Agenda
Stockport Primary Care Commissioning Committee

Date: 16 July 2025
Time: 16:00 — 17:15 pm
Venue: Microsoft Teams
Iltem | Time Duration | Subject Paper/ For Approval/ By Whom
No. Verbal Discussion/
Information
1. 16:00 1 minute | Welcome and Apologies Verbal To Note Chair
2. 16:01 1 minute | Declarations of Interest Verbal To Note Chair
3. 16:02 1 minute | Minutes of previous meetings Pages To Approve / Chair
(21 May 2025 & 31 March 2025) 02-13 Ratify
4, 16:03 | 2 minutes | Matters arising / Actions Page To Note Chair
14
5. 16:05 10 Update from NHS Greater Pages For Information Gale
minutes | Manchester Primary Care 15-70 Edwards
Commissioning Committee
e Highlight report
e Terms of Reference
e |CB Delegated
Commissioning — Self
Declaration Process 24/25
e Draft — Primary Care
Blueprint — Delivery Plan
Year 2
6. 16:15 5 minutes | Update from GP Board Verbal To Note Gale
Edwards
7. 16:20 15 Primary Care: Managing Pages To Discuss Tania
minutes | Overweight and Obesity 71-92 Ravenscroft
8. 16:35 5 minutes | Pharmaceutical Needs Verbal For Information Gale
Assessment 2025 Edwards
9. 16:40 10 Workforce Plans Pages To Discuss Maria
minutes 93 -99 Murphy
10. 16:50 10 Boundary adjustment (reduction) Pages To Approve Kim
minutes | for P88044 Bredbury Medical 100 - 119 Roberts
Practice
11. 17:00 10 Primary Care Commissioning Pages To Note Nehal
minutes | Committee Finance Report for 120 - 123 Zaman
the period ending 30 June 2025
(Month 3)
12. 17:10 5 Any Other Business Verbal To Note Chair
minutes
Date and time of next meeting: Wednesday 17 September 2025, 16:00 — 17:00 pm, via Teams

Page 1 of 123



DRAFT Minutes

Stockport Primary Care Commissioning Committee

Date: 21 May 2025
Time: 16:00 — 17:05 pm
Venue: Microsoft Teams

Present

Apologies

David Dolman, Associate Director of Finance, NHS
Greater Manchester (Stockport) (Member) (Chair)
Gale Edwards, Associate Director, Primary,
Community Care and Medicines Optimisation, NHS
Greater Manchester (Stockport) (Member)

Judith Stroble, Public Health Consultant, Stockport
MBC, for Jilla Burgess-Allen (Member)

In attendance

Rebecca Ireland, Stockport Local Optometrist,
Optometry Committee

Abdenour Khalfaoui, Community Pharmacist,
Locality Lead Stockport GM LPC

Peter Marks, Stockport GM LPC

Maria Murphy, Programme Manager Education and
Training, NHS Greater Manchester (Stockport)
(Observer)

Kim Roberts, Primary Care Commissioning Lead,
NHS Greater Manchester (Stockport), for items 7 &
8

Johan Taylor, Practice Manager, for Eve
Mannerings, LMC representative

Dr Simon Woodworth, Associate Medical Director,
NHS Greater Manchester (Stockport)

Nehal Zaman, Primary Care Accountant, NHS
Greater Manchester (Stockport), for item 9

Alison Newton, Senior PA & Business
Administrator, NHS Greater Manchester (Stockport)
(Minutes)

Jemma Billings, Associate Director of
Quality, CHC & Safeguarding, NHS Greater
Manchester (Stockport) (Member)

Jilla Burgess-Allen, Director of Public
Health, Stockport MBC (Member)

Philippa Johnson, Deputy Place Based
Lead, NHS Greater Manchester (Stockport)
(Member)

Eve Mannerings, Chief Executive/Director
Salford, Stockport & Trafford Local Medical
Committee Ltd

Dharmesh Patel, Chair of Optometry
Provider Board

Item | Topic Action
No.
1. Welcome and Apologies

Apologies for absence were received and noted. Introductions were made.
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Abdenour Khalfaoui was welcomed to the meeting; he would be replacing P
Marks as the GM Local Pharmaceutical Committee (LPC) rep.

The meeting was not quorate therefore any decisions would need to be
ratified at the next meeting.

Declaration of Interest

Members were reminded of the need to declare any interest they may have
on issues arising during the meeting that may conflict with the business of the
Group. There were no declarations of interests received.

Minutes from the previous meeting
The minutes of the previous meeting held on 31 March 2025 were approved
as an accurate record by members present.

RESOLVED - That the minutes from the meeting held on 31 March 2025
be APPROVED as a correct record; to be ratified at the next meeting.

Matters Arising / Actions from previous meeting
There were no open actions or matters arising to discuss.

Update from Stockport Primary Care Board / GP Board
G Edwards highlighted the key items of discussion from the previous meeting
of Stockport GP Board:

e Update on NHS Greater Manchester (GM) Reforms.

e Beyond Core Contract (BeCCor) review. Additional investment had
been secured but Stockport would not benefit. There was a
misperception that Stockport was over-funded in primary care when this
was not the case.

e The challenge of obtaining data at a locality level rather than at a GM
level. An action had been allocated at GP Board for this issue to be
followed up.

e Update on Digital and Telephony: analogue telephony services will
cease in Stockport and the COIN system will not remain operational.
While a national funding scheme exists to support the transition to
digital systems, Stockport is not automatically eligible due to its existing
digital telephony infrastructure. However, the IT lead will collaborate
with local practices to explore opportunities for securing additional
funding, specifically to support necessary cabling upgrades. It was
important to note that this additional funding was not guaranteed.

e Areview of the number of devices at practices was due to take place.

e An update was provided on the evaluation of a frailty pilot led by
Mastercall Healthcare in two Primary Care Networks (PCNs). A
proactive frailty model would be rolled out, delivered by Advanced
Clinical Practitioners (ACPSs)

e Clarity was sought on a couple of domains on the Locally
Commissioned Service (LCS).

J. Taylor highlighted that practices currently have limited flexibility with their
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telephony systems, as they had been integrated into the COIN network some
time ago. The Chair acknowledged this concern and confirmed that the issue
was being addressed by the IT lead.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
update from Stockport Primary Care Board.

Update from NHS Greater Manchester Primary Care Commissioning — 14
April 2025

G. Edwards provided an overview of documents circulated for information from
the NHS Greater Manchester Primary Care Commissioning Committee. These
included:
e Changes to the GP Contract 2025/26
e Commissioning of the Greater Manchester Minor Ailments Service
(MAS) for 2025/26 and beyond

It was noted that while a locality risk register was in place, risk reporting would
now be led at the GM level.

Ongoing discussions were also taking place regarding the monitoring and
management of prescribed weight loss drugs.

An evaluation of winter schemes was planned for later in the year, with
outcomes to be discussed at the Urgent and Emergency Care Delivery Board.

Attention was drawn to the two additional papers circulated.

Changes to the GP Contract (2025/26)
e An overall increase in investment in the core practice contract was
confirmed.
e Practices are expected to adhere to the updated patient charter.

Greater Manchester Minor Ailments Service (MAS) (2025/26)
e The MAS has been expanded to reduce pressure on general practice,
with minor illness patients being managed by community pharmacies.
e Stockport already has a MAS in place.

A discussion highlighted variation in uptake of the MAS across Stockport. While
there had been significant engagement to promote services available through
community pharmacies, uptake remains inconsistent.
e R. Ireland noted that community eyecare services often redirect
patients to pharmacies when appropriate.
e J. Taylor suggested reviewing communications to patients and
practices to improve relevance and clarity.
o P. Marks confirmed that targeted support had been given to practices
with low referral rates to the Pharmacy First scheme.
e A. Khalfaoui shared that Brinnington Surgery had one of the highest
referral rates and benefited from a strong working relationship between
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the practice and community pharmacy. It was suggested that learning
from this success could be explored.

Action: G Edwards and K Roberts to re-promote the Minor Ailment
Scheme in Stockport

S. Woodworth observed that some practices prefer to use the Stockport
Integrated Pharmacy Service (SIPS) rather than community pharmacy. A
broader discussion followed about the importance of strengthening
relationships between general practice and other primary care services such
as community pharmacy, optometry, and dental service to support more
effective patient referrals to community pharmacy.

This issue would be considered further at a Stockport Primary Care Board
meeting.

The Chair reported that ONE Stockport Health and Care Executive had
approved continuation of funding for a Community Urgent Treatment Centre
which deflected activity from the A&E improving performance. The proposal
was due to be ratified at ONE Stockport Health and Care Board in June 2025.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
update from NHS Greater Manchester Primary Care Commissioning
Committee.

GED/KR

Primary Care Quality Report

K Roberts presented the Quality Report and highlighted a number of key
areas of performance and ongoing work:

e Serious Mental lliness (SMI) Health Checks:
SMI checks have been incorporated into the Locally Commissioned
Service (LCS) to help address health inequalities, with a target uptake
of 70%.

e Learning Disability (LD) Health Checks:
Achieved 88.2% subject to validation. If confirmed, this would position
Stockport as the highest performing area in the North West and
second highest nationally.

e Friends and Family Test (FFT):
Positive patient experience responses have risen to 96%, reflecting a
strong level of satisfaction with services.

e COVID-19 Vaccination Programme:
Due to a reduction in funding, targeted work on COVID-19
vaccinations will be scaled back. The spring vaccination campaign will
conclude on 17 June 2025.

e Childhood Vaccinations:
Stockport leads Greater Manchester (GM) in uptake across all age
groups and vaccination categories.

e Screening Programmes:
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Stockport is currently the highest performing locality in GM for Cervical
Screening and for Bowel Screening among those aged 60-74.

e Quality Assurance Practice Visits:
These visits are scheduled to conclude by September, with G
Edwards confirming a report will be presented to the Committee at a
future meeting.

e Cancer Indicator Group Performance:
Stockport general practice is currently the top performing locality
nationally and across all 10 GM localities in this area.

e Quality and Outcomes Framework (QOF):
Stockport ranks within the top 50 localities in England for performance
across all QOF indicators.

The Chair thanked primary care colleagues for their continued hard work and
strong performance.

J Taylor inquired whether the strong performance results were being
communicated to the public. It was noted that while key messages are currently
shared through GP bulletins, further consideration is needed around how best
to communicate these outcomes more broadly to residents.

A discussion followed on the most effective ways to share positive messages
with the public, while also recognising the need to avoid message fatigue,
which could undermine the impact of essential clinical communications.

ACTION: K Roberts to follow up with the NHS GM Communications Lead
to explore appropriate channels for wider dissemination of positive
performance results being communicated to the public.

ACTION: G Edwards to liaise with the Stockport Council communications
team to consider incorporating positive messages into communications
associated with the Live Well programme.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
Primary Care Quality Report.

KR

GED

Migrant Health — Enhanced Primary Care and GP services

A Greater Manchester-wide model for enhanced primary care services in
Asylum Seeker Contingency Hotels was approved by NHS GM Executives in
March 2024. A review of the model was planned for Q1 and Q2 of 2024/25,
with implementation from Q3 2024/25 onwards.

The proposed model included:
e Single Adult Male (SAM) Hotels: Shift to a dispersed model, with

residents registering at local GP practices within hotel catchment
areas.
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e Hotels with Mixed Populations/Families: Continue a comprehensive,
single-provider approach for more complex needs.

Implementation delays in 2024/25 prompted NHS GM to propose a
transitional model for 2025/26, maintaining a GP registration offer for all GM
contingency hotels. In Stockport, this would involve the continuation of
existing GP service provision at:

e Britannia Hotel, delivered by Heaton Moor Medical Group
e Bredbury Hall Hotel, delivered by Go To Doc Healthcare

It was also noted, further to an earlier agenda discussion, that both providers
maintain strong working relationships with the community pharmacies located
nearest to their respective hotels supporting integration of care.

RESOLVED:
That Stockport Primary Care Commissioning Committee

(1) NOTED the current arrangements for enhanced primary care
and GP services into Asylum Seeker Contingency Hotels for
2025/2026 subject to NHS GM Chief Officers’ approval.

(i) NOTED the ongoing work to design a preferred model for all
GM locality contingency hotels for implementation in
2026/2027.

(iii) NOTED the continued delivery by Heaton Moor Medical Group
for Enhanced GP cover for Asylum Seeker provision at
Britannia Hotel and Go to Doc Healthcare for Enhanced GP
cover for Asylum Seeker provision at Bredbury Hall Hotel.

(iv) NOTE the next steps.

Primary Care Commissioning Committee — Finance Report for the
period ending 31 March 2025 (Month 12)

N Zaman provided an overview of the Delegated Primary Care Budget
finance report for the year ending 31 March 2025, and referred to Appendix 1
in the pack of papers containing a financial summary.

The NHS Greater Manchester (Stockport) reported a £0.117m adverse
outturn variance for the financial year ended 31 March 2025.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
outturn position for the period ending 31 March 2025 (Month 12)

10.

Any Other Business
There were no other items of business to discuss.

Date of next meeting
Wednesday 16 July 2025, 16:00 — 17:00 pm via Teams
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DRAFT Minutes

Stockport Primary Care Commissioning Committee

Date: 31 March 2025
Time: 16:00 — 17:17 pm
Venue: Microsoft Teams
Present Apologies

David Dolman, Associate Director of Finance, NHS
Greater Manchester (Stockport) (Member) (Chair)
Jemma Billings, Associate Director of Quality, CHC
& Safeguarding, NHS Greater Manchester
(Stockport) (Member)

Jilla Burgess-Allen, Director of Public Health,
Stockport MBC (Member)

Gale Edwards, Associate Director, Primary,
Community Care and Medicines Optimisation, NHS
Greater Manchester (Stockport) (Member)
Philippa Johnson, Deputy Place Based Lead, NHS
Greater Manchester (Stockport) (Member)

In attendance

Rebecca Ireland, Stockport Local Optometrist,
Optometry Committee

Eve Mannerings, Chief Executive/Director

Salford, Stockport & Trafford Local Medical
Committee Ltd

Kim Roberts, Primary Care Commissioning Lead,
NHS Greater Manchester (Stockport), for items 6 &
7

Alison Newton, Senior PA & Business
Administrator, NHS Greater Manchester (Stockport)
(Minutes)

Peter Marks, Stockport GM LPC

Dharmesh Patel, Chair of Optometry
Provider Board

Dr Simon Woodworth, Associate Medical
Director, NHS Greater Manchester
(Stockport)

Nehal Zaman, Finance Advisor, NHS
Greater Manchester (Stockport), for item 10

Iltem | Topic Action
No.
1. Welcome and Apologies
Apologies for absence were received and noted. Introductions were made.
The meeting was quorate.
2. Declaration of Interest
Members were reminded of the need to declare any interest they may have
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on issues arising during the meeting that may conflict with the business of the
Group. There were no declarations of interests received.

Minutes from the previous meeting
The minutes of the previous meeting held on 27 November 2024 and 15
January 2025 were approved as an accurate record by members present.

RESOLVED - That the minutes from the meeting held on 27 November
2024 and 15 January 2025 be APPROVED as a correct record.

Matters Arising / Actions from previous meeting
There were no open actions or matters arising to discuss.

Update from Stockport Primary Care Board / GP Board
G Edwards highlighted the key items of discussion from the previous meeting
of Stockport GP Board:

e A presentation was delivered by C. McLoughlin and Carolyn Anderson
from Stockport Metropolitan Borough Council (MBC) on the Stockport
Live Well (Neighbourhoods & Prevention) programme.

Following the presentation, a discussion was held regarding
opportunities for General Practitioners (GPs) to be actively involved in
supporting and contributing to the programme’s objectives.

It was also noted that an evaluation of the Stockport Area Leadership
Teams (ALTSs) is currently underway, with outcomes expected to inform
future development of the programme.

e Update on changes to the GP Quality Scheme, shared care
arrangements and amber drugs.

e There was a presentation on a two-year primary care workforce
strategy acknowledging that 50% of practice nurses in Stockport would
be over 55 years old by the following year, presenting a significant
challenge for practices.

A brief discussion took place on the issue of practice nurse workforce and
sustainability in the future. It was noted that this was a national issue but it had
been recognised as a particular issue for Stockport.

It was also noted that nursing roles were now included within the Additional
Roles Reimbursement Scheme (ARRS) and ARRs funding is to be used for
additional posts and not used to replace substantive positions.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
update from Stockport Primary Care Board.

Primary Care Quality Report
K Roberts presented the Quality Report and drew attention to a number of
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items:

¢ Data quality was improving

e Bowel Screening: Stockport has the 3" highest rate in GM for 50-54
years age group and highest rate for 60-74 years.

e Cervical Screening: Stockport has the highest rate in GM for 24-49
years and for aged 50-64 years.

e The public health team (Stockport MBC) would continue to support
those areas of the population that required targeted support.

e Stockport has the highest rate of uptake for flu vaccines in GM:
61.04%, Covid vaccine uptake: 51.3% and Respiratory Syncytial Virus
(RSV): 53.2% - this was a collaborative programme of work with the
public health team.

¢ Learning Disability health checks: above the national target (75%) at
88.5%.

e Serious Mental lliness (SMI) health checks, on track to achieve the
national target: 63.2%.

Stockport performed strongly against the Quality Outcomes Framework
(QOF) indicators, with notable national and regional rankings:
e Cancer Indicator Group: Ranked 1st out of 106 nationally and
recognised as the best performing locality in Greater Manchester
(GM)
e Heart Failure Indicator Group: Ranked 5th nationally, also the best
performing locality in GM
e Stroke & Transient Ischaemic Attack (TIA): Ranked 7th nationally and
2nd best in GM

It was also highlighted that Stockport General Practice delivered the highest
number of appointments per 1,000 patients across NHS Greater Manchester.

However, a focused piece of work has been identified to improve
performance in Cardiovascular Disease (CVD) and Diabetes high-risk
reviews. Stockport currently has the fourth lowest uptake among the ten GM
localities, with a performance rate of 50.97%.

Stockport continued to perform well for patient satisfaction, from the Friends
and Family Test (FFT).

It was highlighted that all practices within Stockport were now accredited as
Military Veteran Friendly, the first locality in the North West to achieve this.

The Chair commended the strong performance of practices across Stockport.

E Mannering highlighted the need to communicate the positive hews to
practices and the public. K Roberts explained that the information had been
shared at Stockport GP Board and would be included in a newsletter to GPs
but acknowledged the need to promote good news stories to the public via
the NHS GM Communications team and through ONE Stockport Health and
Care Board for example.
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It was further commented that these positive stories need to be disseminated
down to practice staff that are patient facing.

RESOLVED - That Stockport Primary Care Commissioning Committee
NOTED the Primary Care Quality Report.

Locally Commissioned Services (LCS) — Proposed Framework
K Roberts shared her screen and provided an overview of the proposed
changes to Stockport Locally Commissioned Services (LCS) for 2025-26.

NHS GM was looking to implement standardised domains for all localities for
2025/26 for:

e CVD/Diabetes — high risk reviews.

¢ Antimicrobial Stewardship.

e Shared Care

o Elective referrals

Work is ongoing to develop a single Greater Manchester (GM) contract, with
the aim of standardising all domains. However, in the absence of a fully
standardised contract, Stockport’s Local Commissioned Services (LCS)
arrangements will continue for 2025/26.

K. Roberts then provided an overview of key areas of focus within each
domain as part of the ongoing development process.

Members were asked to support the continuation of the Stockport LCS for
2025/26, with an approach underpinned by a focus on:

e Population health outcomes

e Prevention

e Reducing health inequalities

The proposed contract intentions for 2025/26 were noted, and it was
confirmed that the paper would also be presented to the Stockport System
Finance Group for further consideration.

A discussion took place regarding care planning and the End of Life Care
(EoLC) register. In response to a comment regarding the 25% target for
patients on the EoLC) register to a care plan, it was acknowledged that this is
a challenging target for the specific patient cohort. The group was reassured
that the main focus remains on ensuring that a care plan is in place for each
patient, rather than strictly meeting percentage thresholds.

E Mannerings questioned whether there would be increased resource for
those areas identified for higher levels of focus such as frailty, asthma, SMI
health checks for example. K Roberts responded that funding for each
domain was commensurate with activity required and that GPs / clinical leads
had been involved in the discussions on these domains.
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E Mannerings commented on quality schemes and the need for agreement
on what was to be reported otherwise there would be inconsistencies in
reporting for example if reporting searches changed each month. K Roberts
assured E Mannerings that once Stockport LCS had been approved for 2025-
26, the parameters for reporting would not change mid-year. Consideration
would be given to any suggestions for the following years scheme.

J Burgess-Allen sought assurance that the same level of performance would
be achieved by practices for SMI health checks without the level of
investment as in previous years. K Roberts explained that these health
checks should be embedded in Stockport and it would remain as a Key Line
of Enquiry (KLOE) on quality practice visits.

RESOLVED:
That Stockport Primary Care Commissioning Committee APPROVED the
proposals for the Locally Commissioned Services Framework.

