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Paper A

Manchester Locality - Primary Care Commissioning Committee (PCCC)
Meeting held in Public

Notes of meeting held on 22 May 2025
Venue: Microsoft Teams

Present

Tom Hinchcliffe — Chair (TH) — Deputy Place Based Lead, NHS GM (Manchester Locality)
Gordon Reid (GR) — Assistant Director of Primary Care, NHS GM (Manchester Locality)
Caroline Bradley (CB) — Associate Director of Primary Care, NHS GM (Manchester Locality)
Mohammed Bhuta (MB) — Primary Care Provider Lead (Optometry)

Julie-Ann Murray (JAM) - Senior Executive Assistant, Business Support Manager (minutes)
Dr Sarah Follon (SF) - Associate Medical Director

Dr Vish Mehra (VM) — Manchester Locality GP Board Chair

Anthony Ashworth (AA) - Finance Business Partner — Primary Care (Manchester Locality)
Dr Zubair Igbal (ZI) GP - Clinical Lead / Primary Care Quality and Transformation Lead

Jane Muirhead (JM) - Primary Care Lead (Manchester)

Georgina Gbassana (GG) - Programme Lead- Primary Care, Public Health, MCC

Damien Heakin (DH) - Chief Finance Officer - NHS GM (Manchester Locality)

Aneet Kapoor (AK) - Manchester Locality Lead for Community Pharmacy, Greater Manchester
Jess Marsi (JM) - Primary Care Manager (Manchester)

Kay Hussain (KH) - Primary Care Manager (Manchester)

Jamie Higgins (JH) - Strategic Medicines Optimisation Pharmacist - Manchester

Apologies: Heather Bury, Carolina Ciliento, Dr Murugesan Raja, Gwen Crossley

Item Detail

1. Welcome and Introductions
TH welcomed everyone to the meeting.
TH acknowledged the sad news of the death of Jennie Watson. He wanted to acknowledge her work,
contribution, commitment and the significant role she played within the locality and within
community pharmacy.

2. Declaration of Interest
VM declared an interest in relation to the primary care risk log and advised he is the PCN Clinical
Director for Gorton & Levenshulme PCN which includes Hawthorn Medical Centre.

3. Minutes of previous Manchester PCCC meeting - 27 March 2025
Minutes of the last meeting were confirmed as an accurate record of the meeting.

4, Matters Arising

NHS Reform

TH gave a brief overview of recent guidance on the NHS Reform. TH outlined the intention for ICB’s to
become a strategic commissioner with the possibility of some existing functions moving to NHS
regional teams, or provider organisations, although the timescales for this is not yet determined. TH
advised that NHS GM will submit a high-level plan by 30 May 2025 to NHSE, detailing how a 39%
reduction to running costs will be made. This will then be followed by detailed work within NHS GM on
the implications for ICB along with partner input into the redesign progressed in June/July. The 10-year
planis due to be published in June 2025 with NHSE producing a blueprint on how the regions will work.
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Special Allocation Scheme - Contract 2025/26

KH presented to Manchester PCCC, outlining the recent change to the provider of the Special
Allocation Scheme (SAS) for 2025/26. Due to the timescales involved, the paper was taken to the
Manchester Locality Management Team (LMT) on 10 April 2025 where it was agreed to contract the SAS
to Northern Health GPPO (North Manchester GP Federation) for 2025/26. The SAS provides essential
Primary Medical Care Services for patients who have been ‘immediately’ removed from their GP
practice list and that have been deemed to have committed an act of violence (physical or abusive),
threatened violence, or have behaved in such a way that person(s) has feared for their safety.

KH outlined that the previous provider approached locality commissioners to indicate that they would
be unable to continue to deliver the service unless there was an increase in funding to the overall
contract value. This request, and the significant service risk that this created, triggered a period of
review by the Manchester Locality Primary Care Team.

To enable the Primary Care Team time to review the options, implement any actions accordingly and
provide the patients on the SAS enough notice regarding potential change of provider and location, the
2024/25 SAS service was extended for 1 month with the incumbent provider until 5 May 2025 (with the
location remaining the same).

During the formal APMS mobilisation discussions one of the APMS Providers, Northern Health GP
Provider Organisation (GPPO) expressed an interest that they would be able to fully manage the SAS
service for 2025/26 (potentially longer) and deliver this from Victoria Mill Medical Practice.

Northern Health GPPO previously managed the SAS service for several years. Due to remedial fire-
stopping works, the Practice operated from a portacabin during 24/25, however, they have returned to
the Victoria Mill building in April 2025 and now have appropriate estate available to provide the service
from 6 May 2025.

Manchester Locality Primary Care Team and Manchester Locality Management Team supported the
SAS change of provider and location to ensure the process was followed in line with local and national
guidance and to ensure there were no adverse impacts on service provision and continued patient care

GR advised this was negotiated at pace and a good solution for Manchester which aligns with the APMS
procurement.

Action
Manchester Primary Care Commissioning Committee is asked to:
¢ Noted the contents of the paper and the work undertaken within a short timescale to
ensure continued service provision for the Special Allocation Scheme
e Ratify the decision made by Manchester LMT
e Toreceive further updates as appropriate

PCN DES - Enhanced Access Plan proposal

JM presented to Manchester PCCC, outlining that Cheetham Hilland Crumpsall PCN has requested to
make a change to their current PCN Direct Enhanced Service (DES) Enhanced Access Plan. Following
discussions with the commissioner relating to this proposed change, the PCN manager has submitted
a new plan for review as requested.

JM outlined that, subject to approval, the PCN is requesting that 21.5 out of the 77.5 total hours
capacity per week are delivered by Crumpsall Medical Practice and the remaining 56 hours will be
delivered by Cheetham Hill Medical Centre, replacing Northern Health GPPO as a subcontractor.
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The proposed Enhanced Access sites for this PCN will remain the same:
e Cheetham Hill Medical Centre (now provided by Cheetham Hill Medical Centre staff)
e Crumpsall Medical Practice (provided by Crumpsall Medical Practice staff)
e New Collegiate Medical Centre (provided by Crumpsall Medical Practice staff)

JM advised that an internal process has been underway to develop and shape the new plan, which
consist of PCN clinical directors, practice managers and GPs / clinicians from the PCN all involved in
decision making. Various meetings and discussions have taken place with the PCN and network
practices who have been consistently communicated with and have all agreed to the changes. The
PCN believes they will benefit from using an existing provider whereby all infrastructure is already in
place and is well equipped to accommodate the PCN patient population.

The PCN has provided assurance that Northern Health GPPO Ltd has agreed to continue with current
arrangements until the new plan goes live. This is to allow the new proposed PCN Enhanced Access
plan to progress through the relevant governance routes and will ensure there is not a gap in service
provision for patients. Face-to-face appointments will remain as there were before and will account
for 100% of the appointments offered across all sites. In terms of patient engagement, the PCN
ensured patient feedback is regularly factored into the running of the service and they are well
equipped to flex the service as needed to suit patient need. The PCN submit quarterly friends and
family test feedback to the commissioner which has been used to support the development of the
service and make improvements where appropriate

AA clarified that the calculation of PCN population figure around enhanced access is still a live issue
nationally that needs to be rectified.

Action
Manchester Primary Care Commissioning Committee is asked to:
e Noted the information contained in this paper.
e Agreed and supported the new PCN Enhanced Access Plan for the Cheetham Hill and
Crumpsall PCN.
e Agreed with the next steps.
e Toreceive further updates as appropriate.

Primary Care Winter Schemes 2024/25 - Summary
GR presented to Manchester PCCC summarising the winter schemes
e Scheme 1: Additional Capacity for GP Practices
e Scheme 2: Manchester Acute Respiratory Infections Service
e Scheme 3: Manchester Surge Hubs
e Wider GM schemes: Expansion of Minor Ailment Service (MAS) and Community Urgent Eye
Service (CUES)
e Other pilots: Complex Discharge MDT and Call before Convey pilot.

In terms of MARIS at a PCN Level there were 20,526 appointments offered to patients.

17,688 delivered same day for MARIS respiratory appointments for children and adults, 97% of all
MARIS appointments face to face; 85% (15,000) appointments for respiratory; 33% of allappointments
for children; 3.4% DNA rate

At least 50% of these appointments would otherwise have used A&E. Trafford using a different
evaluation method estimated almost 60%

In terms of additional GP capacity at practice Level ¢20,000 additional clinician and non-clinician
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appointments were available to support practice resilience. GR advised that it was harder to measure
impact by its nature although practices are given a specific number of target appointments to deliver.
The capacity also enables practices to recruit non-clinical staff to enable practices to function through
winter. A national priority and key factor in preventing A&E attendance, reducing non-elective
admissions and reducing unmet need. Focused support for those practices supporting large numbers
of patients around cost of living.

In terms of surge hubs at GP Federation level, there were 9,280 GP Federation Surge Hubs
appointments offered with 8,311 delivered, with additional resilience for practices at risk of being
overwhelmed during winter. This reduces the chance of same day and planned access being impacted
over winter. 94% of appointments were face to face; 44% of appointments were due to lack of access
and 44% of appointments were due to sudden onset of condition or worsening of existing condition.
He advised that 23% of all appointments would have otherwise been seen in A&E; 9% of referrals from
111 and UEC.

In terms of next steps, a debrief session on Winter within the urgent care system will be held at Trafford
Town Hall in July. The event will focus on reviewing the additionality within the system, what
interventions worked well, and what didn’t work well, so that we can learn and apply in planning for
winter 2025/26. A Winter debrief template will be shared with leads and organisations to capture in a
standardised way across the system, with GP Board essential to inform priorities.

There is a continued focus on reducing demand on the UEC system and improving patient flow and
discharge. These goals are central to delivering safer, more appropriate care for our patients.

AA referred to winter funding and MARIS scheme and advised that this has been completed
successfully by all PCNs and the final payment is due. A paper is being presented to the Locality
Management team for final sign off on 27 May 2025.

CB highlighted that it demonstrates the impact of additionality into general practice over winter and
are seen as a key part within the winter allocation. It was felt as we go into winter planning discussions
it would be helpful to understand the wider schemes i.e. Optometry in broader depth and suggested
that these are brought to a future meeting.

SF agreed and highlighted all the collaborative system working that has been undertaken across
primary care over winter and felt we can really evidence the additionality and outcomes.

VM referred to Winter and issues around vaccination hesitancy and that itis likely to see more patient’s
becoming ill with conditions that could be prevented. In general practice they see a spike in October
being flu season and students return. VM felt having system discussions earlier in the year is key.

TH referred to the hesitancy in vaccinations and how we could address some of this collaboratively
involving Public Health.

Action
Manchester Primary Care Commissioning Committee noted the paper.
GR to speak to colleagues in Public Health.

Primary Care Quality Update

CB presented to Manchester PCCC summarising the key areas of Primary Care quality work
undertaken. The locality Primary Care MDT continues to meet regularly to review and monitor any
concerns relating to Manchester GP practices, particularly where practices have a CQC rating of less
than Good, or where quality and safety concerns have been raised, through a variety of routes, at a

4




Paper A

local level.

There are currently a total of 11 practices on the MDT agenda, compared with 13 reported previously.
The reasons for inclusion at the MDT ranges from ongoing support to one-off incidents; as such the
MDT agenda is splitinto Intensive, Moderate and Minimal support categories. In addition, the MDT may
seek ad-hoc quality assurance from practices in relation to patient safety incidents that are brought to
the attention of the locality team.

