it easy to get
through to the practice on the phone. All 7 practices have increased their scores for patients who
would describe their overall experience of their GP practice as good.

Oldham East PCN

3 of the 6 practices in Oldham East PCN have improved scores for people who find it easy to get
through to the practice on the phone. The same practices have increased their scores for patients
who would describe their overall experience of their GP practice as good.

Oldham North PCN

All 4 of the practices in Oldham North PCN have improved scores for people who find it easy to get
through to the practice on the phone. 3 of the 4 practices have increased their scores for patients
who would describe their overall experience of their GP practice as good.




Oldham South PCN

4 of the 5 practices in Oldham South PCN have improved scores for people who find it easy to get
through to the practice on the phone. The same 4 practices have increased their scores for patients
who would describe their overall experience of their GP practice as good.

d. Areas for Improvement

Oldham Central PCN

Three Oldham Central practices have seen decreased scores in the majority of the 15 key questions,
although one of these 3 practices has actually seen a small increase in the percentage of patients
who would describe their experience of their GP practice as good. One of the practices has seen a
significant decrease of 43% in its telephone access satisfaction.

Milltown Alliance PCN
In terms of access and overall experience, there have been significant improvements for the
practices in this PCN. One practice has seen decreases in scores in just under half of the key areas.

Oldham East PCN

Two practices in particular have seen significant decreases against key areas, particularly in regard
to access. A third practice has also seen decreases against the majority of the key areas, although
not as significant as the other two.

Oldham North PCN
Whilst all 4 practices in North PCN have improved their scores for access, two practices have seen
decreased scores for just under half of the key questions.

Oldham South PCN

Whilst 2 of the 5 practices have seen improved scores against nearly all key areas, 3 of the 5
practices have notable decreases in the majority of scores for these questions. However, it should be
noted that only one of those 3 practices has not improved their score for overall experience.

5. Conclusions

Although the sample size is relatively small and there can be a bias of people being more likely to
respond if they have had a negative experience, the results cannot or should not be dismissed as
insignificant.

The issues for patients accessing their GP practice are well documented and referenced nationally,
with strategies and plans in place to address these. Whilst the scores have generally improved
across Oldham practices, the borough does have some of the lowest scores for access both in GM
and England. It should be noted though that some Oldham practices have far exceeded the national
average with scores above 80%, so there is still best practice that can be shared to improve patient
experience in this area.

Practices and PCNs have also been able to access funding — for example, Capacity and Access
Improvement funding and Modern General Practice funding — to make improvements for patients
trying to contact the practice and get appointments. All Oldham practices have now switched to
“cloud-based telephony”, which allow them to better manage incoming calls and monitor data more
closely to improve experience. This additional investment is almost certainly a factor in the fact that



72% of the 33 Oldham practices have seen improved scores for how easy people find it to get
through to the practice on the telephone.

Other improvements include practices moving to a system of “online triage” to reduce the 8am rush
and manage patient flow better, whilst ensuring that patients can get an appointment sooner with the
most appropriate healthcare professional. Changes to the 2025/26 GP Contract mean that from 1
October 2025 practices will be required to keep their online consultation tool open for the duration of
core hours (8am — 6:30pm) for non-urgent appointment requests, medication queries and admin
requests.

Although the GP Patient Survey is a useful indicator of patient experience, other measures are also
available to measure how people feel about their practice. The most recent published Friends &
Family Test data for May 2025 shows that of the 6,366 people surveyed, 90% have a positive view of
their practice.

It is also worth noting that whilst access continues to be an issue for some practices and patients, the
ratings are good, and in line with the national average, for patient experience once people see a
healthcare professional in Oldham.

GM ICB (Oldham) will continue to work with all stakeholders to improve patient experience of general
practice. The locality ICB has recently commenced its programme of “Practice Assurance Visits” and
has identified 6 practices which would benefit from access to the national “Practice Level Support”
programme, a hands-on programme designed for practices who are committed to improving patient
access, rationalising demand and navigating to the most appropriate care.

6. Recommendations

Oldham Place Primary Care Commissioning Committee is asked to note the content of this report,
acknowledging issues regarding patient access to general practice, whilst also noting areas of good
performance and positive experience.