Stockport Primary Care Commissioning Workplan
G Edwards shared the draft workplan on screen, which was circulated to
members following the meeting.

The Terms of Reference for the Group would be updated and aligned with
NHS GM at the appropriate time.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
update on Stockport Primary Care Commissioning Workplan

Primary Care Network (PCN) Capacity and Access Improvement
Payment (CAIP) update

G Edwards referred to the paper circulated and provided an overview on the
requirements of the Capacity and Access Improvement Payment (CAIP) and
advised that this had been included in the Contract for Direct Enhanced
Service (DES).

The key components of Modern General Practice Access included:

o Better digital telephony
e Simpler online requests
e Faster care navigation, assessment and response.

Members were advised on the CAIP entitlements for 2024/25 for Stockport:

e Capacity and Access Support Payment (CASP) (70% allocated
unconditionally to Primary Care Networks — PCNSs)
o CAIP (30%) — 3 domains.

G Edwards advised on the process for claiming the funding for each of the
domains by PCNs. It was noted that NHS GM had produced guidance. The
criteria for receiving the funding would be monitored.
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Members noted the NHS GM Report on PCN Capacity, Access and
Improvement Payments (CAIP) Process 2024/25 and the timeline / process
for review March to August 2025.

RESOLVED:

That Stockport Primary Care Commissioning Committee NOTED the
update on Primary Care Network (PCN) Capacity and Access
Improvement Payment (CAIP) update

10.

Primary Care Commissioning Committee — Finance Report for the
period ending 28 February 2025 (Month 11)

D Dolman provided an overview of the Delegated Primary Care Budget
(Stockport) finance report as at Month 11 (28 February 2025), and referred to
Appendix 1 in the pack of papers containing a financial summary.

Key highlights included:

e NHS Greater Manchester (Stockport) was reporting a £0.039m
adverse Year To Date (YTD) variance (this was due to the phasing
of budgets for professional fees, a seasonal occurrence).

e NHS Greater Manchester (Stockport) was reporting a £0.007m
favourable forecast outturn variance after allocations.

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
outturn position for the period ending 28 February 2025 (Month 11)

11.

Any Other Business
There were no other items of business to discuss.

Date of next meeting
Wednesday 21 May 2025, 16:00 — 17:00 pm via Teams
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STOCKPORT PRIMARY CARE COMMISSIONING COMMITTEE - Action Log

Action Meeting Date |Agenda [Current Action Description Action Lead Target Date Comments
Number Item Status
020/2025 21/05/2025 6 in progress |G Edwards and K Roberts to re-promote the GED / KR 16/07/2025 Via GP Newsletter
Minor Ailment Scheme in Stockport
021/2025 21/05/2025 7 to close K Roberts to follow up with the NHS GM KR 16/07/2025 Meeting due to take place week beginning 14
Communications Lead to explore appropriate July 2025
channels for wider dissemination of positive
performance results being communicated to the
public
022/2025 21/05/2025 7 to close G Edwards to liaise with the Stockport Council GED 16/07/2025 Completed

communications team to consider incorporating
positive messages into communications
associated with the Live Well programme.
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This report updates / informs the NHS Greater Manchester PCCC on key themes, actions and risks from all localities. Individual locality reports included within appendices.

Key Themes:

* Updates on NHS GM dental / Optometry and Pharmacy commissioning

* Primary care risk register

* Updates provided on the progress against the progress against the GP Collective Action
* Capacity Access Improvement Plans / updates

* GM BeCCoR / LCS specification for 2025-26 / 2025-26 Primary care incentive scheme

e Locality Plan and GM Primary Care Blueprint

* Updates on the Locality financial positions / Primary Care Quality Updates

* Primary Care Network DES Assurance

* Primary Care Assurance/Practice Visits / Primary Care Network (PCN) Enhanced Access Plan

e 2025/26 GP Contract Changes

Priority actions in next 2 months:

* Review of the role of Primary Care in Neighbourhoods.

* Development of priority actions for the 25/26 locality delivery plan.

* Primary Care Team work plan priorities

e Review the Primary Care Commissioning Terms of Reference in line with NHS GM PCCC

* Launch of LCS specification, collating sign up and mobilisation of delivery.

e Ensure the value and impact of investment into primary care is recognised within on-going UEC and wider
system discussions e.g. Sustainability Plan.

* To work with the central GM team to implement any contractual changes.

* BeCCoR 2025/26

Top Risks:
Locality Risk Identified Mitigating Actions Likelihood Impact Score
All If General Practices choose to implement/continue any of the actions Ongoing dialogue with LMCs, GP Board and other stakeholders.
within the BMA collective action, then patients may not get access to the 4 4
care they need in a timely manner, and has a potential knock-on effect to Dashboard in place to support monitoring.
other service Providers.
All Limited investment into General Practice reduce the ability and impact of Discussions are ongoing via BeCCoR and GM Primary Care Boards to support future 3 5
change available through commissioning decisions and options. funding and decision making processes.
All Competing pressures and work programmes across General Practice could Priorities have been reviewed and non-essential work stood down across teams to
impact the Medicines Optimisation Team ability to implement change and ensure focus on support to Practices and delivery of the programme. 3 5
deliver on Cost Improvement Plans (CIP).
All Limited / lack of resource within the Primary Care Team due to Continue to review and prioritise work received by Primary Care teams, as well as
organisational restructuring, requirement for running cost savings and engagement and negotiation across Primary Care and with wider teams to ensure
recruitment freezes. Morale and productivity in the team could continue appropriate prioritisation. 4 4
to be adversely impacted, and creates challenge in the ability to deliver . . . . .
L High level discussions have taken place with NHS GM primary care colleagues to
against its significant work programmes. ) L
explore economies of scale across localities.
Manchester Risk to business continuity associated with the potential closure of Programme Team is progressing a permanent build for June 26 completion
Hawthorn Medical Centre and co-located Walk in Centre due to lease (Currently the landlord is not offering an extension beyond 30 Dec 25).
break clause being exercised by landlord.
g y Discussions with the landlord continue and are likely to now include direct contact 4 4
Secondary risk around a lack of available space for a potential portacabin to landlord's Board. Page 15 of 123
solution. Manchester system partners are aware and engaged regarding .
the process Stakeholder engagement is under development.



This report updates / informs the NHS Greater Manchester PCCC on key themes, actions and risks from all localities. Individual locality reports included within appendices.

Key Themes:

e Updates on NHS GM dental / Optometry and Pharmacy commissioning

* Primary care risk register

* Updates provided on the progress against the progress against the GP Collective Action
* Capacity Access Improvement Plans / updates

* GM BeCCoR / LCS specification for 2025-26 / 2025-26 Primary care incentive scheme

* Locality Plan and GM Primary Care Blueprint

* Updates on the Locality financial positions / Primary Care Quality Updates

* Primary Care Network DES Assurance

Priority actions in next 2 months:

Review of the role of Primary Care in Neighbourhoods.

Development of priority actions for the 25/26 locality delivery plan.

Primary Care Team work plan priorities

Review the Primary Care Commissioning Terms of Reference in line with NHS GM PCCC

Launch of LCS specification, collating sign up and mobilisation of delivery.

Ensure the value and impact of investment into primary care is recognised within on-going UEC and wider
system discussions e.g. Sustainability Plan.

To work with the central GM team to implement any contractual changes.

* Primary Care Assurance/Practice Visits / Primary Care Network (PCN) Enhanced Access Plan e BeCCoR 2025/26

e 2025/26 GP Contract Changes

Key escalations for NHS Greater Manchester PCCC:

Locality Escalation

Manchester The impact of the NHS Reform, and the uncertainty, on staff health and wellbeing, morale and overall productivity against a backdrop of increasing additional workload and
expectation.

Salford Support needed from the central Greater Manchester primary care team to with regards the Newbury Green and Limefield merger.

Stockport BeCCoR financial analysis for Stockport includes elements of investment that may be shown in other localities as non-primary care therefore the investment shown for Stockport
primary care is overstated.

Tameside Urgency of developing GM LCS specification for 2026/27 to ensure timeliness of specification planning, financial planning and launch.

Wigan Highlighted that there currently isn’t a provision/approach to Protected Learning Time (PLT) for Dentists.
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This report updates / informs the NHS Greater Manchester PCCC on key decisions from all localities. Individual locality reports included within appendices.

Locality Decision Detail Meeting Period

Bolton * The committee approved the BQC Funding for 25/26 April 2025

* Bury LCS 2025/26 Variation- PCCC approved the variation as outlined in the appendix.

* Quality Assured Spirometry (QAS)- PCCC approved the proposal to fund the Commissioning of Quality Assured Spirometry for 2025/26 from the

Bury delegated budget. May 2025

* Primary Care Additional Support- PCCC accepted the recommendation to recommission the GP Federation to deliver the additionality (ARH and WSH)
for winter 2025/26

* Primary Care LCS scheme was approved and Risk register changes, there are five proposed changes to the risk register; one reduced risk, which is non-

HMR . .
escalating and four closed risks

May 2025

» Special Allocation Scheme — agreement to a change of provider and delivery location for 2025/26 (commenced 6 May 2025)
Manchester * PCN Enhanced Access proposal —agreement to change in delivery model of enhanced access. This means all enhanced access hours will be provided by May 2025
the PCN (rather than sub-contracting)

» 2025/26 Primary care incentive scheme

Oldh 202
am * Primary Care Assurance/Practice Visits NER] A
Salford * Approved the application from Newbury Green Medical Practice and Limefield Medical Practice to merge the patient lists. April — May
2025
Stockport * Approved the proposals for the Locally Commissioned Services Framework 2025/2026 March 2025
. * 2025/26 LCS specification was supported with this being also presented to Locality Board noting funding base and also reiterating alignment to delivery
Tameside . . . March 2025
of Locality Plan and GM Primary Care Blueprint.
Trafford * No Decisions Made April 2025
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GM Primary Care Commissioning Committee

9 June 2025

Required information

Details

Title of report

Reviewed Terms of Reference for GM
Primary Care Commissioning Committee

Author

Ben Squires, Director of Primary Care

Presented by

Ben Squires

Contact for further information

ben.squires@nhs.net

Executive summary

As part of NHS GM governance, committees
are required to regularly review their Terms of
Reference (ToRs).

Further to review of GM PCCC ToRs, and
considerations presented by the Good
Governance Institute, the Committee is
presented with proposed ToRs.

Within the revised ToRs, responsibility for
considerations and determination of Section
7A commissioning of services for GM are
included within the remit of the Committee.

The benefits that the population of Greater
Manchester will experience.

Strong oversight and governance to deliver
delegated commissioning responsibilities for
delivery of primary care services to the
population of Greater Manchester

How health inequalities will be reduced in
Greater Manchester’s communities.

Assurance of primary care services delivery
for GM includes the ICB responsibilities to
address health inequalities for the population.

The decision to be made and/or input
sought

Approve of proposed draft ToRs

How this supports the delivery of the
strategy and mitigates the BAF risks

Assuring robust governance under the ICB
Board.

Key milestones

Reviewed ToRs to be presented to NHS GM
Board.

Leadership and governance arrangements

Strategic Commissioning (Chief
Commissioning Officer)

Section 7a Commissioning (Chief Medical
Officer)

Engagement* to date

NHS GM Corporate governance team
Population Health team

Table 1 - core information relating to the content and creation of paper

Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N

Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report
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Introduction

1.0

2.0

2.1.

2.2.

Background

Across the governance for NHS Greater Manchester, the Good Governance Institute has
provided support and advice across the Terms of Reference for key Committees and Groups
of the ICB.

Each Committee is required to review their Terms of Reference, and report the outcome of
these reviews to the ICB Board.

Key Considerations

Although there is no statutory requirement to have a Board Committee. The model
delegation agreement states that “The ICB must develop an operational scheme of
delegation defining those individuals or groups of individuals, including committees, who
may discharge aspects of the Delegated Functions. For the purposes of this clause, the
ICB may include the operational scheme of delegation within its general organisational
scheme of delegation.” The assurance framework requires the ICB to have “appropriate
governance structures” in place. National guidance does not specify the detail of these
structures.

It is recognised that the established arrangements for GM PCCC present a clearly
identified place in the ICB governance for commissioning decisions pertaining to
delegated primary care to be made. Current NHS Reforms may change this
arrangement within the ICB over the coming year as its strategic commissioning function
is reviewed as part of the NHS Reform requirements.

Although NHS England has not yet delegated Section 7A (Screening and Immunisations
programmes) to ICBs nationally, the arrangements established under GM Devolution,
NHS GM have continued to have this function embedded within the organisation. GM
therefore is in a privileged position to make consideration of commissioning and delivery
of these services for our local population, presenting these considerations to NHSE (NW
Regional Office) to direct S7TA commissioned delivery.

The NHS GM PCCC initially held responsibility for these commissioning considerations
for S7TA. When the NHS GM Population Health Committee was established, this
responsibility transferred under that new Committee of the ICB. However, on review, it
has been identified that the commissioning considerations for these services will be
better served through the GM PCCC. As Vice Chair for GM PCCC Professor Manisha
Kumar holds the Chief Officer responsibilities within NHS GM and will have oversight of
for this function within the Committee.

Outcome of NHS GM PCCC consideration of Section 7A will be reported to the NHS
GM Population Health Committee for note, in accordance with the reviewed Terms of
Reference for that Committee.
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3.0 Recommendation
The Committee is recommended to agree the revised Terms of Reference presented
in the Appendix.
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APPENDIX:
NHS Greater Manchester
Primary Care Commissioning Committee

Terms of Reference — DRAFT FOR REVIEW

Purpose The purpose of the Primary Care Commissioning Group (‘the Group’) is to provide
executive oversight, coordination, and assurance of the delivery, transformation, and
operational performance of primary care services across NHS Greater Manchester, under
the delegation agreement with NHS England in respect of:

= Primary Medical Services

= Primary Dental Services and Prescribed Dental Services
= Primary Ophthalmic Services
= Pharmaceutical Services and Local Pharmaceutical Services

The Group is a component of NHS GM’s management governance framework and will
make commissioning decisions within delegated authority, ensuring alignment with
strategy, budget, and place-based plans.

Duties The Committee will:
Commissioning and Contracting

e Oversee delivery of delegated responsibilities for core and enhanced primary care
services (medical, dental, ophthalmic, and pharmaceutical).

e Approve service specifications and local incentive schemes within delegated
authority.

e Oversee contract performance, variations, and risks for primary care providers
across Greater Manchester.

o Oversee the implementation of national changes to the GP contract and other
primary care frameworks.

e Have commissioning and contractual oversight for delegated statutory Public Health
requirements as set out in the annual S7A Public Health Functions Agreement as
this relates to Greater Manchester

Delivery and Transformation

e Monitor delivery of the Greater Manchester Primary Care Blueprint and associated
locality delivery plans.

e Oversee delivery of programmes such as Modern General Practice, Access
Recovery, and integrated neighbourhood models.

e Lead planning, monitoring, and evaluation of funded improvement programmes
(e.g., winter access, workforce schemes).

Finance and Resource
o Ensure expenditure on delegated budgets is within envelope and aligned to NHS

GM priorities.
e Monitor use of improvement and transformation funding across GM and localities.
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o Recommend financial decisions beyond delegated limits to the Executive
Committee.

Workforce and Estates

e Oversee delivery of the GM primary care workforce plan and training/development
programmes.

e Monitor the estates programme across GM in relation to primary care needs and
investment priorities.

Quality and Risk
e Monitor primary care quality performance, provider resilience, and CQC compliance.
o Escalate risks to the Executive Committee, as appropriate.
e Maintain a GM-wide primary care risk register, informed by locality reports.
Sub-groups
o Receive reports from sub-groups including place-based primary care commissioning

committees, the Pharmaceutical Services Regulations Group and the Delegated
Commissioning Contracts Panel

Membership

The Committee shall comprise of the following members:

e Chief Commissioning Officer (Chair) - voting

o Chief Medical Officer (Vice-Chair) - voting

o Chief Finance Officer (or suitable nominated deputy with responsibility for primary
care finance) - voting

e Chief Nursing Office (or suitable nominated deputy with responsibility for primary

care quality) - voting

Director of Primary Care - voting

2 x Locality representation (via Chair of Place Based PCCC) — voting

Assistant Director of Primary Care (Operations)

Assistant Director of Primary Care (Development)

Assistant Director of Finance (Primary Care)

Head of s7a Public Health Commissioning and Operations

Primary Care Provider Representative — General Practice

Primary Care Provider Representative - Dentistry

Primary Care Provider Representative — Community Pharmacy

Primary Care Provider Representative - Optometry

Provider and place representatives may be invited to attend meetings but are not voting
members.

Delegated
authority

The Group is established as a management group under the executive governance
structure of NHS GM. It is authorised to:

¢« Make decisions on contracting and delivery within its delegated authority and
budget envelope

e« Recommend decisions beyond its remit to the Executive Committee

o Commission reports, working groups, and task-and-finish groups as necessary

e Access support and data from across NHS GM and its partners

Page 23 of 123




Meeting
management

Frequency
The Committee shall normally meet bi-monthly.

Agenda and papers

The agenda and papers for meetings will be distributed five working days in advance of the
meeting.

Attendance and Quorum

A quorum shall consist of:

One executive chair or deputy

Two primary care function managers (including at least 1 locality representative)
One finance representative

One clinical or quality lead

Members should attend at least 75% of meetings within any calendar year.
Attendance will be monitored and addressed by the Chair.

Support
The committee will be supported by the Primary Care Directorate, including governance
and administrative support.

Conflict of interest

Conflicts of interest should be disclosed and managed in line with the NHS GM Conflict of
Interest Policy. The chair is responsible for the management of all conflict of interest
matters.

Reporting
The Group will report to the Board via the Chief Commissioning Officer and:

e Submit highlight reports and key decisions monthly

o Escalate risks, issues, or decisions beyond its remit

e Provide updates to the NHS GM Board via the Quality, Finance, or Performance
Committees as required

Annual self-assessment
The Terms of Reference will be reviewed annually.

As part of assurance and accountability to NHS England, the Committee will ensure that
appropriate reporting and self-declaration of delegated commissioning responsibilities is
completed and submitted to NHS England as required.

The Group will conduct a self-assessment of its effectiveness and revise its duties or
membership as needed.

Date agreed by the Primary Care
Commissioning Committee:

Date approved by the Board:

Review date:
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GM Primary Care Commissioning Committee

9t June 2025

Required information

Details

Title of report

ICB Delegated Commissioning Self-Declaration

Author

Janna Rigby, Assistant Director of Primary
Care Operations

Presented by

Ben Squires / Janna Rigby

Contact for further information

janna.rigby@nhs.net

Executive summary

Further to the MIAA Internal Audit findings of
Substantial Assurance pertaining to the Self-
Declaration of NHS GM in regard to the
discharge of its delegated primary care
functions, and previous consideration by GM
PCCC (February 2025), this report provides
Committee with the final Quarter 4 assurance
position as part of the agreed process, for
submission of the Self-Declaration on an
annual basis.

The benefits that the population of Greater
Manchester will experience.

By holding delegated commissioning
responsibilities for primary care services,
NHS GM is able to design services and
pathways of care that better meet local
priorities, ensuring continuity of patients and
improved care quality and health outcomes
for the local population.

How health inequalities will be reduced in
Greater Manchester’s communities.

Through delegated commissioning

responsibilities of the ICB, local primary care
services are able to be designed to address
the health inequalities of local communities.

The decision to be made and/or input
sought

Approve the Quarter 4 — final Self-Declaration
for submission at the end of the Year.

How this supports the delivery of the
strategy and mitigates the BAF risks

Key milestones

Leadership and governance arrangements

Sign-off of the Self-Declaration shall be by the
Chair of the Committee

Engagement* to date

n/a

Table 1 - core information relating to the content and creation of paper

Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N N N N

Table 2 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report
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Introduction
1.0 Background

NHS England’s Primary care commissioning assurance framework requires Integrated Care Boards
(ICBs) to complete an ‘annual self -declaration form’ covering its delegated primary care functions
under five headings:
e General
Pharmaceutical Services
Primary Ophthalmic Services
Dental Services
Primary Medical Services

The framework further states that for consistency across each of the delegated functions, the
assurance requirements have been grouped into four domains, each covering core components of
commissioning assurance. The domains underpin the completion of the self-declaration and are:

e Compliance with mandated guidance issued by NHS England

e Service provision and planning

e Contracting

o Contractor/ Provider compliance and performance.

The framework sets out ‘what will NHS England need to be assured of and ‘examples of the type of
data that could be provided to demonstrate assurance’.

The self-declaration must be accompanied by ‘evidence of compliance’ and the ICB must give a
red/amber/green (RAG) rating to its response to each question. The Self-Declaration Form as
issued by NHS England to NHS GM for 2023/24 is presented in Appendix 1. NHSE North West
colleagues have indicated the submission for 2024/25 will be in the same format.