Since the previous PCCC Quality update report, Chorlton Family Practice has had a positive change in
their CQC rating from an overall rating of Requires Improvement (Rl) to Good in all CQC domains. This
revised rating resulted from the inspection that took place during February 2025. The report was
published on 4 April 2025. The practice has made improvements and is no longer in breach of
Regulation 17 (1) HSCA (RA) Regulations 2014, Good governance.

In terms of Droylsden Road Family Practice (DRFP) the practice was previously rated requires
Improvement with CQC following an inspection that took place in May 2022. The follow up inspection
has been delayed due to well documented organisational changes within the CQC. This issue has been
escalated to CQC colleagues to highlight the need for a re-inspection. However, during 2024/25, NHS
GM Manchester Locality, along with other NHS GM localities, held a procurement exercise to re-
commission several Alternative Provider Medical Services (APMS) contracts. This has led to a change
in provider for DRFP and the previous CQC rating for the practice will be archived with a CQC
inspection of the new provider expected. Regular CQC liaison meetings continue to take place within
the Manchester Locality between MDT members and the CQC Inspectorate staff representatives.

In terms of NHS Greater Manchester (NHS GM) Beyond Core Contract Review (BeCCoR) Group, it
emerged that there was significant variation between localities in terms of what had historically been
delivered via quality incentive schemes, this related to variation in funding, in the specific aims of each
scheme, the monitoring and payment mechanisms, and the scope of each locality level scheme.

The original timescale for one consistent NHS GM approach was 2025/26. However, due to the
complexities of this work, the aim is now to implement an NHS GM-wide scheme from 2026/27 whilst
the BeCCoR work continues to scope the current positions and strive to achieve commonality.

For Manchester, additional funding has been agreed by NHS GM for 2025/26 to uplift to the current
(2024/25) PQRRS / BeCCoR scheme in line with the NHS GM average. The additional investment will
need to demonstrate how it will support the on-going NHS GM BeCCoR review, with Manchester being
a forerunner for CKD and Respiratory for future investment. Following discussions with NHS GM
colleagues and feedback from practices, two amendments to the Manchester Locality PQRRS scheme
including a revision to the Resilience Domain so this covers Protected Learning Time, and funding for
phlebotomy provision as we recognise this is supportive of the work being undertaken in practices and
will help as an enabler for additional NHS GM-level elements of the scheme.

Action:
Manchester Primary Care Commissioning Committee:
e Noted the paper.
e Toreceive ongoing work of the locality MDT and the status of the current CQC ratings for
Manchester locality GP practices.
¢ Noted the status and roll out of the NHS GM BeCCoR / Manchester PQRRS scheme for
2025/26
¢ Noted the on-going work of the NHS GM BeCCoR Working Group.
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9. PQRRS Quarterly Assurance
JM presented to Manchester PCCC summarising as part of PQRRS scheme out of the 82 practices 79
had submitted the Quarter 4 Assurance, 3 Practices did not submit the assurance.
This is the fourth and final assurance for 2024/25 PQRRS. Practice responses have been shared with
the relevant teams to ensure the quarterly assurance data correlates with other data collected.
The Medicines Optimisation Team continue to liaise with practices and this data will help to support a
focus on ensuring medicines safety notifications are adhered to. In terms of vaccinations and
immunisations, the data has been shared with colleagues and all practices who are not meeting the
contractual requirements have been contacted to provide support.
In terms of PQRRS the information shared by the practices as part of this assurance will support
finalisation of the delivery data and final payment to Practices as part of PQRRS, the detail of this will
be within a separate evaluation report.
Action:
Manchester Primary Care Commissioning Committee noted the paper.

10. GP Practice Premises Improvement Grant Utilisation and Modernisation Fund

GR presented to Manchester PCCC summarising that a letter was sent to all practices in April 2025
who were classed as ‘approved in principle’ to complete an estates project that was collated as part
of the PCN Estates Strategic work. NHS GM was approached by NHS England in mid-February and
asked to complete a Greater Manchester return on behalf of GP Practices reflecting possible bids
against a newly introduced Utilisation & Modernisation Capital Improvement Grant (UMF). The purpose
of the UMF is limited to works resulting in the development of additional clinical rooms, enabling the
practice to offer additional appointments, within the confines of the existing practice footprint already
reflected in reimbursement costs.

In terms of Manchester Locality schemes 30 Practices have been sent the letter. Nearly all 24 of the
schemes referenced from the PCN Estates Strategies require Records Digitisation there is currently no
NHS GM funding available to progress this. Some practices had previously submitted schemes which
were not supported because they did not meet the eligibility criteria or did not create additional clinical
space. Practices who intended to progress a bid need to complete and submit a PID in respect of
eligible works not later than the end of May 2025 - however, according to the criteria many of the
Manchester bids are not eligible.

GR outlined the key Manchester Estates schemes

e Hawthorn - Relocation of Practice and walk-in centre due to landlord enforcing lease end

e Didsbury — Relocation of the Practice to a purpose-built new-build, current estate not fit-for-
purpose.

e Town Centre — Early stages feasibility study to consider relocation of Practice and Walk-in
Centre.

e Wythenshawe Park — Early stages discussion regarding relocation of a Practice with support of
the Football Foundation.

e Chorlton - Development of an additional location to deliver Primary and Community Care.

e North Manchester — Development of provision within an area which is expected to have
increased growth over the next 5/10 years due to MCC planned developments.

Other Estates schemes:

e NHSPS - Utilisation of current estates and schemes to improve current demise, increasing

clinical space.
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e CHP - Utilisation of current estates and wider NHS GM project regarding usage.

In terms of next steps, a significant number of schemes are focused on records digitisation and then
estates work, there is no NHS GM/National funding available at this time and therefore, practices may
lose out on the opportunity to improve their Practice estate.

The funding focuses on creating clinical space within an existing footprint and therefore, practice PIDs
which do not focus on this will be ineligible. Practices have previously submitted projects which were
classed as ineligible and unfortunately will be rejected again due to the criteria. Time and effort have
been spent by both Manchester GP practices and the Manchester Primary Care team on small-scale
projects which will be rejected due to not meeting the criteria. Rejection of schemes will impact on
working relationships with practices that have been developed over time. Practices who have not been
contacted via the NHS GM letter may feel that they have been overlooked.

VM referred to an excel spreadsheet that was published by NHS England, which had a long list of
practices. Which seemed to prioritise the utilisation modernisation fund and a lot of Manchester
practices within it.

JM advised that there are 30 Manchester practices but due to the eligibility criteria it reduces what
practices can submit.

GR advised that out of the 30 schemes, 20 of them were around digitising the Lloyd George records
because we know by digitising the records, it frees up the space to convert into additional clinical
rooms and the other 10 schemes we have not supported.

PCCC expressed concerns around the amount of resource this has taken at general practice level but
also with the primary care team and felt this should be escalated to GM & NHSE, around the process
and the allocation of funding.

Action
Manchester Primary Care Commissioning Committee:
¢ Noted the paper.
e GRtofeedbackto GM/NHSE concerns that were raised.

11.

Finance Report - Month 11

AA presented to the Manchester summarising that the localities had been asked to submit a Financial
Recovery Plan following month 4 reporting to demonstrate actions to be taken to deliver a breakeven
outturn position for 2024/25. At M5 Manchester Locality had submitted a recovery plan at £2.4m
deficit, which was a net £2.8m improvement on the month 4 forecast deficit. The Locality has since
then resubmitted a revised recovery plan which includes slippage lines against some baseline
budgets, some cross year accrual benefits following review work and some re-classification of
expenditure for existing services against alternative funding sources.

There is still ariskin the plan for growth in care packages since M4. The recovery plan does not consider
service growth which remains a cost pressure risk in future months. At year end the Locality position
£5.0m overspend is a £3.6m variance from the recovery plan outturn target of £1.4m. This reflects a
small improvement of £0.2m compared to the reported M11 position.

The locality has reported a £5.0m overspend at Month 12 with an opening locality budget set at
£181.417m post CIP. Internal delegated budget sign off/notifications are being prepared. The opening
budget does not yet include the agreed additional investment of £3.3m into Primary Care for PQRRS.
This will be transferred from ICB reserves.




Paper A

VM referred to the budget increases from last year and highlighted that CHC was one of the biggest
drivers of the deficit, but the budget seems to have been aligned. He asked if the locality was in a better
position.

DH advised that the budgets are based on outturn, which are stressed tested from the central team.
The demand is complex in areas as it often exceeds the budgets. DH advised it is going to be a
challenging year for the locality where we will need to stay within those run rates despite any growth
and mitigations and the locality will need to return a balanced budget.

TH agreed itis positive that the budget s aligned correctly for this financial year and that CHC has been
recognised as part of budget setting process. DH highlighted that the budget for 24/25 for the locality
didn’t match the need within the city.

Action
Manchester Primary Care Commissioning Committee noted the paper.

12. Primary Care Risk Log
CB presented to the Manchester PCCC highlighting that two key high-level risks remain relating to
Hawthorn Medical practice and resources within primary care team.
CB is proposing that risks around Victoria Mill, SAS provision and Primary Care Winter 2024/25 should
all be removed.
GR updated that in relation to Hawthorn Medical practice, there is a risk to business continuity for the
Hawthorn registered list and the WIC due to the landlord serving notice on the building. The notice
period / break clause is Sept 25 (potentially) to find an alternative venue and undertake due diligence,
relocation and ensure business continuity. There has been a small extension to the lease until end of
December 2025. Discussions are underway around new premises, but advised the premises they
reviewed would not be ready till June 2026 which leaves a six-month gap. Further work underway with
strategic partners to get a solution in place.
In terms of Chorlton Family Practice, notice received April 2024, further discussion underway with
colleagues in Manchester City Centre.
Action
Manchester Primary Care Commissioning Committee:
noted the update and agreed to the removal of the risks associated with Victoria Mill, SAS
provision and Primary Care Winter 2024/25 as these are no longer relevant.

13. Any Other Business
Nothing to report.

14. Date of next meeting: Thursday 24 July 2025 at 3.00pm - 5.00pm via Microsoft teams
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Manchester Primary Care Commissioning Committee (PCCC)

Report of: Fiona Davy

Paper prepared by: Fiona Davy

Date of paper: 15 July 2025

Item number: 4

Subject: Briefing - General Practice Nurse Lead: Recruitment Update

Outcome of Impact
Assessments completed
(e.g. Quality IA or Equality
IA). Confirmation that an
Equality

Assessment has
completed where there is
a change to a service,
programme or policy:

N/A

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

requirements:

As per original paper to Manchester PCCC.

Recommendations: Manchester PCCC asked to note the update provided.
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Manchester Primary Care Commissioning Committee (PCCC) Briefing - General Practice Nurse
Lead: Recruitment Update

e Following Manchester PCCC recommendations, a recruitment exercise was undertaken for two
roles, both at Agenda for Change (AfC) band 8a for 7.5 hours per week, fixed term for 12 months.

e Therole was advertised via various Primary Care routes including the Practice Nurse Forum channel
and via email communications.

e Manchester Locality received two applicants; however, one later withdrew from the process citing
capacity issues.

e The interview for the remaining candidate took place on 20 June. The candidate scored highly, was
offered and accepted the role later that day.

e Bolton GP Federationis currently liaising with the nurse to complete all required employment checks.
The start date is dependent on the checks and therefore is yet to be confirmed.

Costs
Breakdown of costs for GP Nurse Lead role 1 x 7.5 hours fixed term contract for 12 months

The cost has been adjusted since the Manchester PCCC paper on 27/03/25 to reflect the 2025/26 AfC pay
uplift. All other costs remain the same.

