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genda

Quality and Performance Committee

Date: 3 September 2025
Time: 13:30pm — 15:30pm
Venue: Microsoft Teams
Item Time Duration | Subject Paper/ | Approval/ By whom
No. Verbal | Assurance/
Discussion/
Information
1. 13:30 | 5mins Welcome, Introductions and Apologies Verbal | Noting
received —
Quorum, Attendance Matrix & Terms of Paper | Noting Dame Sue Bailey
Referen(_:e on a page . Chair
Declarations of Interest Verbal | Noting
Minutes, matters arising and actions from Papers | Approval
previous meeting held on 6 August 2025
Executive Portfolio Update
4, 13:35 | 10mins | Risk Report Paper | Assurance | EdDyson
Director of Performance,
Improvement and
Assurance
5. 13:45 | 15mins | Chief Officers Report: Paper | Assurance | Mandy Philbin
a. CNO Chief Nursing Officer
’ Manisha Kumar
b. CMO Chief Medical Officer
c. Performance Report Ed Dyson
Director of Performance,
Improvement and
Assurance
6. 14:00 | 10mins | Complaints Annual Report & Patient Services | Paper | Assurance | Mark Palmeira
Assistant Director for
Patient Services
7. 14:10 | 10mins | NHS GM Safeguarding Children Partnerships | Paper | Assurance | Andrea Patel
Annual Reports 2024/25 Associate Director
Nursing for Safeguarding
8. 14:20 | 10mins | Published copy of final Area SEND inspection | Verbal | Assurance | Stephanie Sloan
letter for Tameside Local Area Partnership Deputy Place Lead NHS
Greater Manchester
(Tameside)
In-depth Discussion
9. 14:30 | 20mins | Mental Health 12 Hour waits in Emergency Paper | Approval Rachel Farn
Departments (ED) Head of Mental Health
Clinical Effectiveness
Gary Flanagan
Assistant Director of
Mental Health Strategic
Commissioning
10. 14:50 | 20 mins | Transformation of Long-Term Conditions — Paper | Approval Sarah Rickard
Stroke and Neurorehabilitation Greater Manchester
Neurorehabilitation &
Integrated Stroke
Delivery Network

10 Minute Comfort Break

Tootal Buildings, 56 Oxford Street, Manchester M1 6EU

www.gmintegratedcare.org.uk




Sub-Groups / Information

11.

Update on Letter from Jim Mackey and
Duncan Burton on maternity and neonatal
investigation/taskforce

Paper | For

Alison McGovern

Information Assistant Director, GM

Local Maternity &
Neonatal System
(LMNS)

Well Led Review

15:20

10 mins

Any other business

Board Paper Escalations

Meeting Reflection

Verbal | Discussion | All

Date and time of next meeting
Wednesday 1 October 2025

Tootal Buildings, 56 Oxford Street, Manchester M1 6EU

www.gmintegratedcare.org.uk




Quality and Performance Committee Attendance Matrix from April 2025

Key:
Present

Apologies

No Explanation
Attendee as per ToR
Member as per ToR

Not a member

—

Member Title Apr-25 I May-25 I Jun-25 Jul-25 Aug-25 Sep-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26 Mar-26
Dame Sue Bailey Non Executive Director (Chair of QPC)
Leigh Vallance INHS GM VCSE Partner
hair of P
Luviit Kandula Chair of Primary Care Provider Board
(Primary Care Representative]
Mandy Philbin Chief Nursing Officer
Manisha Kumar Chief Medical Officer
hief T
— Chief Nurse at Stockport and Tameside
(Secondary Care Representative)
—— Non Executive - Audit Committee Chair
Vice-Chair of QPC)
Colin Scales Deputy Chief Executive Officer
Danielle Ruane Patient Representative (Healthwatch)
Attendee
Danielle Ruane Patient Representative (Healthwatch) (Member)
Alison Chilton cac
Andrea Patel [Associate Director for Safeguarding
Anita Rolfe Deputy Chief Nursing Officer
Dr Claire Lake Deputy Chief Medical Officer
[E—— [Associate Director for Nursing and Quality
[Assurance
Ed Dyson Director of PIA
Jackie Driver Strategic Lead: Equality and Inclusion
TBC Chief People Officer
TBC Place Based Lead
Steven Knight Deputy Chief Medical Officer
Tracey Vell Agency
Mark Palmeria [Assistant Director for Patient Services
Waseem Khan Patient Safety Officer
Officers in attendance
Invitees/Presenters
samantha Hogg Principal Consultant Public only
Patient Representative (Healthwatch) -
Heather Etheridge Deputising for Danielle Ruane
Director of People Services - Deputising for
Jane Seddon Charlotte Bailey
Assistant Director of Mental Health Strategic
Gary Flanagan Commissioning (item 4)
Rachel Farn Head of Mental Health Clinical Effectiveness (item 4)
Programme Director - Commissioning
Melissa Maguinness Development (item 4)
sandeep Ranote (item 4)
Gill Baker (item 7) (item 5)
Nicola Howarth
Antemeka Cobham Wilson |Deputising for Jackie Driver
‘Associate Director of Performance Deputising fo
Zoe Mellon Ed Dyson
Adult Community Mental Health Programme.
Boby Raja Manager (item 10)
Assistant Director of Mental Health Strategic
Lynzi Shepherd Commissioning (item 10)
Strategic Lead Clinical Commissioner
Sandy Bering Consultant (Mental Health & Disabilities) (item 4)
Executive Director of Quality, Nursing &
Tim McDougall Healthcare Professionals (item 8)
Leigh Wilson Clinical Lead - System Improvement
sarah Owen Associate Director Maternity Assurance LMNS (item 11)
Catherine Brewster (item 11)
Assistant Director, GM Local Maternity &
Alison McGovern Neonatal System (LMNS) (item 11)
Head of Mental Health, Learning Disability &
Juliet Eadie Autism — Manchester Locality (item 8)
Director Strategic Clinical Networks / Deputy
Julie Cheetham Director Improvement (item 8)
Katherine Sheerin Chief Commissioning Officer (Item 11)
Ben Squires Head of Primary Care




Draft Terms of Reference on a page

The purpose of the Quality
Committee (‘the Committee’)
is to obtain assurance, on
behalf of the Board, that the
ICS has the right quality
strategy and approach which
is delivering its quality and
oversight functions in a way
that secures continuous
improvement.

Quiality strategy and planning

- Apply constructive challenge to the quality strategy (including system clinical governance,
patient safety and continuous improvement arrangements), make recommendations to the
Board and monitor their implementation.

- Apply constructive challenge regarding the effectiveness of the arrangements in place to

support quality planning, control and improvement across the system.

System oversight

- Obtain assurance that effective mechanisms (including System Oversight Framework

mechanisms) are in place to review and monitor the quality of care delivered by providers and

localities and are working effectively. This is mainly done by applying constructive challenge
to the Integrated Performance Report.

Continuous improvement

- Apply constructive challenge to learning from patient safety, clinical effectiveness and
patient experience activity.

Strategic risks

- Monitor BAF risks assigned to the committee.

Other duties

- Apply constructive challenge to the delivery of the ICB key statutory and policy
requirements, including complaints, mortality and learning from deaths, safeguarding adults
and children, infection prevention and control, equality and diversity in relation to service
delivery, patient safety incident response, medicines optimisation and safety and citizen
involvement.

- Apply constructive challenge to the ICB’s response to all relevant (as applicable to quality)
Directives, Regulations, national standard, policies, reports, reviews and best practice as
issued by the DHSC, NHSEI and other regulatory bodies / external agencies (e.g. CQC,
NICE) to gain assurance that they are appropriately reviewed and actions are being
undertaken, embedded and sustained.

- Apply constructive challenge to the oversight of EPRR arrangements.

The membership of the committee shall comprise of the
following members:

* Non-executive director (Chair)

» Non-executive director (Deputy Chair)

* NHS GM Chief Nursing Officer or their appointed
deputy who is a clinician

* NHS GM Chief Medical Officer or their appointed
deputy who is a clinician

* NHS GM Deputy Chief Executive

* NHS GM Primary Care Representative

* NHS GM Secondary Care Representative

* NHS GM VCSE Partner as nominated lead

* NHS GM Partner Member

Only members of the Committee have the right to attend
Committee meetings.



First Name

Last Name

Job Title

NHS GM: Quality & Performance Committee - Register of Interests August 2025

Decisio n Date

Maker N/Y  Declaration
Made /
Refresh

Declared Interest (Name of
organisation and nature of business)

Declared Interest

Type of Interest

Direct or
Indirect

Date of
Interest

Interest

Consent
End Date of to Pul

Y

blish
N

Action Taken to Mitigate Risk

Bailey Non-Executive Director (Chair of QPC) 19-06-25 |4NED KOOTH plc Mental Health on line Financial Interest Direct Sep-22 Ongoing Declare in line with Conflict of Interest Policy. Declarations
platform of interest to be made at the start of relevant committees.
from in related or
ision makina
Sue Bailey Non-Executive Director (Chair of QPC) Y 19-06-25  |President Centre for Mental Health Direct 2018 Ongoing Declare in line with Conflict of Interest Policy. Declarations
Non-Financial Professional Interest of interest to be made at the start of relevant committees.
ion from i in related i ing or
ecisinn making
Sue Bailey Non-Executive Director (Chair of QPC) Y 19-06-25 |Bevan commissioner Non-Financial Professional Interest Direct Jul-05 Ongoing Declare in line with Conflict of Interest Policy. Declarations
of interest to be made at the start of relevant committees.
ion from i in related i ing or
decision making
Sue Bailey Non-Executive Director (Chair of QPC) Y 19-06-25 | Council member university of Salford Non-Financial Professional Interest Direct 2016 Ongoing Declare in line with Conflict of Interest Policy. Declarations
of interest to be made at the start of relevant committees.
from in related or
decision making
Leigh Vallance NHS GM VCSE Partner Y 20-06-25 |CEO of a Hospice with an NHS Contract |NHS Contract [Financial Interest Direct Ongoing Declare in line with Conflict of Interest Policy. Declarations
of interest to be made at the start of relevant committees.
from in related or
decision making
Mandy Philbin Chief Nursing Officer v 12-06-25 |N/A Nil N/A N/A NIA N/A
Salaried GP at the Robert Outside employment Declare in line with Conflict of Interest Policy. Declgrallons
Manisha Kumar Chief Medical Officer Y Darbishire Practice - 1 session per Financial Interest Indirect 2004 Ongoing of interest to be made at the start of relevant committees.
week from in related or
decision making
Non-financial professional interest Declare in line with Conflict of Interest Policy. Declarations
Manisha Kumar Chief Medical Officer Y Honorary Professor University of Loyalty Interests Indirect 01-05-23 Ongoing of interest to be made at the start of relevant committees.
Salford from in related or
ision making
Manisha Kumar Chief Medical Officer Y Husband has the following roles: Non-financial personal interest Loyalty Interests Indirect Ongoing Declare in line with Conflict of Interest Policy. Declarations
+ Operations Director - Primary 2021 of interest to be made at the start of relevant committees.
Eye Care Services LTD ion from il in related i ing or
+ Case Examiner — General 2019 decision making.
Ootical
Nic Firth Chief Nurse at Stockport and Tameside
Care
Richard Paver Non Executive - Audit Committee Chair Y 04-08-25  |N/A Nil N/A N/A N/A N/A
(Vice-Chair of OPC)
Colin Scales Deputy Chief Executive Officer Y 24-06-25 |Honary Professor at UCLan Non-financial professional interest Loyalty Interests Indirect 16-07-05 Ongoing Declare in line with Conflict of Interest Policy. Declarations
of interest to be made at the start of relevant committees.
ion from i in related i ing or
decision making
Danielle Ruane Patient Representative (Healthwatch) Y 30-06-25 |N/A Nil N/A N/A N/A N/A
Luvjit Kandula PC Board Chair Y 18-06-25 N/A Nil N/A N/A N/A N/A Y
Alison Chilton cQC
Andrea Patel Associate Director for Safeguarding Y 08-01-25 |N/A Nil N/A N/A N/A N/A N/A
Anita [Roife Deputy Chief Nursing Officer Y 17-0325 |l am a Trustee at St Ann's Hospice. I am an unpaid board member. | do not have any|Outside employment Indirect 01/04/2024 | 31/03/2027 Declare in line with Conflict of Interest Policy. Declarations
inthe ICB's ing activity of interest to be made at the start of relevant committees.
of hospice services. ion from i in related i ing or
decision making
Dr Claire Lake Deputy Chief Medical Officer Y 21-05-25 |GP Partner Maples Medical Centre Outside employment Financial Interest Direct 09/01/2017 N/A Declare in line with Conflict of Interest Policy. Declarations
of interest to be made at the start of relevant committees.
from in related or
cision making
Dr Claire Lake Deputy Chief Medical Officer Y 21-05-25 Director Lakes Medical Services. Clinical | Co-director of limited company (private clinical ~|Financial Interest Direct 01/01/2022 N/A Declare in line with Conflict of Interest Policy. Declarations
Private Practice work done by my husband) of interest to be made at the start of relevant committees.
from in related or
- . . . {decision.maldon—— : v
Ed Dyson Director of PIA Y 14-07-25  |My brother, Jonathan Dyson, works as  |Loyalty Interest Non-financial personal interest Indirect 14/07/2025 Ongoing Declare in line with Conflict of Interest Policy. Declarations
Senior Finance Business Partner at MFT.| of interest to be made at the start of relevant committees.
There are no instances where our ion from i in related i ing or
rolas connact Hecisinn making
Jackie Driver Strategic Lead: Equality and Inclusion Y 240325 |1 have no conflict of interest to declare. | |Loyalty Interest Non-finanical professional interest Indirect 24]03/2025 | 12/03/2028 Declare in line with Conflict of Interest Policy. Declarations
hold the following third sector of interest to be made at the start of relevant committees.
unremunerated trusteeships. Governor - ion from i in related i ing or
UK Chair - decision making.
Manchester Action on Street Health
Special Advisor - Result CIC Special
Tracey Vell Improvement Agency representative
Mark [Paimeria Assistant Director for Patient Services Y 18-12-24 N/A Nil N/A N/A NIA N/A N/A
(Waseem Khan Patient Safety Officer Y 11-06-25  |N/A Nil N/A N/A N/A N/A N/A
TBC Chief People Officer
TBC Place Based Lead