2.0 Process for Self-Declaration

As part of the NHS GM ICB internal audit programme (2024/25) by MIAA included Delegated
Primary Care Functions — Review of Annual Self-Declaration. This audit reported that there is
considered to be good system of internal control designed to meet the system objectives, and that
controls are generally being applied consistently. The overall opinion of the report was that there
was ‘Substantial Assurance’.

In accordance with report to GM Primary Care Commissioning Committee (PCCC) in December
2024, it is intended that going forward assurance shall be provided to the Committee throughout the
year against the delegated primary care functions.

As we approach the end of year 2024/25, the Committee is presented with draft Self-Declaration in
Appendix 1 of this paper for review and comment.

3.0 Recommendation

The Committee is requested to approve the ICB Delegated Commissioning Self-Declaration for
2024/25.
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Appendix 1: Annual self-declaration form

ICB Assurance Framework

Delegated Primary Care Functions - Self-certification.

For each question, please rate your response following the key provided below. Full details of what assurance

is required for each domain is set out in Table 1 of the Framework.

Non-compliant

Amber

Compliant but some risks identified

Green

Fully compliant

ICB Name
Year to which certification applies

NHS Greater Manchester

2024/2025

R/AIG Comments
Rating
Compliance with the Delegation In accordance with the Delegation Agreement,
Agreement Has the ICB complied with the NHS GM has reported contractual matters (e.g.
terms and associated responsibilities and APMS contract length in excess of 5 years,
measures required to ensure the effective and procurement outcome legal challenges, etc) to
efficient exercise of the Delegated Functions? NHSE NW office, and maintains regular contract to
ensure ongoing assurance for NHSE.
Governance structures Primary Care Commissioning Committees are
Does the ICB have the appropriate established at GM and locality level, with
governance structures for the delegated consistency in the terms of reference.
functions in place to enable the commissioning Delegated Commissioning Contracts Panel
and delivery of high (DCCP) manages contractual matters for all
quality care Primary Care (GP, Optometry, Community
Pharmacy and Dental). PSRC
Pharmaceutical Services
R/IA/G Comments
Rating
Compliance with mandated Guidance issued by NHS England

Has the ICB understood and complied with all
nationally set operating procedures and
policies (e.g. the Pharmacy Manual)?

Evidence through PSRC minutes

Service provision and planning

Has the ICB been actively involved with all
Pharmaceutical Needs Assessments (PNA) in
their area, as undertaken by HWBs in year?

The ICB contributes to all PNAs for Greater
Manchester through the HWBs engagement and
consultation processes.

GM PSRC has reviewed the 10 local PNAs for

Has the ICB assured itself that there are no
material gaps (as defined by the PNA) in
pharmaceutical provision and has it taken
action to address any gaps identified?

material gaps in provision and maintains
consideration of any supplementary statements
which may be issued against published PNAs.
The process for latest GM PNAs review (2025) is
underway. Resulting PNAs will be reviewed by
PSRC.

Can the ICB confirm that all payments made to
community pharmacy contractors, dispensing
appliance contractors and dispensing doctors
are as outlined in the Drug Tariff, in line with
usual NHSBSA custom and practice or are
made within other formal contractual routes
(e.g. LPS contracts or NHS Standard Contract)?

Payments are processed in accordance with the
ICB Scheme of Delegation.

The ICB has secured additional assurance by
undertaken Post-payment Verification.
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Can the ICB confirm that all contracts put in
place for local enhanced services are in line
with The Pharmaceutical Services (Advanced
and Enhanced Services) (England) Directions
20137

Has the ICB obtained written consent of NHS
England prior to making any new LPS
schemes?

During 2024/25, there have been no new LPS
schemes commissioned within the ICB.

Can the ICB confirm that all applications for
the Pharmaceutical List received by the ICB
related to community pharmacy contractors,
dispensing appliance contractors and
dispensing doctors have been decided within
their regulatory timescales? Reasons should
be provided where this is not the case.

All applications are received by PSRC through the
monthly meeting schedule. In the cases where the
timescales do not meet with regulation, the panel
manages through a process of virtual
consideration and decision.

Contractor/ Provider compliance and performance

Can the ICB confirm that it has the necessary
processes in place to comply with all
guidance/regulations for contractor compliance
and has taken appropriate action where
necessary.

PSRC has introduced regular review of NHS
Resolution determinations, to ensure application of
learning and adherence to outcomes.

Can the ICB confirm that contractors have
completed the Community Pharmacy
Assurance Framework (CPAF) and it has
taken appropriate action where this is not the

Due to robust processes being in place, it is known
that there are 3 pharmacies that have not
submitted the CPAF. This has been duly reported
to PSRC and following due process, agreement

case? given to issue remedial notices as appropriate.
Primary Ophthalmic Services

R/IA/G
Rating

Comments

Compliance with mandated Guidance issued

by NHS

England

Has the ICB understood and complied with all
nationally set operating procedures and
policies

(e.g. the Eye Health Policy Book)?

Further to the actions resulting from the MIAA
audit, internal processes have been improved to
ensure that the ICB is compliant and can provide
assurance that this is in place.

Service provision and planning

Can the ICB confirm that it has the necessary
processes in place to plan and manage
service provision.

Further to the actions resulting from the MIAA
audit, internal processes have been improved to
ensure that the ICB is compliant and can provide
assurance that this is in place.

Can the ICB confirm that it is managing the
processes involved for new, varied and
terminated

contracts effectively and efficiently.

Further to the actions resulting from the MIAA
audit, internal processes have been improved to
ensure that the ICB is compliant and can provide
assurance that this is in place.

Contractor/ Provider compliance and performance

Can the ICB confirm that it has the necessary
processes in place to comply with all
guidance/regulations for contractor compliance
and

has taken appropriate action where necessary.

Further to the actions resulting from the MIAA
audit, internal processes have been improved to
ensure that the ICB is compliant and can provide
assurance that this is in place. Contract
compliance is monitored regularly and including
through PPV opportunities. Adherence to
contractual requirements is managed by due
process and reported through DCCP for

transparency and accountability.
Dental Services

R/AIG
Rating

Comments

Compliance with mandated Guidance issued by NHS England
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Has the ICB understood and complied with all
nationally set operating procedures and
policies (e.g. the Policy Book for Primary
Dental Services)?

Substantive engagement with national colleagues
to ensure that local commissioning developments
(such as PAQS) are compliant with national
procedures and policies.

Service provision and planning

Can the ICB confirm that it has the necessary
processes in place to plan and manage
service provision.

Contract compliance is monitored regularly and
including through robust mid and end of year
processes. Population health needs, access and
commissioning gaps are planned in accordance.

Can the ICB confirm that it is managing the
processes involved for new, varied and
terminated contracts effectively and efficiently.

Contract compliance is monitored regularly and
including through robust mid and end of year
processes. Contract changes and notices are
reported through governance for transparency and
accountability.

Does the ICB have local process mechanisms
in place for the collection of data relating to
decisions on Discretionary Payments or
Support?

Robust processes for data analysis and decision
making are in place to support cases where this is
warranted.

Contractor/ Provider compliance and performance

Can the ICB confirm that it has the necessary
processes in place to comply with all
guidance/regulations for contractor compliance
and has taken appropriate action where
necessary.

R/IAIG
Rating

Commissioners and clinical leads regularly engage
with provider colleagues to ensure consistent
messaging. ldentified issues escalated through
appropriate channels and wider engagement with
stakeholders as required e.g. professional
standards.

e R

Compliance with mandated Guidance issued

by NHS

England

Has the ICB understood and complied with all
nationally set operating procedures and
policies (e.g. the Primary Medical Care Policy
and Guidance Manual?)

NHS GM DCCP refers to Policy Manual for
consideration of contractual matters.

Service provision and planning

Can the ICB confirm that it has the necessary
processes in place to plan and manage
service provision

Delegated management oversight in place for GM
and locality coordinated approach. National
programme delivery coordinated at GM level e.g.
PCARP

Does the ICB have local process mechanisms
in place for the collection of data relating to
decisions on Discretionary Payments or
Support?

Robust processes for data analysis and decision
making are in place to support cases where this is
warranted.

DCCP receives appeals cases with consideration
for individual circumstances and with management
of precedent.

Does the ICB have processes to implement
Premises Costs Directions Functions?

Robust financial processes in place for adherence.

Contractor/ Provider compliance and performance

Has the ICB got the appropriate systems and
processes in place to manage quality and
performance of providers? Has the ICB taken
appropriate action where necessary.

We are confident that the systems and processes
in place, do enable identification of and support to
providers where required, however it is
acknowledged that these could be strengthened,
as part of internal QI considerations regarding
ways of working. Legacy variation remains from
CCGs, however appropriate systems are in place
across GM.

GM governance for Primary Care Quality Group
and Primary Care Quality Leads Network
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GM Primary Care Blueprint Chapter 8 - Quality
Improvement and Innovation driving collective
ambitions for greater consistency where
warranted. A comprehensive Primary Care Quality
Framework is in development for GM, with the
General Practice version due to be launched in
June 2025. Work is already underway to develop
the framework further to include Community
Pharmacy, Optometry and Dentistry.
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Executive Summary

This is the year 2 (2025/26) delivery plan for the Greater Manchester Primary Care Blueprint. Delivery
of the GM Primary Care Blueprint is organised into 8 chapters with programmes, projects, actions and
initiatives required to progress toward the blueprint deliverables (as agreed in the original strategy
document in 2023) sitting under these. This document also describes the approach to the rolling review
of the plan and references the role of the Blueprint Delivery Unit Programme Management Office in the
coordination, reporting, and risk and assurance processes which will support the effective system-wide
engagement with and delivery of actions.

Introduction

The Greater Manchester (GM) Primary Care Blueprint is a five-year plan for Primary Care across
Greater Manchester. It describes how we will to address the risks to the stability and sustainability of
primary care as highlighted in the Fuller Stocktake (2022) and sets out our prescription for change.

Developed in a truly collaborative way across our primary care family in Greater Manchester, each of
the Blueprint chapters has been widely engaged across sectors and localities and written by a
triumvirate partnership of chapter leads representing different parts of the system. The Blueprint is fully
inclusive of community pharmacy, dentistry, general practice, and optometry, and it has been
developed through extensive consultation with the Voluntary, Community and Social Enterprise sector,
the Alternative Provider Collaborative, and the public; therefore, referencing the key areas of primary
care in Greater Manchester. The Blueprint was formally signed off by the GM system at the GM
Integrated Partnership Board on 29th September 2023, and the final version can be found here.

Though a great deal of progress took place in year 1 of the blueprint against key deliverables, the need
to ensure a resilient, sustainable and stable primary care sector remains. The past year has seen a
maintained high volume and complexity of demand across all provider types, coupled with challenges
to capacity. Greater Manchester ICB is currently responding to an enforcement undertakings process
in light of an ongoing financial deficit and is responding to the ongoing process associated with NHS
England reform. This context further highlights the need to transform and services and make the most
effective use of resources whilst guaranteeing good quality and accessible care for all. The role of
blueprint delivery in supporting system sustainability is explained in further detail below.

Delivery Plan: Purpose

Where the blueprint sets out the agreed ambitions of Greater Manchester’s Primary Care system, the
delivery plan describes the underpinning actions which will be taken in order to meet these ambitions.
Given the iterative and evolving nature of the blueprint, it was agreed that a yearly delivery plan is
developed as opposed to a 5-year view of the totality of the period of 2024 - 2029. This will enable
teams to continually review their progress toward agreed deliverables with the opportunity to flex the
approach in response to changes and challenges in the system.

The yearly delivery plan for Year 2 of the blueprint (2025-26) has been developed following extensive
review of documentation from the blueprint work-up in summer 2023, highlight reports from the 2024/25
delivery plan and engagement with the triumvirate chapter leads and broader colleagues across the
GM primary care system throughout 2024 and 2025. Through the GM Blueprint Implementation Group
meetings of April 2025, colleagues involved in the blueprint were requested to review, feed back and
confirm the actions included in each chapter. The delivery plan recognises the key transformational
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aspects of work both planned and underway, there remains a wealth of work being undertaken as
business as usual across the entire system. Summaries of the key actions per deliverable over this
year of the plan are featured as the main body of this document, starting on page 7. Also featured is a
high-level view of the interdependencies of actions both within and across each chapter. For further
information on resourcing, risks, governance and delivery, please contact:
england.primarycaretransformation@nhs.net

Links with National Strategy and Context

It is anticipated that primary care will have a key role to play in recently announced national policy
proposing NHS reform over the short, medium and long term.

Following the General Election in July 2024, the Government commissioned Professor Lord Darzi to
conduct an independent investigation into state of the NHS. The findings of the report described the
NHS as being in serious trouble, that the social determinants of ill health have worsened, and that the
health of the population, particularly children, has deteriorated. The report also pointed to a number of
major challenges facing the NHS, including unmet demand for its services, its performance in achieving
its national targets, low staff morale and lack of patient voice, and an unstable financial position.

The findings of the report have led the Government to propose three major shifts in how the health and
care system works in England. These shifts are:

¢ Moving care from hospitals to communities: The biggest improvements to health and
care will come from prioritising services outside of hospital, that means greater investment
in the primary and community services that support people before they end up needing
hospital treatment.

e Making better use of technology — ‘from analogue to digital’: utilising digital technology
to improve patient experience and outcomes, helping to deliver the long-held but
unrealised ambition of moving care closer to home.

e Focussing on preventing sickness, not just treating it: Political focus on health
strategies that keep people healthy and prevent iliness in the first place.

The Government has also stated its support for the development of a Neighbourhood Health Service
in each area as part of the NHS, providing more proactive and personalised patient care. There is a
strong link here with the findings of the Fuller Stocktake (2022) regarding the role which primary care
can play in supporting people closer to their homes. This delivery plan is aligned with the outcome
measures defined in emerging Neighbourhood Health guidance:

e Avoiding or slowing health deterioration, preventing complications and the onset of
additional conditions, and maximising recovery whenever possible to increase healthy years of
life

o Streamlining access to the right care at the right time, including continued focus on access
to general practice and more responsive and accessible follow-up care enabled through remote
monitoring and digital support for patient-initiated follow-up

e Maximising the use of community services so that better care is provided close to or in
people’s own homes

e Reducing emergency department attendances and hospital admissions, and where a
hospital stay is needed, reducing the amount of time spent away from home and the likelihood
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of being readmitted to hospital

« Reducing avoidable long-term admissions to residential or nursing care homes

e Reducing health inequalities, supporting equity of access and consistency of service
provision

o Improving people’s experience of care, including through increased agency to manage and
improve their own health and wellbeing

o Improving staff experience

e Connecting communities and making optimal use of wider public services, including those
provided by the VCFSE sector

It is anticipated that the above points will become the basis of the Government’s 10-Year Plan for
Health. The plan is expected to be published after the Spending Review in 2025.

The reform of NHSE and ICBs was announced during development of this delivery plan. Though major
reforms have been described, it is recognised at city regional level that primary care and
neighbourhood working will be central to the delivery of the three shifts, and comprises a major part of
Greater Manchester’s response to the reform process so far. The structure of this delivery plan is
intended to support the system’s focus on primary care actions and contribution to the three shifts
throughout this time of change and beyond.

Links with Local Strategy and Context

The Blueprint describes primary care’s contribution to the Greater Manchester ICB Joint Forward Plan,
and to success of a series of local and national strategies, including primary care operational planning
deliverables which are contingent on delivery of the key actions within the blueprint. The intention is
that reporting through the blueprint will also be used to form the basis of reports to our national and
regional colleagues as per ICB responsibilities, avoiding duplication of reporting from teams wherever
possible.

GM Sustainability plan

A transformed primary care system is fundamental in supporting the delivery of the GM Sustainability
plan, which is our system plan to address the current challenges of worsening population health, rising
demand for health services and growing financial pressures. The GM Sustainability Plan confirms that
performance against care processes should be measured as key markers of a well-functioning system
that is leading action against GM health deterioration/ impact of non-demographic growth.

The sustainability plan consists of four ‘pillars’, delivery of which covers the full range of GM missions
to ensure the stability and sustainability of our services and enabling people to live good lives — many
of which cross over with the blueprint chapter themes. These pillars are:

e Cost improvement in both providers and the ICB and system productivity will enable the
effective recovery of core NHS services and support our workforce, thus enabling financial
sustainability.

e Reducing prevalence — acting on the wider determinants of health — will be enabled through
strengthening our communities and helping people to stay well and detecting illness earlier, as
well as enabling people to get into and stay in good work.

o Proactive care will also help people to stay well and detecting illness earlier, as well as enabling
people to get into and stay in good work, and contributing to recovering NHS services and thus
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enabling financial sustainability.

o Optimising care will enable the system to move towards the model of health described in our
strategy and missions. It will also enable people to stay well and detect iliness earlier, the
effective recovery of core NHS services and support for our workforce, thus enabling financial
sustainability.

An integrated primary care system, able to support seamless interface and safe transfer of care
between disciplines and to secondary care will be a core enabler of the sustainability plan.

GM Health and Care Review

The GM Health and Care Review, which commenced in November 2024, sets out a series of guiding
principles the system will follow to review and transform services across GM to best meet the
communities we serve. Its purpose is to guide how resource, investment, time and attention is
prioritised, ensuring that GM citizens are seen in the most appropriate care setting to meet their needs,
with equitable service provision which makes the most of technological advances and digital innovation.
The review describes ‘how’ GM will begin the ‘left shift’ of resource closer to where people live in the
interest of preventative and personalised care. This work is supported by a Sustainable Services
Review — exploring the transfer of management of some gynaecology and ophthalmology services
from secondary to primary care settings.

Greater Manchester Mayoral Ambitions — LiveWell and Prevention Demonstrator

A resilient and stable primary care system will be central to the GM Mayoral ambition of developing a
‘Live Well'’ model across the city region which being planned by partners across the Greater
Manchester Integrated Care Partnership and Greater Manchester Combined Authority.

LiveWell is a development of Greater Manchester's neighbourhood model of care, offering citizens
wraparound support from health, care, voluntary, community, faith, social enterprise sector,
employment and other public services to keep people well and support them to find good work. GM
Live Well provides the framework for accelerating existing prevention approaches so that the full
neighbourhood model is consistently available to everyone in the GM City-Region. It will bring about a
radical shift in how we collaborate with people and communities to reduce health, social and economic
inequalities.

LiveWell is part of a broader GM proposal to government to be a Prevention Demonstrator — an
opportunity to realise our long-held ambitions around preventative public service delivery and our
appetite to further integrate health (particularly prevention and Primary Care) with other public services.
The Demonstrator will be based on the fundamentals of the GM system: our neighbourhood model;
Live Well; a blend of primary, secondary and tertiary prevention; enabled through the single GM Health
and Care Record and our Population Health Management approach.

The deliverables proposed in the original blueprint document, and the actions detailed in the yearly
delivery plans describe the primary care system’s response to these local and national priorities,
ensuring the stability and sustainability of our services in the short to medium term whilst putting
Greater Manchester in the best possible position to transform in the future.
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Delivery of Actions

As with the drafting of the Primary Care Blueprint (2023), the success and delivery of the actions in the
delivery plan involves and will be achieved by all who are involved in the planning, commissioning and
delivery of Primary Care services in Greater Manchester. This collective involvement is referenced as
the Blueprint Delivery Unit.

Given the continuing financial challenges being faced by the system, the actions featured in this
delivery plan focus mostly on what may be achievable in year 2, and ongoing actions from year 1,
though there remain references to longer term ambitions where appropriate. The scope of some of the
actions agreed previously in year 1 have been changed in the event where less than expected resource
or capacity was available. This ensures that work can still be carried out actively with existing resource
and team capacity. Links between action outputs and overall ambitions of the blueprint will be identified
throughout the operation of this delivery plan.

There is a recognition of sustained pressures and constrained capacity within the system, and the
delivery plan has been developed in a way which will enable individual programmes to flag where they
need to change so that work can be delivered according to need whilst ensuring stability and
sustainability for providers.

Coordination, reporting, assurance, risk management and monitoring interdependencies and cross
cutting programmes will be supported by a central Blueprint Delivery Unit Programme Management
Office (PMO). This small team will support the programme teams and action leads in the delivery of
the blueprint actions through recognising interdependency and encouraging the linking together of work
where required, as well as providing a link into GM Primary Care governance in support of driving
implementation, decision making, engagement, supporting alleviation of challenges and management
of risks. The Delivery Unit PMO will regularly liaise with the teams carrying out the actions, as well as
making connections between the work and drawing in support from senior strategic leaders, subject
matter experts and locality leaders where appropriate.

A key function of this PMO is to provide a mechanism through which we can tell the story of primary
care in Greater Manchester and demonstrate the benefits of our unified primary care system —
recognising and speaking up about areas of good practice, as well as supporting the adoption,
adaptation and spread of things that work well.

The Blueprint Delivery Unit PMO will report into the Blueprint Implementation Group (attended by
providers and commissioners) which is accountable to the Primary Care Commissioning Committee
(PCCC) and therefore, the Board of NHS GM. The Blueprint Delivery Unit will also undertake ongoing
engagement regularly with Greater Manchester Primary Care Provider Board (PCPB) and NHS GM
commissioning colleagues.