Costs associated with GP Nurse Lead Role

7.5 hrs 12m full time at top of 8a £ 16,297.32
Expenses £1,000

Management Fee (to host role/generate £1,254.82
monthly payments)

Total £17,985.86
Underspend 24/25 £3,131.34
Updated Total £15,420.80

The funding for the role is currently held by Northwest Leadership Academy (NWLA), on behalf of the
Manchester Primary Care Team. The money is protected by a MoU and therefore cannot be used for any
other purpose than that which itis intended. The money is required to be spent on support for the primary
care nursing workforce in the Manchester Locality. There is no required end date for use of this money.
Further discussions to utilise the remainder of this funding to take place once the new nurse is in post.
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Potential options could include:

e Extending the GPN Clinical Lead role for additional years until the money has been fully utilised.
This may be particularly valuable in the context of NHS/ICB reform and uncertainties about future
capacity within locality Primary Care Teams.

e Developing a proposal for PCNs, whereby they can apply for funding that must be used to support
the nursing workforce within their PCN.

e Tailored leadership training offered to Manchester nursing workforce via the Northwest
Leadership Academy

Next steps
To support the appointed nurse to settle into the role and facilitate the links between her and the

Manchester Locality nursing workforce.

Consider how support for the Manchester Locality nursing workforce can be sustained in the future in the
context of NHS reforms.
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Manchester Primary Care Commissioning Committee

Anthony Ashworth — Finance Business Partner
Report of:

Anthony Ashworth — Finance Business Partner
Paper prepared by: Dale Speight - Finance Officer (Manchester)

Date of paper: 24/07/2025

Item number:

Manchester Primary Care Quality Recovery and Resilience Scheme

Subject: . . . .
(PQRRS) 2024/25: Revised Financial Achievement

Outcome of Impact

Assessments completed (e.g.

Quality IA or Equality IA).

Confirmation that an Equality

I E[G @ CEEECT G EHIGERNEELW  EIA was completed in relation to the PQRRS programme.
completed where there is a

change to a service,

programme or policy:

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

Manchester PCCC is asked to:
o Note the detail provided in the report.

e Approve the corrections to payments as outlined, totalling a nett
payment of £14,443.30 as supported by LMT

e Agree the communication approach and the sharing of Appendix D to
Practices.

* Note the additional financial control to mitigate future risk.

Recommendations:




Summary
This report is presented to Manchester Primary Care Commissioning Committee (PCCC) after recent
consideration by Manchester Locality Management Team (LMT). It will aim to:
a) Outline the circumstances leading to a revision of practice achievement calculations and
financial payments for the 2024/25 PQRRS scheme.
b) Request that PCCC members note and approve the required revision to 2024/25 PQRRS
payments following support from Manchester LMT.
c) Note the financial impact of the revision is £14,443.30.
d) Request that PCCC members support the approach to communicating this change to Practices
and the additional control to be put in place to mitigate the risk of the issue reoccurring.

PQRRS 2024/25 Final Position - Data Issue

On the 18/06/25 a report was agreed by Manchester LMT regarding the final position and financial
payments due to Practices for the PQRRS 2024/25 scheme. This paper is attached as Appendix A for
reference. Following agreement at LMT the final Practice payments totalling £1.692m were processed
on 24/06/2025.

After the payment was processed a dashboard showing the level of achievement for each metric, and
payment values for each Practice, was shared with Practices via the relevant Microsoft Teams channel.
A query was raised by one of our Practices that the position shown for one Metric (R9 - reading language)
differed from the Practices own records at the end of March. This led us to investigate the source data
used for calculations with Data Insight and Intelligence (DII) colleagues, at which point it was determined
that the data used for the calculations at the end of scheme had been incorrectly run using the reference
date of 30 April 2025 rather than the 31 March 2025.

This data processing error had not been picked up within the finance team when the data was shared.
The error only had an impact on local PQRRS metrics in the Recovery domain (Metrics R2 to R10). None
of the GM wide metrics (CVD / AMS) are affected, nor is any other part of the scheme (Safeguarding,
Resilience, Digital or Winter)

As a result of the data being incorrect, we proceeded to refresh the relevant financial calculations using
the correct data (reference date 31 March 2025). The impact of this change is described below.

Financial Impact

All calculations have been re-run using the corrected data, which has altered the final achievement
position. In total an additional nett payment of £14,443.30 is due to be paid that will affect 81 of 82
Practices as outlined in Appendix B. This revision nhow means overall funding achievement was 91.4%
(was originally 91.2%).

In summary, 43 Practices are due to receive an additional payment totalling £23,473.97 and 38 Practices
will have their payment reduced by a total of (£9,030.67) by issue of a credit note.

Manchester PCCC is asked to note the following:
e The majority of Practices will only see a very small change to their final position of less than £500.
e 1 Practice will see no change to their final position.
e 10 Practices will be due payments exceeding £500, with the largest correction being a payment
of £4,731.69.



e 3 Practices will be due to have credits actioned of more than (£500), with the largest correction
being a credit of (£4,069.16).

Appendix C shows a summary of the change in funding payable for each Domain of PQRRS.

Actions to correct the final payments

Appendix D (Excel file) shows the full breakdown of the revised achievement for each metric in each
Practice compared to the original calculations run. It also shows the change in funding payable per
metric for each Practice and the final payment correction required.

As none of the payments / credits are material enough to cause financial stability issues in any Practice
the intention is that all payment corrections will be actioned during July 2025.

Next Steps
Communication

A communicate will go directly to all Practices explaining the data issue and apologising for the
inconvenience it has caused.

Alongside the communications, the full details of revised calculations will be shared, as shown in
Appendix D, which will allow full transparency of the how the revised data has impacted achievement of
scheme metrics and the payments due for each Practice.

Internal Control
Within the finance team an additional control has been implemented to mitigate the risk of this issue
arising again.

Each month when the data is shared from DII, the reference date will be checked and verified by 2
members of the finance team prior to the data being processed for purposes of monitoring the scheme.
At year end the final data set will be directly checked by the Finance Business Partner.

Recommendations
Manchester PCC is asked to:
o Note the detail provided in the report.
e Approve the corrections to payments as outlined, totalling a nett payment of £14,443.30 as
supported by LMT
e Agree the communication approach and the sharing of Appendix D to Practices.
e Note the additional financial control to mitigate future risk.
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Appendix B: Summary by Practice of Revised final payments or credit notes due PQRRS 2024/25

Practice Code | Practice Name Revised Payment / (Credit) due
P84004 Five Oaks Family Practice £333.61
P84005 Drs Ngan & Chan (The Vallance) -£2.34
P84009 Ailsa Craig Medical Centre -£51.81
P84010 Borchardt Medical Centre -£50.26
P84012 Northenden Group Practice -£5.70
P84014 RK Medical Practice £0.00
P84016 Levenshulme Medical Centre £85.56
P84017 Ladybarn Group Practice -£8.92
P84018 Mauldeth Medical Centre -£1.03
P84019 Valentine Medical Centre -£2,667.56
P84020 Peel Hall Medical Centre £19.92
P84021 The Maples Medical Centre £354.68
P84022 Kingsway Medical Practice £1,523.35
P84023 Surrey Lodge Group Practice £135.76
P84024 Bowland Medical Practice -£30.54
P84025 St Georges Medical Centre £16.43
P84026 Dickenson Road Medical Centre £2,308.98
P84027 West Point Medical Centre -£108.62
P84028 Gorton Medical Centre -£4,069.16
P84029 Benchill Medical Practice £2,580.79
P84030 New Collegiate Medical Centre -£13.29
P84032 Drs Hanif & Bannuru £1,834.86
P84033 Beacon Medical Centre -£3.83
P84034 Barlow Medical Centre £145.76
P84035 Bodey Medical Centre £19.73
P84037 Ardwick Medical Practice -£42.31
P84038 Ashville Surgery £31.61
P84039 The Range Medical Centre £2,327.76
P84040 Conran Medical Centre £57.28
P84041 Cornerstone Family Practice -£516.58
P84042 Florence House Medical Practice £30.71
P84043 Cornishway Group Practice -£398.30
P84045 The Park Medical Centre -£131.14
P84046 Cheetham Hill Medical Centre £4,731.69
P84047 Droylsden Road Family Practice -£21.66
P84048 Tregenna Group Practice £23.20
P84049 The Avenue Medical Centre -£48.83
P84050 Mount Road Surgery £278.93
P84051 Eastlands Medical Practice -£72.31
P84052 West Gorton Medical Centre £219.63




P84053 Ashcroft Surgery £61.80
P84054 Whitley Road Medical Centre -£28.38
P84056 Princess Road Surgery £0.73
P84059 Lime Square Medical Centre -£9.51
P84061 Brooklands Medical Practice -£26.76
P84064 New Islington Medical Practice £7.92
P84065 Church View Medical Centre £187.79
P84066 David Medical Centre -£47.71
P84067 Hazeldene Medical Centre £294.43
P84068 Chorlton Family Practice -£95.83
P84070 Newton Heath Health Centre £34.19
P84071 The Wilbraham Surgery £195.33
P84072 The Robert Darbishire Practice £640.60
P84074 Wellfield Medical Centre £163.42
P84605 Fernclough Surgery -£141.98
P84611 Brunswick Medical Practice -£28.46
P84626 Wilmslow Road Medical Centre £32.62
P84630 The Arch Medical Practice £13.00
P84635 The Whitswood Practice £1,512.96
P84637 Dr Khan's Practice at Clayton Health Centre -£53.48
P84639 Fallowfield Medical Centre -£2.00
P84644 Parkside Medical Centre -£36.72
P84645 Park View Medical Centre -£70.39
P84650 The Alexandra Practice -£5.33
P84651 Northern Moor Medical Practice -£26.43
P84663 The Neville Family Medical Centre £141.04
P84665 Withington Medical Practice -£33.57
P84669 Cornbrook Medical Practice -£4.08
P84672 Woodlands Medical Practice £18.47
P84673 Urban Village Medical Practice -£31.70
P84678 Didsbury Medical Centre -£10.79
P84679 Willowbank Surgery -£108.82
P84683 The Docs £1,217.74
P84684 Crumpsall Medical Practice £407.43
P84689 Manchester Integrative Medical Practice £972.37
P84690 Dam Head Medical Centre -£24.54
Y01695 Victoria Mill Medical Practice £17.78
Y02325 Charlestown Medical Practice £17.09
Y02520 Simpson Medical Practice £99.47
Y02849 City Health Centre £229.77
Y02890 Hawthorn Medical Centre £41.45
Y02960 New Bank Health Centre £106.33




‘ Grand Total ‘ £14,443.30




Appendix C: Summary of the change in funding payable across each Domain of PQRRS

Change in
Domain Metrics Funding Payable
BECCOR - CVD and Diabetes
(GM Areas of Consistency) £0.00
Reduction in overall antibiotic prescribing (£0.34) £0.00
% Quality Improvement (£0.33php) £0.00
8, AMS QI (£0.33php) £0.00
Safeguarding -Self Dec £0.00
Safeguarding - Safeguarding Lead(s) development forums
and actions £0.00
R2 Mental Health: SMI £15,038.75
R3 Mental Health: LD Annual Health Check -£2,702.25
R5 Primary Prevention: QRISK -£2,973.70
> R7 MMR 1 £3,308.70
g R7 MMR 1 & MMR 2 £242.35
3 RO9 Ethnicity £0.00
e RO9 Religion -£27.08
R09 Spoken Language £0.00
R0O9 Reading Language £405.00
R10 Reasonable Adjustments £1,151.53
= Digital 1 - Digital 4: QI based approach to improving Digital
% Maturity Payment £0.00
a Digital 5: Medical Examiner £0.00
S
é Resilience — Engagement, Education and System Working £0.00
(2]
e Resilience Quarterly Assurance £0.00
PQRRS 24/25
Total Total £14,443.30




PAPER

Appendix D: Detailed comparison by Practice of the change
in achievement of each PQRRS Metric and the resulting change to payment due.