Minutes

Quality and Performance Committee — Part A

Date: 6 August 2025
Time: 13:30pm - 15:30pm
Venue: Microsoft Teams
Part A (Public)
Present Apologies
Members: Dame Sue Bailey (SB) — Non-
Richard Paver (RP) — Non-Executive Director and Chair of Audit Executive Director (Chair)
Committee (Vice-Chair) Kate Provan (KP) — Associate
Leigh Vallance (LV) — VCSE Partner Member Director Clinical Effectiveness and
Mandy Philbin (MP) — Chief Nursing Officer Improvement
Prof. Manisha Kumar (MK) — Chief Medical Officer Claire Smith (CSm) — Associate
Director Nursing & Quality Assurance
In attendance: Dr Claire Lake (CL) — Deputy Chief
Anita Rolfe (AR) — Deputy Chief Nursing Officer Medical Officer
Ed Dyson (ED) — Director of Performance, Improvement and Charlotte Bailey (CB) — Chief People
Assurance Officer
Jackie Driver (JD) — Strategic Lead: Equality and Inclusion Colin Scales (CS) — Deputy Chief
Luvjit Kandula (LK) — Primary Care Representative Executive Officer
Danielle Ruane (DR) — Patient Representative (Healthwatch Claire Connor (CC) — Director
Tameside) Communications and Engagement
Julie Cheetham (JC) — Director Strategic Clinical Networks / Deputy | Gill Gibson (GG) — Deputy Chief
Director Improvement (item 8) Nurse for Quality Transformation
Andrea Patel (AP) — Associate Director for Safeguarding Nicola Firth (NF) — Secondary Care
Katherine Sheerin (KS) — Chief Commissioning Officer (item 11) Representative
Ben Squires (BS) - Head of Primary Care (Greater Manchester) Waseem Khan (WK) — Head of
Faye Vaughan (FV) — Governance Advisor (Minutes) Quality Oversight and Governance
Sharon Hubber — Director of
Childrens Services, Rochdale Council
Alison Mckenzie-Folan (AMf) — Wigan
Place Lead
Alison Chilton (AC) — Deputy Director
of Operations, CQC
Item | Topic Action
No.
1. Welcome, Introductions and Apologies
RP welcomed everyone to the meeting, introductions were made, and the above
apologies were noted.
The meeting was quorate.

4th Floor, Piccadilly Place, Manchester M1 3BN
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Declarations of Interest

RP reminded board members of their obligation to declare any interest they may
have on any issues arising at the meeting which might conflict with the business of
the NHS Greater Manchester. No interests were declared.

Minutes, Actions and Matters Arising from previous meeting

The minutes were accepted as a true record of the previous meeting held on 2
July 2025, subject to minor amendments.

Actions

The action log was updated.

Risk Report

The report provided a monthly update on risks — including the BAF (Board
Assurance Framework) risks and the committee risks.

The committee were informed of the updated BAF risks reflecting the strategic risk
descriptions agreed at the July 2025 Board meeting.

It was reported that the Mental Health Board would be revisiting risk QUP10/01/23
— Risk that the demand for MH inpatient services will outstrip capacity, leading to
high levels of Out of Area Placements (OAPSs). The challenge around demand and
capacity was highlighted.

It was noted that there had been an update to risks CCPL9A & CCPL9B~- Clinical
Leadership NHS GM and System to reflect new aspects related to the implications
of NHS Reform.

ED provided an update on the new Board Assurance Framework Strategic risk
scoring and updated risk appetite statements within the paper:

e It was explained that there were three strategic risks under the committee
in relation to Quality & Patient Safety, Performance and EPRR (SR2,
SR3, SR9).

e Itwas reported that work was ongoing to update the EPRR BAF risk
(SR9) which would be shared with the committee at the next meeting.

e The committee were also made aware of the rising risk related to the
financial challenges and industrial action which sat outside of risk appetite
and tolerance that the committee and Board were working to. It was
confirmed that there was a level of mitigation in place.

A discussion took place regarding Compl risk — Primary Care backlog complaints.
It was suggested that the risk appetite on regulation and compliance would need
to include additional detail in the report.

The need for the committee to understand the themes to provide
recommendations to mitigate the risks with system solutions was highlighted. It
was explained that the themes and trends would be shared through the Annual
Report which was due to be shared at a future meeting. It was also confirmed that
offline conversations had taken place to update the overall risk appetite and
mitigations for a refresh.

ACTION: AR to share the process of complaints with LK for Primary Care. AR
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The Committee:
e Supported the Committee/BAF risks and risk appetite statements as
presented, including the recommended changes to risk appetite
levels.

Chief Officers Report:
a. CNO
The report provided an update to the committee on the relevant statutory duties.

AR provided the key summary areas in the paper of the highest risks and
associated mitigations which sat with the following areas:
e Greater Manchester Mental Health; Assurance mechanisms and
infrastructure in place, demonstrating some improvements.
e Stockport Audiology Service Delivery and associated risk and backlog.
e Delayed health reviews for Children in Care continued despite
improvement plans in place.

The committee were informed of the positive assurance seen in both the outcome
of the MIAA audit into Patient Safety and the evidence submitted by the ICB for
the Edenfield Independent Assurance Review.

The Provider Oversight under Bolton (BAF SR5) was highlighted in the papers. It
was identified that there was no explanation against the hospital-level mortality
indicator (SHMI) or what it related to. AR confirmed Bolton had been contacted to
confirm the data presented was correct. The committee were assured that it would
be picked up at an Oversight Framework meeting. A request was made to reflect
any updates received into future reports.

A suggestion was raised to ensure all reports were meeting the accessible
information standards.

A discussion took place regarding the Prevention of Future Deaths (PFD), BAF
SR3 & SR5 and the six open cases. AR suggested including a comparator for
future reports to provide further context. The committee noted the positive aspect
of reporting PFD and Never Events and the willingness of Trusts to raise issues. A
suggestion was raised to look at the completion of the action plans for Never
Events for Manchester Foundation Trust (MFT) and how it had been rolled out
with staff at a future meeting.

ACTION: Never Events for Manchester Foundation Trust (MFT) to be added onto | FV
the forward plan to provide an update on MFT never events with a focus on
learning.

A discussion took place regarding maternity and the digital procurement of the
Electronic Patient Record (EPR) system. The committee were assured of the
confidence in the LMNS System Group that the correct checks and systems were
in place.
The committee noted the contents of the report.

b. CMO

This report provided an update to the committee, in relation to the statutory duties
and responsibilities aligned to the Medical Directorate.
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MK informed the committee of the key updates in relation to:

e Implementation of the NICE Technology Appraisal TA1026 and the NICE
funding variation for tirzepatide (Mounjaro®) for the management of
obesity. It was reported that progress had been made with cross-system
work to ensure the medication would be available to those that needed it
most. The committee were made aware of the challenges that remained,
with an adapted commissioning statement, setting out the GM position on
adopting NHS Englands staged approach to implementation.

e Confirmation was received that the resident Doctors Industrial Action risk
would be kept on the radar.

e The Physical Health Checks for individuals with Serious Mental lliness
(SMI) was noted which had surpassed the national target for GP Physical
Health Checks in 2024/25. It was confirmed that they would continue to
look at outcome for those individuals.

e Dementia United; GM Quality Standards was noted with a drafted first
Annual Report of the GM Dementia Quality Standards. The importance to
retain capacity in those teams was raised.

A discussion took place regarding the importance of research being driven by
patient health needs. Reference was made to the discussion at the Specialised
Commissioning Joint Committee about any GM Policy covering the longer term
cost implications of research.

The committee were provided with assurance that the national criteria had
acknowledged differing BMI across ethnicities.

MK
ACTION: MK to share the BMI breakdown for NICE funding variation for
tirzepatide (Mounjaro®) for the management of obesity with JD.
A suggestion was raised to bring a full 117 Aftercare Review Policy to a future
meeting. v

ACTION: 117 Aftercare Review Policy to be added onto the forward plan.

The Committee noted:

e The alerts within the paper in relation to Implementation of the NICE
Technology Appraisal TA1026 and the NICE funding variation for
tirzepatide (Mounjaro®) for the management of obesity and Clinical
Digital Safety and the mitigations in place to address this.

c. Performance Report

The report provided an update on Greater Manchester's progress towards NHS
operational planning objectives, introducing the new NHS Performance
Framework (NOF), summarising key risks faced by our providers, and outlining
main themes from Locality Assurance (LAMS) and Provider Oversight Sub-
Committee meetings (POSMs).

The committee were made aware of the two key aspects from the report:
e Performance
e NHS Oversight Framework.

Performance

The alert areas were highlighted to the committee:
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1. A&E 4 hour — it was reported that several localities were testing the single
point of access model. Work was also progressing on reducing patients
waiting over 12-hour.

2. Mental Health length of stay.

3. Reducing inpatient reliance among adults with learning disabilities and/or
autism was highlighted. The committee were made aware of the strength
on the plan actions with work taking place with MK & MP teams to further
support.

4. Elective Care — the committee were made aware that the 18-week
trajectory was ahead of plan, however, at this point of the year, it was
explained that several Trusts were running ahead with finances at risk of
going overspent. It was confirmed that work would take place with Trusts
for activity management plans. The committee were made aware of the
potential trade-off between money and performance, highlighting it as a
rising risk which the Finance Committee would need to be made aware of.

5. The GP appointments delivered in GM were reported to be behind the
planned target set. It was explained that further work would needed to
take place whilst noting that numbers of appointments was not necessarily
the best measure of activity.

NHS Oversight Framework (NOF) for 2025/26

ED updated the committee on the NHS Oversight Framework of ICBs, which had
been paused for a year due to the significant change for ICBs as they transform in
line with the Model ICB Blueprint to focus on strategic commissioning and
implement plans to meet the running cost reductions.

It was explained that there was limited access to the run of the numbers which
would determine providers NOF ratings which would be published at the end of
August 2025. An update would be provided at a future meeting.

The committee were made aware of the change in the ICBs role with regards to
Provider Oversight and segmentation. Work was taking place with region, in light
of NHS Reform. It was reported that they would provisionally be focusing on
segments 1-3.

A request was made to include ambulance handover in the next report as this had
been dropped off the reported indicators and was an important component of
understanding delays in EDs.

ED

ACTION: ED to look at the 45-minute ambulance handover absolute limit to
include in future reports.

A discussion took place regarding the impact upon staff due to reform and the
ability to fund interventions to support performance. The need to log the impact of
reform work was suggested.

The committee acknowledged:
e The Operational priorities and risks for 2025/26.
e The schedule for the initial release of segmentation scores for
Greater Manchester Trusts.
e Updates on themes arising from POSMs and LAMs.

Healthwatch Quarterly Report

DR informed the committee that this was the first independently published
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Healthwatch in Greater Manchester insight report, following previous contributions
to joint updates with NHS Greater Manchesters Patient Services and
Communications and Engagement teams.

The purpose of the report was to ensure that lived experience was not only heard
but acted upon, with insight feeding directly into system improvement and
assurance work.

DR highlighted the key pieces of information to note:

e The findings had been provided from over 130 engagement events
delivered by the ten local Healthwatch, reflecting the experiences of 1,789
people.

e The report highlighted the five clear themes that aligned with NHS Greater
Manchesters quality indicators: Access, Equity, Quality, Care and
Compassion.

e General Practice feedback was the most frequently mentioned area of
feedback for this quarter at 50%. It was identified that this was mostly
down to targeted campaigns.

DR informed the committee that Healthwatch would be seeking a specific written
response to the report which would:

e Confirm what specific action and activity would be taken at NHS Greater
Manchester strategic level to address the findings and recommendations
set out in the report.

e Set out how providers would be held to account, including what
improvement tools, contractual levers, escalation routes, or targeted
support would be used where performance is adequate.

o Describe how progress will be monitored and how Healthwatch will be
kept informed of actions taken and outcomes achieved.

e It was also requested that the committee support a follow up on
assurance from GMMH that they had considered and listened to the
Healthwatch in Greater Manchester CAMHS Report.

The importance of providing responses to individuals who had provided feedback
was noted by the committee.

A discussion took place regarding the value of understanding how intelligence
improved an approach for residents. The committee raised the current risk around
reform with the ICB looking at significant changes and reductions. A suggestion
was raised to enable further time for individuals to decide who coordinated the
written response back to Healthwatch to ensure a meaningful response is

provided.

ACTION: DR to share a copy of the report around General Practice, Dentistry, DR
Pharmacy and Optometry with LK.

ACTION: FV to support DR to identify the nominated individuals to provide the FV/DR

written response to Healthwatch.

Safeguarding Annual Report

The committee were made aware that this was the third annual safeguarding
report providing NHS GM Integrated Care Board (ICB) and members of the public
with assurance that NHS GM had continued to fulfil the statutory responsibilities to
safeguard the welfare of children, adults and children looked after or leaving care
during 2024/25.
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It was reported that the NHS GM Statutory Safeguarding Duties had been
delivered for 2024/25 and the report highlighted the additional priority areas for
2025/26.

Key areas of learning from the Safeguarding Statutory reviews were highlighted:

e Statutory reviews had been undertaken during 2024-25, directly
influencing the national and local agenda around child sexual abuse
(CSA). This included findings, and recommendations influencing the Child
Safeguarding Practice Review National Panel thematic report “I wanted
them all to notice” and Designated Professionals from NHS GM working
closely with the National Centre of Expertise in CSA, to develop and
deliver a one-day virtual roadshow, open to 1000 multiagency staff to
access across the GM footprint.

e Learning and development sessions, planned for delivery by Named GPs
for Safeguarding during 2025-26 to GP Safeguarding leads, across 10
GM localities, aligned to recurrent learning.

e Learning from a GM Rapid Review directly influencing Home Office
safeguarding training.

A discussion took place regarding indirect safeguarding issues, how they were
captured and how to better understand those relationships. It was identified that
the operational detail would be difficult to incorporate.

A further discussion took place regarding the inequality lens. It was confirmed that
the priorities would be amended to include for the next year.

The committee discussed the locality resourcing, with Children in Care health
checks falling short despite clear processes in place. It was identified that GM had
a looked after children dashboard to facilitate the commissioning discussions,
however, further work across the system needed to take place. It was identified as
an area of risk that had been recurrent.

AP confirmed that the report would be looked at to strengthen and provide a more
balanced view.

The Committee approved the statutory safeguarding annual report with
acknowledgement that, subject to reference to the shortfall in children in
care health checks, the ICB statutory duties for safeguarding have
continued to be delivered during 2024/25.