Appendices

Appendix 1 Oldham Central PCN Practice Level Data
Appendix 2 Oldham East PCN Practice Level Data
Appendix 3 Oldham North PCN Practice Level Data
Appendix 4 Oldham South PCN Practice Level Data
Appendix 5 Milltown Alliance PCN Practice Level Data
Appendix 6 Selected Questions — Practice Comparison



Appendix 1 — Oldham Central PCN Data



2025

1 % who find it easy to get through to the practice on the phone 53% 45%
2 % who find it easy to get through to the practice on the website 51% 44%
3 % who find it easy to get through to the practice on the NHS app 49% 50%
4 % who find the receptionists helpful 83% 7%
7 % who see or speak to their preferred GP when they would like to 40% 32%
12 Once contacted GI? did you know what the next step in dealing 83% 70%
with your request would be?
% of patients who, overall, would describe their experience of
16 contacting their GP practice as good 0% 59%
21 How do you feel about hgw long you V\_laned for your appointment? 67% 56%
(it was about right)
2 % of patients who felt th.at he_ahhcare professional was good at 87% 84%
listening to them
25 % of patients who felt that hea}lhcare professional was good at 86% 820%
treating them with care & concern
2 % of patients who feltlthat‘ healthcare profgssnona] was good at 74% 75%
considering mental wellbeing
27 % of patients who f_elt 'rh_at healdjcare professional had all the 92% 90%
required information about them
28 % of patients who had trust in the healthcare professional they sawj| 93% 93%
% of patients who felt they were as involved as they wanted to be
2 in decisions on care/ treatment 1% 88%
2 % of patients who, overall, would describe their experience of their 75% 1%

GP practice as good

Below national average but
above PCN average




Appendix 2 — Oldham East PCN Data



2025

% who find it easy to get through to the practice on the phone
2 % who find it easy to get through to the practice on the website 51% 42%
3 % who find it easy to get through to the practice on the NHS app 49% 41%
4 % who find the receptionists helpful 83% 81%
7 % who see or speak to their preferred GP when they would like to 40% 35%
12 Once contacted GI_3 did you know what the next step in dealing 83% 80%

with your request would be?

5 - - " -

16 % of patients who, gverall. _would dest?rlbe their experience of 70% 61%
contacting their GP practice as good
21 How do you feel about h(_)w long you V\_/alted for your appointment? 67% 60%
(it was about right)

o - -

24 % of patients who felt Ih_at hgallhcare professional was good at 87% 87%
listening to them

o - -

25 % of patients who felt that heghhcare professional was good at 86% 86%
treating them with care & concern

o - -

2% % of patients who felt_that_ healthcare profe_ssmnal was good at 74% 73%
considering mental wellbeing
27 % of patients who f_elt th_at healthcare professional had all the 9% 90%
required information about them
28 % of patients who had trust in the healthcare professional they saw| 93% 90%
o - -
29 % of patients wh? felt ﬂje'y were as involved as they wanted to be 91% 1%
in decisions on care/ treatment
o - - - - "
a2 % of patients who, overall, woulq describe their experience of their 75% 66%
GP practice as good

Below national average but
above PCN average




Appendix 3 — Oldham North PCN Data



2025

P85013 THE
P85017 OAK
. . P85019 ROYTON ROYTON & P85614 VILLAGE
# O NELSTEAEREES| (RO RIGEE GABIL‘FfiC'\#IECDéCAL MEDICAL CENTRE |CROMPTON FAMILY |MEDICAL PRACTICE
PRACTICE

1 % who find it easy to get through to the practice on the phone 53% 52% 69% 53% 18% 69%
2 % who find it easy to get through to the practice on the website 51% 49% 59% 56% 42% 40%
3 % who find it easy to get through to the practice on the NHS app 49% 50% 66% 53% 32% 50%
4 % who find the receptionists helpful 83% 80% 84% 78% 2% 86%
7 % who see or speak to their preferred GP when they would like to 40% 44% 58% 52% 23% 44%
12 Once contacted (\BMF’t :;joﬁcrn;el;nt?evlthjélghi en?ext step in dealing 83% 78% 83% 80% 68% 81%