Separate Excel File.
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eReceive this report for information.
o Note and support the current extension of Silent Sounds
as the Manchester contract holder to ensure continuity of
service, whilst an NHS GM-wide solution is put in place.




1.0 Introduction

This paper provides an update regarding the Interpretation and Translation provision that is
available for Manchester patients when accessing Primary Care. This includes GP Practices,
Community Pharmacy, Optometrists and Community Dental services.

A contract extension with the current Provider ‘Silent Sounds’ has taken place to ensure
continuity of provision until a NHS GM-wide solution can be putin place.

The sole provider of Interpretation and Translation for Manchester Primary Care Services is Silent
Sounds, this has been the case since a contract with an alternative provider ended on 31 July
2023.

Through a framework call off process in 2023, Manchester identified two providers to deliver
interpretation and translation services for primary care. Only Silent Sounds progressed through
the contractual process, and due to various reasons, the contractual arrangements with second
identified provider were not finalised. Therefore, Silent Sounds progressed as Manchester’s sole
provider from 2023 to 2025.

Across NHS GM, all Localities have their own interpretation and translation arrangements with a
range of providers (1 other NHS GM Locality uses Silent Sounds). Therefore, an NHS GM working
group is in place to develop consistent arrangements which offer quality and value for money
across all NHS GM Primary Care.

The original intention was for the SBS framework to be used to call-off appropriate providers and
for revised contractual arrangements to be in place across NHS GM localities by April 2025. This
has been delayed due to the following reasons:
e |nitially no procurement support days being available for the project
o Followed by the delay of the new SBS framework which will not be available until at least
September 2025.

The NHS GM project group was initially advised that as the existing framework expires in April this
could not be used to call-off new contracts. However, the framework has been extended until the
end of August 2025. Following discussions with the group, it was determined that waiting until
the new framework is launched on 23 September 2025 would be the preferred option for the
following reasons:

e The old framework was last procured in May 2021, therefore it has been 4 years since a
previous full procurement process was undertaken for all the suppliers who currently
have a place on the framework

e The prices on the old framework, are outdated by 4 years, and therefore there is an
increased risk that suppliers will likely want to re-enter into negotiations in 2025/26 due
to the increase in inflation and NI costs from the 01 April 2025.

e We will not know what the new agreed prices will be until the new framework is live -
therefore we could end up disadvantaging ourselves and agreeing a higher rate than what
they agree to under the new framework.

e Committing to 2-4 year new contracts under an old framework will mean that in order to
switch to the new framework at any point i.e. due to pricing/compliance/assurance
issues a second mini-competitive process will need to be undertaken to call-off from the



new framework, which will be time consuming, lead to confusion with service users, and
ultimately end up being more costly.

e Although the risk is likely to be low, there are no guarantees that if we call-off a supplier
under the existing framework, that such supplier(s) will be successfully awarded a place
under the new framework.

A formal paper was presented to the NHS Greater Manchester Primary Care Commissioning
Committee (NHS GM PCCC) on the 10 February 2025 for the formal approval of this decision.

A letter was sent to all current providers (15 January 2025) to inform them that the intention is to
conduct an NHS GM-wide commissioning process however, the current arrangements are to be
extended to support this approach.

Aformal contract extension letter has now been issues by NHS GM and signed by all parties which
confirms that the Silent Sounds contract will continue with the Manchester Locality until 31
March 2026, this is in line with the current timescales for an NHS GM-wide solution to be in place.

The NHS GM working group is continuing to meet and develop the service specification, guidance
on using interpreters, equality impact assessment and patient engagement to progress the call-
off process once the new framework is available.

3.0 Data and Financial Implications

A detailed data analysis of the General Practice usage of Silent Sounds was conducted and
shared at the Manchester Primary Care Operational Group (PCOG) in February 25.

The analysis reviewed the data related to telephone and face to face interpretation as well as
British Sign Language (BSL) and translation services.

The analysis, based on activity, showed increased utilisation and costs associated with
interpretation and translation services across primary care in Manchester. It was clear that the
rising cost of interpretation services was related to increased usage. Therefore, it was concluded
that the provider (Silent Sounds) is providing services as agreed within the contract and
contractual pricing.

The table below shows the high-level usage of Silent Sounds by Manchester Primary Care over
the last 2 years:

F2F/ BSL Translation | Total no.
Overall Telephone . . . . .
Date Cost Activit Video | Activity Activity of
Y Activity Contacts
2023/24 £672,804 47,531 6,089 453 170 54,243
2024/25 £967,521 65,227 6,863 638 213 72,941

This shows a 34% increase in the total Interpretation/Translation contacts between 2023/24
and 2024/25, with an increase across all types.




A high proportion of the total costs is related to telephone interpretation and there is not expected
to be a decrease in Interpretation and Translation usage for 2025/26. Currently April 2025 and
May 2025 costings are in line with 2024/25. However, it should be noted that if usage increases
asitdid between 2023/24 and 2024/25 this would put a significant pressure on the current budget
for Interpretation and Translation for 2025/26.

Risk Mitigation

e Interpretation and translation
provision must be available across
primary care.

e The invoices have been reviewed to
ensure that charges meet the agreed
contract —no issues identified.

e Increased usage of interpretation &
translation is a positive as more
patients will be able to access primary
care.

e The NHS GM-wide commissioning
exercise will ensure consistency and
value for money across all NHS GM
localities, however, it is expected that
Manchester will continue to have
increased usage due to rising
population and its diversity.

e Part of the NHS  GM-wide
commissioning will include ensuring
there is consistent messaging about
when interpretation should be used,
this is likely to increase usage across
other areas of Primary Care
(Pharmacy, Optometry and Dental).

Increasing costs and usage of interpretation
& translation services

(Budget setting did not fully fund the level of
activity seen in 2024/25).

Manchester will be disproportionately
affected due to continued and significant
population growth and the large diversity of
our population.

No Manchester Locality primary care e This has been mitigated by Silent
provision in place due to extended period Sounds signing the contract letter to
required for NHS GM-wide provision. confirm continuation of the contract

and provision of Interpretation and
Translation for Manchester Primary
Care until March 26, this is in line with
the other NHS GM Localities’
provision.

5.0 Next Steps

The next steps are:
e Silent Sounds will continue to be the current provider for Interpretation and Translation
within Manchester Primary Care until the end of March 2026. The data review shows that
Silent Sounds are providing the services requested and at the costs which were originally




agreed as part of the contractual arrangements. There have been no major concerns
related to the Silent Sounds provision and any issues raised by practices are dealt with
swiftly.

e The NHS GM working group will continue to develop the guidance and process related to
re-commissioning of interpretation and Translation in preparation for the new framework.

e Engagementworkis taking place with patients, staff and interpreters to ensure their views
are considered as part of the decisions regarding NHS GM-wide provision.

e Updates will be shared as and when required, with communications to primary care
providers to take place about any new/changed arrangements.

6.0 Recommendations

The Manchester Primary Care Commissioning Committee is asked to:
e Receive this report for information.
e Note and support the current extension of Silent Sounds as the Manchester contract
holder to ensure continuity of service, whilst an NHS GM-wide solution is put in place.
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Impact of UEC Primary Care Winter scheme - 2024/25
1. Introduction

This report summarises the outcomes of the Urgent and Emergency Care (UEC) system Winter debrief
which took place in May 2025, and provides detail on the 3 individual components of the Manchester
Primary Care Winter scheme. Details are provided around the activity delivered via the 3 Primary Care
schemes, the impact on the system and the value of continued investment into Primary Care, specifically
General Practice, as we head into another round of UEC planning and wider programmes of work requiring
a left shift.

The aim of local investments was to:

* Increase primary medical care capacity to provide timely and responsive primary care services
over Winter to meet additional demand and optimise care nearer to a person’s home

¢ Avoid additional attendances at urgent and emergency care sites and deflect attendances at
urgent and emergency care sites where possible

¢ The aims of locality winter investments link closely to the Sustainability chapter of the NHS GM
Primary Care Blueprint and NHS GM Sustainability Plan (system productivity and performance,
proactive care and optimising care)

* NHS England Winter 2024/25 ask: ‘ensure the proactive identification and management of people
with complex needs and long-term conditions so care is optimised ahead of winter: primary care
and community services should be working with these patients to actively avoid hospital
admissions

2. June 25 Winter Debrief

In May 2025 Manchester and Trafford Urgent and Emergency Care (UEC) Board partners met at Trafford
Town Hall to discuss the impact of the 2024/25 additional winter projects. Below is a summary of key
feedback:

What went well this winter
e Fewer challenging days within acute site urgent care
e Improved 4 hour performance year on year
o Really supportive system — more proactive and less reactive
e Ability to mobilise some schemes quickly
e Adopted a less prescribed approach enabling greater flexibility and responsiveness to the
demands of winter pressures
e Strong, collaborative relationships with commissioners throughout the period of winter pressures
e Timelier decision-making giving earlier clarity on financial resource available helped planning

What didn’t go well
e System partners could work more collaboratively to improve equity of patient care
e Unclear on the levers available across the system when the pressure is high in the system
e Implemented some winter schemes too early which limited flexibility to respond to later surges
e Planning for schemes, that involve multiple system partners i.e. complex discharge MDTs, need
to have a longer lead in time
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e OPEL levers - what actions we take in escalation collectively not just as individual organisations /
teams - what protocols we agree in advance, action cards to develop
e Extended Mental Health waits in Emergency Departments

What can we do differently this year (related to Primary Care)

e Paediatrics as an early focus for schemes and interventions

e Connectedness of community teams - more creative around No Reason to Reside (NR2R) - GP
complex Multi-Disciplinary Team funding use in a different way?

e New way to manage medical outliers in surgical beds - Have we got the right people?

e Increase in weekend Out of Hours capacity to better manage weekend pressures

e Continue to work on influencing student behaviour in terms of access to healthcare

e Increase capacity into crisis response/urgent community response

e Exploring more opportunities for primary care to further reduce acute pressures and support the
shift from hospital to community care — e.g. home visiting service

e Ensuring an up to date (urgent care) website is crucial for effectively serving patients

3. Summary of Primary Care Winter Schemes

Manchester took an approach to deliver 3 main Winter schemes to increase capacity of General Practice
ahead of a growth in activity over the Winter period. In recent years, the Manchester locality has been keen
to see its winter capacity put in place ahead of the key Winter months (December and January) to ensure
that GP practices can stay ahead of any pressures as they occur. Putting the schemes in place early
enables practices to better plan their workforce ahead of Winter, and to flex capacity according to need.
In some years Winter pressures have occurred early i.e. 2022’s Strep A outbreak in late November/ early
December and an early respiratory spike which took place in late autumn 2023/24.

Primary Care Winter Scheme 1: Manchester Acute Respiratory Infections Service (MARIS)

Scheme Summary

e Improve timely access to same day urgent clinical assessment for acute respiratory infection in
adults and children.

e To create additional capacity and support demand across primary and secondary care

e Provide responsive same day access for face-to-face assessment for Acute Respiratory
Infections.

e Provide accessible provision for patients, at practice or PCN level

e Thetiming was important: it is timed to go-live early in the Winter period in advance of anticipated
respiratory infections within Manchester.