Commissioning and delivery of nationally directed and statutory work shall be accountable to the GM
Primary Care Commissioning Committee (GM PCCC). Development and implementation of local
services shall be governed through, locality Primary Care Commissioning committees who are
accountable and report into the GM PCCC. However, where progress on this type of work impacts
blueprint delivery, it shall be reported through to the Blueprint Implementation Group.

The work of the Blueprint Delivery Unit is supported by a Blueprint Coordination and Oversight Group

comprised of a small number of senior colleagues in the system which provides:
. Programme Oversight and co-ordination
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. Problem solving and supporting resolution of issues / blockages to chapter areas.

. Monitoring risks to delivery and advise and drive mitigatory actions.
. Establishment of links to key GM programmes and groups to support delivery.
. Highlighting good practice to be shared.

Summary of Chapter Structure

The following chapters describe the agreed actions to take place in year 2 (2025/26) to contribute to
achieving the ambitions outlined in the original blueprint document. Information regarding the nature of
resources available to deliver on the actions, such as funding sources and teams and system level
groups assigned to plan and deliver the work, is held by the Blueprint Delivery Unit PMO.

In the right-hand column, details are given as to interdependent actions and chapter themes, delivery
of which will be contingent to the success of the blueprint. The alignment of blueprint actions with local
and national strategies is also featured in this column to further link ongoing work to this wider context.
Actions relating to specific provider disciplines are clearly denoted in the ‘deliverable’ column.

For this year’s plan, the decision has been taken to absorb the actions and deliverables composing the
‘health inequalities’ chapter into the Integrated Working in Neighbourhoods (chapter 2) and Prevention
(chapter 3) themes. This is following feedback from the Blueprint Implementation Group that to truly
integrate and progress approaches to supporting communities of identity, underserved populations and
inclusion health and CORE20PLUSS5 groups, the approaches must be taken as part of ‘business as
usual’ rather than as a chapter in silo. Reducing health inequalities and disparity across the city region
is @ mainstay of the Greater Manchester Strategy and the Integrated Care Partnership strategy, and
the intention is to run this theme as a golden thread throughout reporting on each chapter.

Throughout the workup of this plan, it was recognised that in many cases, implementing new
programmes and transforming services can lead to double running, which has an impact on the
bandwidth of staff and teams to deliver. This pressure is recognised as a key risk to the delivery of the
blueprint as a whole. The Blueprint Delivery Unit PMO will work with teams to identify where this
becomes an issue and flag to system leaders in the governance to support where possible to do so.
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Chapter 1: Demand, access and capacity

Providing residents with timely and appropriate access to care, balancing demand with the capacity to
meet service users' needs. Creating a system where processes are streamlined, easy to navigate, and
integrated within neighbourhoods that prioritise prevention, self-care, and early diagnosis.

Success measures:

e Modern General practice approach embedded, reducing the 8am rush

o National access standards met — 14-day GP access and patient experience of access
« Increasing referrals and treatment through Pharmacy First clinical pathways

e Growth in the number of emergency dental appointments provided

e Improved user experience when accessing primary care supported by simple and efficient pathways

Deliverable

Year 2 Action 2025/26

Key interdependencies

1.1 Dental: Promote
and expand access to
NHS Dentistry via the
continuing delivery of
our Dental Quality
Access Scheme,
building on the
success achieved
during 23/24 and 24/25.

Continuation of Dental Quality Access Scheme and expansion of the
pathway to support care leavers.

Blueprint Chapters: Prevention,
Sustainability

GM Strategy: GM Fairer Health for All
Deliverable, GM Sustainability Plan
National Strategy: National New
Patient Premium, Operational
Planning Guidance

1.2 Dental: An
improvement in
children's dental health
services.

Increase the number of Child Friendly Dental Practices (CFDP) to reduce
the number of children being referred to dental extraction under General
Anaesthetic.

Blueprint Chapters: Prevention

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Sickness to
Prevention

Continuation and completion of the Oral Health Needs Assessment to
determine re-investment of resources as a result of contract hand backs.

Blueprint Chapters: Prevention
GM Strategy: GM Respiratory
Strategy

National Strategy: Sickness to
Prevention

7
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Maintain the pathway for looked after children being referred into Dental
Practices and ensure that they have a dental home.

Blueprint Chapters: Prevention

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Sickness to
Prevention

Increase the number of children accessing NHS dental practices who
receive fluoride varnish application.

Blueprint Chapters: Prevention
National Strategy: Sickness to
Prevention

1.3 Dental: Increase
number of healthy
living dental practices

To increase the number of health living dental practices from previous year
— number of practices to be planned in line with funding confirmation.

Gold standard Healthy Living Dental practices to share the learning so far.
Continuation and growth of the programme is a part of commissioning
intentions and planning for 25/26.

Blueprint Chapters: Prevention
GM Strategy: GM Live Well,
Prevention Demonstrator

1.4 Community
Pharmacy: Expand
community pharmacy
services across GM in
line with National
Primary Care Access
Recovery Plan and
NHSE Pharmacy First.

Continued delivery and embedding of Pharmacy First (Clinical Pathways)
service, offering self-care advice, minor illness support and supply of NHS
medicines for 7 conditions under PGD.

Support and engagement from general practice will be required to increase
referrals to community pharmacy to meet Pharmacy First thresholds.

Blueprint Chapters: GP Access,
Prevention, Sustainability, Digital

GM Strategy: GM Fairer Health for All
Deliverables

National Strategy: NHSE Recovering
Access to Primary Care (2024)
Operational Planning Guidance
Sickness to Prevention

Increase provision of Pharmacy contraception service (1st December Tier
2), including the launch of the nationally commissioned Emergency
Hormonal Contraceptive service from October 2025 and linking with
broader women’s health approach in GM.

Blueprint Chapters: Prevention
(Linkage to women’s health work
described in deliverable 3.5)

GM Strategy: GM Fairer Health for All
Deliverable, GM Women’s Health
Strategy

National Strategy: NHSE Recovering
Access to Primary Care (2024)

Increase provision of Hypertension Case Finding services, with a focus on
supporting pharmacies to increase their proportion of ABPMs conducted.

Blueprint Chapters: Prevention
(Links to CVD prevention described in
deliverable 3.2)

GM Strategy: GM Fairer Health for All
Deliverable; GM Sustainability Plan
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and GM Multiyear Prevention Plan,
CVD Prevention Plan

National Strategy: NHSE Recovering
Access to Primary Care (2024)
Sickness to Prevention

NEW DELIVERABLE
1.5 — Continued
delivery and
embedding of broader
community pharmacy
advanced services

Development of a consistent Minor Ailments Service (MAS) including a
relaunch of the service to include a review of fees and specification to
reduce operational burden and maximise coverage and access across all
GM localities.

Blueprint Chapters: Prevention (3.2),
Sustainability (4.1)

GM Strategy: GM Sustainability Plan
National Strategy: Hospital to
Community

Continued development of NHS 111 and UEC Pharmacy First across all
trusts as an additional referral route with a Community Pharmacist for a
minor illness or urgent meds supply.

All to be live by end of Q1 2025 and fully embedded in time for winter
2025/26

Blueprint Chapters: Sustainability
4.2)

GM Strategy: GM Sustainability Plan
National Strategy: Operational
Planning Guidance

Hospital to Community

Continuing and embedding the Discharge Medicines Service - supporting
medicines optimisation and reconciliation to improve patient safety and
reduce hospital readmission post discharge.

Blueprint Chapters: Sustainability,
Prevention

National Strategy: Sickness to
Prevention, Hospital To Community

Continuing implementation of other nationally commissioned services such
as New Medicines Service and Smoking Cessation Service.

Blueprint Chapters: Prevention
National Strategy: Sickness to
Prevention, Hospital To Community

1.6 Optometry:
Promote and increase
the number of patients
accessing Community
Urgent Eye Care
Service (CUES) without
going to their GP.

Ongoing work to expand the Independent Prescribers in Optometry work -
LEHN working with the confederation of GMLOCs. Ensuring funding
sources are aligned/grouped appropriately.

Communication plan to be developed to promote CUES. Provider to work
with GM Comms team.

Blueprint Chapters: Sustainability,
Community Pharmacy, Workforce
National Strategy: Hospital To
Community

Development of a single CUES contract and specification across all of GM.

Blueprint Chapters: Sustainability
GM Strategy: GM Sustainability Plan
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NEW DELIVERABLE
FOLLOWING
COMPLETION IN YEAR
1

1.7 Optometry:
Development and
embedding of other
optometry services
following successful
expansion of the
Glaucoma Enhanced
Referral Service in
24/25

Implementation of a Single Point of Access with clinical triage for routine
ophthalmology referrals

Blueprint Chapters: Sustainability,
Prevention

National Strategy: Analogue to
Digital

To support the rollout of the Glaucoma Monitoring Service.

Blueprint Chapters: Prevention
National Strategy: Sickness to
Prevention, Hospital to Community

To progress actions in support of addressing the unwarranted variation in
services across cataract pathways

Blueprint Chapters: Prevention,
Sustainability
GM Strategy: GM Sustainability Plan

NEW DELIVERABLE
1.8 Delivery of
supportive system
actions in response to
local need and national
transformational
primary care strategies
whilst maintaining our
local GM approach to
primary care.

Driving GP access, better experience of access and tackling unwarranted
variation for the GM Population.

Finalising the GM approach to use of data and intelligence to inform
GP contract and commissioning oversight, quality improvement and
practice support

Developing an ICB approach to GP risk stratification and
communicating this to all Providers

Embedding of Modern General Practice access model across GM
through facilitation of the practice level support (PLS) offer

Supporting practices with meeting contract requirements and in
particular to adopt online consultation (in place for October 2025)

Roll out of GM Peer Ambassadors programme, ensuring that all
localities have appointed a Peer Ambassador by end of June 2025.
Setting out the process, timescales and support for PCNs to enable
PCNs to take advantage of the Capacity Access and Improvement
Payments (CAIP) incentive scheme

Progression of Patient Led Ordering of Medications to provide patients
a more convenient experience of prescription ordering

Implementing early recommendations associated with the refreshed
GP: CP interface work - Primary Care: Improving Patient Care through
Integrated Working document.

Blueprint Chapters: Integrated
Neighbourhood Working, Digital
Chapter deliverables, Sustainability
(4.2), Education and training
subtheme in workforce chapter (8.3),
Quality Chapter for PLS/ Peer
Ambassadors

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: NHSE Recovering
Access to Primary Care (2024)
Operational Planning Guidance
Analogue to Digital, Sickness to
Prevention, Hospital to Community.

10
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Items above are set out in the 4 priority domains identified in the NHSE
facilitated ICB Commissioning and Transformation (CATS) self-
assessment exercise that took place in March 2025.

1.9 General Practice:
Fully implement and
embed Better cloud-
based telephony
across General
Practice to facilitate a
more effective patient
experience in
contacting the practice

Embedding digitally enabled primary care access and better digital
telephony in partnership, supported by Digital Facilitators as part of the
Digital First Primary Care Programme

Blueprint Chapters: Digital Chapter,
Education and training considerations
for staff to make full use of digital
means.

National Strategy: NHSE Recovering
Access to Primary Care (2024)
Operational Planning Guidance
Elective Reform Guidance

Analogue to Digital.

1.10 General Practice:
Ensuring full use of the
NHS App across all
practices, including for
repeat prescriptions,
booking and access to
notes

All GP practices to enable all core NHS App capabilities. These include
health record access, online consultations, appointment management,
prescriptions management, online registration and patient messaging.

Blueprint Chapters: Digital Chapter
National Strategy: NHSE Recovering
Access to Primary Care (2024)
Operational Planning Guidance,
Elective Reform Guidance

Analogue to Digital.

11
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Chapter 2: Integrated Working in Neighbourhoods and Primary Care’s interface

with GM Live Well

Primary Care as part of a wider neighbourhood team, where individuals and communities are supported
to take more control over their own health and where providers work together with the shared aim of
improving the health of the population.

Success measures:

e Individuals and communities are empowered to manage their own health and wellbeing.
« Care and support are provided more locally, reducing reliance on centralised services.

e Providers collaborate seamlessly within a shared geographic footprint to improve population health and streamline
patient journeys in the interest of reducing health inequalities.

Deliverable

Year 2 Action 2025/26

Key interdependencies

2.1 Each PCN to address
health inequalities including
utilisation of population risk
stratification, identifying
those patients who do not
engage in mainstream health
and care or those who are
high intensity users of
services, often as a result of
wider social determinants. To
be in place by October 2025.

In line with NHSE neighbourhood health guidance, the PCN
DES 2024/25 Capacity Access and Improvement Payment
(CAIP) domains and as part of the GM commitment to tackling
health inequalities and improving population health outcomes,
primary care (starting with General Practice) will use:

1. Clinical risk stratification tools to support management of

long-term conditions, building on consistent locally enhanced

service specification work in 2024/25 on CV Need and
Diabetes. Next steps will be to look at the development of
tools to support searches on respiratory, frailty and severe
mental illness and learning disabilities. (links with
prevention chapter)

2. Clinical risk stratification tools to support identification of
people who would benefit from continuity of care (with a
named GP, where appropriate)

Blueprint Chapters: Access, Prevention
(3.1), Digital, Estates

GM Strategy: GM Prevention
Demonstrator, GM Sustainability Plan
National Strategy: Sickness to Prevention,
Hospital to Community, Analogue to Digital,
Neighbourhood Health Service.

12

Page 44 of 123




Development of a tool to help identify high intensity service
users will also be explored as advised by proactive care pilot
programmes in year 1.

To develop a dossier of areas in GM which are implementing the
neighbourhood model well, and sharing with the wider system,
incorporating learning from:

Proactive Care pilot cohorts (See Deliverable 3.1)
Deployment of the GM Inclusion Health Toolkit
Fairer Health for All 2024/25 fellows

Examples of working from emerging LiveWell work
Examples forwarded from Locality colleagues

GM Peer Ambassadors activity

A community of practice to be developed to support GM-Wide
development of the neighbourhood model and GM LiveWell
ambitions.

Blueprint Chapters: Prevention (3.1),
Digital, Estates, Workforce

GM Strategy: GM Prevention
Demonstrator, GM Sustainability Plan
National Strategy: Sickness to Prevention,
Hospital to Community, Neighbourhood
Health Service.

UPDATED DELIVERABLE
2.2 In line with early
development of GM LiveWell,
for Primary Care to ensure
outreach/ neighbourhood-
based activities are in place,
supported by cross-sectoral
workforce and leadership
development approach to
enable Fairer Health for All

GMPCB to deliver a structured engagement across and into the
4 pillars / professions of Primary Care to inform the design
principles for the GM Live Well model and ensure that GPs and
all Primary care colleagues tangibly feel part and are able to
coproduce the Live Well ‘ecosystem’. This engagement will
complete by July 2025, following which, an offer will be
developed.

This action interfaces with deliverable 2.3 below.

Blueprint Chapters: Prevention (3.1),
Digital, Estates

GM Strategy: GM Prevention
Demonstrator, GM Sustainability Plan
National Strategy: Sickness to Prevention,
Hospital to Community, Neighbourhood
Health Service.

Scoping exercise via GM PC Board to understand the current
extent and magnitude of neighbourhood based and outreach
activities taking place in the localities. ldentifying models and
best practice in GM.

This work will inform the development of the GM LiveWell model
along with the action above associated with defining the role of
Primary Care. It will also connect into BeCCoR programme to
inform design for GM-wide GP Incentive scheme for 2026/27.

Blueprint Chapters: Workforce, Estates
GM Strategy: GM Prevention
Demonstrator, LiveWell

National Strategy: Sickness to Prevention,
Hospital to Community, Neighbourhood
Health Service.

13
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Continuing development of the primary care leadership

approach:

e Practice Manager Masterclasses, currently approved for Q1
2025/26.

o PCEx Leadership Development offer

e Practice Manager Development Leads programme in
partnership with GM Training Hub.

Blueprint Chapters: Prevention, Quality,
Workforce

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Sickness to Prevention

Co-design cross-sectoral leadership approach to Fairer Health

for All and grow distributed leadership across primary care

based on learning from the 2024/25 cohort

¢ Interface and sharing learning of cohort 1 fellows throughout
with LiveWell and neighbourhood development work.

e Delivery of the Fairer Health for All 2025-26 cohort.

Blueprint Chapters: Integrated
Neighbourhood Working, Workforce offers
in Quality Chapter, Workforce

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Hospital to Community,
Sickness to Prevention

Ongoing work to support Royal Society for Public Health
accreditation of Community Pharmacies as per the national
“Healthy Living Pharmacy” framework through developing Health
Champions and Healthy Living Pharmacy leaders to promote
Healthy lifestyles and Making Every Contact Count.

Blueprint Chapters: Access, Integrated
Working in Neighbourhoods, Health
Inequalities approach, Workforce

GM Strategy: GM Live Well, GM
Prevention Demonstrator

National Strategy: Sickness to Prevention,
Hospital to Community

Improvement of access and supporting referral processes for
non-clinical support via the Royal National Institute of Blind
People.

Blueprint Chapters: Optometry Access,
Health Inequalities approach

GM Strategy: GM LiveWell, Prevention
Demonstrator

2.3 Develop pathways, tools
and resources to support
primary care to provide care
that is person-centred,
trauma-responsive, health
promoting and integrated with
broader welfare, financial,
emotional, and social support

Following the engagement session process described in

deliverable 2.2, Primary Care will contribute to the

full mobilisation of the GM Neighbourhood Model across the city-

region, including a Live Well offer with '‘Centres' and 'Spaces'

available in every neighbourhood, including:

e Designing and testing models that fully involve all Primary
Care disciplines.

Blueprint Chapters: Workforce: Links with
MH ARRS workers at PCN level

Links to Integrated Working in
Neighbourhoods action regarding GM
LiveWell engagement process (2.1)

GM Strategy: GM LiveWell, Prevention
Demonstrator

National Strategy: Sickness to Prevention,
Hospital to Community

14
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Building the learning, data and digital infrastructure to
underpin this and help ensure Live Well addresses health
inequalities.

Helping to ensure that the workforce delivering Live Well has
core sKkills in person centred, trauma informed relational
working, and can work across organisational boundaries and
silos, and we will support this through development of an
integrated workforce network, and tools and resources to
support practice at the frontline — such as the inclusion
health toolkit.

Continuing to develop social prescribing approaches and
roles, as part of Live Well offers in neighbourhoods, and
support the development and sustainability of 'destination
activities' available - including Creative Health and Nature for
Health.

Working with the VCFSE sector to support and help sustain
their role in delivering preventative, person-centred support
alongside as key partners of, Primary Care.

Optimise the role played by primary care in tackling poverty as a
driver of poor health with the below two early actions as a basis
for this:

Developing primary care awareness and role in take up of
attendance allowance following learning from pilot
programme in early 2025.

Actively engage in the voluntary adoption of the socio-
economic duty following endorsement by the ICB Board in
July 2025

Developing Primary Care’s role in the Get GM Working plan.
An engagement process will take place in Q1 2025/26 led by
GMCA employment, Work and Skills colleagues, following
which primary care actions will be determined.

Blueprint Chapters: Workforce

GM Strategy: GM LiveWell, Prevention
Demonstrator

National Strategy: Sickness to Prevention.

Developing the primary care approach to engagement with the
VCFSE, Alternative Provider Collaborative and wider
neighbourhood public sector partners and agree business
support requirements.

Blueprint Chapters: Workforce

GM Strategy: GM LiveWell, Prevention
Demonstrator

National Strategy: Sickness to Prevention.

15
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¢ Understanding barriers and facilitators to implementing the
VCSE Accord

¢ Identify resource requirements for implementation of the
Accord in primary care

o Agree standards for co-production for developing access
points to primary care

¢ Review capacity for primary care to engage with
neighbourhood boards and consider needs and assets within
local community.

2.4 To work collaboratively
across all primary care
providers as part of integrated
neighbourhood working —
each neighbourhood to
identify key stakeholders from
across the four PC
contractors and agree shared
objectives.

Each locality has an interface group in place with an agreed set
of priorities for 2025/26, to be supported via DMOG and place
colleagues, in line with the implementation of the GP:CP
interface work.

Blueprint Chapters: Access, Sustainability,
Workforce

National Strategy: System planning
section in Operational Planning Guidance

Seek to identify and promote opportunities for collaborative
working at a local level and share examples of where this is
working well, for example through rollout of peer ambassadors
programme.

Blueprint Chapters: Access, Workforce
National Strategy: System planning
section in Operational Planning Guidance

Primary Care Provider Board will deliver Board development
projects for optometry, dentistry and community pharmacy to
develop system leadership capacity from May 2025 - 20262026

Blueprint Chapters: Access, Workforce
National Strategy: System planning
section in Operational Planning Guidance

Continuation of collaborative working between optometry and
community pharmacy supporting medications supply
consistently across Community Urgent Eyecare Service in GM.