SCN (Strategic Clinical Networks) Impact Report 2024/25

The committee were made aware that the 2024/25 SCNs Impact Report
retrospectively described the work and successes of the networks through the
lens of the clinicians. The report aligned to the key priorities of NHS Greater
Manchester, demonstrating a reduction in health inequalities in many areas and
the SCNs commitment to improve the health of the population.

The committee were made aware of the strategy work that had taken place over a
number of years to drive clinical leadership that was needed across the system for
the good of the patients. It was confirmed that they were now able to demonstrate
sustainability on inequalities through this work. JC highlighted the current
challenges due to reform, however, confirmed that the clinicians remained
committed.

Assurance was provided to the committee that the report had been accessibility
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checked.
The importance of the report and its value was highlighted by the committee.

The Committee:
e Reviewed and noted the contents of the report.
e Acknowledged achievements.
e Supported the socialisation of this document.

Clinical Governance Framework

The paper presented an engagement draft of the GM Clinical Governance
Framework for Improvement and Assurance.

It was explained that the purpose of the framework was to be a model that
outlined how a concept like clinical governance should be implemented and
organised and should serve to strengthen accountability across a complex
system.

MK confirmed that the final GM Clinical Governance Framework could be brought
back to a future meeting and welcomed members to attend the afternoon
workshop, due to take place with the Royal College of Physicians in August/early
September 2025.

The Committee:

¢ Discussed the engagement draft.

¢ Reflected and endorsed the GM Clinical Governance Framework
priorities.

e Supported the underpinning system improvement and development
of the appropriate clinical governance infrastructure.

e Acknowledged and championed the importance of clinical
governance in system transformation.

e Supported development of an implementation and communications
plan.

Primary Care Quality and Transformation

The report provided a Primary Care Quality Update, focusing on several key
elements of quality.

MK explained that the report provided the progress made on a number of key
elements of quality:

e Care Quality Commission (CQC) position.

e General Practice (GP) Contract 2025/26 quality requirements.

e Community Pharmacy Contract Framework 2025/26 — Pharmacy Quality

Scheme.
o Dental Access Quality Scheme 24/25 delivery.
e Primary Care Quality Data Framework.

It was reported that the changes to the GP Contract for 2025/26 to improve
peoples access to and experiences of GP services supported the ambitions within
Greater Manchester, including the left shift of patient care and resources, and key
deliverables throughout the Primary Care Blueprint.

The committee were made aware of the Primary Care Dashboard as a key
enabler to having an organisation-wide approach to driving quality improvement.

4th Floor, Piccadilly Place, Manchester M1 3BN
Tel: 0161 742 6023 www.gmintegratedcare.org.uk



A discussion took place regarding the continued challenges in GP appointments.
A suggestion was raised for the Primary Care Dashboard to be brought to a future
Development Session.

The Committee noted the report and the work to improve quality in Primary
Care.

11.

Paediatric Audiology Report

The report provided an update on the NHS GM Paediatric Audiology oversight and
assurance as part of the national Paediatric Hearing Services Improvement
program.

KS highlighted the issues that needed to be addressed in all sites. It was
explained that there were ten sites in Greater Manchester, five of those were
designated low or no risk with high assurance, four were moderate risk with partial
assurance and one was deemed high risk with low assurance.

It was confirmed that the reports were being finalised and would be distributed
back to the relevant Trusts by the end of August 2025.

The committee were made aware of the stakeholder event which was due to be
held on 12 September 2025 to consider a new model of care based on site visit
thematic analysis and the national service specification and oversight group
recommendations.

A suggestion was raised to bring back an in-depth report back to the committee
once finalised.

The Committee:

1. Noted the content of the report.

2. Agreed to review the outputs of the Quality & Safety oversight at a future
committee when public data can be shared.

12.

Updates from LAMS, POMS and System Quality Group

ED informed the committee of the updates from POMs in the previous month
which included:
e Standard items such as the financial balance, key performance and
workforce standards.
e It was reported that there was also a focus on achievement set out in
quality accounts and objectives for the year ahead.
e For the month ahead, it was reported that the same standard items
remained, with a focus on maternity services, industrial action and elective
activity management plans.

Updates from LAMs included:

e Afocus on key challenges including Cost Improvement Programme,
continuing healthcare and neurodiversity pathways. In addition, it was
reported that there would be a focus on new place-based models as part
of the NHS Reform.

The committee agreed for future written updates to be provided on a quarterly
basis.

4th Floor, Piccadilly Place, Manchester M1 3BN
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Reflections and Escalations (Well Led)
Members were asked to reflect on the meeting.

A discussion took place regarding the focus on strategic commissioning and how
the issues could be included on the agenda in a meaningful way.

A further discussion took place around assurance and the number of items on
each agenda. It was highlighted that a lot of information was included in the
papers for members to read. The need for the committee to work as a collective to
improve the relationship of the papers and understand the paper context was
raised.

AR reminded the committee of the development session held in February 2025 to
apply Good Governance Institute (GGI) recommendations. A suggestion was
raised for a future follow up meeting to check whether the guidance had been
followed by the committee.

An update on the Maternity and Neonatal Strategic Oversight Group was provided
to the committee outside of the meeting via email. The committee were informed
that the Group had been stood down, as its function had been superseded by
emerging reform structures.

Date and time of next meeting:
Wednesday 3 September 2025

4th Floor, Piccadilly Place, Manchester M1 3BN
Tel: 0161 742 6023 www.gmintegratedcare.org.uk



Actions Log: Quality & Performance Committee

No Date Section Details of the issue Details of action agreed Action Lead Completion Date Status Further Detail
2024/67 29/07/2025 4. Delivery against New action in relation to 2024/63 - SBe to SBe TBC - SBe to confirm |In progress
inpatient standards for Jreturn to QPC next quarter with proposals to
people with a learning strengthen the wider system responsiveness to
disability and/or autism |reducing disparities for people with learning
disahilities antiem and /noar mental ill health
2024/64 02/07/2025 5. Committee priority GB to add more compassionate interactions GB 03/12/2025 In progress  |16/07: Confirmation received that compassionate
24/25 - Urgent and into the next UEC Report. interactions will be included in the next UEC Report in
Emergency Care Quality December.
Jand Performance
2024/65 02/07/2025 6. Risk Report Paper on Dermatology, setting out the Jennie Gammack 01/10/2025 In progress  |16/07: JG confirmed a paper will be provided at
mitigations in place to be brought to Octobers and/or Katherine Octobers meeting. Forward Plan has been updated.
meeting. Sheerin
2024/73 06/08/2025 6. Healthwatch Quarterly |FV to support DR to identify the nominated DR In progress  |15/08: Email sent to DR to offer support.
Report individuals to provide the written response to Meeting held Mark Palmeria/DR re a response to both
Healthwatch. the asks in the report, concerns and recommendations.
Completed at Previous Meeting (Audit Trail)
2024/67 06/08/2025 4. Risk Report ART0 Share (e process of compraints with LK AR 18/08/2025 18/08: Mark Palmeria shared process of complaints with
for Primary Care. LK.
2024/72 06/08/2025 |6. Healthwatch Quarterly |DR to share a copy of the report around DR 20/08/2025 DR shared report with LK.
Report General Practice, Dentistry, Pharmacy and
Qptometry with LK
2024/71 06/08/2025 |5. Chief Officers Report - JED to look at the 45-minute ambulance ED 22/08/2025 Included in Septembers report.
Performance Report handover absolute limit to include in future
reports
2024/68 06/08/2025  |5. Chief Officers Report - [Never Events for Manchester Foundation Trust FV 26/08: Added on the Forward Plan. Date TBC
CNO (MFT) to be added onto the forward plan to
provide an update on MFT never events with a
focus gn learning
2024/70 06/08/2025 5. Chief Officers Report -|117 Aftercare Review Policy to be added onto MK 26/08: Section 117-to be included in the October CMO.
CMO the forward plan.
2024/69 06/08/2025  |5. Chief Officers Report - JMK to share the BMI breakdown for NICE MK 27/08/2025 Breakdown shared with JD.
CMO funding variation for tirzepatide (Mounjaro®) for
the management of obesitv with JD
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Executive summary

This paper provides a monthly update on
risks — including the BAF risk/s and the
committee risks.

Key updates

Updated BAF risks reflecting the strategic risk
descriptions agreed at July Board meeting.
The inclusion of SR9 for discussion and
feedback.

Updated Comp1 - Patient Services volumes
and resource reduction in score to 12. Ref 4.1

Updates to risks CCPLO9A & CCPL09B to
reflect new aspects related to implications of
NHS reform. Ref 4.3 & 4.4

The benefits that the population of Greater
Manchester will experience.

Effective risk management is essential. The
NHS GM Risk Policy provides a framework to
enable risk management to be embedded
across all activities within the organisation

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

The management of strategic risks will
directly contribute to the delivery of the ICP
strategy.

The decision to be made and/or input
sought

The Committee is asked to agree contents of
paper together with relevant mitigation is in
place and to report to board any exceptions.




The existing BAF risk descriptions were
updated and shared at the July Board
meeting — scores have been included for
Q2, which are unchanged from Q1 scores
based on the committee’s approval in
August.

The new BAF risk (SR9) has followed the
same format as agreed with corporate
colleagues.

The Quality Performance Committee is
managing risk in line with the NHS GM Risk
Policy. The Statutory Committees of NHS GM
all have a responsibility for Risk
Management. The NHS GM Risk Policy
provides a framework to enable risk

How this supports the delivery of the management to be embedded across all
strategy and mitigates the BAF risks activities within the organisation. It also
provides a method by which organisational
understanding of risk in all its constituent
parts; control measures, importance of
actions, review and ownership of risk, is
robustly assured through the committee
structure.

Key milestones Nothing to note

Risks discussed at the QPC risk coordination

Leadership and governance arrangements .
meeting

Engagement* to date
*Engagement: public, clinical. Analysis: Nothing to note
equality, sustainability, financial.
Comments/ approval by groups/

committees.

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

Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity
of report



EXECUTIVE SUMMARY INCLUDING KEY MESSAGES:

This paper provides a monthly update on the key significant risks — including the BAF and
committee risks relevant to QPC. The committee is asked to consider the BAF and committee
risks to ensure they are assured on the risks presented with patient safety and care at the heart
of any actions & decisions made towards mitigation and reduction in both score and effect.

KEY AREAS TO BE DISCUSSED:

1.0

11

1.2

1.3

1.4

2.0

2.1

2.2

INTRODUCTION AND PURPOSE

This report provides an update to NHS GM Quality Performance Committee on the key
risks across the organisation assigned to this committee.

The report includes the latest Board Assurance Framework (BAF) and Committee risk/s
relevant to QPC.

The oversight of the risks seen by the committee will facilitate a wider appreciation of the
potential impact on the ICB objectives. The committee are asked to critically challenge and
note the risks presented and their impact on patient outcomes as the key focus.

The Quality Performance Committee is managing risk in line with the NHS GM Risk Policy.
The Statutory Committees of NHS GM all have a responsibility for Risk Management. The
NHS GM Risk Policy provides a framework to enable risk management to be embedded
across all activities within the organisation. It also provides a method by which
organisational understanding of risk in all its constituent parts; control measures,
importance of actions, review and ownership of risk, is robustly assured through the
committee structure.

BAF RISKS 2025/26

The BAF risk descriptions were updated and shared at the July Board meeting. Committee
was asked to review and approve the updated BAF risks for SR2 and SR3 based upon the
new descriptions — provisional scores have been included for Q2, which are unchanged
from Q1 scores.

This month, a NEW additional BAF risk SR9 is being shared with Committee. The
expectation is that the BAF risks are presented to the Board at this September meeting.



w

.0 COMMITTEE RISKS

w

.1 The Committee risk register contains the following risks that are scored with a risk rating
of 15 or greater.

Patient Services volumes and resource - capacity
within the Patient Services team combined with
increased volumes of patient enquires and
complaints (including Primary Care) means that NHS
GM are not meeting their statutory duties in relation
to primary care complaints under the NHS
complaints regulations. There is also a risk that NHS
GM continues to have a backlog of primary care
complaints and patients will wait longer for
responses and resolution of their issues.

IF the GM UEC system does not achieve the 78% 4
hour wait in Emergency Department (ED) standard
of care by end March 2026 THEN there may be a
risk to patient safety

IF the GM UEC System is overwhelmed due to
capacity constraints, THEN the possible
consequence would be more patients attending an
ED, overcrowding of EDs, less patients being seen
within 4 hours and delays to ambulance handover
therefore compromising patient safety and possibly
leading to patient harm.

m

If the Cancer Alliance projects add operational and /
or financial pressure to the GM system given the
underlying operational and financial challenges,
THEN the delivery of the NHS Cancer Programme
priorities and targets will be affected — in turn
affecting the outcomes for patients. This includes
ongoing funding of projects to sustain services once
the Cancer Alliance funding allocation to providers
and partners in NHS GM ends

If the fragility of the dermatology service is not
resolved, there will be a detrimental impact on the
operational performance metrics. Furthermore, there
will be an impact to patient experience and

)
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If investment (non-pay) is not available to deliver
improvement initiatives, then there is a significant
risk to the delivery of the system planning
requirements for cancer performance (28 day, 62
day)

)

GM's current Referral to Treatment (RTT) position as
well as the ambitious targets for performance and
financial control means GM has a much higher
challenge than most other ICBs in the country. If the
finance mechanism remains constrained at either a
flat or reduced level (from 24/25), there is a risk that
performance targets are not achieved.

I
I

There is a risk that the demand for MH inpatient
services will outstrip capacity, leading to high levels
of Out of Area Placements (OAPS)

Demand for neuro-developmental services outstrips
capacity leading to long waiting times

mu

There is a risk that intense pressures on clinical care
and professional leadership across the GM system
will impact on the ability to ensure that decisions
about health and social care across GM are clinically
led, clinically challenged, clinically effective which will
result in poorer health outcomes for our population
as a whole and impact on NHS GM being able to
deliver its operating model.

There is a risk that intense pressures on clinical care
and professional leadership across the GM ICB will
impact on the ability to ensure that decisions about
health and social care across GM are clinically led,
clinically challenged, clinically effective which will
result in poorer health outcomes for our population
as a whole and impact on NHS GM being able to
deliver its operating model.