This funding was for PCNs to deliver same day face to face activity for both adults and children presenting
with acute or -chronic Respiratory symptoms (COVID and Non-COVID) in line with the NHS GM Surge
Planning Framework. In most cases PCNs chose to deliver the planned capacity through a “back to
practice” approach rather than via a single Hub per PCN

Headline Data

20,526 appointments offered to patients.

17,688 delivered same day MARIS respiratory appointments for children and adults (17,000 delivered in
2023/24)
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e  97% of all MARIS appointments face to face
e 85% (15,000) appointments for respiratory
e 33% of all appointments for children

e 3.4%DNArate

Costs
Total cost - £524,000

System Impact
e At least 50% of these appointments would otherwise have used A&E. Trafford locality using a

slightly different evaluation method estimated almost 60%.

e As detailed to the Manchester Locality Management Team during June 25 there was a significant
number of appointments delivered over plan, potentially indicating General Practice’s ability to
deliver more of this level of activity.

e The percentage of appointments utilised for children is particularly encouraging, and it is noted
that children’s respiratory issues were a significant pressure on the Emergency Departments this
winter and may be something that General Practice can continue to prioritise on for 25/26.

Winter Scheme 2: Additional Capacity for GP Practices

Scheme summary

* Flexible funding for practices to use between November 24 and March 25.

* Developed in partnership with Manchester City Council Cost of Living Project Group — and the
funding is targeted towards GPpractices supporting populations significantly impacted by the
Cost of Living crisis.

e Enables all practices to bring in additional clinical cover over the winter capacity.

* Funding can also be used to boost back-office support. i.e. additional practice management
capacity to keep the practice co-ordinated over the winter period.

Headline Data
¢20,000 additional clinician and non-clinician appointments supporting practice resilience.
Delivered at a practice level

Costs
Total costs - £976,000 (combination of Locality PQRRS Winter and UEC Locality Fund)

System Impact
e This scheme was harder to measure impact by its nature although practices are given a specific

number of target appointments to deliver with practices submitting evidence of additionality to
the Locality.

e The capacity also enables practices to recruit non-clinical staff to enable practices to function
through Winter.

e Anational priority and key factor in preventing A&E attendance, reducing non-elective admissions
and reducing unmet need.

e Focused support for those practices supporting large numbers of patients around cost of living.

Evaluation has identified 9 of 82 Manchester practices which did not take up this funding element during
24/25. Further work will be taking place within the locality to understand the reasons for this, butthereis

4
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a potential estates theme across these 8 practices (with the exception of two smaller practices). Practices
with known estates issues are less likely to be able to accommodate locum workforce due to space
restrictions. Further direct discussions with practices will be undertaken ahead of future GP Board
discussions.

Winter Scheme 3: GP Surge Hubs|

Scheme Summary

Hubs in Manchester (North, Central and South) delivered by Manchester’s GP Federations.

7 day a week offer, with 20% of all activity seen on a weekend.

Provides additional appointment capacity that GP Practices can book into on a regular basis over
winter.

Planned Support: can be used in a planned way to respond to individual GP practice peaks in
demand, or capacity can be allocated to support individual practices or PCNs experiencing
significant levels of demand and pressure.

Unplanned Support: service has supported practices that have experienced violence and
aggression, disease outbreaks or unplanned staff absences.

Headline Data
9,280 GP Federation Surge Hubs
Appointments offered, 8,311 delivered

Added resilience for practices at risk of being overwhelmed during winter. Support practices at key
pressure points. Reduces chances of same day and planned access being impacted over winter.

An element of the funding enabled additional evaluation to be undertaken, and Manchester’s surge hubs
participated in scheme to hand out cards to patients of young children for feedback on how they heard
about the service and what they may have done if the service was not available (see Figure 1). This work
enabled the service to get the following:

A good understanding of people attending and why they decided where to seek same day access/
care (e.g. what alternatives were considered and why they were not pursued)

Gain an understanding of their experience of seeking care

Help inform future campaigns such as Get To Know Where To Go

Help inform future primary care winter planning
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Figure 1: Feedback cards used with GP Surge Hub appointments

*  94% of appointments face to face

*  44% of appts due to lack of access to other GP appointments

* 44% of appts due to sudden onset of condition or worsening of existing condition
e 23% of all appts would have otherwise been seen in A&E

* 9% of referrals from 111 and UEC

Figure 2: Data showing what patients would have done if the GP Surge Hub appointment wasn’t
available

Funding
£417,580 via GM UEC Allocation.

4. Indicative costs of the Primary Care deflection from Emergency Dapartment (ED)
The table below provides an indicative cost for the deflection of activity from ED to Primary Care. This data

is based on evaluation data collected locally combined with data collected from national evaluation
6
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sources and data collected from patients via exit questionnaires following use of the service. MARIS is a
key deflector of activity away from ED due to the same day respiratory focus of the scheme with a 50%
deflection rate from acute settings. Surge Hubs and additional sessions operate at a 23% deflection rate

due to the more ‘general’ activity that that these services cater for.

Cost of . Cost of . Cost of
. Total Defle Number PC Cost per | appointm ED Tariff Activity in If 10% were EI? Tariff Activity in ED
Winter . . of acute . . (low . (high R
Appoint ction . . Appointmen | entsin . ED (all low high (with 10%
Scheme visits R complexity . . complex .
ments rate . t Primary complexity | complexity . high
avoided ) ity) .
Care ) complexity)

MARIS @
£37 per

. 17688 50% 8,844 £37.00 £327,228 £86.00 £760,584 884 £418.00 £1,054,205
appointme
nt
Surge
Hubs @
£46 per | 8311 23% 1,912 £46.00 £87,930 £86.00 £164,392 191 £418.00 £227,854
appointme
nt
Additional
Sessions
£48 per | 20000 23% 4,600 £48.00 £220,800 £86.00 £395,600 460 £418.00 £548,320
appointme
nt
Combined 15,356 £635,958 £1,320,576 £1,830,379
summary

Table 1: Cost of primary care Winter scheme activity and indicative deflection costs where activity
is undertaken in primary care rather than ED

It is also important to note that the ED costs identified in the right column are likely to be lower than the
actual costs as these are calculated based on all patients only receiving the lowest level of investigation
in ED. Itis likely that a proportion of patients may receive a complex ED investigation (costing £418 based
on the National Schedule of Reference Costs: University of York / NHSE) because of significant respiratory
issue. If an assumption that 10% of all deflections would have resulted in a complex ED investigation, then
the ED cost could be increased by a further £509,804.

The above data tells us that for every £1 invested in Primary Care Winter scheme avoids a further £1.08 of
secondary care costs. i.e. the cost of deflected activity has cost Primary Care £635,958, preventing costs
of £1,320,576 further upstream. This is likely to be an under-estimate as it does not include a cost of
complex ED investigations. If the 10% Complex Investigation assumption is used, then every £1 invested
in primary care saves a further £1.88 of secondary care costs. i.e. the activity has cost Primary Care
£635,000 but would have cost £1,830,379 if undertaken in ED.
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5. Overall Growth of Primary Care activity

Figures 3 and 4 below evidence the recent growth in primary care activity. Figure 4 gives some context
around how much impact winter investments have on activity numbers across the city.

Figure 3: Primary care appointment activity — year on year growth from 2019 to 2025

Figure 4: Number of same day appointments delivered in Manchester during Jan - Mar
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6. Summary

Below is a summary of the Winter Schemes 24/25:

7.

Positive response to the delivery of the primary care schemes and impact on system.

Schemes positively received and engaged with by GP Practices. General Practice keen to work
collaboratively through GP Board to further enhance these investments.

The evidence base for Winter scheme impactis growing and there is a developing set of qualitative
data and patient feedback that supports the delivery of care closer to home

Evaluation presented to the NHS GM Blueprint Implementation Group (BIG) in April 2024 indicated
the schemes had been impactfulin terms of increasing access, reducing variation in provision and
supporting ED deflection through the data/ insight that was available

NHS111 referral pathways are growing with potential development in 2025/26 to the MARIS
scheme.

MARIS scheme highly popular and can grow with additional funding.

All schemes are seeing significant numbers of paediatric cases, and the Surge Hub evaluation is
providing a wealth of data to support future investment.

2023/24 Winter data saw a significant spike in ED activity upon the completion of the winter
scheme. Work is ongoing to develop the data identified above to establish 2024/25 ED impact.
Further improvements to the service will be explored for 25/26 including a further roll out and
refinement of the proportionate universalism approach adopted for the additional capacity aspect
to ensure that we reduce variation and health inequalities for future schemes i.e. proportionate
universalism for MARIS - in addition to cost of living / deprivation this could include age factors
when allocating funding as young / elderly patients are more likely to suffer respiratory illness.

Recommendations

Manchester PCCC is asked to note:

e The information contained within this report
e The need for further prioritisation of Primary Care Winter schemes for 25/26
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change to a service,
programme or policy:
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clinical, stakeholder and
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engagement and
consultation requirements:

Recommendations:

Manchester Primary Care Commissioning Committee (PCCC)

Primary Care Quality Update

Jayne Cooney - Senior Quality Improvement Manager (Primary Care)

24 July 2025

To provide an update on Primary Care Quality including:
o The locality multi-disciplinary team meetings and CQC liaison
e Update onthe NHS GM GP Quality Scheme (Manchester Locality)

Addressing health inequalities runs through the core of the Manchester
Locality quality improvement (Ql) scheme. Equality Impact Assessments
are required to be undertaken by practices during digital QI projects. This
is to ensure any changes to practices’ digital developments meet the
needs of the diverse Manchester population and do not adversely affect
those most at risk of exclusion.

Primary Care Quality, Resilience and Recovery Scheme 2025/26 has
been launched with engagement from clinicians and stakeholders. The
scheme includes GM-wide components and Manchester Locality-
specific elements. The core purpose of the scheme has been determined
by those areas which are likely to have the greatest impact on the health
of our populations.

The Manchester PCCC is requested to note the content of the report with
respect to:

1. The ongoing work of the locality MDT and the status of the current
CQC ratings for Manchester locality GP practices

2. Anoverview of the ongoing work of the NHS GM GP Quality
Incentive scheme development.
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Primary Care Quality Update Report —July 2025

Background

The purpose of this report is to update the Manchester Locality Primary Care Commissioning Committee
(PCCC) on key areas of Primary Care quality work undertaken since the last Manchester PCCC meetingin
May 2025. The report is split into two specific areas:

1. Manchester Locality Primary Care multi-disciplinary team meetings
The first section of the report outlines the work of the locality multi-disciplinary team (MDT)
meetings and the status of Care Quality Commission (CQC) ratings for GP practices in the locality.
This also references updates on GP practice inspections; the locality has via regular liaison
meetings with the local CQC inspection team members.

2. Primary Care Quality, Recovery and Resilience Scheme (PQRRS) and NHS GM Beyond Core
Contract Review (BeCCoR)
This aspect of the report gives an update relating to the locality GP quality incentive scheme
launch and the NHS GM-level review also known as the Beyond Core Contract Review (BeCCoR).

1.0 Overview of issues being managed at the Locality MDT

The locality Primary Care MDT continues to meet regularly to review and monitor any concerns relating to
Manchester GP practices, particularly where practices have a CQC rating of less than Good, or where
quality and safety concerns have been raised, through a variety of routes, at a local level.

The primary purpose of the MDT is to:
e work collaboratively with identified practices around their quality agenda
e seek assurance of any actions being taken
e signpost to additional support for practices (as relevant)
e provide progress updates and assurance via internal organisational governance.

Where necessary, in conjunction with the NHS GM centralised primary care team, contractual levers can
also be employed when quality issues may not be resolved in a timely way.