Blueprint Chapters: Access, Sustainability
National Strategy: System planning
section in Operational Planning Guidance

16
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Chapter 3: Prevention

In Greater Manchester, we aim to deliver a primary care system which works in partnership across
sectors and services to help people to stay well: focusing on the prevention and early detection of ill
health, and the effective management of long-term conditions.

Success measures:

« Improved clinical outcomes for patients at highest clinical risk (CVD, hypertension and diabetes), resulting in fewer
exacerbations of long term conditions and a reduction in hospital admissions.
« Improved working with partners across the health system such as mental health and cancer alliance, in progressing

health prevention.

« Evidence of embedding consistent population health management and risk stratification processes to drive the
improvement in health outcomes across the population

Deliverable

Year 2 Action 2025/26

Key Interdependencies

NEW DELIVERABLE

3.1 Embed a Risk
stratification and Population
Health Management
Approach to secondary
prevention

Establish primary care as key partner within the GM
Population Health Management Road Map; and contribute
to development of a single GM clinical risk stratification tool
ready for launch in 2026/27

Delivery of GM GP Incentive Scheme Area of consistency
CVD and Diabetes 2025/26: using CVNeed tool to risk
stratify practice population with hypertension, high
cholesterol, atrial fibrillation and established CVD who are
most at risk, undertake enhanced review and work with
neighbourhood teams to support those most at risk who are
not in contact with GP practice.

Blueprint Chapters: Integrated Working In
Neighbourhoods, Sustainability, Quality
GM Strategy: GM Sustainability Plan, GM
Multiyear prevention plan, GM LiveWell,
Prevention Demonstrator

National Strategy: Sickness to Prevention,
Hospital to Community, Neighbourhood
Health, Operational Planning Guidance
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Delivery of GM GP Incentive Scheme Area of consistency
CVD and Diabetes 2025/26: develop and pilot use of
RespNeed tool to risk stratify practice population with
Asthma and COPD most at risk, undertake enhanced
review work with neighbourhood teams to support those
most at risk who are not in contact with GP practice.

Blueprint Chapters: Integrated Working In
Neighbourhoods, Sustainability, Quality
GM Strategy: GM Sustainability Plan, GM
Multiyear prevention plan GM LiveWell,
Prevention Demonstrator

National Strategy: Sickness to Prevention,
Hospital to Community, Neighbourhood
Health, Operational Planning Guidance

Actions to be completed in support of the expansion and
learning from the proactive care pilot projects, including:

e Completion of phase 2 of Proactive Care support
package, concentrating on CVD and diabetes in line with
GM Population Health strategic priorities, Local
Enhanced Services and links with the BeCCoR review.

e Sharing of learning from cohort 2 evaluation by
September 2025

¢ Development of proactive care toolkit to support local
implementation, informed by a risk stratification process,
to enable networks to adapt local proactive care
approaches by September 2025.

o Development of a cohort 3, subject to funding.

Blueprint Chapters: LiveWell and
Neighbourhoods, Sustainability, Quality

GM Strategy: Sustainability Plan, Multi-Year
Prevention Plan GM LiveWell, Prevention
Demonstrator

National Strategy: Operational Planning
Guidance, Sickness to Prevention, Hospital
to Community, Neighbourhood Health
Service.

3.2 Improve the early
detection and management
of risk factors for ill health
(focusing on CORE20PLUS5
populations and conditions)

Scope and develop tools, resources, and approaches to
increase the uptake, reach, quality, and impact of NHS
health checks across GM, with an initial focus on high-risk
and inclusion health groups (Continuation of Y1 action)

Blueprint Chapters: Access (1.4 on
Hypertension Case Finding), Digital,
Workforce

GM Strategy: GM Sustainability Plan
National Strategy: Sickness to Prevention,
Hospital to Community

Continue to embed the optometry Easy Eye Care Learning
Disability Pathway and confirm long term commissioning of
the service.

Blueprint Chapters: Integrated working in
Neighbourhoods, Health Inequalities
approach

GM Strategy: LiveWell, Fairer Health for All
National Strategy: Sickness to Prevention
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Development and expansion of the Low Vision Service in
GM.

Blueprint Chapters: Optometry Access,
Health Inequalities approach

GM Strategy: GM LiveWell, Prevention
Demonstrator

National Strategy: Hospital to Community

Continue to embed the Hypertension Case Finding in
Optometry Programme, developing referral routes to the
community pharmacy and general practice-based services

Blueprint Chapters: Integrated
neighbourhood working, Access, Demand
and Capacity (Community Pharmacy),
Sustainability

GM Strategy: GM Sustainability Plan
National Strategy: Sickness to Prevention,
Hospital to Community

Increase the proportion of cancers diagnosed at an early
stage through optimisation of the early cancer diagnosis
DES in line with national target (2030) — in line with the GM
Cancer Alliance Early Diagnosis Strategy (Priority 3)
focusing on Primary Care linked actions.

e Support development of resources, toolkits, education
packages and referral mechanisms with tumour pathway
boards and other system partners.

e Fully utilise patient data for service improvements,
collaborating on training and support to deliver, evaluate
and implement quality improvement in outcomes.

e Maximise resources for collaborative patient access

o Grow patient confidence to seek care and access
services promptly through development and promotion
of timely messages and community resources

Blueprint Chapters: Access, Sustainability
GM Strategy: GM Cancer Strategy
National Strategy: National Cancer Plan
(2025), Sickness to Prevention

Operational Planning Guidance

Ongoing engagement of Community Pharmacy with the
NHSE Early Cancer Diagnosis pilot

Blueprint Chapters: Access, Capacity and
Demand

GM Strategy: GM Cancer Strategy
National Strategy: Sickness to Prevention
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UPDATED DELIVERABLE
3.3 Improve the early
detection and proactive
management of long-term
health conditions

Diagnostics: Improve the diagnosis of COPD and asthma by
improving access to quality assured spirometry at a
neighbourhood level in order to reduce variation in access.
(Years 1 and 2)

Blueprint Chapters: Access, Integrated
Neighbourhood working

GM Strategy: GM Multi Year Prevention Plan
National Strategy: Sickness to Prevention,
Hospital to Community

Vaccination: GM Vaccinations team to support PCNs to
develop plans to improve uptake of vaccinations (flu and
pneumococcal) among those with respiratory illness to
prevent episodes of acute illness and address inequalities
through the provision of detailed data and intelligence.

Blueprint Chapters: Access, Workforce,
Integrated Neighbourhood Working

GM Strategy: GM Vaccination Strategy
National Strategy: Sickness to Prevention

Vaccination: Development of a Community Pharmacy
Vaccination Framework working with NHS GM
Immunisation and Vaccination Team to include e.g. MMR,
RSV, Shingles in line with population health needs to
reduce inequalities and promote access.

Blueprint Chapters: Links to Community
Pharmacy Deliverables in Access chapter.
GM Strategy: GM Vaccination Strategy
National Strategy: Sickness to Prevention

Tools: Develop tools and resources to support evidence-
based management of cardiovascular risk factors (lipids,
hypertension, Atrial Fibrillation) across all patient
populations.(Years 1 and 2)

Blueprint Chapters: Access, Integrated
Neighbourhood Working

GM Strategy: BeCCoR

National Strategy: Sickness to Prevention,
Hospital to Community

Establishment and delivery of Cardiac Health Education
Support Sessions.

Blueprint Chapters: Access, Integrated
Neighbourhood Working

GM Strategy: BeCCoR

National Strategy: Sickness to Prevention,
Hospital to Community

NEW DELIVERABLE

3.4 Developing and
strengthening the
connectivity between mental
health and primary care;
with primary care providers
placing an equal focus on
both the physical and mental
health of their patients.

Develop tools, resources and best practice case studies to
increase the uptake, reach, quality, and impact of LD and
SMI health checks

To increase access to NHS Talking Therapies services
within primary care.

To increase access to Individual Placement and Support
(IPS) within primary care

To improve the experience of individuals with mental health
needs through offering early assessment and access to

Blueprint Chapters: Access, Digital,
Workforce

GM Strategy: GM Mental Health Strategy
National Strategy:

Operational Planning Guidance, Hospital to
Community, Sickness to Prevention
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treatment and support to promote mental health and well-
being within primary care (through Mental Health ARRS
practitioners and Neighbourhood Mental Health Teams).

Dementia friendly dentist toolkit to be developed and
aligned with the Dental Quality Access Scheme

Blueprint Chapters: Access (1.1), Integrated
Working In Neighbourhoods, Workforce

GM Strategy: GM Live Well with Dementia
National Strategy:

Hospital to Community, Sickness to
Prevention

3.5 Ensure equitable access
to high quality contraceptive
services, and support
system work to reach zero
new transmissions of HIV
and hepatitis.

Work with wider system colleagues to identify, and take
forward opportunities to tackle HIV-related stigma, increase
awareness, and promote testing for HIV (in accordance with
national guidelines)

Blueprint Chapters: Access, Integrated
Neighbourhood Working

GM Strategy: GMCA LGBT Panel Health
Theme Priority

National Strategy: Sickness to Prevention

Continued promotion of Long-Acting Reversible
Contraception (LARC) in line with the GM Women’s Health
strategy.

Blueprint Chapters: Links to Oral
Contraceptive service in Access Chapter.
Links to Gynaecology pathway and tier 2
service action in Chapter 5 on sustainability.
GM Strategy: GM Sustainability plan, GM
Women'’s Health Strategy.

National Strategy: Sickness to Prevention

3.6 Optimise primary and
secondary prevention
programmes to improve oral
health.

Expansion of the Oral Health Improvement Programme for
0-5 year olds from 4 localities to full GM coverage.

Blueprint Chapters: Links to Dental access
in Chapter 1 (Access)

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Sickness to Prevention

Delivery of an Oral Health improvement programme with
local authorities for customers of the Working Well (Work
and Health) programme for unemployed people with health
conditions or disabilities, and those in long-term
unemployment.(Year2)

Blueprint Chapters: Links to Dental access
in Chapter 1 (Access)

GM Strategy: GM Fairer Health for All
Deliverable

National Strategy: Sickness to Prevention

Development of oral healthcare offer to residential special
educational settings.

Blueprint Chapters: Links to Dental access
in Chapter 1 (Access)

GM Strategy:

National Strategy: Sickness to Prevention
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Chapter 4: Sustainability and ‘Left Shift’

A Primary Care system which is viable for the long term, ensuring that services are available to patients

when and where needed.

Achieving a Net Zero NHS GM Integrated Care Carbon Footprint by 2038.

Success measures:

« Evidence of a year-on-year demonstrable shift of investment
e Processes are established to ensure consistent contract and commissioning oversight

« Primary Care plays a central role in transforming how it works across specialities, with secondary care
o Primary Care services promote the ‘left shift’ of services from hospital to community

Deliverable

Year 2 Action 2025/26

Key Interdependencies

4.1 Viability: To ensure a viable
primary care system in Greater
Manchester, financially and
contractually equipped to
deliver the wider vision and
deliverables set out in this
blueprint.

Primary Care Board and Primary Care
Commissioning Committee colleagues are to
develop a method to generate consistency around
service specifications, and to link more closely to the
formalisation of BeCCoR and sustainability
governance infrastructure at GM ICB Level.

Blueprint Chapters: Links to Chapter 2
Proactive Care theme, Digital Chapter actions
as enablers to neighbourhood working.

GM Strategy: GM Sustainability Plan
National Strategy: Sickness to Prevention,
Analogue to Digital

To continue to engage with and influence national
discussions regarding future of contracting.

Blueprint Chapters: Access
GM Strategy: GM Sustainability Plan
National Strategy: 10 Year Plan for Health

Delivery of actions linked to primary care discipline
commissioning intentions — such as Minor Ailments
Scheme and Community Urgent Eye Service.

Blueprint Chapters: Access
GM Strategy: GM Sustainability Plan
National Strategy: Hospital to Community

Evaluate lessons learnt from the system’s response
to GP collective action in 2024/25 in order to mitigate
risks of future incidence of collective action.

Blueprint Chapters: Access
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Delivery of 2025/26 winter surge plans - learning
from this to be used as proof of concept to advise
approach to future system level clinical delivery.

Blueprint Chapters: Access
GM Strategy: GM Sustainability Plan
National Strategy: Hospital to Community

4.2 Transformation: Develop
new clinical delivery models in
order to meet demand, altering
the approach and culture in
which the primary care system
in GM operates and interacts
with individuals, families and
local communities.

Work in partnership and
collaboration as primary care
providers within an Integrated
Care System and at a locality
level with colleagues in social
care and the voluntary sector -
deciding which work will be
shared and which work will be
undertaken by individual
organisations.

Localities, via local structures and DMOG, to work to
support practices in the adoption of Modern General
Practice Access model, with an overview of where
variation lies to be held at GM.

GM Strategy: GM Sustainability Plan

Recognising and progressing Primary Care’s
relationship to the ongoing elective development
work via the Sustainable Services plan, particularly
in areas such as ophthalmology single point of
access and gynaecology — Including finalisation and
agreement of a community gynaecology business
case and mobilisation plan. Further areas will also
be explored.

Blueprint Chapters: Prevention LARC action
(Chapter 4)

GM Strategy: GM Sustainability Plan,
Sustainable Services Plan

National Strategy: Operational Planning
Guidance, Sickness to Prevention

Hospital to Community

To progress the work on and engagement with the
Primary Care/Secondary care interface following
system support of interface principles in 2023 - in
four key areas: Onward Referral, Complete Care,
Call and Recall, Clear Points of Contact

Blueprint Chapters: Access Chapter

GM Strategy: GM Sustainability Plan, Elective
Reform plan

National Strategy: Links to NHSE Primary
Care Access Recovery Programme
Operational Planning Guidance

Hospital to Community

To implement system recommendations of the
General Practice and Community Pharmacy
interface principles (initially through separate, new
programmes such as patient led ordering) to improve
operational efficiency, improve patient experience
and access to support integrated working across
interfaces of care.

These recommendations were agreed in Y1 of the
blueprint — a future approach to implement across
the ICB will be led by locality and medicines
optimisation colleagues.

Blueprint Chapters: Access, Integrated
Neighbourhood Working

GM Strategy: GM Sustainability Plan
National Strategy: Hospital to Community,
Neighbourhood Health Service
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Learning from Collective Action and
Primary/Secondary Care Interface work to identify
and inform future commissioning intentions ,
including phlebotomy.

Blueprint Chapters: Access, Integrated
Neighbourhood Working

GM Strategy: GM Sustainability Plan
National Strategy: Hospital to Community,
Sickness to Prevention

4.3 To achieve a Net Zero NHS
GM Integrated Care Carbon
Footprint by 2038 — this target
is the science-based approach
outlined in the GMCA 5-Year
Environment Plan.

To achieve a net zero NHS GM
Integrated Care Carbon
Footprint Plus by 2045 - this is
a national NHS target to
eliminate the carbon impact of

the goods and services we buy.

Workforce, Engagement and System Leadership

o Advocate for a delivery model that integrates
Green Plan requirements into broader strategic
priorities and associated plans.

o Promote role-specific sustainability training to
enable the workforce at all levels to support the
delivery of Green Plans.

Blueprint Chapters: Workforce
GM Strategy: GM Green Plan
National Strategy:

Travel, Transport and Air Quality

e Develop and implement a healthy travel strategy
to measure and report on interventions and
modal shifts across the healthcare sector

Blueprint Chapters:

GM Strategy: GM Green Plan, Transport for
Greater Manchester

National Strategy:

Estates and Facilities

e Develop and maintain a high-level pipeline and
roadmap for estates decarbonisation across the
NHS estate, including high level oversight of
Heat Decarbonisation Plans (HDP's)
development and delivery

Blueprint Chapters: Estates
GM Strategy: GM Green Plan
National Strategy:

Medicines and net zero clinical transformation

e Embed environmental sustainability
considerations into clinical strategies and care
pathway review processes.

¢ Implement the high quality, lower carbon
respiratory care approach.

e Support pharmacy and medicines optimisation
teams to reduce the carbon footprint of the
service

Blueprint Chapters: Financial Sustainability
(5.1)

GM Strategy: GM Green Plan

National Strategy:
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Chapter 5: Digital

To create a continuously evolving and digitally enabled primary care system that improves patient
outcomes, enhances population health, and promotes cross-organisational collaboration by empowering
providers and patients with innovative, integrated technologies.

Success measures:
Increased use of and public engagement with the NHS App, in line with or above the national average
Increased utilisation of the GM Care Record across Primary Care disciplines and specialties

Increased number of practices making effective use of cloud based telephony and modern general practice access.

Deliverable

Year 2 Action 2025/26

Key Interdependencies

UPDATED DELIVERABLE:

5.1 Progression of
modernisation of GP
Workspaces

Primary Care Digital Board to conduct a baseline assessment
of devices in usage to support system understanding of
requirements to best support future functionality and
altering/updating hardware in future to meet requirements.

Blueprint Chapters: Access

GM Strategy:

National Strategy: Analogue to Digital

5.2 Work in collaboration
with local authorities and
clinical providers to
tackle digital exclusion,
collating and building on
existing work done
across localities and
PCNs, and progressing
with the GMCA pledge to
make GM a 100% digitally
enabled city region,

Identify how to evidence collaboration between local
authorities and clinical providers in addressing digital
exclusion, collating, and building on existing work done
across localities and PCNs, including development of digital
‘champions’ at provider level.

All GP practices to have a named digital champion by Q4

2025/26.

e Review status of current digital champions to establish
baseline

e Do focused work with practices who have not yet
engaged with digital champion programme

Blueprint Chapters: Access, Integrated
Neighbourhood Working, Health Inequalities

approach
GM Strategy: GM LiveWell

National Strategy: Analogue to Digital
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Deliver a comms campaign to patients on how and when to

access care digitally.

e Engage with local community leaders and promote digital
access to those that existing comms not yet reached

Blueprint Chapters: Access, Integrated
Neighbourhood Working, Health Inequalities
approach

National Strategy: Analogue to Digital

UPDATED DELIVERABLE
5.3 Keep GM ahead of the
curve with digital
technology in primary
care

System-level scoping to understand the breadth of skills-
based workforce digital offers, with a view to incorporate
some digital skills training into what already exists.

Blueprint Chapters: Access, Workforce
National Strategy: Analogue to Digital

Collation and promotion of best practice and innovation in
digital Primary Care across GM on a managed platform/via
currently existing means to ensure the system can access.

e To identify a suitable place to host existing toolkits
(Toolkits for online consultations and smarter messaging
are currently hosted via NHS Futures)

o To support system engagement with the best practice
repository.

Blueprint Chapters: Access, Workforce
National Strategy: Analogue to Digital

UPDATED DELIVERABLE
5.4 Enhanced digital
access to and capabilities
in general practice.

Actions associated with digitally enabled access to Primary

Care and development of Modern General Practice Access.

e Promotion of NHS App — Possible 10% improvement in
number of registrations, prescription requests and
appointment activity ensuring we are at or above the
national average by the end of 25/26.

¢ Enhanced Telephony support - Practice toolkit is available
on NHS Futures

e Alignment with the work of the GM Primary Care Comms
theme team to brief providers/public of new developments
in the digital space

Blueprint Chapters: Access (1.8) —
Relating to Patient Led Ordering of
Medications.

GM Strategy: GM Peer Ambassador
programme.

National Strategy: NHSE Primary Care
Access Recovery Plan

Analogue to Digital

Progression of the potential Robotic Process Automation and

Artificial intelligence processes at provider level in line with

national directions.

e A/RPA Strategy development and sign off Q3/Q4

e Policy development sign off — Q1/Q2

e Agree governance/implement governance for
implementations Q1

Blueprint Chapters: Access
GM Strategy: Sustainability Plan
National Strategy: Analogue to Digital
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5.5 Digitisation of GP
Lloyd George records

Plan for the digitisation of more Lloyd George notes in the
case that funding is received. Business case to be developed
in the event of short notice funding to progress this becomes
available.

Blueprint Chapters: Estates
National Strategy: Analogue to Digital

5.6 Development and
expansion of GM Care
Record to ensure that
primary care providers
have the appropriate
information to provide
excellent care in GM.

Progressing GM Care Record access for Community
Pharmacy across GM, increasing total onboarded from 190 in
2024/25 to 300 by March 2026.

Digital Facilitator to support the pilot progression and
engagement.

Blueprint Chapters: Access
GM Strategy: GM Prevention Demonstrator
National Strategy: Analogue to Digital

Continuing to roll out and embed care plans on the GMCR in
GM localities: increasing those used for Electronic Palliative
Care Coordination Systems (EPaCCs) from 11,000 in
2024/25 to 20,000 by March 2026, and progressing rollout of
dementia, frailty and heart failure care plans. Targets to be
confirmed following engagement with all GM localities.
Engagement to be supported by Digital Facilitators

Blueprint Chapters: Access, Health
Inequalities approach

GM Strategy: GM Prevention Demonstrator
National Strategy: Analogue to Digital

Development of MyGMCare App piloting and rollout following
successful pilot.