)

)

3.2 Full details for all risks are included in Appendix 1.



4.0

4.1

4.2

FOCUS ON ANY UPDATES
Compl — Patient services

The complaints risk score relating to backlog of primary care cases has been decreased
from a 16 to a 12. Implementation of a new case management approach and dedicated
staff resource to backlog cases has resulted in strong progress against the revised
recovery trajectory - backlog cases are now at 69 cases (as of 15 Aug 2025). This is a
reduction of 44 cases from a total of 113 (39%) since 11 July 2025 and is ahead of the
trajectory set.

CCPLO9A - Clinical Leadership NHS GM System

Risk rating remains the same. Risk updated to reflect new aspects related to implications
of NHS reform. Updates to the full risk are in red font on the risk register

Update:

This risk remains under active review as NHS Greater Manchester continues to navigate
the implications of ongoing NHS reform. While the overall risk score, target score and
mitigations from last month remain unchanged at this stage, the register has been updated
to reflect emerging risks associated with ongoing NHS reform - so the narrative has been
revised to capture new developments.

NHSE DHSC Integration

As a result of the NHSE DHSC integration programme and financial efficiencies nationally
and in GM, the capacity of staff may be impacted along with financial support to implement
QI work at system and provider level. Clinical quality will deteriorate, national 3-year
maternity plan actions will not be achieved, potential for maternity safety outcomes to
decline. Service addressing continuity of care and equity, such as genetic literacy, will be
paused. This could increase clinical risk and poorer maternity outcomes due to a reduction
in clinical safety and quality and increase inequity of care.

Mitigations in place:

Continue regular information flows on risk and challenges across the system and with
Providers

Align resource against maternity safety priorities.

Monthly monitoring of maternity outcomes via GM Maternity Dashboard, overseen by the
GM Maternity and Neonatal System Group

Clinical Leadership



4.4

As opening budgets for the Strategic Clinical Network have not been confirmed nationally,
the capacity of clinical leadership to GM system level programmes is unconfirmed for
25/26. These include programmes covering assurance and quality improvement in
maternity, Children & Young People, Long Term Conditions and Palliative and End of Life
Care. Inability to continue to secure clinical leadership to these programmes will impact on
patient safety, equity in access and quality. This will also result in a reduction in capacity
for clinical voice into ICB decision making forums.

Mitigations in place:

Confirmation of budgets nationally is being sought whilst preparing information required for
the ICB financial governance process in anticipation of nationally identified funding.
Prioritisation of work streams being undertaken in anticipation of reduction in clinical
leadership.

CCPLO9B - Clinical Leadership NHS GM ICB

Risk rating remains the same. Risk updated to reflect new aspects related to implications
of NHS reform. Updates to the full risk are in red font on the risk register at appendix 1.

Update:

The risk score remains unchanged due to ongoing pressures from NHS reform and the
scale of transformation required across the system. However, the narrative has been
revised to incorporate work being done to better define clinical leadership within Integrated
Care Boards (ICBs) as NHS reform progresses.

At the July Clinical Effectiveness Group (CEG) There was optimism about reducing this
risk soon, citing positive financial developments from NHS England.
Progress to date:

. People and Culture Action Plan:

A refreshed People and Culture Action Plan for the Medical Directorate- inclusive of
clinical leads has been developed and this is aligned with NHS reform and the evolving
ICB operating model. This plan has been widely engaged on, approved, and is now in
place to support system-wide workforce development and support for staff as we move
through NHS Reform.

. Clinical Leadership Design Workshop:

A critical leadership design session was held with Clinical and Care Professional (CCPL)
leads across NHS GM. The workshop explored two key questions:

o What should the role of clinical leadership look like in the context of strategic

commissioning?

o What structures, support, and behaviours will enable this future role?
Insights from this session will inform the development of a future-ready clinical leadership
model that supports the ICB’s strategic ambitions. Further work and engagement is
ongoing.



4.5 Risk work updates across NHS GM

Electives — The programme is holding a risk workshop on 24th September. This should
result in better quality risk descriptors and is being supported by the PMO Risk Team.

Mental Health — The programme is undertaking a review of all its risk processes and will
be presented to the GM MH Partnership Group on 4th September. This should result in
risk updates being reported in the next QPC Risk Paper.

Risk appetite vs. risk tolerance definitions - The Risk and PMO team have provided
definitions and an explanation of risk appetite and risk tolerance to provide clarity on each
term following recent queries. The definitions are taken from the risk policy and an
extended explanation has also been provided.

Please see the appended pages preceding the BAF risks.

5.0 RECOMMENDATIONS
5.1. The Quality Performance Committee is asked to:

Support the Committee risks and BAF risks as presented.
Recognise and note the risk appetite and tolerance definitions.
Noting the addition of a NEW SR9 BAF risk for discussion and feedback.

Risk Appetite and Risk Tolerance — definitions and explanation — August 2025

The initial definitions are taken from the risk policy, and a furthermore detailed explanation has been
added to provider even greater clarity.

Definitions

1. Risk Appetite

The amount and type of risk that an organisation is willing to take to meet their strategic objectives. A
measurement usually in terms of likelihood and impact by which NHS GM require categories of risk to
be managed within.

Risk appetite defines the overall level and type of risk an organization is willing to accept to achieve
its strategic objectives, guiding high-level decision-making.

2. Risk Tolerance



Risk tolerance is subtly different to risk appetite in that it reflects the boundaries within which the
executive management are willing to allow the true day-to-day risk profile of the organisation to
fluctuate while they are executing strategic objectives in accordance with the Board’s strategy and risk
appetite.

Risk tolerance translates risk appetite into specific, measurable thresholds for individual risks,
clarifying acceptable variations and when to take action or escalate.

3. Relation Risk Tolerance and Target risk rating

The target risk rating is directly linked to the risk tolerance values agreed and cannot exceed the set
values without approval from the Committee/Board.

Extended explanation

Risk Appetite and Risk Tolerance

In risk management, the terms "risk appetite” and "risk tolerance" are often used interchangeably, leading
to potential confusion and ineffective risk strategies. While related, they represent distinct aspects of an
organization's approach to risk, each serving a critical purpose in effective risk management.

= Risk appetite is the willingness to take risks.
= Risk tolerance defines the boundaries and standards for assessing and responding to those risks.

1. Risk appetite

Definition: Risk appetite is the overall amount and type of risk an organization is willing to accept or pursue
to achieve its strategic objectives. It's a broad, high-level statement reflecting the organization's
overarching attitude towards risk-taking.

Purpose: Guides strategic decisions and informs the organization's risk management framework. It sets
the "tone at the top" regarding risk-taking and helps align risk management with the organization's
objectives.

Characteristics: Often qualitative, describing the desired level of risk in various areas (e.g., high appetite
for innovation, low appetite for regulatory breaches/patient safety/ reputational risk). It can vary depending
on factors like risk domain areas, organisational culture, strategic objectives, and financial strength.

2. Risk tolerance

Definition: Risk tolerance is the specific, measurable level of risk that an organization deems acceptable
within certain activities or domains, representing the boundaries beyond which risk-taking becomes
unacceptable. It describes the acceptable deviation from the desired risk appetite.



Purpose: Provides operational guidelines for day-to-day decision-making, ensuring actions stay within
acceptable limits. Helps define the specific actions to be taken when risk thresholds are approached or
exceeded.

Characteristics: Typically quantitative, using metrics and thresholds to define limits (e.g., can have
minimum and maximum values set by the organisation’s risk management strategy). It applies to individual
risks and operational specifics.

3. The relationship between them

Think of risk appetite as the overall speed limit you set for your organization on the road to achieving your
objectives. Risk tolerance then defines the specific acceptable deviations from that speed limit in different
situations, like allowing a 5-10 mph cushion for minor speeding but taking severe action for excessive
speeds.

= Risk appetite sets the broad direction, while risk tolerance provides the granular controls.

= Risk tolerance operationalizes the risk appetite by translating it into concrete, measurable limits.

= Both are essential for a robust risk management framework and should be clearly defined,
communicated, and aligned with the organization's strategic goals.

By understanding and clearly defining both risk appetite and risk tolerance, organizations can strike a
balance between strategic growth and robust risk control, enabling them to make informed decisions and
achieve their objectives more effectively.

The PMO and Risk | Portfolio Management Office.



Jill was going to pick up with Zoe regarding the comments (inc. risk tolerance vs risk appetite) on SR2 and it might be worth checking if there
are going to be any significant amends just in case we want to put this back through this month?
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Executive summary

The Chief Nursing Officer’s report updates the
Quality & Performance Committee on the relevant
statutory duties.

In relation to the Board Assurance Framework,
this links primarily to strategic risk 5 - There is a
risk of failure to comply with our statutory duties
for quality assurance in Quality and Patient Safety
within the NHS GM system — The paper highlights
the highest risks, and associated mitigations,
which sit with the following areas:

Greater Manchester Mental Health;
Assurance mechanisms and infrastructure
in place demonstrating some
improvements

Stockport Audiology Service Delivery and
associated risk and backlog

Wigan, Wrightington & Leigh Urgent &
Emergency Care 12 hour waits

To note, the alerts shown in the report are
ongoing risks which have been previously noted
and the risk in these areas has not increased, nor
decreased, in the last period of reporting.
Committee is asked to consider this in terms of
any further action required.

The benefits that the population of Greater
Manchester will experience.

Oversight and relevant improvement work in
relation to NHS GM commissioned services




benefits the GM population through continuous
improvement in services, targeted quality
improvement where indicated, and overall
improvement in experience.

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

The report covers the statutory duties of the CNO,
through which runs a theme of improving
standards of care and experience of care to
reduce health inequalities. In particular, the
committee are asked to note the information in
relation to Patient Safety and the Continuing
Health Care information included in the report.

The decision to be made and/or input
sought

Quality & Performance Committee are asked to
note the contents of the report

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

The highest impact within this report on the BAF
is in relation to Strategic Risk 5 - There is a risk of
failure to comply with our statutory duties for
quality assurance in Quality and Patient Safety
within the NHS GM system. The
mitigations/actions/outcomes included in the
report provide some mitigation against SR5.

Key milestones

Leadership and governance arrangements

This paper is produced for Quality & Performance
Committee and has not been elsewhere but is
formulated from intelligence taken from NHS GM
System Quality group, Patient Safety Council and
Provider Oversight Sub-Committee and Provider
Oversight Meetings.

Engagement* to date

*Engagement: public, clinical. Analysis:

equality, sustainability, financial. NIA

Comments/ approval by groups/

committees.

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




Provider Oversight

/ Advise / Provider CQC Rating NOF Current Position — Quality Intelligence from System Quality Group Impact / Risk / Mitigation
Rating | / Provider Oversight Sub-Committee

GMMH Inadequate 4 System Improvement Board continues aligned with NHS GM e Overarching Contract Performance Notice remains in place
Provider Oversight Meeting with finance focus and Quality & Safety e Recovery Support Programme continues with oversight from NHSE
Assurance Meeting quality & safety focus. —focus on moving to completion of exit criteria

e Progress in out of area numbers recognised in QSAM however
clinically ready for discharge and independent sector placements

remain high.
Advise Manchester FT Good 3 e Quality & Safety Assurance Meetings (QSAM) scheduled (6 e The ICB led Quality and Safety Assurance Meetings (QSAM) for MFT
BAF SR5 weekly) with forward plan to oversee contractual quality continue on a six-weekly basis. Never Events and incident themes
requirements and quality elements of exit criteria agreed discussed.
through POMs. e Assurance received at POM regarding the Pennine Acute

Transaction and progress reported on the outstanding
disaggregation of services with robust plans in place.

¢ Elective performance acknowledged and assurance received on
Waiting Safely model

Advise Northern Care Requires 3 e Quality & Safety Assurance Meeting received updates on the e The QSAM remains in place with ongoing assurance being provided
BAF SR5 Alliance Improvement Clinical Leadership Model and the Freedom To Speak Up in respect of the Clinical Leadership Model and cultural
approach improvement work.

e Consolidated Rapid Quality Review commenced, chaired by NHS e The consolidated approach for the Rapid Quality Reviews continues
England. with focus on improvement following learning from look-backs
(Spinal Surgery and Gynaecology).



Provider Oversight

/ Advise / Provider CQC Rating \[o]3 Current Position — Quality Intelligence from System Quality Group / Impact / Risk / Mitigation
Rating | Provider Oversight Sub-Committee
2

Advise Wigan Good e The ED at WWLFT remains under severe pressure, impacting ¢ WWL are now in Tier 1 oversight for UEC performance giving increased
BAF SR5 Wrightington & patient safety and patient experience. Areas of concern include scrutiny. Early data showing some performance improvements.

Leigh FT waiting room and corridor care. e Assurances given to POM in relation to robust oversight of quality &
safety in ED with understanding of impact and outcomes for individuals
waiting.

Stockport FT Requires 3 e Paediatric Audiology continues under enhanced scrutiny both as a ¢ Risk of significant backlog of rehab provision due to the identified service

Improvement single site issue and part of the GM wide work in this area. delivery issues. Mutual aid is limited to one day per week, with a backlog
estimated at 2.5 years. An NHSE Rapid Quality Review is in place with
Advise accompanying oversight of the Action Plan. A Commissioning Group has
BAF SRS also been established to design a new model and The Provider

Collaborative are involved in discussions to mitigate risk. The Risk has
been added to locality and GM Risk Registers

e Qutlier in respect of AMR prescribing and the Trust working in e A 12-month improvement programme is underway, overseen at Locality
conjunction with the Locality to improve the position. Quality Group and tied into GM work
Advise BAF SR5 * Maternity continues under enhanced surveillance — key areas e Maternity Oversight Group (led by LMNS) is in place. Good progress
under development include triage, PWR accuracy, digital EPR overall in year 2 of 3-year plan implementation. Ongoing oversight
strategy remains in place.
Advise Tameside FT Good 2 e Bank staff usage over target ¢ Despite not reaching target, improvements seen and turnover has come
BAF SR3 & SR5 * Increase in 2024/25 rates for CDiff and EColi compared with down
2023/24 * No on-going risk associated with Cdiff outbreak - Continued focus on all
aspects of Infection Prevention and Control through targeted approaches to
training and monitoring of compliance
* Maternity O ight G led by LMNS) is in place. S tand
Advise BAF SR5 Maternity continues under enhanced surveillance — key areas under aternity Dversig roup (led by Jisin place. Support an

guidance in place for implementation of 3 year plan. Retention

development include triage, digital EPR strategy, Audit, risk and o
Improvement Strategy is being refreshed,.

governance processes.