There are currently a total of 8 practices on the MDT agenda, compared with 11 reported in the May 2025
update to PCCC. The reasons for inclusion at the MDT ranges from ongoing support to one-off incidents;
as such the MDT agenda is split into Intensive, Moderate and Minimal support categories. In addition, the
MDT may seek ad-hoc quality assurance from practices in relation to patient safety incidents that are
brought to the attention of the locality team.

1.1 Shared learning from MDT in relation to Lymecycline prescribing

During previous MDT meetings, an incident was brought to the attention of the group relating to a pregnant
patient who was prescribed, dispensed, and took Lymecycline medication that is contraindicated in
pregnancy.

As a result of this incident, the Manchester locality team brought together a cross-sector Task and Finish
(T&F) group including relevant stakeholders and undertook a focused piece of work to improve

2
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communication regarding medicines reconciliation for pregnant
patients.

The aim of the T&F Group was also to improve timely notification of pregnancy into patient records; to
ensure system-wide safety netting. The work on this has been positively received when presented at
several ICB committees.

The output from this group resulted in a seven-minute briefing document and action plan for both primary
and secondary care to help reduce future risk in this area and to improve patient care. Seven-minute
briefings are produced by the Greater Manchester Medicines Management Group (GMMMG) Medicines
Safety Subgroup. They are intended to facilitate shared learning relating to medicines which have cross-
sector implications

The link to the briefings can be found here: - Seven minute briefings - GMMMG
1.2 Changes to CQC ratings in Manchester GP practices since the previous reportto PCCC

Since the previous PCCC Quality update report in May 2025, there have not been any changes to CQC
ratings for GP practices within the locality.

It is understood from the regular meetings the locality has in place with CQC leads is their focus and
prioritisation of inspections is now being informed by those practices with an aged rating; for example,
due to the pandemic and organisational changes within CQC, some practices have not been inspected
since 2015/16. The CQC team also advise they are continuing to prioritise visits on a risk-based approach.

Three Manchester GP practices are understood to have been inspected in recent months; these are as
follows:

- Whitley Road Medical Centre

- Urban Village Medical Practice

- St George’s Medical Centre

Members of the Locality MDT have offered support and signposting to practices undergoing CQC
inspection.

The resulting inspection reports are being processed via the CQC and have not yet been published online.
These will be shared with PCCC when available.

The table below gives an overview of CQC ratings across the 82 GP practices in the Manchester locality.

Table 1: CQC ratings of GP practices in the Manchester locality (July 2025)

CQC Rating
e TheDocs e Five Oaks Family Practice
e Barlow Medical Centre e West Gorton Medical Centre
e Urban Village Medical e Hawthorn Medical Centre
Practice

Of those 76, three practices have one CQC domain rated as Requires
Improvement (RI):



https://gmmmg.nhs.uk/guidance/seven-minute-briefings/
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e The Park Medical Centre - Effective Domain
e Beacon Medical Practice — Responsive Domain
e Valentine Medical Centre — Responsive Domain

Requires

n/a
Improvement

n/a

2.0 NHS Greater Manchester GP Quality Schemes

Previous reports to PCCC have described the work of the NHS Greater Manchester (GM) Beyond Core
Contract Review (BeCCoR) Group. The aim of this group was to review all 10 NHS GM locality GP quality
schemes with the intention of moving to a consistent NHS GM quality scheme for primary care from
2026/27.

From April 2025 a combined BeCCoR and Manchester Locality quality scheme, known as the Primary Care
Quality Recovery and Resilience Scheme (PQRRS) was launched to practices. The scheme contains GM-
wide elements and locality-specific domains. All 82 practices have signed up to participate in the scheme
for 2025/26.

The last report to PCCC gave an overview of the domains; these can be found in Appendix 1 to this report.
The Manchester Locality PQRRS Oversight Group continues to meet on a regular basis to monitor the
scheme’s implementation and to review achievement, as well as to respond to in-year queries, and plan
for future years, alighed to the GM approach.

An evaluation of the previous year’s scheme achievement is now underway.

Further updates will be brought to PCCC as this work progresses.

Recommendations

The Manchester PCCC is requested to note the content of the report with respect to:

e The ongoing work of the locality MDT and the status of the current CQC ratings for Manchester
locality GP practices

e The current status of the PQRRS delivery and note the future intention of the NHS GM BeCCoR
work.
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Appendix 1

High level description of GP quality incentive scheme components for 2025/26

Beyond Core Contract Review - GM-wide domains

Domain Description
Quality (BeCCoR) 1 Enhanced LTC specification
BeCCoR1c Enhanced LTC to include CKD
Quality (BeCCoR) 2 Medicines Optimisation: Anti-microbial Stewardship Quality
Improvement Scheme
Quality (BeCCoR) 3 Shared Care of Medicines Forerunner Scheme
Quality (BeCCoR) 4 Elective Quality Improvement Scheme
Quality (BeCCoR) 5 Enhanced LTC - Respiratory Scheme

Manchester Locality domains

Domain Description

Quality 6 Safeguarding

Recovery Focused recovery priorities
Digital Digital

Resilience 1

Engagement and Protected Learning Time (PLT)

Resilience 2

Quarterly assurance







Purpose of the paper

Present the Month 3 reported position

Present the monthly key variance analysis
Highlight high level risks in 2025/26

Provide a summary of Delegated Primary Care



NHS GM (Manchester) — Month 3 Position Reported

At Month 3 the Locality is reporting a £5.89m adverse variance and assumes all CIP will be delivered.

Forecast Forecast
Annual YTD YTD Forecast Forecast Variance Variance
Budget Budget  YTD Actual Variance Outturn Variance Share of Prev Month Movement
Board Area £'000 £'000 £'000 £'000 £'000 £'000 Pressure £'000
Acute 4,217 983 983 0) 4,218 0 0% 0 0
Community 41,848 11,171 11,053 (118) 41,897 49 1% 31 18
Continuing Healthcare 64,276 16,980 17,346 366 65,730 1,454 25% 1,550 (96)
Mental Health 50,512 12,915 14,722 1,806 54,778 4,266 72% 3,837 430
Primary Care 20,626 4,752 4,414 (338) 20,672 46 1% 0 46
Other 3,491 873 899 26 3,574 83 1% 0 83
Manchester Locality Total 184,970 47,675 49,418 1,742 190,869 5,899 100% 5,418 481

The Locality has received its £3.3m share of the Primary Care BeCCoR funding.

The following areas have been identified as high risk and are being closely reviewed and monitored,;

- CHC Placements
- LD & MH Placements
- ADHD Services

- Oviva Weight Manage services

- Interpreting Services




NHS GM (Manchester) — Month 3 Position

Summary

» The locality has reported a £5.89m forecast outturn overspend at Month 3 which is an adverse movement of £0.48m
since M2. Overspend is across the areas below;

- £1.45m Continuing Health Care (Nursing, Homecare, PHBs & FNC)
- £4.26m Mental Health (ADHD, MH & LD placements)

- £0.18m Community Services, Primary Care and Other Services

» The locality is reporting a YTD overspend of £1.74m at Month 3 against a budget YTD of £31.63m. This is a £0.13m
favorable movement since M2. The breakdown is as follows;

- £0.36m Overspend Continuing Health Care (Nursing, Homecare, PHBs, FNC & Fast Tracks)
- £1.80m Overspend Mental Health (ADHD, MH & LD placements)

- £0.43m Underspend YTD CIP (profiling)

» At Month 3 we have delivered £0.94m CIP against a £7.154m full year target and forecast outturn assumes CIP
delivery in full.



NHS GM (Manchester) — Month 3 Primary Care Services

Sum of Forecast

Sum of YTD Sum of YTD Sum of Annual Sum of Forecast

Cost Centre Cost Centre Description Budget Sum of YTD Actual Variance Budget Outturn Variance
Primary Care 947171 COMMISSIONING SCHEMES £321,846 £327,127 £5,281 £1,434,699 £1,439,986 £5,287
947172 LOCAL INCENTIVE SCHEMES £659,607 £313,981 -£345,627 £1,070,358 £1,111,290 £40,932
947174 OUT OF HOURS £1,271,190 £1,271,189 -f1 £5,084,758 £5,084,758 f0
947175 GP INVESTMENT £2,499,426 £2,502,031 £2,605 £13,035,921 £13,035,921 £0
Primary Care Total £4,752,069 £4,414,327 -£337,741 £20,625,735 £20,671,954

Primary Care Services

» Qutturn pressure at M3 is £46k, This is an adverse movement since M2.
* The current pressure relates to Optometry CUES Services.

 The YTD underspend relates to profiling of CIP. We have delivered and accounted for the prior year accounting
benefit for PQRRS ahead of the planned profile.

» The Locality received its £3.3m share of the Primary Care BeCCoR funding in M2.

« £144k CIP target for Primary Care is yet to be achieved, which we expect to be achieved in full. This will largely
be met using accounting balances from 24/25 Winter schemes.



2025/26 Risks & Pressures

Risks — Mitigation to be discussed and documented, will be updated as necessary

Increase in placement number and costs across Children, LD, MH and CHC
Continued increase in ADHD activity and costs

‘Agreed’ ICB plan included significant amount of financial risk (opening pressures)
Additional recovery plan risk for future anticipated actions

Significant CIP targets with many schemes facing delays and several yet to be identified &
implemented

25/26 placements related uplifts financial pressure of any cases where we have to make
exceptional arrangements

STAR governance challenges to submissions which prevent/delay supplier payments and
affect services delivery/relationships



Delegated Primary Care Summary M3

Del::agz::(:::elnzrcyaﬁ:;e: YTD budget  YTD Actual YTD Variance ﬁ::::tl Forecast Fore:j:rt‘ out
L. (£'000s) (£'000s) (£'000s) (£'000s) '
Service Line (£'000s) Variance

General Practice - GMS £18,222 £18,222 f0 £73,261 £73,146 -£116
General Practice - PMS £5,338 £5,338 f0 £21,443 £21,384 -£59
General Practice - APMS £440 £482 £42 £1,761 £1,929 £169
QOF £1,799 £1,799 f0 £7,194 £7,194 f0
Enhanced Services £3,946 £3,968 £22 £15,786 £15,878 £93
Enhanced Services ARRS £5,305 £5,217 -£88 £21,221 £20,586 -£635
Premises Cost Reimbursement £2,226 £2,224 -£2 £8,891 £8,888 -£3
Void & Subsidy £1,328 £1,299 -£29 £5,313 £5,313 f0
Other Premises Cost £30 £30 £0 £119 £120 £1
Dispensing/Prescribing Drs £37 £39 £2 £275 £280 £6
Other GP Services £535 £514 -£21 £2,139 £2,139 f0
Non-Delegated PRC Schemes £368 £366 -£1 £1,472 £1,472 f0
Grand Total £39,574 £39,498 -£76 £158,875 £158,329 -£546

Enhanced Services ARRS —
includes full allocation funding

« Key Variances

Core contract positions
(GMS/PMS/APMS) have been
updated with Q1 list information.

The main variance on APMS is due
to Walk in Centre activity.

QOF and Enhanced services reflect
the latest available data.

Forecast variance against ARRS
reflects staffing levels and plans
advised by PCNs at M3.

Other GP services: Includes CQC
fees, locum sickness/maternity
reimbursement
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The National Health Service (NHS) is at a
historic crossroads. Lord Darzi’s Investigation
revealed the sheer extent of its current
failings, concluding the NHS was in ‘critical
condition’. He set out in stark terms that this
government’s inheritance is an NHS where:

* many cannot get a GP or dental
appointment

e waiting lists for hospital and community
care' have ballooned

e staff are demoralised and demotivated?

e outcomes on major killers like cancer lag
behind other countries®.