Blueprint Chapters: Access, Health
Inequalities approach

GM Strategy: GM Prevention Demonstrator
National Strategy: Analogue to Digital

5.7 Electronic prescribing
availability to all
prescribers.

To identify alternative means to develop EPS from hospital to
community pharmacy.

Blueprint Chapters: Access
National Strategy: Analogue to Digital,
Hospital to Community
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Chapter 6: Estates

Services are delivered from facilities which are appropriate for the provision of 21stcentury Primary

Care.

Success measures:

« Contributing to ICB efficiencies targets by working more effectively across our estate.
« Demonstrable increase of activity moved into retained core and flex properties

Deliverable

Year 2 Action 2025/26

Key Interdependencies

UPDATED DELIVERABLE
6.1. Achieving more
effective use, improved
efficiency, collaboration
and integration regarding
building usage by
supporting PCNs, wider
Primary Care at Scale,
Neighbourhoods and
integration across
primary and secondary
care and optimising use
of the wider public sector
estate.

To contribute to achievement of optimum cost savings in line with
the ICB Efficiencies targets and sustainability plan.

Blueprint Chapters: Access,
Sustainability

GM Strategy: GM Sustainability
Plan

National Strategy: Hospital to
Community

Completion of NHSE categorisation of Core, Flex and Tail estate
to remove Tail premises by December 2025.

Move activity to retained Core and Flex buildings between 2025
and 2034

Blueprint Chapters: Access
GM Strategy: GM Sustainability
Plan

National Strategy: Hospital to
Community

Update and maintain PCN estates database supporting Clinical
Plans and Estates Strategies by End of March 2026.

Further development of prioritisation plans at locality and GM level
having regard to updated PCN estates database under the GM BI
team by March 2026

Blueprint Chapters: Access, Digital
GM Strategy: GM Sustainability
Plan

National Strategy: Hospital to
Community

Operational Planning Guidance

Continued development of aide memoires to assist GP practice
primary care on estates related processes, procedures,
developing policies and Regulations in relation to occupational
costs and NHSE funding. Prioritisation matrix developed to enable
capital grant funding to be assessed and allocated to support

Blueprint Chapters: Access
GM Strategy: GM Sustainability
Plan

National Strategy: Hospital to
Community
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prioritised schemes/areas within GM. To complete by March
2026.

Review ICB Strategic Estates Utilisation Group Terms of
Reference, and attendees, to finalise aims, objectives, principles,
processes and procedures and to undertake broader engagement
with localities and NHS Providers for endorsement and
implementation by December 2025.

Blueprint Chapters: Access
GM Strategy: GM Sustainability
Plan

National Strategy: Hospital to
Community

Establish and optimise premises utilisation levels to accommodate
BeCCoR and ‘Left Shift’ activity in community and primary care
settings achieving a more effective and appropriate use of the
estate.

Blueprint Chapters: Access
GM Strategy: GM 10 Year
Infrastructure Plan

National Strategy: Hospital to
Community

Working to achieve optimum Capital receipts to support the
delivery of fit for purpose estate to deliver services to an
increasing patient population between 2025 - 2034.

Blueprint Chapters: Access
GM Strategy: GM 10 Year
Infrastructure Plan

National Strategy: Hospital to
Community

6.2 Patient records
digitalisation to enable
vacated space to be
converted/reconfigured
into clinical
accommodation

Planning to support the conversion of former patient records
storage accommodation footprint in GP Practice premises
resulting in additional clinical rooms and an increase clinical
capacity in light of the recently introduced Utilisation and
Modernisation Fund and capital grant monies

Blueprint Chapters: Access, Digital

National Strategy: Analogue to
Digital

Assessing broader primary care estate which has the potential to
be converted into patient facing rooms improving clinical activity.

Blueprint Chapters: Access, Digital

National Strategy: Analogue to
Digital
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6.3 To develop a
consistent funding
strategy toward one-off
cost elements.

There are a number of ‘One off costs relating to premises

transactions and the occupation of the estate involving:

o Corporate estate proposals which include entering into
occupational agreements, decommissioning existing
accommodation and the commissioning of alternative
premises. These transactions will more than likely incur legal
fees and SDLT along with possible dilapidation costs.

e Progressing GP practice new lease and lease renewals
resulting in one off costs such as legal fees and SDLT.

e DVS, legals and other professional costs in general
Decommissioning and commissioning costs in relation to GP
practices relocating to new build premises.

GM Strategy: GM Sustainability
Plan
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Chapter 7: Quality, improvement and innovation.

Delivering safe, effective services, with a focus on quality improvement

Success measures:

e Maintained high quality of GM primary care providers according to regulator’'s assessments (i.e. CQC ratings over

England average)

Deliverable

Year 2 Action 2025/26 | Key Interdependencies

7.1 Medical Examiner
community rollout process
for implementation
confirmed across GM

Action completed in year 1 and incorporated into Business As Usual.

7.2 Delivering system level
actions to enhance quality of
all providers in line with
regulatory frameworks.

A series of quality actions and programmes targeted at all disciplines
and led by GM Primary Care Excellence and Primary Care Provider
Board — examples are outlined below:

e GP: QI Capability, Group mentor programme, practice support
following Special Measures/Requires Improvement CQC ratings,

o Practice Level Support offer delivery via the national GP
Improvement Programme and Peer Ambassadors programme to
support the move to modern general practice access and to reduce
unwarranted variation

¢ Identifying and supporting practices to deliver through apportioning
of SLF

e Pharmacy: Bespoke training and support to pharmacies to enhance
efficiency and improve patient care based on LEAN principles.

¢ Optometry: Rescue and Resilience, Referrals improvement, practice
support programme.

e Dentistry: Complaints Handling, CQC Training, self-referrals.

Blueprint Chapters: Workforce
Education and Development
deliverable (9.3), GM Primary Care
Excellence via Primary Care
Provider Board.

National Strategy: Hospital to
Community

Blueprint Chapters: Links to
Applying learning from year 1 work focused on dental provider quality. Dental Quality Access Scheme in
Chapter 1.
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7.3 Comprehensive review of
current 'quality contract'/
LCS arrangements, inc.
baseline data collection,
option appraisal with
preferred option /
recommendation for
commissioning from 2024/25
to be identified and agreed.

Completion of mapping of quality related activities and services across
Greater Manchester.

Blueprint Chapters: Access,
Integrated Working In
Neighbourhoods, Prevention,
Sustainability

Implementation of phase 3 of the Beyond Core Contract Review
(BeCCoR)

Blueprint Chapters: Access,
Integrated Working In
Neighbourhoods, Prevention,
Sustainability

Development of a GM quality contract for GP as led by outputs from
BeCCoR.
(Deliverable 8.4 below features reference to all four disciplines)

Blueprint Chapters: Access,
Integrated Working In
Neighbourhoods, Prevention,
Sustainability

7.4 Development of a
consistent set of GM

Primary Care Quality
Standards, applied to all four
disciplines as appropriate to
the relative commissioning
opportunities and regulatory
frameworks that exist.

Development of a Primary Care Quality Framework (Work began Year
1 Quarter 3) — dashboards to be developed featuring consistent quality
measures throughout the 4 disciplines.

Blueprint Chapters: Access,
Integrated Working In
Neighbourhoods, Prevention,
Sustainability

Rollout of the LFPSE system across primary care (Patient safety
system), initially with general practice and community pharmacy, linked
to PSIRF (patient safety incident response framework) implementation.

Blueprint Chapters: Access,
Integrated Working In
Neighbourhoods, Prevention,
Sustainability

7.5 Explore future quality
contracting arrangement
options for Pharmacy,
Optometry and Dental -
initiate work

Ongoing work into quality through optometry excellence and continued
development of the Dental Quality Access Scheme.

Blueprint Chapters: Access,
Sustainability

GM Strategy: Links to GM Primary
Care Excellence and Primary Care
Provider Board strategy.

7.6 Aligning quality
governance reporting to the
escalation and assurance
framework for NHS GM,
ensuring it is relevant and
applicable to all of Primary
Care

Support to be provided to the primary care system to aid understanding
in how to navigate quality governance and approaches and
demonstrating improvements in quality via reporting.

Blueprint Chapters: Access,
Health Inequalities approach

Ongoing review of the Primary Care sitrep, contributing to the GM
System Control Centre, including an escalation framework and system
response approach aligned to ICB governance.

Blueprint Chapters: Access,
Health Inequalities approach
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Chapter 8: Workforce

Greater Manchester Primary Care is recognised as a career destination for a happy, healthy and
engaged workforce, trained to a consistent standard with knowledge and expertise to meet the needs
of our population and provide timely, exemplar services.

Success measures:
e Reduction in turnover associated with burnout and staff sickness.
« Maximal use of ARRS funding and increased role utilisation

Deliverable

Year 2 Action 2025/26

Key Interdependencies

8.1 Retention
and Supporting
Staff —
Workforce
programmes to
positively
influence
recruitment and
retention

Collective review of already available Primary Care workforce surveys to
better understand some of the current workforce challenges, identifying
common themes and steps needed to address this

Blueprint Chapters: Access, Sustainability
National Strategy: National Workforce
Strategy

Delivery of the Primary Care Health and Wellbeing Programme (Primary
Care Provider Board)

Blueprint Chapters: Access, Sustainability,
quality via QOF QI workforce wellbeing
module

National Strategy: National Workforce
Strategy

Implementation of a call-off framework for wider Occupational Health access
which will further support the health and wellbeing of staff, improve morale
and reduce burnout.

This will contribute to reductions in staff sickness and turnover and
improving patient care.

Blueprint Chapters: Access, Sustainability,
Quality

National Strategy: Sickness to Prevention,
Hospital to Community

Oversight and delivery of the national GP Retainer Scheme.

Blueprint Chapters: Access, Capacity and
Demand
National Strategy: GP Retainer Scheme

Delivery oversight of the GM Needlestick and BBV provision for the Primary
Care workforce. Review of year 1 data to identify any emerging themes
around practice usage and associated training needs to reduce needlestick
and BBV incidents and improve service delivery.

Blueprint Chapters: Quality
National Strategy: Sickness to Prevention,
Hospital to Community
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8.2 Recruitment
and career
Development —
Development of
clinical and non-
clinical career

To support development of Primary Care career pipelines by maximising
technical career pathway routes into primary care via an increase in T level
commitments within Primary Care

GM Strategy: Greater Manchester
Baccalaureate (MBacc)

National Strategy: National Workforce
Strategy

Supporting NHSE Community Pharmacy Foundation Trainee and Future
Independent Prescriber from 2025/26 onwards

Blueprint Chapters: Access
National Strategy: National Workforce
Strategy

Delivery and evaluation of Cancer Fellowship offer

Blueprint Chapters: Prevention

GM Strategy: GM Joint Forward Plan
National Strategy: National Workforce
Strategy

Delivery and oversight of the GP fellowship programme for 25/26

Blueprint Chapters: Access, Sustainability
National Strategy: National Workforce
Strategy

Blueprint Chapters: Dental Access,

pathways A dental nursing recruitment pathway will be scoped and developed to Sustainability
address the shortage and increase the number of dental nurses National Strategy: National Workforce
Strategy
Blueprint Chapters: Access, Capacity and
: . @ : . Demand
Ongow)g monitoring ofARRS uptak.e,. working with I.D'CN's to ensuore GM Strategy: GM Joint Forward Plan
allocations are fully utilised, maintaining 2024/25 utilisation of 98% and National Strateav: Recovering Access to
increasing GP ARRS role utilisation by 10% to 76% Primary Care St?axr.egy Nationgl Workforce
Strategy
Ongoing delivery of training and development opportunities for the non- Blueprint Chapters: Access, Sustainability,
8.3 clinical workforce via the Integrated Development Programme to support the | Quality

Education and
Development -
Increase in
learning and
development
opportunities
across primary
care disciplines

development of non-clinical staff.
Particular focus on Practice Managers and evaluation of the Practice
Manager Leadership Development Pilot and future requirements.

National Strategy: National Workforce
Strategy

Evaluation of year 1 delivery of the Integrated Development programme,
which will influence planning and delivery of the programme for 2025/26

Blueprint Chapters: Access, Sustainability
National Strategy: National Workforce
Strategy

Explore options to increase overall system placement capacity to meet role
specific training requirements.

Blueprint Chapters: Access, Sustainability
National Strategy: National Workforce
Strategy

34
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8.4
Workforce Data

Work to improve Primary Care workforce data quality and completeness to
enable a greater understanding of current and future service needs and the
number and type of staff needed to deliver. Current recruitment channels
and retention levels will be looked at to identify if these are sufficient to
enable future demand to be met, and to aid understanding of immediate
risks in terms of workforce gaps.

The initial focus on general practice data with a target to reduce the
proportion of practices which have not updated their NWRS data within 12
months from 50% to 39%.

Blueprint Chapters: Digital

National Strategy: National Workforce

Strategy
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Assurance, Reporting and Risk

The Blueprint Delivery Unit PMO will capture and monitor key risks against each chapter and will
support programme teams to implement mitigations and escalate issues to leaders in the ICB
governance where appropriate. Programmes should be recording action-level risks within existing
programme and project infrastructure, escalating key issues to the Blueprint Delivery Unit PMO where
necessary. Chapter and action leads will also be invited to BIG meetings to update periodically on
progress, featuring stories of impact as well as high level programme level updates.

Chapter leads will be asked to coordinate the submission of a simple highlight report every three
months. A draft reporting template and reporting timeline can be found in Appendices 1 and 2. Chapter
leads will also be asked to attend the Blueprint Implementation Group periodically to provide high
level updates on progress and impact. A full roles and responsibilities paper for chapter leads will be
developed and agreed at the Blueprint Implementation Group following agreement of this plan.

The highlight report will request updates on each action in the delivery plan and their sustained links
to the overall deliverables featured, and any divergence from this. It will also request feedback on any
high-level risks or issues, and feedback regarding good news and best practice from teams where
work is underway to encourage adoption and spread where appropriate. The highlight report features
a section for chapter leads to flag areas requiring support from the Delivery Unit.

In the spirit of the blueprint as an iterative strategy, reporting will be used to review programmes on a
rolling basis and to understand if the courses of particular actions are required to shift in the event of
receipt of additional resource or changes in scope in order to appropriately meet the deliverables.

It is understood that teams are currently being asked to operate and transform in the midst of
sustained operational, strategic, resource and capacity pressures in light of NHS reforms announced
in March 2025. The Delivery Unit will therefore take steps to make the reporting aspect of this work
‘soft-touch’ where possible — e.g., utilising existing meeting notes/documents for highlight report
updates, or utilising existing meetings with project teams.

Recognising and acting on the interdependent nature of each blueprint chapter will be paramount to
the achievement of the deliverables. Highlight reporting will request teams to demonstrate how they
have been engaging with the enabling and interdependent chapters where this is indicated in the
delivery plan.

Communications and Engagement

A Blueprint Coordination and Oversight Group has been established to monitor progress, raise issues,
and share learning, and acts as a regular touchpoint for engagement. This regular, action-focused
meeting will be supported by the Blueprint Delivery Unit PMO. The PMO are also invited to deliver a
regular update to the GM Blueprint Implementation Group. This takes place monthly.

The outputs of these meetings will be supported with regular communications to the system regarding
progress of the blueprint delivery — including good practice and learning around what is working. This
will be supported via GM governance where appropriate — e.g. The Blueprint Implementation Group
supporting the spread and adoption of good practice where it is recognised through regular reporting.

Page 68 of 123

36



Communications feature heavily as a key enabling factor to the blueprint, and connection with the
primary care communications theme team is well embedded through attendance at theme group
meetings. Sharing of good practice will also be supported via the Primary Care Provider Board and
ICB website to encourage spread and adoption of ways of working.

Next steps

Following support to this document from the GM Primary Care Commissioning Committee, the
Blueprint Delivery Plan will be released to the system in June 2025.

Quarter 1 reporting will take place from July to September 2025. The team will also continue
development of the approach to communications, engagement and evaluation strategies, ensuring
broad recognition and understanding of the work currently underway in our unified system.

Toward the end of calendar year 2025, work will commence on development of the Year 3 delivery
plan, which will be advised by information from the year 2 reporting.

Appendices

- Appendix 1: Draft reporting template (see next page)
- Appendix 2: Reporting timetable
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Appendix 1: Draft Highlight Report Template

Primary Care lueprint Delivery Plan: ighlight Report

C PER:

DELIER LE:

=R SO 2SRRI 2024/25 Quarter 1 C PLE ED

PR R ESSINL S R ER S CCESSES D NEWSS RIES S RE

NE S EPS P ENILC NE PR R E

IN ERDEPENDENCIES IDEN | IED C N SIDERED WI
ERC P ERSW ERE PPRPRI E

EN LIN PRR ES RE ES S E L EPRIN DELI ER NI

Sustainability, Estates, Digital, Workforce, Quality, Integrated working in neighbourhoods,

Health Inequalities, Prev ention

Appendix 2: Timetable to show sequencing of quarterly reporting

Date

Activity

April — June 2025

Completed Y2 Delivery Plan circulated to the system.

July — September 2025

Quarter 1 reporting round
Substantive progress report for Year 1 to be developed by BDU PMO.

October — December 2025

Quarter 2 reporting round and beginning of Year 3 delivery plan drafting

January — March 2026

Quarter 3 reporting and development of Year 3 delivery plan

April — June 2026

Year 2 Quarter 4 reporting and summary progress report for Blueprint Year 2.
Preparation for Year 3 Q1 reporting.
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Greater Manchester NHS current position with Weight
Management Services

e Significant variation in SWMS provision across the 10 GM localities: 3 areas
now having no SWMS provision

o Significant budget pressures being created as a result including escalating
costs of Right to Choose - which also worsens inequalities

* NICE TA for prescribing of tirzepatide - national go live from 23 June 2025

This does give us the opportunity to start to drive the left shift - into
prevention in line with GM Strategic Plan
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Tirzepatide service

Provision in a primary care setting

Stratified offer based on the NHSE interim commissioning guidance

Proactive offer to eligible people

Service will initiate, titrate and monitor tirzepatide for up to 2 years

Consistency across SMWS and right to choose

Next steps
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Provision in a primary care setting
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NHS GM Stratified offer

e Cohort 1a BMI =250, Cohort 1b BMI 245, Cohort 1c BMI 240

e Reduce by 2.5 for South Asian, Chinese, other Asian,

Middle Eastern, Black African or African-Caribbean ethnic
backgrounds

* Ji4: e At least 4 of hypertension, dyslipidaemia, obstructive sleep
Comorbidities

apnoea, cardiovascular disease, type 2 diabetes mellitus
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Proactive offer
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Tirzepatide service
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Wrap around care - Behavioural Support for Obesity
Prescribing (BSOP)

« National Insititue for Clinical Excellence (NICE) TA1026 recommends tirzepatide
(Mounjaro ®) should be considered as a treatment option in the management of

obesity, alongside a reduced calorie diet and physical activity.
 Wrap around care is part of the licensing indications for tirzepatide (Mounjaro ®)

 Commissioned by NHSE and will be delivered by REED Wellbeing (existing

provider of Diabetes Prevention Programme (DPP))

* Interim solution being provided by existing DPP providers until the end of March
2026.
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NB. GM will be targeting
patients with a BMI of
over 50 in the first cohort
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Options for participants

Remote

Group sessions delivered
via aremote video call &
for select groups with
additional needs

[

HEALTHIER YOU

NHS DIABETES PREVENTION PROGRAMME

Digital

Digital delivery via an
app provided by Second
Nature

Reed Company Confidential

Face-to-face

Delivered in group
sessions of up to 20
people using
community venues

Service provided by:

Page 80 of 123



About the programme - Digital Programme

Reed Company Confidential

Languages available:
*English
*Urdu
*Hindi
*Arabic
*Gujarati
*Bengali
eTamil
*Polish
*Chinese
*Punjabi

11
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About the programme - face-to-face

A trained Health Coach will help you make a number of
simple and sustainable changes to your lifestyle.

You will be supported through a series of behaviour change
ideas in a group.

Over next nine months you will attend 13 sessions with us.

The first four sessions are fortnightly, then monthly from then
on.
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Greater Manchester Clinical Commissioning Statement

e Eligibility for tirzepatide
» Face to face appointments
« MDT approach

e Use of prior approval

Consultation is underway to align the that the criteria for accessing
liraglutide and semaglutide with tirzepatide. This is currently going through
NHS GM’s governance process.
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Next steps
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Resources in development

Pathway

Patient searches and data cleansing searches

Patient invite letter

Referral form for primary care tirzepatide service

Service specification

How to use prior approval processes guide

Referral form for wraparound support

Patient agreement

Data collection template

FAQ's for GP Practices
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Patient facing communications

Recognition that primary care are inundated with enquiries / requests from patients
for tirzepatide and other weight management medication

Dedicated ICB web page which outlines the GM position, eligibility criteria and
R/llflorltlsed patient cohorts - Weight management in Greater Manchester | Greater
anchester Integrated Care Partnership

Stresses to patients that ‘we will call you’ if you are eligible to try and mitigate
demands/pressures on primary care

Include FAQSs for patients

Provides air cover for primary care — this is not a GP or specialist weight
management service decision but GM and informed by national guidance /
developments

Sug?g_ested text message for primary care — Thinking about weight loss medication? There are
strict eligibility criteria for getting these medications through the NHS. Click here for more information.