Re-admission rate dropped to zero in March




Provider Oversight

/ Advise / Provider CQC Rating Current Position — Quality Intelligence from System Quality Group / Impact / Risk / Mitigation
Ratlng Provider Oversight Sub-Committee

Advise Bolton FT Good e Outlier for Clostridium Difficile infection (CDIFF) — Locality led e Improvement plan in place post RQR and site assurance visit showing
escalation continues with positive effect positive progress however yet to see sustainable improvement in
BAF SR5 relation to GM and national figures..
Advise Pennine Care FT  Requires 2 CQC - S29A — Adult Inpatients and PICU - The warning notice issued « A Contract Performance Notice is being raised and a revised CQC Action
Improvement relates to care planning and environmental issues. Plan is being developed. Quality Oversight is being led by Heywood,
BAF SR3 &5 Middleton and Rochdale locality
e Assurance on response to the S29a received by POM. Trust wide
€CQC - S29A — Older Adult Wards — The Warning notice issued relates Outstanding Care Improvement Group with single improvement plan has
to care planning and staffing. been stood up and is addressing improvement and governance with a

focus on care planning.
¢ ICB led Quality Visits planned for September.

Provider Oversight — Independent Sector

/ Advise / Provider CQC Rating Current Position — Quality Intelligence from System Quality Group / Impact / Risk / Mitigation
Ratmg Provider Oversight Sub-Committee

Cygnet Lodge Requires . The CQC served a Section 29A Warning Notice to Cygnet NW e A Rapid Quality Review was initiated for Cygnet Lodge (Salford)
(Salford) Improvement Limited for failing to meet the regulations to staffing and safe following the S29A Warning Notice. Assurance received re progress
care and treatment in March 25. of action plan and two Quality Visits have evidenced significant

improvement . A recent Summit meeting has recommended a step-
down from the RQR Process; follow-up QA visit planned for 6 months
to review embedding of actions.




Provider Oversight — Maternity Assurance

-
/

Advise

Advise

Advise

Manchester FT

Bolton FT

Northern Care
Alliance

Maternity
Overall
Requires
Improvement
(Inadequate
for Safe) +
Section 29a
Warning
Notice

Maternity
Overall
Requires
Improvement

Maternity
Overall
Requires
Improvement

3

2

3

Current Position — Quality Intelligence from System Quality
Group / Provider Oversight Sub-Committee

The GMC has issued Saint Mary’s, North Manchester Site with a

‘Notification of decision to attach conditions to GMC approval of

the Obstetrics and Gynaecology training programme’

Enhanced Surveillance

On track to deliver on the Maternity & Neonatal 3-year plan

On track to deliver on the Maternity & Neonatal 3-year plan

Neonatal Estate work impacting on Tertiary level cot capacity

On track to deliver on the Maternity & Neonatal 3-year plan

PWR suggested Midwifery sickness & absence persistently
above the national average

Impact / Risk / Mitigation

Action Plan agreed between provider & GMC
KLOE added to the LMNS/ICB Annual Assurance Visitin the
Autumn

Homebirth Service reinstated 30t April 2025
1stquarter review completed — sustained improvement
demonstrated

Focus for the final year of the plan:
* Personalised Care Plan Audits
* Rollout of Enhanced Continuity of Carer
Annual Assurance Visit planned for 19t & 20t November 2025

Focus for the final year of the plan:

* Personalised Care Plan Audits

* Roll out of Enhanced Continuity of Carer
Annual Assurance Visit planned for 14t October 2025

Works managed extremely well with minimal impact on the
system. Leak fixed and final elements of decoration being
completed

Focus for the final year of the plan:

* Personalised Care Plan Audits

* Roll out of Enhanced Continuity of Carer
Annual Assurance Visit planned for 25" November 2025

* Deep dive & close monitoring at provider level and
shared with the LMNS demonstrates a much-improved
position and rates below the national average (circa
5.4%)



Provider Oversight — Maternity Assurance

/ Advise Provider CQC Rating NOF Current Position — Quality Intelligence | Impact/ Risk / Mitigation

Rating | from System Quality Group / Provider
Oversight Sub-Committee

Advise Wigan Maternity 2 On track to deliver on the Maternity & * Focus for the final year of the plan:
Wrightington & Overall Good Neonatal 3-year plan ¢ Roll out of Enhanced Continuity of Carer
Leigh FT * Implementation of new digital EPR system

» Annual Assurance Visit planned for 28™ October 2025

Stockport FT Maternity 3 Enhanced Surveillance e Action Planin progress
Overall * Monthly Maternity Oversight Meetings with LMNS on behalf of the ICB in place
Requires
Advise Ll el RS On track to deliver on the Maternity & » Focus for the final year of the plan:
Neonatal 3-year plan * Involvement of service user reps in quality, governance & complaints process

e Support newly appointed Band 7&8’s with mentor
e aplanin place to reduce workforce inequalities
* Develop a leadership succession plan that reflects the ethnic background of the wider
workforce
* Implementation of new digital EPR system
* Annual Assurance Visit planned for 13t November 2025

Tameside FT Maternity 2 Enhanced Surveillance e Action Plan in progress
Overall * Monthly Maternity Oversight Meetings with LMNS on behalf of the ICB in place
Requires
Improvement
Advise On track to deliver on the Maternity & * Focus for the final year of the plan:
Neonatal 3-year plan * Involvement of service user reps in quality & governance

* Ensure a clear route for escalation of clinical concerns
e Support newly appointed Band 7&8’s with mentor
* Develop a leadership succession plan that reflects the ethnic background of the wider
workforce
» Annual Assurance Visit planned for 3" November 2025

Homebirth Service * The LMNS is seeking further clarity on the robustness of Tameside's homebirth service due to some
emerging information of an inconsistent service



Patient Safety

/ Advise Current position Improvements or mitigations in place

/

Advise Prevention of e There have been 16 PFDs issued to the e Monthly PFD update meetings continue with NHS GM and NHSE to improve communication, collaboratively work on
BAF SR3 & SR5 Future Deaths wider GM system since the 15t April responses and share learning.
2025. e PFD Annual report to follow to QPC in October 2025.
Advise BAF SR3 & Never Events e There have been 14 Never Events ¢ 8 Never Events reported by Manchester University NHS Foundation Trust, all of which are related to surgery (wrong
SR5 reported on StEIS across the GM implant/prosthesis, wrong site surgery, retained foreign object post procedure). The Trust has recognised the number of
system since the 15t April 2025. incidents reported and is reviewing its approach to responding to Never Events, looking at gaps in the implementation of

previous recommendations as well as undertaking systems-based investigation to gather new insight. They are also
reaching out to to learn from other organisations who have had similar experiences.
¢ Nephrostomy completed on the right side rather than the intended left (WWL). WWL has commissioned Consequence UK
to undertake a thematic review of Never Events reported by the Trust which is currently in progress.
e Other incidents include:
¢ Misplaced NG tube, blood transfusion incident and wrong site surgery (excision of an incorrect lesion) reported
by NCA
¢ An overdose of insulin (The Christie).
¢ Incorrect lens inserted into patient’s eye (wrong site surgery) reported by Bolton Foundation Trust.
¢ Allincidents are being investigated via a Patient Safety Incident Investigation (PSII)



Complaints

/ Advise Current position Improvements or mitigations in place

/

Advise Complaints e Since 1 April 2025: ¢ Case management approach implemented across the whole team with dedicated resource applied to backlog primary
BAF SR6 0 2016 cases received by care complaints and resource flexed from wider team to cover other in time primary care cases. Progress with primary
Patient Services in total care backlog has been strong, with current performance ahead of trajectory.
0 1489 PALS enquiries e Complaints Annual report will go to QPC in September 2025.

0 361 complaints - 143 locality /
218 primary care
0 155 MP enquiries - 100
locality / 55 primary care
0 8 compliments
* 64 cases in primary care complaints
backlog (as of 26/08/25)



SEND

Current position Improvements or mitigations in place

BAF Area SEND e 5 local area partnerships inspected under current e Tameside - There are health actions identified in the SEND inspection priority actions; these include a joined-up commissioning approach for

SR3 &5 inspection framework — Oldham, Bury — outcome 3, Trafford — SEND (addressing gaps in provision) and a Neuro-diversity pathway improvement. The LAP Group has convened during June and a new
outcome 2, Bolton — outcome 1 and Tameside inspection Independent Chair is in place. The locality has funded a Programme Manager to lead the improvement programme to support the delivery of the
concluded on 16t May 2025 with outcome 3. Neuro-diversity service and GM led pathway design.

¢ Oldham and Bury making good progress with Priority Area Action Plans following outcome 3 judgements
e Risk of further Area SEND inspections with outcome 2 or
3 due to: ICB-wide transformation programmes:
e Waiting times for ND assessment, SALT and

mental health support. e CYP ND transformation programme to develop a sustainable, needs-led, long-term ND pathway that is consistent across GM. Also includes
e Availability of support for CYP and families recovery work in relation to existing waiting lists.
while they wait for assessments. ¢ Implementation of the Balanced System framework for Speech Language and Communication (SLC) support. GM transformation programme

mobilised which will focus on implementing whole system approach to SLC support, deploying the skills of the SLT workforce to support the wider
system across a model for place based universal, targeted and specialist support. Establishment of locality governance and action plans
underway.

¢ Work is ongoing in relation to CAMHS provision across GM to ensure equity of provision, including access to crisis care and early help support.

BAF SEND workforce Risk that SEND workforce issues impact on local area ability e SEND Workforce Development Framework approved by People & Culture Sub-Committee. This has been rolled out and is now live.
SR3 &5 to provide the right support to children and young people e ‘Supporting you while you wait’ — scoping and mapping of the help and support available to children, young people and their families waiting for
G e el iy s assessments and treatment.
e ICB-wide transformation programmes in ND and SLC will lead to earlier identification of need and wider workforce will be upskilled to improve
outcomes through offering support at the right level. This will still include appropriate clinical support.
¢ DCO vacancy in Trafford, recruitment now paused due to the reform. No locality cross cover resource available.

BAF EHCP locality Health Different or no system in place in localities to monitor * Work is ongoing to scope what the current process is in each locality in order to ensure consistency of EHCP Health Advices returns.
SR3 &5 Advice returns number and timeliness. e Guidance under development.
(SEND dashboard) Some localities are counting each piece of health advice e Continued improvement of SEND data dashboard: ensuring consistent data returns from providers, unpicking legacy processes/embedding new
separately rather than complete when ALL health advices ones, and further development of data reporting

have been returned to LA.

BAF SEND assurance ICB SEND oversight and assurance has moved into LAMS e SEND KLOEs have been refreshed and are in place.
SR3 &5 process ¢ New SEND strategic system group with senior SEND leads from ICB localities and LA is currently in the development phase.
¢ GM SEND Quality Assurance Framework has been developed and rolled out to support quarterly assurance across ICB localities. First report due
in July 2025.



LeDeR

/ Current position Improvements or mitigations in place
Advise /
BAF LeDeR e GM has had 1539 notifications since 2019 e GM has adopted a rapid review process in conjunction with agreement from NHS England. This is resulting in a
SR3 &5 and completed 1258 more rapid completion of initial reviews. The impact of this is resulting in a slight incremental decrease in the
* There is a 3 WTE reviewer vacancy which backlog only due to the scale of the vacancies and cessation of external reviewer support in completing
reflects to 40% of the workforce . This has reviews.
resulted in a 120 plus backlog of LeDeR e The GM Annual report has now been published. Localities are in the process of receiving bespoke annual
reviews . External support for completing reports
LeDeR reviews has been discontinued. e The GM Health Workplan for 2025-2026 has been refreshed in response to the LeDeR Annual Report. The GM
* National guidance regarding the future Good Health Group will oversee the development, delivery, and performance of the workplan

direction of LeDeR is expected



All Age Continuinq Health Care (AACC)

Referrals completed within 28 days
— target 80% or above

Published data for Q1 2025/26 GM
ICB achieved 89.7% against a target
of 80%.

Referrals exceeding 28 days by 12
weeks+ (long waits) - Target is 0

3 long waits were reported for Q1.

Advise Workforce vacancies remain across
GM CHC locality teams and
anticipated may get worse due to
reform and possible VR offer.

Advise There remains a number of backlog

reviews for PUPoC and COP/DOLs
cases across all 10 localities

NHS GM continue to have several
localities with a high number of
backlog reviews for CHC, Fast Track
and FNC
(Bury/Manchester/Salford/Stockport
/Trafford/Wigan)

Maintaining and achieving the required KPI’s due to
workforce issues such as vacancies and sickness
Reform challenges

Number of vacancies increasing due to Reform

Risk of not being able to recruit to new vacancies as they
arise due to reform announcements

Still some pockets of sickness within some CHC teams
which is impacting on their ability to maintain business
as usual.

PUPoC Reviews have built up due to not being prioritised
due to several reasons within teams such as sickness and
vacancies etc.

Possible risk of increase in complaints and IRPs due to
backlog of PUPoC reviews

Risk of increase in finance pressures when completing
PUPoC reviews due to accumulated interest and long
period of time

Currently not legally complaint with the CHC Framework
re; COP/DOLs due to backlog. Significant risk

Reviews have not been prioritised due to a number of
reasons within teams such as sickness and vacancies etc

Improvements or mitigations in place

e All 10 localities achieved the required KPI for 28 days and 8 out 10 localities achieved the

required KPI for long waits (Manchester and Salford did not meet)
¢ Additional layer of scrutiny through regular monitoring of KPI via monthly assurance
report continues

¢ Executive meetings are set up where required with Deputy Chief Nurse and locality ADQ

to discuss challenges and mitigations.

e NHS GM are currently carrying 10 clinical vacancies (9.6wte) with only 2 of these posts

having a start date. There is 1 admin vacancy (0.5 wte). Localities are submitting vacancy

requests via BCP as normal.

¢ There are 2 localities (Manchester and Stockport) that have agency staff in place due to
current vacancies.

¢ Vacancies and sickness within localities are reported on a monthly basis to the GM
Quality team in order to monitor and provide support where required. Any identified
risks are escalated to Gill Gibson as SRO and Deputy Chief Nurse for CHC. Senior
leadership meetings with locality ADQ are set up where required to discuss mitigations
and support.