That is why the NHS now stands at an
existential brink. Demographic change and
population ageing* are set to heap yet more
demand on an already stretched health
service. Without change, this will threaten yet
worse access and outcomes - and even more
will opt out to go private if they can afford
to. People will increasingly wonder why they
pay so much tax for a service they do not use,
eroding the principle of solidarity that has
sustained the NHS. We will be condemned to
a poor service for poor people.

The choice for the NHS is stark: reform or

die. We can continue down our current

path, making tweaks to an increasingly
unsustainable model, or we can take a new
course and reimagine the NHS through
transformational change that will guarantee
its sustainability for generations to come. This
Plan chooses the latter. It represents a break
with the past.

That choice has been informed by the biggest
conversation about the NHS in its history.
Over the past 8 months, we have spoken to
thousands of staff and members of the public
and considered the 250,000 contributions to
the Change.NHS website. The conclusion was
clear: no one defends the status quo. Staff
and patients are crying out for change.

This is a Plan to create a new model of care,
fit for the future. It will be central to how we
deliver on our health mission. We will take the
NHS’ founding principles - universal care, free
at the point of delivery, based on need and
funded through general taxation - and from
those foundations, entirely reimagine how
the NHS does care so patients have real choice
and control over their health and care.

Science and technology will be key to that
reinvention. Today the NHS is behind the
technological curve. This Plan propels it to
the front. The NHS of the future will be a
service that offers instant access to help and
appointments. One that predicts and prevents
ill health rather than simply diagnosing and
treating it. A patient-controlled system, in
place of today’s centralised state bureaucracy,
and one where frontline staff are empowered
to reshape services. A service with the core
principles and values of the NHS but with the
know-how of a wider network of technology,
life sciences, local government, civil society
and third sector organisations, working in
partnership to improve the nation’s health.



It will be a service equipped to narrow health
inequalities. Evidence® shows that people

in working class jobs, who are from ethnic
minority backgrounds, who live in rural or
coastal areas or deindustrialised inner cities,
who have experienced domestic violence,

or who are homeless, are more likely to
experience worse NHS access, worse outcomes
and to die younger. This is an intolerable
injustice. Our reimagined NHS will be
designed to tackle inequalities in both access
and outcomes, as well as to give everyone,
no matter who they are or where they come
from, the means to engage with the NHS on
their own terms.

Despite the scale of the challenge we face,
there are more reasons for optimism than
pessimism. The NHS is the best-placed system
in the world to harness the advances we

are seeing in artificial intelligence (Al) and
genomic science. This Plan describes how we
will use these advantages to propel the NHS
into a position of global leadership. When
coupled with our country’s excellence in
science, innovation and academia, the UK can
lead the world in developing the treatments
and technologies of the futures®.

This Plan will put the NHS at the front of

the global genomics revolution and make

the NHS the most artificial-intelligence
-enabled care system in the world. We will
get upstream of ill-health and make a reality
of precision medicine. We will put the NHS

on a sustainable footing by adopting a new
value-based approach, that aligns resources to
achieve better health outcomes. In turn, we
will unlock broader economic benefits for the
UK, helping to get people back into work and
providing a bedrock for the industries of the
future. This Plan will transform the NHS into
an engine for economic growth rather than
simply a beneficiary of it.

We will reinvent the NHS through 3 radical
shifts - hospital to community, analogue to
digital and sickness to prevention. These will
be the core components of our new care
model. To support the scale of change we
need, we will ensure the whole NHS is ready

to deliver these 3 shifts at pace: through

a new operating model, by ushering in a

new era of transparency; by creating a new
workforce model with staff genuinely aligned
with the future direction of reform, through
a reshaped innovation strategy; by taking a
different approach to NHS finances.

From hospital to community: the
neighbourhood health service,
designed around you

If the NHS does not feel like a single,
coordinated, patient-orientated service, that is
for a simple reason: it is not one. It is hospital-
centric, detached from communities and
organises its care into multiple, fragmented
siloes. We need to shift to provide continuous,
accessible and integrated care.

The neighbourhood health service is our
alternative. It will bring care into local
communities, convene professionals

into patient-centered teams and end
fragmentation. In doing so, it will revitalise
access to general practice and enable hospitals
to focus on providing world class specialist
care to those who need it. Over time, it will
combine with our new genomics population
health service to provide predictive and
preventative care that anticipates need, rather
than just reacting to it.

At its core, the neighbourhood health service
will embody our new preventative principle
that care should happen as locally as it can:
digitally by default, in a patient’s home if
possible, in a neighbourhood health centre
when needed, in a hospital if necessary. To
make this possible we will:

e shift the pattern of health spending.
Over the course of this Plan, the share of
expenditure on hospital care will fall, with
proportionally greater investment in out-
of-hospital care.

e This is not just a long-term ambition. We
will also deliver this shift in investment
over the next 3 to 4 years as local areas
build and expand their neighbourhood
health services



end the 8am scramble by training
thousands more GPs and building online
advice into the NHS App. People who
need one will be able to get a same-day
GP appointment

introduce 2 new contracts, with roll-out
beginning next year, to encourage and
allow GPs to work over larger geographies
and lead new neighbourhood providers

support people to be active participants
in their own care by ensuring people with
complex needs have an agreed care plan
by 2027.

at least double the number of people
offered a Personal Health Budget by 2028
to 2029, offer 1 million people a Personal
Health Budget by 2030, and ensure it is a
universal offer for all who would benefit
by 2035

through the NHS App, allow patients to
book appointments, communicate with
professionals, receive advice, draft or view
their care plan, and self-refer to local tests
and services

establish a neighbourhood health centre
in every community, beginning with places
where healthy life expectancy is lowest - a
‘one stop shop’ for patient care and the
place from which multidisciplinary teams
operate

neighbourhood health centres will be
open at least 12 hours a day and 6 days a
week

increase the role of community pharmacy
in the management of long-term
conditions and link them to the single
patient record

improve access to NHS dentistry, improve
children’s oral health and increase the
number of NHS dentists working in the
system by making the dental contract
more attractive, and introducing tie-ins for
those trained in the NHS

deliver more urgent care in the
community, in people’s homes or through

neighbourhood health centres to end
hospital outpatients as we know it by 2035

e end the disgraceful spectacle of corridor
care and restore the NHS constitutional
standard of 92% of patients beginning
elective treatment within 18 weeks

e expand same day emergency care services
and co-located urgent treatment centres.
We will support patients to book into
the most appropriate urgent care service
for them, via 111 or the app, before
attending, by 2028

e invest up to £120 million to develop more
dedicated mental health emergency
departments, to ensure patients get fast,
same-day access to specialist support in an
appropriate setting

e free up hospitals to prioritise safe
deployment of Al and harness new
technology to bring the very best of
cutting-edge care to all patients. All
hospitals will be fully Al-enabled within
the lifetime of this Plan

From analogue to digital: power
in your hands

Modern technology has given us more power
over our everyday lives. But that same scale
of change has yet to come to the NHS. This
Plan will take the NHS from the 20th century
technological laggard it is today, to the 21st
century leader it has the potential to be.

To do this, we will use the unique advantages
of the NHS' healthcare model - world-leading
data, its power in procurement and its means
to deliver equal access - to create the most
digitally accessible health system in the world.
Patients will have a ‘doctor in their pocket’ in
the form of the NHS App, while staff will be
liberated from a burden of bureaucracy and
administration.

By harnessing the digital revolution, we wiill
be able to:

e ensure rapid access for those in generally
good health



e free up physical access for those with the
most complex needs

e help ensure the NHS' financial
sustainability for future generations.

To make the move ‘from bricks to clicks’ we
will:

e for the first time ever in the NHS, give
patients real control over a single, secure
and authoritative account of their data
and single patient record to enable more
co-ordinated, personalised and predictive
care

e transform the NHS App into a world
leading tool for patient access,
empowerment and care planning.

By 2028, the app will be a full front door to
the entire NHS. Through the app, patients will
be able to:

- get instant advice for non-urgent care and
help finding the most appropriate service
first time, through My NHS GP

— choose their preferred provider, whether
it delivers the best outcomes, has the
best feedback or is simply closer to home,
through My Choices

— book directly into tests where clinically
appropriate through My Specialist, and
hold consultations through the app with
My Consult

— manage their medicines through My
Medicines and book vaccines through My
Vaccines

— manage a long-term condition through
My Care, access and upload health data
through My Health or get extra care
support through My Companion

e manage their children’s healthcare
through My Children, or co-ordinate the
care of a loved one or relative through My
Carer

e allow patients to leave feedback on the
care they have received - compiled and
communicated back to providers, clinical

teams and professionals in easy-to-action
formats

e use continuous monitoring to help make
proactive management of patients the
new normal, allowing clinicians to reach
out at the first signs of deterioration
to prevent an emergency admission to
hospital

e build ‘HealthStore’ to enable patients to
access approved digital tools to manage or
treat their conditions, enabling innovative
businesses to work more collaboratively
with the NHS and regulators

e introduce single sign on for staff and scale
the use of technology like Al scribes to
liberate staff from their current burden of
bureaucracy and administration — freeing
up time to care and to focus on the
patient.

From sickness to prevention:
power to make the healthy choice

People are living too long in ill health, the gap
in healthy life expectancy between rich and
poor is growing’ and nearly 1 in 5 children
leave primary school with obesity®. Our
overall goal is to halve the gap in healthy life
expectancy between the richest and poorest
regions, while increasing it for everyone, and
to raise the healthiest generation of children
ever. This will boost our health, but also
ensure the future sustainability of the NHS
and support economic growth.

We will achieve our goals by harnessing a
huge cross-societal energy on prevention.
We will work with businesses, employers,
investors, local authorities and mayors

to create a healthier country together.
Specifically, we will:

e deliver on our world-leading Tobacco and
Vapes Bill, which will mean that children
turning 16 this year (or younger) can never
legally be sold tobacco. The number of
11 to 15 year olds who regularly vape has
doubled? in the last 5 years, and to crack
down on this unacceptable trend, we will
also halt the advertising and sponsorship



of vapes and other nicotine products

launch a moonshot to end the obesity
epidemic. We will restrict junk food
advertising targeted at children, ban the
sale of high-caffeine energy drinks to
under 16-year-olds, reform the soft drinks
industry levy to drive reformulation; and
- in a world first - introduce mandatory
health food sales reporting for all large
companies in the food sector. We will

use that reporting to set new mandatory
targets on the average healthiness of sales

restore the value of Healthy Start from
financial year 2026 to 2027, expand free
school meals so that all children with a
parent in receipt of Universal Credit are
eligible, and update school food standards
to ensure all schools provide healthy,
nutritious food.

harness recent breakthroughs in weight
loss medication and expand access
through the NHS. We will negotiate new
partnerships with industry to provide
access to new treatments on a ‘pay for
impact on health outcomes’ basis

encourage citizens to play their part,
including through a new health reward
scheme to incentivise healthier choices.
We will also work with the Great Run
Company to set up a campaign to
motivate millions to move more on a
regular basis

tackle harmful alcohol consumption by
introducing new standards for alcohol
labelling. We will support further growth
in the no- and low- alcohol market

join up support from across work, health
and skills systems to help people find and
stay in work. We will work with all ICBs to
establish Health and Growth Accelerators
models

expand mental health support teams

in schools and colleges — and provide
additional support for children and young
people’s mental health through Young
Futures Hubs

* increase uptake of human papillomavirus
(HPV) vaccinations among young people
who have left school, to support our
ultimate aim to eliminate cervical cancer
by 2040. We wiill fully roll out lung cancer
screening for those with a history of
smoking

e create a new genomics population health
service, accessible to all, by the end of
the decade. We will implement universal
newborn genomic testing and population-
based polygenic risk scoring alongside
other emerging diagnostic tools, enabling
early identification and intervention for
individuals at high risk of developing
common diseases.