0 - - - -
16 % of patients who, qverall,_would desgrlbe their experience of 70% 64% 69% 790 50% 66%

contacting their GP practice as good
21 How do you feel about hgw long you V\_/auted for your appointment? 67% 60% 12% 80% 48% 70%
(it was about right)

0 - -
on % of patients who felt tr:iztt:rizl‘ct]htzatrheeﬂofes&onal was good at 87% 84% 87% 82% 76% 89%

p - -
25 % of patients who felt that hee.llthcare professional was good at 86% 84% 85% 85% 77% 88%

treating them with care & concern

0 - -
26 % of patients vvh(; ;?]zit:::i:gar:gﬁge W;;rlgee;sglonal was good at 74% 71% 74% 73% 57% 78%

0 - -
o7 % of patients who felt that healthcare professional had all the 9% 89% 91% 86% 87% 9%

required information about them
28 % of patients who had trust in the healthcare professional they saw| 93% 90% 94% 89% 80% 95%
0 - -
29 % of patients whq felt thgy were as involved as they wanted to be 91% 89% 91% 84% 87% 94%
in decisions on care/ treatment
o - - - - -
3 % of patients who, overg::l), ;\/r(;t::l:ijcdeezgrét;i(tjhelr experience of their 75% 71% 77% 77% 61% 67%
Above national Below PCN Below national average but
average average above PCN average




Appendix 4 — Oldham South PCN Data



% who find it easy to get through to the practice on the phone
2 % who find it easy to get through to the practice on the website 51% 45%
3 % who find it easy to get through to the practice on the NHS app 49% 47%
4 % who find the receptionists helpful 83% 81%
7 % who see or speak to their preferred GP when they would like to 40% 35%
12 Once contacted GI? did you know what the next step in dealing 83% 79%

with your request would be?

o - - - -

16 % of patients who, gverall,_would desgnbe their experience of 70% 69%
contacting their GP practice as good
21 How do you feel about h(?w long you vs_lalted for your appointment? 67% 64%
(it was about right)

o - -

2 % of patients who felt th'at hgalthcare professional was good at 87% 89%
listening to them

o - -

25 % of patients who felt that heelllthcare professional was good at 86% 87%
treating them with care & concern

o - -

2 % of patients who felt_that. healthcare profe_ssmnal was good at 74% 78%
considering mental wellbeing

o - -

27 % of patients who f_elt th_at healthcare professional had all the 9% 93%
required information about them
28 % of patients who had trust in the healthcare professional they saw| 93% 94%
o - -
29 % of patients vvhq felt the_y were as involved as they wanted to be 91% 90%
in decisions on care/ treatment
o - - - - -
22 % of patients who, overall, woqu describe their experience of their 75% 76%
GP practice as good

Below national average but
above PCN average




Appendix 5 — Milltown Alliance PCN Data



% who find it easy to get through to the practice on the phone

2 % who find it easy to get through to the practice on the website 51% 55%
3 % who find it easy to get through to the practice on the NHS app 49% 56%
4 % who find the receptionists helpful 83% 79%
7 % who see or speak to their preferred GP when they would like to 40% 35%
12 Once contacted Gl.D did you know what the next step in dealing 83% 7%
with your request would be?
5 - - - -
16 % of patients who, qverall. _would desr.:rlbe their experience of 70% 68%
contacting their GP practice as good
21 How do you feel about h(_)w long you m@lted for your appointment? 67% 64%
(it was about right)
5 - -
24 % of patients who felt lh_at hgalthcare professional was good at 87% 86%
listening to them
5 - -
25 % of patients who felt that hez:_\llhcare professional was good at 86% 86%
treating them with care & concern
5 - -
2% % of patients who felt'!hat_ healthcare profe_ssmnal was good at 74% 78%
considering mental wellbeing
o - -
27 % of patients who felt th_at healtr]care professional had all the 2% 93%
required information about them
28 % of patients who had trust in the healthcare professional they saw| 93% 92%
29 % of patients whc_) felt th_e_y were as involved as they wanted to be 91% 90%
in decisions on care/ treatment
o - - - - -
2 % of patients who, overall, would describe their experience of their 75% 7%

GP practice as good

Below national average but
above PCN average




Appendix 6 — Selected Questions — Practice Comparison
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