¢ Discussions continue with NHSE Professionals re; Bank staff in conjunction with the other

2 NW ICB'’s to avoid using agency in the future.

* Localities have been advised to recommence all reviews where possible and should now

be incorporated into BAU

e This is an area under additional scrutiny due to the financial cost implications of the cases
where there is a long period of time under review. Wider financial scrutiny has also been
enacted through NHS GM’s governance to monitoring CHC locality spend, as well as each

CHC Team's cost improvement programme (CIP) plans for 2025/26

¢ Pilot has been completed (Test of change) within Bolton and Salford localities to explore

if PUPoC reviews could be centralised. Learning has been shared across GM and each
locality will continue with doing their own reviews.

* Most localities are now completing reviews as BAU where possible, however high
numbers remain in some localities

e Further significant increase in both CHC and Fast track numbers for Salford, Stockport
and Wigan which is due to vacancy and sickness levels within the teams. Agency staff
have commenced in Stockport and start date waited for Wigan.

e Trafford have increased number in Fast track backlog reviews due to team
capacity/pressures due to annual leave and sickness.

Link to BAF
risks

Improveme
nts in these
areas
significantly
impact on
experience
of care,
delivery of
statutory
responsibili
ties in
respect of
continuing
health care,
quality of
service and
equity of
access to
health and
care.

BAF SR2

BAF SR1,
SR3 & SR5
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Executive summary

This report provides an update to the Quality
and Performance Committee in relation to the
statutory duties and responsibilities aligned to
the Medical Directorate.

The benefits that the population of Greater
Manchester will experience.

Oversight and relevant improvement work in
relation to NHS GM commissioned services
benefits the GM population through
continuous improvement in services, targeted
guality improvement where indicated, and
overall improvement in experience.

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

The report focuses on key areas of work
aligned to the statutory duties and
accountabilities of NHS GM and the strategy
of the ICP.

The decision to be made and/or input
sought

The Quality and Performance Committee are
asked to note the alert within the paper in
relation to the National Patient Safety Alert
issued by the Department of Health and Social
Care on 29" July 2025 relating to an ongoing
shortage of Antimicrobial Agents used in
Tuberculosis (TB) treatment. Further updates
on this area will be provided as the work
progresses.

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

The areas within this report and progress
made to improve these relate to BAF risk SR5

Key milestones

These are set out within the report.

Leadership and governance arrangements

This paper is produced for Quality and
Performance Committee and has not been
elsewhere but is formulated from intelligence




and papers from NHS GM Clinical
Effectiveness and Governance Groups (and
related subgroups) and the NHS GM Mental
Health Partnership Group

Engagement* to date

*Engagement: public, clinical. Analysis:
equality, sustainability, financial.
Comments/ approval by groups/
committees.

There has been no formal engagement on
this paper as this paper is produced for
Quality and Performance Committee and has
not been elsewhere. The intelligence and
papers used to formulate this report have
come from the NHS GM Clinical
Effectiveness and Governance Groups (and
related subgroups) and the NHS GM Mental
Health Partnership Group

Financial or Legal Implications;

The alert mandates prioritisation of patients
with active TB due to a national shortage of
key antimicrobial agents.

Legal risks include non-compliance with
prescribing restrictions and duty of care
obligations.

Financial impacts include increased
procurement costs, resource strain, and
potential litigation from delayed treatment of
latent TB cases.

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

Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity
of report



Purpose of report/executive summary

This report is submitted as an exception to the routine reporting structure and is intended to
highlight urgent matters not covered within the regular Chief Medical Officer’s report to the
Quality and Performance Committee, which is presented on a bi-monthly basis.

This report focuses on key updates in relation to the National Patient Safety Alert issued by the
Department of Health and Social Care on 29" July 2025 relating to an ongoing shortage of
Antimicrobial Agents used in Tuberculosis (TB) treatment.

Please note: As we have rated an item: Alert, we keep this on an issues log and will bring it
back to QPC for an update every quarter or when this rating changes.

Recommendations

The Quality and Performance Committee are asked to note the alert and the actions being
undertaken to address it across the North West and within NHS GM. Further updates will be
provided as the work progresses.



Exception report

Alert/
Advise/
Assure

Current position

Improvements or mitigations in place

Link to BAF
risks

National Patient Safety Alert (NatPSA) relating to an ongoing shortage of Antimicrobial Agents used in Tuberculosis (TB) treatment

National Patient Safety Alerts are issued to prevent or reduce risks of serious harm or death in healthcare settings. They are triggered by new or

under-recognised safety issues identified through incident reporting, clinical review, or emerging threats such as supply disruptions or

contamination. Alerts are developed in collaboration with frontline staff, patients, and expert bodies, and must meet strict criteria set by the National
Patient Safety Alerting Committee (NaPSAC), including a threshold of potentially avoidable deaths or disability

ICB Responsibilities in Response to NatPSAs
Integrated Care Boards (ICBs) have a statutory duty to ensure safe, high-quality care across their systems. In response to NatPSAs, ICBs are

expected to:
o Oversee and support provider compliance with alert actions

o Coordinate cross-system responses and ensure learning is shared across organisations

« Facilitate improvement, not just compliance, by promoting a culture of openness, psychological safety, and continuous learning

« Engage with patients, families, and staff to ensure meaningful insight informs safety improvements
« Monitor and review the effectiveness of safety systems and escalate risks where necessary

NatPSA-2025-004-MVA.pdf

A National Patient Safety Alert (NatPSA) was
issued by the Department of Health and Social
Care on 29" July 2025 relating to an ongoing
shortage of Antimicrobial Agents used in
Tuberculosis (TB) treatment. Several
antimicrobial agents used to treat TB are
intermittently available until at least the end of
2025.

Recommended actions include for patients with
TB who fit certain criteria to be prioritised for
remaining supplies of anti-TB oral medicines
and that primary care clinicians should not
prescribe rifampicin until the shortage is
resolved.

National guidance advises prioritising people

At present acute provider Trusts across GM have agreed a
general approach to prioritise certain cohorts of patients with TB in
line with the NatPSA prioritisation guidance. A further meeting
involving GM Trust leads will take place in one month to review
the approach and evolving situation.

A North West regional group is being convened (co-chaired by the
Regional Deputy Chief Pharmacist and a TB clinician) to help
coordinate and oversee the regional response. One TB clinician
and one TB nurse from each sub region will be invited. The first
meeting is likely to be 22" August.

The North West Regional Pharmacy Procurement Specialist team
have confirmed significant quantities of the affected TB medicines
will be allocated to Trusts via a national process. In urgent cases
the team can facilitate mutual aid requests where needed with
requests needing to be directed via Trust pharmacy procurement

BAF SR5

Related to
Health and
Social Care
Act Duties:
25: 14734
Duty as to
improvement
in quality of
services




Alert/
Advise/

Assure

Current position

Improvements or mitigations in place

Link to BAF
risks

with active TB for treatment. As a result of the
ongoing shortage, some people diagnosed with
latent TB in low-risk groups may experience a
delay in starting treatment. This poses a small
risk of progression to active disease and will
mean a growing backlog/ waiting list of patients
awaiting treatment for latent TB disease.

teams.

Communications are being developed to highlight the key
messages to primary care, which will include prescribing searches
to identify patients prescribed rifampicin for review and information
for primary care clinicians to remain vigilant for active TB whilst
some people with latent TB may experience delays to their
treatment.

The formulary status for the main drug indicated in the alert-
rifampicin (currently green following specialist initiation) is
currently being reviewed.

Trusts have been asked to ensure the ongoing issues have been
added to their risk register due to the impact on usual practice, the
clinical risks of delayed treatment for people with latent TB, and
the impact on waiting lists. The issue will also be added to the GM
ICB CEG risk register.
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Executive summary

This report provides an update on Greater
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operational planning objectives, introduces
the new NHS Performance Framework
(NOF), summarises key risks faced by our
providers, and outlines main themes from
Locality Assurance (LAMs) and Provider
Oversight Sub-Committee Meetings
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The benefits that the population of Greater
Manchester will experience.

Achievement of performance objectives will
improve access to services and drive up
standards of care for the Greater Manchester
population.

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

Ensuring delivery of standards across Greater
Manchester Trusts will equalise geographical
variation.

The decision to be made and/or input
sought

This paper is for assurance and discussion
allowing the committee to agree levels of
assurance and identify any further actions.

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

This supports delivery of operational planning
and constitutional standards.

Key milestones

Monthly and quarterly milestones are in
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Introduction and Key Messages

1. Introduction

This report provides an update on Greater Manchester’s progress toward NHS operational planning objectives, summarises key risks faced by our
providers, and outlines main themes from Locality Assurance (LAMs) and Provider Oversight Sub-Committee Meetings (POSMSs).

2. Key Messages

Significant service risks remain in mental health, urgent and emergency care, and reducing inpatient reliance among adults with learning
disabilities and/or autism. Operational delivery meetings (ODMs) have been established to closely track improvement efforts and evaluate
outcomes in these vital areas. Due to ongoing challenges in elective care and rising concerns about 52 week wait times, additional oversight has
been implemented.

Cancer care continues to face pressure, with performance against the faster diagnosis standard slightly behind plan.
3. Recommendation

The committee is requested to acknowledge:

*Operational priorities and risks for 2025/26

*Updates on themes arising from POSMs and LAMs






Summary of Key Metrics

Variance ICB Benchmarking
Latest Published Performance 2025/26 [latest published datavs same period | [latest published data vs same period
in 2024 im 2024
Area KPI End of year " ] " ] Comments
ICB [ GM plan
Providers [ Pericd Actual Plan 2024 Variance Movement 2024 Latest Movement
NWAS

CAT 2 ambulance response times NS C00:30:00 [ <00:30:00 | 00:22:56 | -00:00:45 ‘
Urgentand  |aze3: of patients managed within 4 hours 72T 75,00 BE.E 25 ' 40/dz 36M2 '-
Emergency
Care (UEC) ARE [type 1) % waits over 12 hours 3.3 7.0 T.2% =26 ‘

Ambulance average handover time 00:24:04 | 00:2¢4:10 | 00:22:50 00 00,58 '-

% of incomplete RTT pathways of 52 weeks or more X 1.0 0.6 =27 ‘ Jalde 3ald2 '- GM Registered perfarmance - 3,334

GM

Elective % of incomplete RTT pathways of 18 weeks or less Providers 4.1 E1.0 2.0 3.5 ' 3342 ardz ‘- GM Registered performance - 566>

% of Eathwai,rswaltlng no longer than 18 weeks for a first 59 9 B 2 55 g 37 1‘

appointment
Diagnostics % recieve a disgnostic test within 6 weeks 2100 -4.9% ‘ 1642 042 " GM Registered performance - 1545

% of patients receiving communication of diagnosis within 28 TS | en3x | TR 2.5% 8 20142 T4z f  |SMRegsersdperfomance - 193
Cancer days

% of patient with cancer receiving treatment within 62 days TO.T 7o 3 E7.3 13% ' 20042 1742 ‘- GM Registered performance - 65,35

Access to CYP mental health services 55,000 55.000 55,235 =150 ‘ D21z 0zMaz ﬁ
Mental Health -

ﬁ.\rera?e L.Ength uijta\,r in Adult Acute, Clder Adult Acute and B4 57 4142

Psychiatric Intensive Care beds

Inpatient care for children and young people with a learning 5 3 Thiz is snapshot data from NHSE Assuring transformation

dizability and/or autism data sets, there iz no published data source for this metric.
Learning Inpatient care for Adults with Learning Disabilites [who may 5h 4 Flanis the the expectation by the end of Q1. This published
Disabilities also be autistic) ICE dataisrounded upto 5.

Inpatient care for Autistic Adults [with no learning disability) 35 33 Plan = the the expectation by the end of U1, This published

datais rounded upto 5.

Primary Care |Appointments in General Practice Jun-25 1.239151F | 1.443,583 [ 1.443,583 [ 1,252,093 109,424

% of patients with hypertension treated according to NICE 0125126 T
Prevention guidance -

% of patients with GP recorded CVD, x.\rhnlhave their 01 25 1 26 51 3 481 3 7 t

cholesterol levels manage to MICEguidelines




2025/26 National Priority Metrics Alert/Advise/Assure summary

Advise Assure

Area Metric

A&E % of patients managed within 4 hours (GM Providers)

Urgent and A&E (type 1) % waits over 12 hours (GM providers)
Emergency Care ‘
(UEC) CAT 2 response times

Average ambulance handover times

% of incomplete RTT pathways of 52 weeks or more

Elective % of incomplete RTT pathways of 18 weeks or less

% of pathways waiting no longer than 18 weeks for a first appointment

Diagnostics 6 week diagnostic performance (not a planning metric but key enabler for elective and cancer delivery)

% of patients receiving communication of diagnosis within 28 days

Cancer - - — —
% of patient with cancer receiving treatment within 62 days

Access to CYP MH services

Mental Health
Average Length of Stay in Adult Acute Mental Health Beds

Learning Inpatient care for Adults with LD

Disabilities Inpatient care for Autistic Adults

Appointments in General Practice

% of resident population seen by an NHS dentist Quarter 1 data expected in September

Primary Care

% of patients with hypertension treated according to NICE guidance

Prevention

% of patients with GP recorded CVD, who have their cholesterol levels managed to NICE guidelines

Total 3



Urgent and Emergency Care (UEC)

Alert/
Advise/
Assure

Assure

Assure

Current position / performance

A&E 4 hour — In July performance
was at 71.4%, a slight increase from
June. Between the 1st and 14th Aug, it
was at 69.3%, below the Aug plan of
73.7%.

Category 2 — Since April, Category 2
ambulance response time have
consistently been well within the 30-
min target. Between 1st and 14th Aug
average response times were 20
minutes and 16 seconds.

A&E (type 1) 12 hr waits — In July
8.6% of type 1 A&E attendances spent
more than 12 hours in the ED, which
was better than plan for July. Between
1st and 14th Aug this is has remained
static at 8.6%.

Average handover times — In June,
the average ambulance handover time
was 23 minutes and 48 seconds, just
within the June target of 24 minutes
and 04 seconds.

% of handovers over 45 mins - 6.9%
in July. Aim is to have zero waits over
45 minutes.

Issues of
concern

Delivery of the
4hr target of
78% by March
2026 comes
with a high
degree of risk.