A devolved and diverse NHS: a
new operating model

To realise the ambition of this Plan, we will
create a new NHS operating model, to deliver
a more diverse and devolved health service.
Today, power is concentrated in Whitehall,
rather than distributed among local providers,
staff and citizens.

Our reforms will push power out to places,
providers and patients - underpinned by
an explicit goal to make the NHS the best
possible partner and the world’s most
collaborative public healthcare provider. To
achieve this, we will:

e combine the headquarters of the NHS and
the Department of Health and Social Care,
reducing central headcount by 50%

* make ICBs the strategic commissioners of
local healthcare services. We will build
ICB capability, and close commissioning
support units

e introduce a system of earned autonomy
and, where local services consistently
underperform, step in with a new failure
regime. Our priority will be to address
underperformance in areas with the worst
health outcomes. Our ambition over a 10-
year period is for high autonomy to be the
norm across every part of the country



reinvent the NHS foundation trust (FT)
model for a modern age. By 2035, our
ambition is that every NHS provider
should be an FT with freedoms including
the ability to retain surpluses and
reinvest them, and borrowing for capital
investment. FTs will use these freedoms
and flexibilities to improve population
health, not just increase activity

create a new opportunity for the very best
FTs to hold the whole health budget for a
defined local population as an integrated
health organisation (IHO). Our intention is
to designate a small number of these IHOs
in 2026, with a view to them becoming
operational in 2027. Over time they will
become the norm

set higher standards for leaders, with
pay tied to performance, and good work
rewarded

continue to make use of private sector
capacity to treat NHS patients where it

is available and we will enter discussions
with private providers to expand NHS
provision in the most disadvantaged areas

work in closer partnership with local
government and other local public
services. We will streamline how local
government and the NHS work together
and make ICBs coterminous with strategic
authorities by the end of the Plan
wherever feasibly possible

introduce a new patient choice charter,
starting in the areas of highest health need.
This will ensure the NHS is receptive and
reactive to patient preference, voice and
choice

trial new ‘patient power payments’, which
are an innovative new funding flow in
which patients are contacted after care
and given a say on whether the full
payment for the costs of their care should
be released to the provider.

A new transparency and quality
of care

The NHS' history is blighted by examples
of systematic and avoidable harm. The
commonality in these tragedies has been
a fundamental lack of transparency. We
will make the NHS the most transparent
healthcare system in the world.

From this foundation, we will reintroduce a
new, rigorous focus on high-quality care for
all. Specifically, we will:

e publish easy-to-understand league tables,
starting this summer, that rank providers
against key quality indicators

e allow patients to search and choose
providers based on quality data on the
NHS App, including length of wait, patient
ratings and clinical outcomes. The App
will also show data on clinical teams and
clinicians

e use patient reported outcome measures
and patient reported experience measures
to help patients when choosing their
provider on the NHS App

e set up a national independent
investigation into maternity and neonatal
services. We will also establish a national
maternity and neonatal taskforce, chaired
by the Secretary of State for Health and
Social Care, to inform a new national
maternity and neonatal action plan, co-
produced with bereaved families

e reform the complaints process and
improve response times to patient safety
incidents and complaints

e change the time limit for the Care Quality
Commission (CQC) to bring legal action
against a provider and review how to
improve patients’ experience of clinical
negligence claims

e reform the National Quality Board (NQB)
with all other bodies, including Royal
Colleges, feeding into it. We will task it
with developing a new quality strategy
as well as the development of modern



service frameworks. Early priorities will
include cardiovascular disease, mental
health, frailty and dementia.

e give all providers new flexibilities to make
additional financial payments to clinical
teams that have consistently high clinical
outcomes and excellent patient feedback
or are significantly improving care

e reform CQC towards a more data-led
regulatory model. When concerns are
identified, CQC will rapidly assemble
inspection teams of highly qualified staff
to assess service quality in greater detail

e make sure persistent poor-quality care
results in the decommissioning or contract
termination of services or providers, no
matter the setting, no matter whether
the provider is in the NHS or independent
sector, and no matter whether they are a
GP practice or an individual NHS trust.

An NHS workforce, fit for the
future

It will be through the workforce that our 3
shifts are delivered. Because healthcare work
will look very different in 10 years’ time, we
will need a very different kind of workforce
strategy.

While, by 2035, there will be fewer staff than
projected in the 2023 Long-Term Workforce
Plan, those staff will be better treated, more
motivated, have better training and more
scope to develop their careers. The NHS will
be not only the country’s biggest employer
but its best. To achieve this, we will:

e ensure every single member of NHS
staff has their own personalised career
coaching and development plan, to help
them acquire new skills and practice at the
top of their professional capability

* make Al every nurse’s and doctor’s
trusted assistant - saving them time and
supporting them in decision making.

Over the next 3 years we will overhaul
education and training curricula with the
aim of future-proofing the NHS workforce

work with the Social Partnership Forum
to develop a new set of staff standards,
which will outline minimum standards for
modern employment. We will introduce
these standards in April 2026 and publish
data on them at the employer level every
quarter

continue to work with trade unions and
employers to maintain, update and reform
employment contracts and start a big
conversation on significant contractual
changes that provide modern incentives
and rewards for high quality and
productive care

reduce the NHS' sickness rates from its
current rate of 5.1%'° - far higher than
the average in the private sector™ - to the
lowest recorded level in the NHS

give leaders and managers new freedomes,
including the power to undertake
meaningful performance appraisals,

to reward high performing staff, and

to act decisively where they identify
underperformance

develop advanced practice models for
nurses and other professionals, and work
across government to prioritise UK medical
graduates for foundation and specialty
training

increase the number of nurse consultants,
particularly in neighbourhood settings

over the next 3 years, create 1,000 new
specialty training posts with a focus on
specialties where there is greatest need

accelerate delivery of the
recommendations in General Sir Gordon
Messenger’s review of health and care
leadership'? and establish a new College
of Executive and Clinical Leadership to
define and drive excellence

introduce new arrangements for

senior managers’ pay to reward high
performance and to withhold pay
increases from executive leadership teams
who do not meet public, taxpayer and



patient expectations on timeliness of care
or effective financial management

e reorientate the focus of NHS recruitment
away from its dependency on
international recruitment, and towards its
own communities - to ensure sustainability
in an era of global healthcare workforce
shortages. It is our ambition to reduce
international recruitment to less than 10%
by 2035

e create 2,000 more nursing apprenticeships
over the next 3 years - prioritising areas
with the greatest need. Expansion of
medical school places will be focused on
widening access to talented students from
underprivileged backgrounds.

Powering transformation:
innovation to drive healthcare
reform

Our aim is to be in the driving seat of the
biggest industrial revolution since the 19th
century as we harness technology to create a
new model of care in the NHS. We will use the
UK'’s competitive edge - NHS data, life sciences
prowess, world leading universities - to lead
the world on the innovation that will most
accelerate reform.

We have identified 5 transformative
technologies - data, Al, genomics, wearables
and robotics - that will personalise care,
improve outcomes, increase productivity and
boost economic growth. We wiill:

e create a new Health Data Research Service
in partnership with the Wellcome Trust
and backed by up to £600 million of joint
investment

e make the NHS the most Al-enabled health
system in the world with Al seamlessly
integrated into clinical pathways

e support the Generation Study as it sequences
the genomes of 100,000 newborn babies.
This study will inform our longer-term
ambition to make genomic sequencing at
birth universal

e launch a new large-scale study to

sequence the genomes of 150,000 adults
this year - and assess how genomics can

be used in routine preventive care. A new
globally unique set of studies will explore
personalised prevention of obesity,
applying genomic and other insights to
identify people who are at the highest risk
of developing obesity

make wearables standard in preventative,
chronic and post-acute NHS treatment

by 2035. All NHS patients will have access
to these technologies, which will be part
of routine care. We will provide devices
for free in areas where health need and
deprivation are highest

beginning next year, expand surgical
robot adoption in line with National
Institute for Health and Care Excellence
(NICE) guidelines

establish new global institutes with the
ambition to help the UK lead the world on
science and innovation

speed up clinical trial recruitment. By
March 2026, clinical trials setup time will
fall to 150 days

expand NICE's technology appraisal process
to cover devices, diagnostics and digital
products. NICE will also be given a new role
to identify which outdated technologies
and therapies can be removed from the
NHS to free up resources for investment in
more effective ones

introduce multi-year budgets and require
NHS organisations to reserve at least 3%
of annual spend for one-time investments
in service transformation, to help translate
innovations into practice more rapidly

expand the role life sciences and
technology companies can play in service
delivery. We will streamline procurement
of technology, and we will move to a
single national formulary for medicines
within the next 2 years.



Productivity and a new financial
foundation

Today the NHS accounts for 38% of day-
to-day government spending - a figure
projected to rise to nearly 40% by the end

of the Parliament™. While the NHS will need
investment in the future, it is now self-evident
that more money alone has not always led to
better care.

The era of the NHS' answer always being
‘more money, never reform’ is over. It will be
replaced with a new value-based approach
focused on getting better outcomes for the
money we spend. Our new financial flows
will incentivise innovation to support the flow
of money from hospital into community and
reward best practice across the NHS.

Our three shifts each help secure financial
sustainability. More care in the community

is cheaper and more effective than care in
hospitals. Digitalisation, as in other industries,
will deliver far more productively for far lower
cost. Prevention bends the demand curve. We
will:

e urgently resolve the NHS' productivity
crisis. For the next 3 years we have set the
NHS a target to deliver a 2% year on year
productivity gain

e restore financial discipline by ending the
practice of providing additional funding to
cover deficits. Over time, our aim is for the
NHS to move into surplus, with the majority
of providers achieving that by 2030

e break the old, short-term cycle of financial
planning, by asking all organisations to
prepare robust and realistic five-year
plans, demonstrating how financial
sustainability will be secured over the
medium term

e deconstruct block contracts - paid
irrespective of how many patients are seen
or how good care is - with the intention
of realigning the activity delivered
and funding being provided by an ICB.
Payment for poor-quality care will be
withheld and high-quality care will attract
a bonus. In addition, we will introduce new

incentives for the best NHS leaders, clinicians
and teams

move from national tariffs based

on average costs to tariffs based on

best clinical practice that maximises
productivity and outcomes. We will also
test the development of ‘year of care’
payments starting in financial year 2026
to 2027. This will drive the shift of activity
and resource from hospital to community

distribute NHS funding more equally
locally, so it is better aligned with
health need. In the meantime, we will
target extra funding to areas with
disproportionate economic and health
challenges.

ensure all trusts have the authority to
retain 100% of receipts from the disposal
of land assets they own, and are able to
use the proceeds from disposals across
multiple financial years

develop a business case for the use

of Public Private Partnership (PPP) for
Neighbourhood Health Centres, ahead of
a final decision at the autumn budget

explore a new mechanism for the NHS to
access low risk pension capital

in the longer-term, move to a new NHS
financial model, where money wiill
increasingly follow patients through their
lifetime. Providers will be rewarded based
on how well they improve outcomes for
each individual, as well as how well they
involve people in the design of their

care, not solely on whether they provide
episodic instances of care on demand.
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