Will continue to develop resources for primary care, aligned to local and national
messages
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NICE NG246 Recommendations

Pregnancy

When to
consider
stopping the
treatment

Total length of
treatment
recommended
by NICE

Outcome data
provided by
MNICE within
relevant NICE
TAs

initial weight has
been lost after &
months an the
highest tolerated
dose.

been cht after 6 months of treatment.

3.0 mg/day dose if at least 5%
of the initial body weight has
not been lost.

Tirzepatide | Semaglutide Liraglutide | Orlistat
Do not use Do not use Do not use Use with caution
If less than 5% of the | If less than 5% of the initial weight has Stop after 12 weeks on the Stop after 12 weelks if at least

9% of the initial body weight has
not been lost.

Mot specified

Maximum of 2 years

Maximum of 2 years

There is no information provided
by NICE. There is no maximum
length of treatment specified in
the orlistat SPC

Indirect comparisons
suggest it is more
effective compared
with semaglutide
alongside diet and
exercise support.

More weight is lost with semaglutide
than with liraglutide

The committee concluded
that orlistat and bariatric
surgery would not be
alternatives to liraglutide for
most people, and that the
appropriate comparator is
lifestyle changes without
medicines. Liraglutide is more
effective than lifestyle
changes .

There is no NICE TA available for
orlistat. There is no information
provided on effectiveness of
orlistat within NICE NG246

Annual treatment costs per patient may vary, and some treatments are subject to confidential commercial agreements, such as
Patients Access Schemes.
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NICE NG246 Recommendations

MNICE TA
available

Treatment
eligibility
criteria

Route and
frequency

| Tirzepatide

NICE's technology
appraisal guidance on

Semaglutide

MNICE's technology appraisal guidance on

| Liraglutide

MNICE's technology appraisal guidance

semaglutide for managing overnweight

tirzepatide for
managding ovemnweight

and obesity (TA1026,
December 2024)

and obesity (TAB75, March 2023}

on liraglutide for managing ovenweight
and obesity (TAB64, December 2020)

| Orlistat

There is no NICE
technology appraisal
guidance on orlistat

An initial BMI of at
least 35 kg/m?® and at
least 1 weight-related
comorbidity.

Use a lower BMI
threshold (usually
reduced by 2.5 kg/m?)
for people from South
Asian, Chinese, other
Asian, Middle
Eastern, Black African
or African-Caribbean
ethnic backgrounds.

At least 1 weight-related
comorbidity and:
« aninitial BMI of 35.0 kg/m? or
more,
or
« aninitial BMI of 30.0 kg/m*to
34.9 kg/m? and who meet the
criteria for referral to specialist
overweight and obesity
management services.

An initial BMI of 35 kg/m® or more
and

non-diabetic hyperglycaemia

and

a high risk of cardiovascular disease.

A BMI of 30 kg/m? or
maore

or

a BMI of 28 kg/m? or
maore and associated
risk factors.

Prescribed in primary
care or a specialist
overweight and
obesity management

Prescribed in a specialist overweight and
obesity management service.

Prescribed in secondary care by
a specialist overweight and obesity
management service.

Prescribed in all
settings and
available in a lower
dose from a

service. pharmacy.

Weekly Weekly subcutaneous injection. Daily subcutaneous injection. Oral capsule, up to 3
subcutaneous times a day.
injection.
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Tirzepatide: Funding

Variation

* NICE have a approved a funding variation (FV) that was
submitted by NHS England regarding the roll out of

Tirzepatide.

* The cohorts and eligibility criteria are as follows:

Funding variation year

Estimated cohort duration

Cohorts

Comorbidities

BMI

Year 1

12 months

4 or more qualifying comorbidities
(hypertension, dyslipidaemia,
obstructive sleep apnoea,
cardiovascular disease, type 2
diabetes mellitus

40 or more

Year 2

9 months

4 or more qualifying comorbidities
(hypertension, dyslipidaemia,
obstructive sleep apnoea,
cardiovascular disease, type 2
diabetes mellitus

35-39.9

Year 2/3

15 months

3 qualifying comorbidities
(hypertension, dyslipidaemia,
obstructive sleep apnoea,
cardiovascular disease, type 2
diabetes mellitus

40 or more
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Qualifying comorbidities

Qualifying comorbidities

Definition

Atherosclerotic cardiovascular disease (ASCVD)

Established Atherosclerotic CVD ( Ischaemic heart disease,
cerebrovascular disease, peripheral vascular disease, heart failure)

Hypertension

Established diagnosis of hypertension and requiring blood pressure
lowering therapy.

Dyslipidaemia

Treated with lipid-lowering therapy, or with low-density lipoprotein (LDL)
greater than or equal to 4.1 mmmol/L, or high-density lipoprotein (HDL)
<1.0 mmmol/L for men or HDL <1.3 mmol/L for women, or fasting
(where possible) triglycerides greater than or equal to 1.7 mmol/L

Obstructive Sleep Apnoea (OSA)

Established diagnosis of OSA (sleep clinic confirmation via sleep study)
and treatment indicated i.e. meets criteria for CPAP or equivalent

Type 2 Diabetes

Established type 2 diabetes
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Cohort 1: NHS GM Prioritisation

* The roll out of cohort 1 will be in 3 stages and will begin at the end of June
2025 and will end when the funding allocation has been utilised (expected to
be aI’OUﬂd 700 pa“entS) (BMI adjusted for BME groups)

e Cohort 1a — BMI over 50 plus 4 comorbidities

e Cohort 1b — BMI over 45 plus 4 comorbidities
e Cohort 1c — BMI over 40 plus 4 comorbidities
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Stockport Locality options for discussion

* Option 1 — All GP practices deliver — Preferred option of GP Board
e Option 2 — PCN model — host GP practice in each PCN

* Option 3 — GP Federation model

e Option 4 — Pharmacy model

e Option 5 — GP Alliance (Includes Mastercall)

e Option 6 — Others?

Page 92 of 123



Maria Murphy
July 2025
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Mentor Scheme

Workforce Plan Action -

Embed clinical skills in practices following the Training Pod Develop scheme and bank of nurses to replace the training
closure pod. Practices to fund when required.

e Support all levels of clinicians new to a specific LTC area to embed their skills following attendance on a related course.
e Support newly qualified GPNs or Nurse Associates or those new to General Practice

* working together to undertake face to face or virtual clinics
* meetings to discuss hypothetical case studies or to provide an opportunity to discuss the best approach for patients with more
complex needs.

e Out of scope will be general support to Student Nurse Associates and Health Care Support Workers — support will be available in practice.

e Bank of nurses/GPs who meet specific criteria and follow NMC standards for Supervision and Assessment
e SSSA or equivalent mentor/coaching training completed
e Reference from ANP/GP/PM
e Min of 5 years post registration and PN/GP experience
*  Checklist for each LTC to be developed for mentors to be considered
*  Min of 2 year experience in specific LTC with evidence of recent CPD
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Diabetes Education Programme

Provide quality education and training Continue to build on the current training offer. At no cost where
possible (no funding available)

Focus on training to meet the prevention agenda
Live Well priority area in Prevention and Integrated Care Pathway workstream

Education Programme Objective

* Reduce the number of patients developing diabetes by focusing on prevention

e Improved levels of knowledge skills and confidence of HCPs in relation to type 2 diabetes care
* Increased proportion of appropriate referrals to secondary care for patients with diabetes

* Reduction in the number of hospital admissions due to diabetes complications

* Reduce the number of patients with diabetes in Stockport experiencing sub-optimal control

Proposal
*  Programme developed and circulated prior to summer break
e All free for practices/individuals
e DSNs and SIPs Team involved in the development and delivery.
» 2 x pharmaceutical company training packages - 15-20 per session — face to face
O MERIT Pre-insulin treatment options for the management of Type 2 Diabetes (includes preventions) — Sept 25
O Oral Therapies — Oct 25
O Incretin Therapy — Nov 25
O Additional modules e.g. Supporting Healthy Living/Promoting Effective Change/ldentifying Risk etc — from Dec 25
» Diabetes on the Net e-learning modules including Continuous Glucose Monitoring; Insulin Safety; Type 2 Diabetes Non-insulin Therapies
» Eden Diabetes — virtual sessions including Best Practice in Diabetes Care; Type 2 Diabetes and Obesity
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Training Needs Analysis

Develop and issue Workforce and Training Survey to all ~ Survey to go to practices and PCNs
PCNs and Practices — to identify key areas of support

required e.g. training needs and workforce challenges

and refine plan based on results

Aim

To enable us to forecast the training and educational needs, it is essential to understand training workforce plans for the
forthcoming year. To incorporate team and individual workforce needs across practices entire workforce (medical, clinical and non-
clinical individuals), looking at appraisals and operational plans where it has been identified that learning opportunities and
development exist.

Circulation
Send to all practice managers and PCN managers to cascade to all staff members in the practice/PCN — aim for 100% completion rate

Next Steps
Draft TNA to be sent to GP board for comments and feedback
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Masterclass Development

Workforce Plan Action
Celebrate Achievement

Support staff well being

Develop Stockport Health and Social Care Awards.
Use the Masterclass to share learning.

Utilise existing communication channels to share
learning/case studies.

Promote available training and resources.
Include sessions in Masterclass programme.

Develop a bank of wellbeing champions across
practices/PCNs.

Expand clinical supervision

» Approached by Paul Ansbro and Barbara Chatterton — include PM/Assistant PM Track

» Delivered by PMs to PMs and Assistants
» 1xHR,1x1G,1x Finance Session

» Share best practice and practical training

» Session on managing stress and burnout on June’s Masterclass
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Placements

Workforce Plan Action I

Increase the number of placements across primary care for ¢ Embed and develop SMILE (placement model).
pre-registration learners and t-level learners.

o Agree long term ‘home’
0 Increase number of organisations involved
o Bringin final 2 PCNs to deliver.

* Promote opportunities to place t-level learners

e SMILE
» has had 106 learners on placement — all based, visited or learnt about primary care

27 adult nurses 12 mental health nurses 1 occupational therapist 5 dieticians
15 physician associates 8 physiotherapists 21 pharmacists 6 LD nurses
2 student nurse 4 speech and language 4 podiatrists 1 paramedic
associates therapists

» Reduction in support from GMTH to support social care and PIVO placements - risk
» Engagement with 5 out of 6 PCNs. Aim to include the final PCN by end 2025

e T-Levels
» One PCN is already taking t-level learners
» Promotion at next PN Forum
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PCN Workforce Audit
Worldorce PlanAcion |

Improve level and quality of available workforce data Quality Visits

Monitoring

* Included in quality visits

*  Promotion from GM to improve the quality of workforce data — request sent to all GPs

* Implementation of new ARRS Workforce Audit
e To ensure all ARRS claims fit within the national guidance
e Agreed with PCN CDs and PCN Managers
* DPIA been drawn up with all related DPQO’s
* DSA gone out to all employers to sign prior to the audit commencing
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Bredbury Medical Practice Boundary Change
Request

Report To (Meeting): Stockport Primary Care Commissioning Committee

Report From (Executive Lead) | Gale Edwards - Associate Director Primary,

Community Care and Medicines Optimisation, NHS
Greater Manchester (Stockport)

Report From (Author): Kimberly Roberts — Senior Programme Manager, NHS

Greater Manchester (Stockport), Sydney Jessup -
Project Manager, NHS Greater Manchester (Stockport)

Date: 16.07.2025 | Agenda Item No: | 10
Previously Considered by: Not applicable
| Decision | x | Discuss/Direction | x | Information/Assurance |

Conflicts of Interests

Potential Conflicts of Interest: | Any attendees of the meeting that are associated with

general practice or a member practice affected by this
request within NHS Greater Manchester ICS

Purpose of the report:

NHS Greater Manchester (Stockport) have received a formal application from Bredbury
Medical Practice to reduce the practices geographical registration boundary.

Key points (Executive Summary):

Bredbury Medical Practice holds a General Medical Services (GMS) contract,
providing services to a population of 5144, delivered from a single practice site.
The practice list size has increased by 10% in 2024/2025, compared to the
Stockport average increase of 0.72%.

The requested reduction to the practice boundary is intended to support
management of continued list size growth to maintain access, quality, and practice
stability.

The areas proposed for reduction are across the Stockport locality boundary into
the Tameside Hyde area, and across the M60 motorway into the Brinnington area.
There are no negative impacts on the current registered population if the practice
reduces the contractual boundary. Any residents living in areas proposed to be
reduced will remain registered with all services offered.

No objections have been received from neighbouring practices or the Local
Medical Committee (LMC).

An Equality Quality Impact Assessment (EQIA) has been undertaken which
identified a potential adverse impact for residents in the areas removed from the
contractual boundary, who will have a reduced number of practices to choose to
register with.

However, there is good coverage from neighbouring practices with registration
boundaries crossing the same area which maintains sufficient patient choice as an

Page 100 of 123




alternative that mitigate this.
e The proposed amended boundary will no longer go beyond the Stockport Local
Authority border into the Tameside locality.

Recommendation:

It is recommended Stockport Primary Care Commissioning Committee:

¢ Review and note the content of this report considering the application received in
relation to the reduction in practice boundary from Bredbury Medical Practice.

¢ Note and approve the formal application received from Bredbury Medical Practice

¢ Note and approve the next steps.

Aims (please indicate x)

Which People are happier and healthier, and inequalities are reduced X

integrated care | There are safe, high-quality services which make best use of the | x
aim(s) is / are Stockport pound

supported by Everyone takes responsibility for their health with the right support | x

this report: We support local social and economic development together

Risk and Assurance:

List all strategic and high-level Patient Safety, Patient Access, Good Quality Care,
risks relevant to this paper Patient Experience

Consultation and Engagement:

Local People / Patient n/a
Engagement:
Workforce Engagement: Workforce communications have been distributed to

advise of the proposal

Potential Implications:

Financial Impact: Non-Recurrent N/A
Expenditure

Recurrent Expenditure | No financial impact
Expenditure included | Yes No N/A
within CCG Financial X
Plan

Performance Impact: Performance impact is considered low as this will
support the practice to maintain patient access, quality,
and stability.

Quality and Safety Impact: Maintaining quality is a key part of the request by

ensuring the practice can manage list size growth and
deliver all services for patients.

Compliance and/or Legal NHS GM needs to act within the terms of the

Impact: Delegation Agreement with NHS England undertaking
the functions relating to Primary Care Medical
Services. NHS GM have followed the processes as set
out in NHS England Primary Medical Care Policy and
Guidance Manual (PGM)
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Equality and Diversity:

General Statement: EQIA completed

Has an equality impact
assessment been
completed?

Yes
X

No

N/A

If Not Applicable,
please explain why

Environmental Impact:

General Statement:

Has an environmental
impact assessment
been completed?

Yes

No

N/A

If Not Applicable,
please explain why
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1. INTRODUCTION

1.1.

NHS Greater Manchester (GM) (Stockport) have received a formal
application from Bredbury Medical Practice to reduce their contractual
boundary, due to a significant increase in registered list size and the large
geographical practice boundary footprint.

2. PRACTICE INFORMATION

2.1.

2.2.

2.2.1.
2.2.2.

2.3.

2.4.

2.5.

2.6.

Bredbury Medical Practice holds a General Medical Services (GMS)
contract, providing services to a population of 5404 (June 2025), delivered
from a single practice site.

The practice has seen a significant increase in their registered list size for
the previous few years with the list size growth highlighted below:

List size Q3 2024 - 5,081

List size Q3 2023 — 4,599

The registered list size is increasing at a faster rate than the Stockport
average, with a 10% growth in registered patients in 2024/2025 against a
Stockport average increase of 0.72%.

If the practice continues to grow at the same rate, this could have quality
impacts for all registered patients, with reduced access and a negative
impact on the quality of services.

The requested reduction to the practice contractual boundary is intended to
support the practice to manage the continued list size growth, maintain
access for current patients, retaining quality of services and practice
stability.

The maps at appendix 1 highlight the current geographical boundary and
the proposed reduced boundary.

3. AREAS IMPACTED

3.1.

3.2.

3.3.

There are 2 geographical areas affected by this request, with travel to both
areas resulting in lengthy travelling times during peak hours, for the
practice team to undertake home visits.

The first area proposed to change is where the current boundary crosses
into the Tameside locality (Hyde area) with the proposed change request
to bring this back in line with the Stockport locality border.

The second area proposed to change is across the M60 motorway ring

road/roundabout into Brinnington area, with the proposal for the boundary
to end in line with the motorway on the practice side of the roundabout.

Page 103 of 123



3.4.

3.5.

4.

4.1.

4.2.

4.3.

4.4.

4.5.

4.6.

Where the proposal is to reduce the boundary, any resident living in this
area registered with the practice will remain registered with all services
offered.

If the change request is approved, this will enable the practice to decline
any future registrations from residents living within these areas, although
the practice could still choose to register them under an out of area
arrangement at their discretion.

IMPACT ON LOCAL PRACTICES AND SERVICES

The Stockport practices that could be impacted by this application due to
overlapping practice boundaries are:

P88017 Chadsfield Medical Practice
P88009 Woodley Village Surgery
P88019 Alvanley Family Surgery
P88625 Archwood Medical Practice
P88026 Heaton Moor Medical Practice
P88043 Brinnington Surgery

P88615 Vernon Park Surgery

YVVVYVYYVYYVY

The Tameside practices that could be impacted by this application due to
overlapping practice boundaries are:

Haughton Thornley Medical Centre
Hattersley Group practice
Clarendon Medical Centre

The Brooke Surgery

The Millgate Healthcare Partnership

VVVVY

The practices highlighted above have all been contacted to determine if
there are any objections to the boundary change requested by Bredbury
Medical Practice.

There have been no objections raised on the proposals from practices,
Primary Care Commissioner for Tameside locality or the Local Medical
Committee.

The scope of the proposed changes does not warrant a public consultation
however the practice has provided assurance they will ensure suitable
communications are developed for patient facing communications should
the proposal be approved.

Reducing the boundary area that currently crosses the Tameside locality
will also reduce the need to coordinate patient care with Tameside
community and social care services for a growing number of older age
patients, which can prove more difficult than liaising with Stockport based
services with the emerging integrated neighbourhood team approach.
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5. EQUALITY IMPACT ASSESSMENT

5.1.

5.2.

5.2.1.

5.2.2.

5.3.

An Equality Quality Impact Assessment (EQIA) has been undertaken which
identified a potential adverse impact for residents in the areas removed from the
contractual boundary, who will have a reduced number of practices to choose to
register with.

However, there is good coverage from neighbouring practices with registration
boundaries crossing the same area which maintains sufficient patient choice as
an alternative that mitigate this.

There are 7 Stockport practices covering the M60/Brinnington area all with
open lists

There are 5 Tameside practices covering the Hyde area all with open lists

The EQIA highlighted it is in the best interests of all the current registered
patients to support the practice via this request in managing the pace of
growth to ensure practice resilience, maintaining access and high-quality
patient care for current registered patients.

6. RECOMMENDATIONS

It is recommended Stockport Primary Care Commissioning Committee:

6.1.

6.2.

6.3.

Review and note the content of this report considering the application
received in relation to the reduction in practice boundary from Bredbury
Medical Practice

Note and approve the formal application received from Bredbury Medical
Practice

Note and approve the next steps

7. NEXT STEPS

7.1.

7.2.

Bredbury Medical Practice to produce a new digital practice boundary map
for submission to NHS Greater Manchester contract team

Inform NHS Greater Manchester contract team of the Primary Care

Commissioning Committee decision to ensure all contract variations and
required contractual steps are undertaken
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APPENDIX 1 - BOUNDARY MAPS

1. Map showing current Bredbury Medical Practice Boundary

2. Map showing proposed reduced practice boundary

APPENDIX 2 — EQUALITY IMPACT ASSESSMENT

m-

EQIA - Boundary
change P88044 Bredk
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Equality Quality Impact Analysis Template

Step 1

Evidence

Step 1 Evidence

This equality and quality impact analysis is being undertaken to prevent my policy, plan, or project
from adversely affecting the quality of services and people with different protected characteristics or

at known disadvantage.

| am using this template to identify potential risks, discrimination, or disadvantage, propose steps to
strengthen against those and record and monitor the success of those strengthening actions.

Name of your strategy/policy/plan/project

Boundary adjustment (reduction) for P88044
Bredbury Medical Practice

Contact details for the person completing
the assessment

Kim Roberts / Sydney Jessup
kimberly.roberts3@nhs.net

Sydney.jessup@nhs.net

Design date for the
strategy/policy/plan/project

June 2025

Date your equality analysis is completed 2025
Does this template form part of a business

. L. Yes No Unsure
case or investment proposal submission?
Are you completing this because of Yes No unsure
organisation change?