Key actions taken/improvement programmes

» Single Telephony system is now live across the whole of GM for NWAS crews to use to

maximise appropriate alternative community pathways to support patients closer to
home. In Bolton for example the NWAS crews can now direct urgent care patients to
falls pickup, 2hr Urgent Community Response (UCR), hospital at home, and SDEC
pathways. In Rochdale regular calls coming through to the medical SDEC. In Stockport,
paramedic crews can now access Stockport services to prevent conveyance to A&E.
Improvement work on services that support admission and attendance avoidance
continue. All Urgent Treatment Centres (UTCs) in GM are now fully accredited, providing
access to urgent care across all 10 localities. Bury have extended the criteria for access
to UTC which has improved performance. Tameside working to introduce bookable
appointments at their UTC. Peer review of Same Day Emergency Care (SDEC) services
in two localities underway, to review SDEC functionality and how it support admission
avoidance. Bury are looking to implement a booking system to bring patients back the
following day for SDEC/UTC Aug/Sept 2025. Care by appointment also introduced in
Rochdale which has been demonstrating positive impact on supporting flow in
department. In Salford direct booking to Urgent Community Response (UCR) and SDEC
being piloted

Deep dive into length of stay at Hospital at Home service underway to identify variation
across providers. Bolton are recruiting additional posts into their Hospital at Home
service. Bolton is also expanding their Rapid Assessment and Treatment Service to
create a single arrivals and assessment area for ambulatory and majors.

A working group established to ensure robust escalation actions are in place in each
hospital to enable ambulance handovers to take no longer than 45 minutes to complete.
This will support to further reduce CAT 2 response times.

Weekly Discharge and Flow meetings ongoing to allow for rapid escalation of discharge
barriers and sharing of capacity intelligence Manchester are embedding a home first
culture throughout their board round processes.

SR2

SR2

SR2

SR2



Elective Care

Metrics not in
planning 25/26
but included for
completeness
to note long
waiting patients
within the GM

system

Current position /

performance

% of incomplete RTT pathways
of 52 weeks or more
3.5% (June 25) vs 3.4% plan

% of incomplete RTT pathways
of 18 weeks or less

55.5% (June 25) vs 54.1%
plan

% of pathways waiting no
longer than 18 weeks for a first
appointment

59.5% (June 25) vs 60.9%
plan

Patients over 78 weeks was 2
in June which is an decrease
from 9 in May. This is
anticipated to increase to 12 in
August (4 corneal grafts)

Patients over 65 weeks was
160 in June which is a
decrease from 214 in May. This
is anticipated to reduce to 69 in
August.

Issues of concern

The 25/26 planning
metrics across elective
and outpatient
programmes will be a
challenge for the GM
system to achieve by
March 2026.

Ability to ensure there
are zero patients over 78
weeks and sustain this
position

Patients waiting over 78
weeks in coming months
are forecast to be
corneal graft patients
only.

Corneal graft availability
remains a concern.

Key actions taken/improvement programmes

The elective care programme for 2025/26 remains focused on reducing the number
of patients waiting over 52 weeks and increasing the proportion treated within 18
weeks. While some progress has been made, the volume of long waiters continues
to pose a challenge, and current trends suggest the March 2026 target may be at
risk. Fortnightly regional meetings of the Elective System Programme Board
continue to provide oversight and support.

Mutual aid arrangements are still in place to help manage long waits by reallocating
patients across trusts. However, from early July, some Greater Manchester
providers have been unable to continue offering support, adding further pressure to
the system.

To help reduce demand on secondary care, GP peer review schemes were
introduced in May 2025. These aim to increase the use of advice and guidance,
reducing unnecessary referrals and improving patient flow.

Community services are being strengthened, with new care models being
introduced across Dermatology, Gynaecology, and ENT during 2025/26. These are
expected to improve access and reduce reliance on acute settings.

A key workstream within the programme involves a one-off, non-recurrent reduction
in independent sector activity in areas that have consistently over-performed. This
will release funding to support additional, lower-cost activity elsewhere in the
system. Milestones include agreeing activity plans, engaging with providers,
resolving disputes, embedding plans into contracts, and ongoing monitoring.

Links to
BAF risks

SR2



Cancer

Links to
BAF
risks

Alert/
Advise/
Assure

Current position / performance Issues of concern

Key actions taken/improvement programmes

Assure

The 62 day cancer standard for patients
waiting no more than 62 days from urgent
GP referral to first cancer treatment has
declined from 71.7% in May to 69.2% in
June and is worse than June plan at 70.7%.

The 28 day Faster Diagnosis Standard
(FDS) whereby a cancer or non-cancer
diagnosis is given within 28 days has
improved from 77.5% in May to 79.8% in
June which is better than the June plan of
77.5%.

July 62 is currently ~2.5% off
plan. Stockport are below
plan due to the urology
backlog issue, but that’s
recovering and looking back
on track for August. Tameside
are a fraction under their plan
(0.5%), but MFT and WWL
are both well off plan, and of
course the MFT volumes
significantly impact the overall
GM position.

Overall FDS continues to meet
plan at system level but MFT
and WWL slightly off track.
Data completeness seems a
little low in places, which may
indicate that waits are
creeping up, especially for the
cancer confirmed cohort.

There are key programmes of work taking place across providers to
drive performance improvement during 25/26. Specifically, across
some providers the Cancer Alliance are providing funding to support
project officers to support and combine services across providers to
improve pathways.

Urology is proving to be a key area across the system of concern.
There are a variety of improvements in place across the system,
some of which the Cancer Alliance are supporting and some part of
acute pathway improvements. Particularly at one acute the Getting It
Right First Time team (GIRFT) are attending an onsite visit in
September 2025 to look at opportunities for improvement.

There is a risk that mutual aid has been withdrawn from some sites
that will impact on cancer and long waiting patients and particularly it
is expected that this will impact on 62 day performance in the
coming months and into quarter three.

SR2



Diagnostics

(Metric not in planning 25/26 but included for completeness due to impact on elective and cancer pathways)

Alert/ Current position / Issues of concern Key actions taken/improvement programmes Links to

Advise/ | performance BAF risks
Assure

Advise The June 2025, 6 week wait Significant decline in Although diagnostic performance is not a planning metric for 25/26 it is SR2
diagnostic performance for performance at one provider recognised as a key contributor to patient pathways across both cancer
GM acute providers across all within GM (WWL), alongside  and non cancer cohorts. The target however it retained within the
15 DMOL1 tests has declined further decline at other GM contractual documentation as retaining only 5% of tests to be over 6
from 15.3% in May to 16.1% in acutes. weeks and that is the standard we are continuing to work to achieve.

June (target = 12.4%)
WW.L performance has These are concerns around the growing demand of Non Obstetric
From May to June, the number  deteriorated from 18% in April  Ultrasound (NOUS) within the GM system. Currently of the 13,208
of pathways over 6 weeks has to 30.3% in June. patients waiting over 6 weeks for a diagnostic test, 2,800 (21.2%) of these
increased from 12,034 in May are for NOUS. 2,573 of these (92%) are at WWL. Pay control measures
to 13,208 in June. NOUS makes up 63% of since Apr 25, have led to fewer sessions. A GM project team have been
those waiting 6 weeks + assembled to begin to understand this demand and look at long term
(2,573 /4,091) improvements. They will focus on improvements in this area and how to

create a sustainable plan for the system.

Some of the wider improvements in place to improve performance include
locally acute level improvement plans at test level. Some areas of
underperformance are due to staffing issues within specific areas which
are time limited with timescales to see improvement. There is a view that
some of the improvement will need to be delivered through additional
activity particularly during evening and weekend to enable improvements.




Mental Health (MH)

Alert/
Advise/
Assure

Current position /
performance

In the 12 months to June 25,
the number of children and
young people (CYP) receiving
at least one contact was
55,135, better than the end of
year target of 55,000.

The average length of stay
(LOS) in a mental health acute
bed for GM registered patients
discharged in the three months
to June 25 was 69.5 days,
which was worse than

June plan. End of year 25/26
target is to reduce to 57 days.

Issues of concern

Sustaining level of access
remains a challenge.
Workforce pressures,
inability to recruit and
retain staff.

Large number of people in
beds that are clinically
ready for discharge
(CRFD).

Key actions taken/improvement programmes

Crisis services new specification to integrate existing home-based treatment, rapid
response and paediatric support services into one pathway implemented into each
trust from July 24. Review currently underway and expected to conclude in Q3.

New Neuro Development (ND) programme, will prioritise early intervention and
multidisciplinary collaboration. This will allow for more timely support.

The Central GM ND Team is developing an overarching early help offer, designed to
integrate with local services. This includes, GM wide website, digital support tools,
sleep and sensory support, communications and engagement strategies.

Continued focus on maintaining current over performance in access levels with
plans focused on increasing further access in 2025/26. Focus on increasing access
amongst CYP & families from disadvantages groups is a priority for 2025/26

Locality improvement plans being implemented to reduce patients clinically ready
for discharge

GM Inpatient flow group established since May 2025 to help deliver the 10 high
impact actions for mental health discharges and improve patient flow.

The ‘Purposeful Admission Formulation Implementation plan’ is starting to show
positive results. For example the ‘conversion rate’ of assessment to patients
admitted at Manchester Royal Infirmary reduced from 14.3% to 9.1%, equivalent to
185 more people being treated in the community instead of hospital admission
(March 25 to June 25).

Additional patient flow capacity roles have been recruited to in July.

An independent review of Community Mental Health Teams (CMHTs) has been
commissioned due for completion end of September 25. Greater Manchester
Mental Health Trust carrying out pilot in Central and South CMHTs. Seeing more
people in community to help avoid admission.

SR2

SR2



Learning Disability and Autism - Inpatients

Alert/
Advise/
Assure

Assure

Current position /
performance

End of Q1, national data shows
there were 65 adults with autism
in an inpatient bed, which was
worse than Q1 plan of no more
than 55 patients in an inpatient
bed.

(note national data rounded to
nearest 5)

End of Q1, national data shows
there were 50 adults with a
learning disability in an inpatient
bed, which was better than Q1
plan of no more than 56.

(note national data rounded to
nearest 5)

End July, there were 10 children
and young people with learning
disabilities and/or autism in an
inpatient bed, currently slightly
worse than the Q2 plan of no
more than 9

(no published data for this
metric so local data used)

Issues of concern

Local data indicates
that in Q1, Manchester,
Bolton and Tameside
performed worse than
plan in April, May and
June.

Local data indicates
that in Q1 Oldham was
the only locality to
perform worse than
plan. Oldham was
worse than plan in May
and June.

Key actions taken/improvement programmes

Mobilisation of a GM Care, Education, Treatment Review (CETR) hub. Recruitment
to the hub is in progress, with the senior post now appointed to. CETRS ensure that
where possible people receive care in the community and aim to reduce length of
stay in hospital.

Manchester specific locality action plan in place, which is due for finalisation at the
end of August.

Development of a lead provider/alliance model is underway for Community LD
teams, reducing unwarranted variation in service provision. Pennine NHS Trust has
been appointed as the lead provider and have commenced a review of the GM
provision, mapping the resources currently available/provided. This will help ensure
patient’s needs are met in the community with inpatient admission as a last resort.
Mitigation to risks include the Transforming Care oversight group and biweekly GM
LDA system meetings with senior representation in attendance.

A review of the three CYP intensive support team services will be completed by the
end of Q1

Mapping of current 117 joint funding arrangements across GM to ensure the
continuation of support to access services following detainment under the mental
health act and prevent re-admission.

The GM Keyworker programme led by the charity Barnardo’s is delivering support to
children and young people up to the age of 25, a focus remains on increasing
access to community services, and the specification is currently being refreshed.

SR2

SR2
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Primary Care / Prevention

Alert/
Advise/
Assure

New

measure
and
Quarter
one data
not
available

Current position / performance

GM ICB has set a monthly target of 1,449,589 GP appointments
per month throughout 2025/26.

4,056,958 appointments were delivered during Q1 2025/26. This
is tracking comparably against the planned trajectory and
includes Bank Holidays taking place during April and May.
Compared to pre-pandemic levels, GP appointment activity in
Greater Manchester has increased by 16%, outperforming the
national increase of 9% (based on Q1 2025/26 data). There is
also a continued upward trend in same-day appointments,
alongside strong performance in appointments booked within 2—7
days and 8-14 days

For 2025/26, the percentage of patients seen by an NHS dentist
will be monitored quarterly, with an 8-week lag in national data
reporting. Targets are 43% (24-month rolling) for adults and 65%
(22-month rolling) for children by the end of Q1.

A national target, set by government mandate, aims to deliver
700,000 additional urgent dental appointments. GM is expected
to contribute 17,897 above baseline, with commissioning of both
baseline and additional appointments currently underway

As part of the 2025/26 national priorities, the aim is to increase
the percentage of patients with hypertension who are treated in
line with NICE guidance, and the percentage of patients with GP-
recorded cardiovascular disease (CVD) whose cholesterol levels
are managed according to NICE guidance. At the end of Q1,
51.3% of patients with recorded CVD and 71.4% of patients
with hypertension had been treated in accordance with NICE
guidance

Issues of concern

Although the national GP Collective Action for
2024/25 has been formally stood down, GM
continues to explore safe working arrangements
for GP practitioners, which may impact
appointment delivery. Work is ongoing to
support the development of safer and more
sustainable models of practice

High demand for NHS dental services may lead
to in-year overperformance in some primary
care contracts, potentially reducing access later
in the year or impacting the commissioning
budget.

National monitoring of urgent dental care
currently focuses on activity rather than
appointment availability. As general access
improves, demand for urgent care may decline.

Key actions taken/improvement
programmes

Delivery of the GM Primary Care Access
Improvement Plan as part of the GP
Contract, alongside implementation of the
GM Primary Care Blueprint.

A GP Quality Framework is being
developed to support consistent quality
and performance management across
GM.

Variation across practices and PCNs is
under review, with action planning
underway to address areas @ of
unwarranted variation.

The GM Dental Patient Access Quality
incentive scheme has been extended into
2025/26.

Continuous assessment of performance
and budget in relation to contracted
dental activity levels, with ongoing
engagement and collaboration with the
GM Dental Provider Board and GM Local
Dental Committees

These metrics are discussed with
Localities through the Locality Assurance
Meetings (LAM) process. Further details
and assurance will be provided in next
months report.