Is there another reason for you
completing this template — e.g. renewal of
a current service/change to current
service — please specify:

Contractual change — Practice requesting a change
to their contractual / registration boundary

If you are unsure about any part of this template, please read the accompanying guidance paper before
you complete. ALL sections must be completed — N/A is not applicable in this template as it is used to
inform legal compliance. If you need to explain your bespoke approach further, please do so in the text

boxes.
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1.

Initial screening assessment

What are the main aims, purpose of your policy, plan, or project?

Bredbury Medical Practice have requested to reduce their contractual boundary due to a significant
increase in registered list size over the last 12/18 months and the large geographical footprint
covered by the current contractual practice boundary. A reduction of the current contractual
practice boundary will support managing the continued list size growth, maintain access for current
patients retaining quality of services and practice stability.

Part of the current practice boundary proposed to change crosses the Stockport locality border into
Tameside locality (Hyde area), which proves challenging when home visits are required at peak
times of the day due to distance travelled. Reducing the boundary area that currently crosses the
Tameside locality will also reduce the need to coordinate patient care with Tameside community
and social care services for a growing number of older age patients, which can prove more difficult
than liaising with Stockport based services with the emerging integrated neighbourhood team
approach.

The second area proposed to change is across the m60 motorway ring road/roundabout into
Brinnington area, with the proposal for the boundary to end in line with the motorway on the
practice side of the roundabout, to avoid lengthy travelling times during peak hours for home visits.
(see maps at appendix 1 and 2)

Where the proposal is to reduce the boundary, any resident living in this area registered with the
practice will remain registered with all services offered, however the changing of the boundary will
allow the practice to decline any further registrations from residents living in these areas unless the
practice choose to register them under an out of area arrangement at their discretion.

The practice will continue to accept registration requests for new members joining an existing
patient’s household, such as an older adult moving in or a new addition to the family such as a
foster child.

What is your expected outcome?

Reduce future list size growth for the practice

Maintain access and quality of service for current registered patients

Maintain resilience and stability for the practice

Reduced barriers to arranging and coordinating community services and referrals for
patients registered but living under a Tameside postcode

Reduces demand & pressure on the practice

e Practice able to retain an open list for new patient registrations
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Who will benefit?

e Bredbury Medical practice current registered patients
¢ Practice maintains resilience and stability with an increasing practice list size

Is your project part of a wider programme or strategy (for example, the locality plan)?

Yes, this closely aligns with the National, NHS GM and Stockport priorities to ensure high quality
patient care quality and outcomes across the locality.

Are there any aspects/activities of the policy, plan or project that are particularly relevant to equality,
socio-economic disadvantage, or human rights? At this stage, you do not have to list possible
impacts, just identify the areas. (e.g. we are commencing a new programme of health care aimed at
Caribbean men with diabetes)

Accessible GP and primary care services are key to supporting reducing health inequalities. All
Stockport residents have the right to access primary medical services.

2. What existing sources of information will you use to help you identify the likely impact on different
groups of people? (For example, statistics, JSNA'’s, stakeholder evidence, survey results, complaints
analysis, consultation documents, customer feedback, existing briefings, comparative data from
local or national external sources).

e Shape atlas

e Contractual boundary documentation to determine the boundaries of nearby practices both
in Stockport and Tameside locality

e Friends and Family test feedback & GP patient Survey results

e Published practice list size information to monitor changes in registered list size

e Practice GP access and appointment data

3. Are there any identified impacts of the proposed change in service provision on the quality of patient
care? Will the change impact positively or negatively on other parts of the health and social care
system?
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Bredbury Medical Practice list size is increasing at a faster rate than the Stockport average, with a
10% growth in registered patients in 2024/2025 against a Stockport average increase of 0.72%. If the
practice continues to grow at the same rate, this could have quality impacts for all registered patients,
with reduced access and quality of services. The practice can request approval to commissioners to
close their list to new registrations, however this may have financial implications, therefore the
practice has requested to reduce the boundary size for new registrations to slow the pace of growth
and support the practice to maintain the quality of patient care for residents already registered to the
practice.

e A number of the recent new registrations are from the Tameside locality (Hyde area) —
therefore this would reduce the need to increase travelling time for home visit further as the
list size grows for residents in this area.

¢ Residents in the areas removed from the contractual boundary will have less choice of where
to register, however there are multiple practices with registration boundaries crossing the

same area to maintain sufficient patient choice as an alternative.
» There are 7 Stockport practice covering the M60/Brinnington area
» There are 5 Tameside practice covering the Hyde area

Additionally, the practice will continue to accept registration requests for new members joining an
existing patient’'s household, such as an older adult moving in or a new addition to the family such
as birth of a child or foster child, even if the household is no longer in the contractual boundary post
boundary reduction. This will ensure continuity of care for families already registered at the practice.

4. Evidence gaps

Are there gaps in information that make it difficult or impossible to form an opinion on how your
proposals might affect different groups of people or the overall quality? If so, what are the gaps in
the information and how and when do you plan to collect additional information? Note this
information will help you to identify potential equality and quality stakeholders and specific issues
that affect them - essential information if you are planning to consult as you can raise specific issues
with particular groups as part of the consultation process. QEIAs often pause at this stage while
additional information is obtained.

No: Please go on to question 6 - (Be sure to have fully considered all stakeholders, communities
and parts of communities — e.g. have you considered the needs of gypsies, travellers and Roma
communities, other transient communities, do you need to better understand take up of your service
by Muslim women or Orthodox Jewish men, for example).

Yes: Please explain briefly how you will fill any evidence gaps. You might want to start with
contacting research or policy colleagues to see whether they can point you in the right direction. Our
third sector colleagues will also be pleased to offer support and direction.

4th Floor, Piccadilly Place, Manchester M1 3BN

Tel: 0161 6257791 ww%%nénﬁgrg];el%re.org.uk



No evidence gaps identified
this is a contractual process
with no requirement to liaise
with the public at this stage or
wider services than those
already highlighted

5. Involvement and consultation

Note: You are required to involve and consult stakeholders during your assessment. The extent of the
consultation will depend on the nature of the policy, plan, or project.

(Don’t forget to involve trade unions and inclusion staff groups if staff are affected and consider socio-
economic impact as well as community and third sector groups for different protected characteristics. If
there is potential for different impact across different neighbourhoods, consult your neighbourhood leads)

Consultation and involvement that has taken place, who with, when and how?

e Engagement undertaken with neighbouring practices in Stockport and Tameside localities
who have a practice boundary within the same geographical footprint.

e The Local Medical Council (LMC) have been contacted to advise of the proposed changes
with a request for any comments or objections

¢ All practices have directly stated they have no concerns/objections raised to date from any
practice contacted, or the Tameside locality Primary Care Commissioner on the proposed
changes.

Key feedback from consultation:

As above

For significant or large strategies and programmes, please provide a link to any written
record of the consultation to be published alongside this assessment here:

N/A
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Stockport residents living in TBC Website and practice comms
affected areas will be utilised

Step 2
Assessing impact and opportunities to promote quality, equality, and human rights

6. If you have piloted a project you want to roll out, add here what you learnt about adverse impacts on
quality and/or communities not taking up, accessing, or having poorer outcomes from it and what you
have done to address those disparities.

| Not applicable \
7. What barriers have you identified for the different groups listed by your proposals and the potential
impact on the domains of quality?

Add the impacts in the box next to the group (e.g. we have found that working aged people are not taking
up our services because of our opening hour restrictions).

Complete the identified barriers for each group and identify which group you have identified
You should complete each category. If you believe there is no adverse impact, you should put an
explanation as to why.

No adverse impacts — for current registered patients who are of older
age requiring home visits, the proposal may have a positive impact on t
current registered patients, as it retains strong access and capability
of timely home visits by reducing the pace of the growth of the practice.

No adverse impacts — Stockport and Tameside practices covering the s
geographical areas have strong access and are on good

transport routes. All Greater Manchester GP practices will consider
disability access ensuring reasonable adjustments are made as
required, all offering services such as LD health checks.
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No adverse impacts

No adverse impacts — all Stockport and Tameside practices have
access to the same language/interpretation services that would have
been available at Bredbury Medical Practice

All practices will consider religious and culture
needs as required therefore Bredbury Medical Practice not
being an option for registration is expected to have no adverse impacts

No adverse impacts — all practices will deliver a person-centred approa
identity and sexual orientation

No adverse impacts

No adverse impacts

No adverse impacts — the proposal could have a negative

impact for reduced patient choice for those residing in the impacted
area but these areas have good coverage from neighbouring
practices with ease of access with close transportation links. For the
rea proposed close to the M60/Brinnington there are 7 other practices
that residents from this area can register with. There is only a limited
number of patients currently registered with Bredbury Practice from
this area as the majority will already be registered with Brinnington
Medical practice due to easier access.
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No adverse impacts — all practices have access to maternity services
as required

No adverse impacts

Not Applicable

The proposal reduces the number of practices that residents in the
highlighted geographical areas can choose to register with. There is
however sufficient coverage of other practiecs, all with open lists that
this proposal to reduce the practice boundary does not highlight any
safety concerns/impact.

No adverse impacts

The proposal to reduce the boundary size retains effective high-quality
and access for the current registered patients

The reduced contractual boundary may result in reduced patient choice
for those residing in the impacted area, however these areas have
good coverage from neighbouring practices registration boundaries.

At present the patient satisfaction levels of Bredbury Medical Practice
are positive howvere if the practice continues to grow at the rate of
10% each year, there is a risk that patient satisfaction could reduce
due to access and difficulty securing appointments.

No adverse impacts on the system.

There may be a reduction/reduced growth in financial
commitments/spend if the number of Tameside borough residents
registered with a Stockport practice does not grow any further i.e.
CHC budget
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8. Can the adverse impacts you identified be justified and the original proposals implemented without
making any adjustments to them? If so, please set out the basis on which you justify implementing the
proposals without adjustments.

An identified adverse impact is reduced patient choice of practice registration for those living in the
affected areas. However, there is good coverage from neighbouring practices that mitigate this
Impact and there is not a requirement to have a specific number of practices covering any
geographical area. It is in the best interests of all the current registered patients to support the
practice via this request in managing the pace of growth and practice resilience to reduce the
contractual boundary to ensure quality and ease of access is maintained.

9. Having analysed the initial and additional sources of information including feedback from consultation,
is there any evidence that the proposed changes will have a positive impact on quality or any of these
different groups of people and/or promote equality of opportunity? Please provide details of who will
benefit from the positive impacts and the evidence and analysis used to identify them.

Current Bredbury Medical Practice patients will continue to receive high quality patient care.
Practice clinicians will retain sufficient capacity for the demand ensuring that expectations to travel
out of borough does not increase any further, for patients requiring home visits.

10. Is there any evidence that the proposed changes have no quality or equality impacts? Please provide
details of the evidence and analysis used to reach the conclusion that the proposed changes have no
impact on any of these different groups of people.

There is no negative impact on the current registered population.

11. Please provide details of how you will consult and involve stakeholders and communities on the
proposed changes. If you do not plan to consult and involve, please provide the rationale behind that
decision.

Neighbouring practices and Tameside locality have been consulted regarding the proposed change
in boundary size.

4th Floor, Piccadilly Place, Manchester M1 3BN

Tel: 0161 6257791 wwv%%néq?grg];e%re.org.uk



Step 3 — Strengthening your policy plan or project

Please use the table below to document your strengthening actions.

12.What changes are you planning to make to your original proposals to minimise or eliminate the
adverse equality and quality impacts you have found?

Please provide details of the proposed actions, timetable for making the changes and the person(s)
responsible for making the changes.

Not Applicable

13. Describe here how you could further promote equality of opportunity and quality. What action/s
do you recommend and when?

This is where you are taking the opportunity to advance addressing inequalities and quality issues
beyond the mitigations you are putting in place (e.g. your mitigations when moving a service to
digital provision will be to ensure alternatives are available for those who cannot access digital
services. Your opportunity to further promote equality and quality with a new digital service would be
to extend a service to people from their own home where they had previously experienced physical
barriers to reaching your surgery.

The practice already has a range of access opportunities based on patient need and preference
and this will be maintained. The practice currently has a high proportion of face-to-face
appointments as this is the preference of many of their registered patients. Reduction in
contractual boundary will retain this access for all.

14. Describe how you could further promote human rights principles. What action/s do you
recommend and when? Please provide detalils.

For example, if you are putting in place improved access to interpreter provision that may enhance
the human rights of those that need it to access public services.
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Assurance that access to specific services such as translation and interpretation services will be
maintained as part of this proposal.

15. Describe how you could further reduce socio-economic disadvantage. What action/s do you
recommend and when?

For example, if you are undertaking a focused anti-smoking campaign in areas of high deprivation,
you can expect to reduce socio-economic disadvantage.

Increased capacity resulting from reduced boundary may support reducing inequity by resulting in
increased access. Current patients of the practice will still benefit from all services from the
practice such as home visits for those unable to travel.

16. Describe here how you could further promote social value. What action/s do you recommend
and when?

For example, you might be able to offer new jobs or apprenticeships to people struggling to get
employment or offer contracts to community led social enterprises to deliver your services.

Not applicable.
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Step 4 — Monitoring and review

17. You are legally required to monitor and review the proposed changes after implementation of
your strategy or programme to check they work as planned and to screen for unexpected equality
and quality impacts. Please provide details of how you will monitor, evaluate, or review your
proposals and when the review will take place.

From July 2025 Check data
Monitor practice list size
Changes
Patient feedback From July 2025 Friends and family test results

Step 5 — Sign off

Strategy, policy, plan, project or service owner or Work Programme Lead*

Name: Kimberly Roberts Date: 12/6/2025

QEIA Lead (the person completing this form)

This equality analysis has been quality-checked and will be passed to the senior responsible
officer for final sign off.

Name: Sydney Jessup Date: 09/06/2025

Director or Senior Responsible Owner *

This equality impact assessment has been completed in a rigorous and robust manner and |
agree with the actions identified. It will now be progressed and published where required.

Name Date

*By signing off your QEIA you are confirming that you are satisfied that the
policy/strategy/project/activity/service has been designed with the needs of different equality groups
and communities in mind, and that the groups it is intended to serve will be able to access the service
and experience similar outcomes from it.

For records, this QEIA will also need to be copied to elaine.mills7@nhs.net and to
michael.robinsonl@nhs.net to ensure we can evidence our legal duties to undertake equality and
quality analysis. However, the original version must be kept with the project documents and pro-
actively used to inform the progress of the work, alongside budget, risk and health and safety
monitoring.
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Appendix 1 — current boundary

Appendix 2 — proposed boundary
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Stockport Primary Care Commissioning
Committee (PCCC) Finance Report for the period

ending 30 June 2025 - Month 3

Report To (Meeting):

Stockport Primary Care Commissioning Committee

Report From (Executive
Lead)

David Dolman, Associate Director of Finance, NHS Greater
Manchester (Stockport)

Report From (Author):

(Stockport)

Nehal Zaman, Finance Advisor, NHS Greater Manchester

Date:

16™ July 2025

Agenda Item No: | 11

Previously Considered by:

This is the first time the report has been presented

Decision

Assurance

v

Information v

Conflicts of Interests

Potential Conflicts of Interest:

Any attendees of the meeting that are associated
with a GP Practice in Stockport.

Purpose of the report:

The purpose of the report is to provide an overview of the financial performance of the
Primary Care Delegated Commissioning budget as at 30" June 2025.

Key points (Executive Summary):

e The NHS Greater Manchester (Stockport) is reporting a £0.145m favourable year
to date (YTD) variance.

e The NHS Greater Manchester (Stockport) is reporting a £0.037m adverse forecast

outturn variance.

Recommendation:

(i) Note the YTD and forecast outturn.
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Aims and Objectives:

Which Corporate aim(s) is / are Lead Well
supported by this report:
Which corporate objective(s) is / Deliver financial balance

are supported by this report:

Risk and Assurance:

List all strategic and high-level Failure to manage costs within the delegated allocation
risks relevant to this paper may result in NHS Greater Manchester failing to
achieve financial balance.

Consultation and Engagement:

Patient and Public Not Applicable
Involvement:
Clinical Engagement: Not Applicable
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1.0

2.0

3.0

Introduction

The purpose of the report is to provide an overview of the financial performance of
the Primary Care Delegated Commissioning budget as at 30 June 2025.

Financial Performance

As at 30 June 2025 NHS Greater Manchester (Stockport) is reporting a £0.145m
year-to-date favourable variance and a £0.037m forecast outturn adverse variance
against the Primary Care Delegated Commissioning budget.

The YTD and forecast outturn financial positions are summarised in Appendix 1.

The year-to-date (YTD) favourable variance is primarily due to Additional Roles
Reimbursement Scheme (ARRS) claims paid as of 30 June 2025 being lower than
anticipated. However, this is expected to change with the upcoming payment of
backdated pay uplifts in the coming months. As a result, the ARRS forecast is

expected to be only slightly below plan by year end.

The adverse forecast variance is mainly driven by increased costs associated with
health centre rent under premises expenses.

Next Steps

1. Continue to monitor actual spend against the Primary Care Delegated
Commissioning budget for 2025/26.
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Appendix 1 — Financial Summary as at 30 June 2025

Forecast
Annual - = | e
Budget Actual Variance Budget IEes . "
Variance
Service Line £m £m £m
General Practice - GM S (0.007)
Global Sum 3.742 3.742 0,000 (0.007)
General Practice - PMS 5.672 5.672 0.000. (0.025)
Contract Value 5.672 5.672 0,000 (0.025)
QOF 1.112' 1.112' 0.000. 0.000
QOF Aspiration 0.883 0883 (0.000) 0.000
QOF Achievement 0220 0220 0,000 0,000
Enk 1 services 1.725 1.727 0.002 0.010
DES- Individual Practice Payments
Learn Dsblty Hith Chk 0054 0054 (0.000) 0214 0214 0,000
Minor Surgery 0.100 0100y  (o.000) 0399 0399 0.000
Violent Patients O.C[Bl 0.008] (0.000) 0030 0030 0,000
PCN DES-Participation 0.143 0142  (o.0o00) 0570 o570 (0.000)
Weight Management 0L000 0L000: 0,000 0L000 0L000 0,000
Primary Care Network DES Expenditure {Payments to PCN's)
PCN DES Enhanced Access 0702 0704 .o} 2.809 2.815 0,006
PCN DES Care Home Premium 0072 0072 (0.000) 0289 0,289 0,000
PCN DES IIF Achievement 0018 0oL 0,000 0072 0072 0,000
PCN Capacity and Access Support 0.267 0.2 0.001} 1.065] 1072 0.002
PCN CAIP 0115 0115 0,000 0458 0459 0001
PCN DES Core Support Payment O.jj 02 0,000 0990 0991 0001
ARRS PCN DES Additional Roles 2. 1 (0.137) 84T ga7|  (0.008)
ARRS PCN DES Additional Roles 2120, 1983 (0.137) 8.479 8.471 (0.008)
F ises CostReimk nt 0. 0.985 0.017 3.940 0.070
Prem Notional Rent [} 0304 0,000 121 1217 0001
Prem Healthcentre Rent 0462 0479 0.017 1 1917 0069
Prem Actual Rent 0os7 0057 0,000 0226 022 0,000
Prem Cost Rent 0L000 0L000: 0,000 0L000 o 0,000
Prem Rates 0116 0116) (0.000) O.:ﬂ 0462 0,000
Prem WaterRates 0015 0015 0,000 o o 0,000
Prem Clinical Waste 0015 0015 0,000 0060 0060 0,000
Other Premises Cost 0.000 ﬂ.ﬂ 0.000
Prem COther 0002 0002 0,000 o o 0,000
Dispensing/Prescribing Drs (0.002) 0.254 0.005
Prof Fees Prescribing 0033 0031 (0.002) 0249 0254 0,005
Other GP Services 0.012 1.343 1.343 0.000
Legal / Prof Fees o 0,000 0030 0030 0,000
cac 0051 (0.000) 0.205 0205 0,000
PCO DoctorsRet Scheme 0026 0012 0105 0105 0,000
PCO Locum Adop/Pat/Mat and Sickness 0218 0,000 0873 0873 0,000
Sterile Products. 0001 0,000 0005 0005 0,000
Translation Fees 0031 0,000 0124 0124 0,000
Business Rules /G | Mon Pay Reserves zﬁ (0.036) 0.142 0.142 o.g
Busi Rules /G 1| Prior Year Benefits/Pressures 0. 0.000 3 0.
Total PCR Excl. Non Del PRC Sck & Pass th h cost: 15.735 (0.143) 63.194 0.045
Non-Delegated PRC Schemes Non-Delegated PRCSchemes 0309 0.307 (0.002) 1.234 1.227 (0.007)
Void & Subsidy NHS Property Services 0195 0195 o 0778 0778 0,000
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