SR2

SR2
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NHS Oversight Framework, Greater Manchester Providers

T 25/26 NOF Last review
Segmentation

Bolton NHS Trust Expect publicationin  18.07.25 Challenges with finance, elective, diagnostic and UEC. Quality focus on Maternity 02.10.25
September 2025
Christie NHS Trust 12.08.25 Moved from segment 1 to 2 in August 2023. Movement back to segment one declined 12.11.25
by NHSE on the basis of a more comprehensive Well Led review needed to evidence
movement. 2025/26 NOF will use a revised methodology to assign a segment.
Greater Manchester Mental 11.07.25 Nationally led oversight of quality, performance and workforce. Performance risks 13.10.25
Health NHS Trust related to patient flow and reduce use of non-commissioned bed.
Manchester University NHS 03.06.25 Main performance risks include elective and diagnostics. In year finance risk. Quality =~ 04.09.25
Trust focus on HCAI and maternity. Tier 2 cancer and diagnostics.
Northern Care Alliance 18.06.25 Performance risk: UEC, cancer and diagnostics. Significant finance risk, quality focus 25.09.25
on maternity. ICB fortnightly assurance meetings (elective, diagnostic and cancer).
Tier 2 elective.
Pennine Care NHS Trust 23.07.25 Relatively low risk, performance challenges being dealt with through routine 22.10.25
engagement.
Tameside NHS Trust 11.06.25 Finance and UEC major risk. 17.09.25
Stockport NHS Trust 13.08.25 Significant financial challenge, main performance risk is paediatric audiology, service 05.11.25
closed and no robust plan in place. Quality risks identified and positively responded
to. Moved out of tiering.
Wrightington Wigan and 22.05.25 Elective assurance meetings in place fortnightly. Focus within GM tier one UEC 20.08.25

Leigh

programme. Placed into tier 2 elective, withfort nightly meetings



Locality Assurance Meetings

Locality

Bolton

Bury

Manchester
Oldham

Rochdale

Salford

Stockport

Tameside

Trafford

Wigan

Last review
date

03/07/25

05/06/25

15/07/25

20/06/25

29/07/25

29/05/25

28/05/25

18/07/25

10/07/25

01/08/25

Next review
date

09/09/25

28/08/25

30/09/25

15/09/25

29/10/25

26/08/25

22/08/25

14/10/25

03/10/25

07/11/25

Highlights
Financial pressures

Increasing costs related to personalised care, including CHC, section 117, and
mental health placements

Difficulties in executing Cost Improvement Plans (CIPs)

Rising expenses connected to the right to choose

Delivery

In quarter 3 we are having a focus on community services in particular plans
improve access times

Positive developments in creating neuro-developmental hubs, although
managing existing waiting lists remains difficult

Continuing challenges in reducing bed days lost due to patients being
clinically ready for discharge and in shortening mental health inpatient stays
Significant progress in decreasing Out of Area Placements (OAPs), with
ongoing focus on reducing non-commissioned and spot placements
Localities continue to prioritise reducing Learning Disability (LD) inpatients,
focusing on a select number of localities

In the last two months, localities have provided updates on their efforts and
progress in implementing neighbourhood models, sharing proactive
examples to promote best practice






A&E 4hr wait performance improved in July
to 71.4%. August in month (15t — 14%) shows
a worsening position also at 69.3%. In July,
NHS Greater Manchester Integrated Care
Board (GM ICB) was ranked 36™ out of 42
nationally.

The objective is to deliver 78% in March
2026.



In July, Category 2 ambulance response times were on
average 22 minutes and 11 seconds across GM. August in
month (15t — 14" performance has improved slightly to 20
minutes and 16 seconds. Performance YTD in 25/26
remains well within the 30-minute threshold.



In July, 8.6% of patients attending Type
1 A&E departments spent more than 12
hours in the ED. The latest unvalidated
data for August (15t — 14") shows a static
position remaining at 8.6%.

The combined provider target for March
2026 is <7.5%.



In June, the average ambulance
handover time was 23 minutes and
48 seconds. The target has been
achieved throughout 2025/26 so far.

The combined provider target for
March 2026 is 24 minutes and 10
seconds.






Within the 2025/26 national planning guidance, one of the priorities is to reduce the
proportion of people waiting over 52 weeks, the GM plan is no more than 1% by

March 2026. As of the 10t Aug, 3.7% of pathways were waiting over 52 weeks
against an end of month target of 2.9%.



At the end of June, the % of referral to treatment pathways seen within 18 weeks was 55.5% (GM Acute Providers).
One of the 2025/26 national priorities is to reduce the time people wait for elective care, improving the percentage of patients
waiting no longer than 18 weeks for elective treatment to 61% across our GM providers.



Within the 25/26 national planning guidance, one of the priorities is to reduce the proportion of people waiting over 18 weeks for
their first appointment. In July 59.5% of pathways were seen within 18 weeks. The 25/26 aim is to reduce the time people wait for

elective care, improving the percentage of patients waiting no longer than 18 weeks for their first appointment. The GM plan is to
deliver 68% within 18 weeks by March 2026 across all GM providers.



In June, the GM Acute Providers' 6-week
wait (6ww) performance across all DMO1
tests was 16.1%, against an end of
month target of 12.4%

GM Registered performance stood at
15.4%, ranking GM 10th out of 42
nationally.



In June, 28-day FDS performance was
delivered at 79.8% against a period target of
77.5%

The NHS Greater Manchester Integrated
Care Board (GM ICB) ranked 11th out of 42
nationally.

The GM plan is to deliver 80% by March
2026.



In June performance for 62-day referral to
treatment for All GM NHS Acute Providers was
69.2% against a period target of 70.7%

The NHS Greater Manchester Integrated Care
Board (GM ICB) ranked 17th out of 42 nationally

The GM plan is to deliver 75% by March 2026.



A total of 55,135 children accessed
mental health services in the 12 months
to June 2025. This is slightly better than
the 55,000 plan.



The average length of stay in adult acute,
older adult acute and psychiatric intensive
care unit (PICU) beds for GM registered
patients discharged in the 3 months to June
was 69.5 days against a target of 64 days.

GMMH average LOS was 83.9 in June,
which was worse than June plan and PCFT
was 64.7 days against a plan of 60.5 days



The published data for these metrics are rounded up to 5.

Through Q1 GM has consistently achieved plan for adult inpatients with LD and LD with autism with 50 patients against the end
of quarter plan of 56 in June.

GM have delivered worse than plan for adult inpatient care for patients with autism throughout Q1, failing to meet the end of
guarter plan of 55 in June with 65 patients.



GM ICB has set a target of 1,449,589 GP
appointments per month throughout
25/26. In June 25, 1,391,517
appointments were delivered.



As part of the 2025/26 national priorities, the aim is to increase the percentage of patients with hypertension who are treated in line
with NICE guidance, and the percentage of patients with GP-recorded cardiovascular disease (CVD) whose cholesterol levels are

managed according to NICE guidance. At the end of Q1, 51.3% of patients with recorded CVD and 71.4% of patients with
hypertension had been treated in accordance with NICE guidance
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Executive summary.

This report describes how complaints
have been managed at NHS Greater
Manchester (NHS GM) between 1st April
2024 to 31st March 2025 in line with the
Local Authority Social Services and
National Health Service Complaints
(England) Regulations (2009).

It is a statutory requirement under the
regulations to provide an annual
complaints report.
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The benefits that the population of
Greater Manchester will experience.

Complaints generate reviews of NHS
services and functions and as well as
providing individual redress to patients
and the public they promote service
development and learning.

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

Complaints are received from patients and
the public from all communities in Greater
Manchester. Every effort is made to
ensure equality of access to enable
complaints to be made and learn from
patient experience.

The decision to be made and/or input
sought.

The Committee is asked to:
¢ Note the contents of the report

¢ Note the themes and trends
identified

e Note the examples of learning from
complaints

¢ Note the plan for 25/26 to support
future improvement of services

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Supports the risk outlined on the BAF -
There is a risk that the quality of care,
patient safety and care experience will
decline if the ICB fail to comply with our
statutory duties for quality assurance in
Quality and Patient Safety within the NHS
GM system. This may lead to poorer
health outcomes for the GM population -
through good complaints management
and learning form complaints.




Key milestones.

This report outlines complaints activity for
2024/2025 and includes examples of
learning as a result of these complaints.
Actions and timescales in these cases
have been agreed with NHS GM services
and functions.

QPC should note:

e the plans for 25/26 to support future
improvement of services and the
proposed actions in response to the
Healthwatch England report.

e Proposals for the complaint function
in line with NHS Reform.

Leadership and governance
arrangements.

This report has been approved through
Nursing and Quality senior leadership.

The SRO is Mandy Philbin, Chief Nursing
Officer.

Engagement* to date.

*Engagement: public, clinical.
Analysis: equality, sustainability,
financial. Comments/ approval by
groups/ committees.

None to date.

Financial or Legal Implications

n/a

Table 1: Information needed about the document and its purpose.




Introduction

1. The Local Authority Social Services and National Health Service Complaints
(England) Regulations (2009), requires that all NHS organisations provide an
annual report on the handling and consideration of complaints. The required
inclusions to meet this statutory requirement are detailed in this report, namely:

e The number of complaints received

e The number of complaints upheld

e The number of complaints referred to the Parliamentary and Health
Service Ombudsman (PHSO) and Local Government & Social Care
Ombudsman (LGO)

e A summary of complaints by subject matter

e Matters of importance arising out complaints, or the way in which the
complaints were handled

e Learning and service improvements

2. This report describes how complaints have been managed at NHS Greater
Manchester (NHS GM) between 1t April 2024 to 315t March 2025. The report
details the number and nature of complaints received during the year and
demonstrates the organisation’s commitment to learning and improvement.

3. The report also reflects on the Healthwatch England report A Pain to Complain
and the recommendations it makes for improved complaints management.

The process for managing complaints

4. Complaints handling sits with the NHS GM Patient Services team within the
Nursing and Quality Directorate.

5. The Patient Services model promotes informal resolution of patient enquires and
concerns wherever possible. Where patients wish to make a complaint in line with
the regulations, we have a streamlined process to complaints investigation.

6. The NHS GM Patient Services model:

e Provides options, with patient consent, for informal resolution thus enabling
resolution of issues and concerns.

e |s designed around the statutory and regulatory responsibilities.

e Provides a consistent, positive and proportionate experience for the
majority of complainants.

e Promotes a culture of learning and ensures complaints are acted on to
improve services.


https://www.legislation.gov.uk/uksi/2009/309/contents/made
https://www.legislation.gov.uk/uksi/2009/309/contents/made

e |s based on and working towards achieving best practice standards
(including the Parliamentary and Health Service Ombudsman (PHSO)

NHS Complaint Standards, model complaint handling procedure and good

complaint handling guidelines.

Number of complaints received

7. The table below shows the number of complaints received:

Complaints received by
quarter

1 April 2024 - 31 March 2025

Qtr. 1

Qtr. 2

Qtr. 3

Qtr. 4

Total

205

245

202

155

807

8. The table below shows the proportion of complaints by primary care and other

services / providers:

Number of cases received

1 April 2024 - 31 March 2025

by case type and quarter
received Quarter | Quarter | Quarter | Quarter

1 2 3 4 Total
Complaints about other 205 245 202 155 | 807
services & providers
Primary care complaints 91 102 79 66 | 337
Total 114 143 123 89| 469

9. NHS GM Patient Services model combines information provision, signposting and

informal resolution of patient enquires and concerns. This informal resolution is

known as Patient Advice and Liaison (PALS). This gives the team the opportunity

to resolve enquiries by provision of information or internal liaison with health and
care services to provide quick and informal resolution for patients. For
comparison and context purposes, the table below shows all Patient Services
activity by case type, demonstrating most cases are managed informally through

PALS.



https://www.ombudsman.org.uk/organisations-we-investigate/complaint-standards/nhs-complaint-standards
https://www.ombudsman.org.uk/organisations-we-investigate/complaint-standards/nhs-complaint-standards

Number of cases received by 1 April 2024 - 31 March 2025

case type and quarter

received Qtr. 1 Qtr. 2 Qtr. 3 Qtr.4 | Total
PALS Enquiry 1006 861 934 936 | 3737
Complaint 205 245 202 155 | 807
MP / Councillor Enquiry 50 52 89 64| 255
Compliment 1 4 4 3 12
Mayor of Greater Manchester 1 1 2
Enquiry

Total 1263 1163 1229 1158 | 4813

Complaints outcomes

10.The table below shows complaints outcomes.

Complaints by outcome 1 April 2024 - 31 March 2025

Qtr. 1 Qtr. 2 Qtr. 3 Qtr.4 | Total
Complaints received in 205 245 202 155 807
quarter
Complaints upheld in full 25 17 12 10 64
Complaints upheld in part 17 19 27 11 74
Complaints not upheld 67 96 54 29 246
Complaints ongoing 13 17 19 31 80
Complaints not investigated* 83 96 90 74 343

11.Complaints not investigated include complaints that were appropriately re-
directed to other organisations for investigation, where necessary consent to
investigate was not received or where there was insufficient information to
undertake an investigation.



Escalation to the Parliamentary and Health Service Ombudsman (PHSO)

12.The table below gives details or cases escalated to the PHSO and of those cases
that were upheld by the PHSO.

Complaints escalated to and 1 April 2024 - 31 March 2025
upheld by the PHSO

Qtr. 1 Qtr. 2 Qtr. 3 Qtr.4 | Total

Complaints escalated to the 3 2 1 2 8
PHSO
PHSO investigations upheld 0 0 0 1 1

Themes and trends

13.Within the 807 complaints received between 1st April 2024 to 31st March 2025,
1466 issues were raised across 58 organisations.

% of
Organisation No. of issues raised | total
Primary Care Provider 758 52%
NHS Greater Manchester 216 15%
Manchester University NHS
Foundation Trust 121 8%
Northern Care Alliance NHS
Foundation Trust 80 5%
Stockport NHS Foundation Trust 38 3%

14.The top five themes across all complaints received in this period, by subject
theme, were:



% of
Subject theme No. of issues raised | total
Treatment 404 28%
Access to Services 262 18%
Communication 184 13%
Behaviour 171 12%
Appointment/Waiting
Times 164 11%

15.There is a level of consistency year on year with subject matter of complaints.
The top five subjects from year 2023 — 2024 were:
e Access to services
Prescriptions and dispensing
Appointments and waiting times
Treatment
Communication

These themes are reflective of the themes identified in recent GM Healthwatch Watch
reports.

16. A full outline of complaints by theme is shown in the graph below:






17. A full outline of complaint subject themes is shown in the chart below:

18. Further detail and breakdown of complaints can be found at Appendix 1.

Learning and service improvements

19.Learning from complaints is monitored on the case record and reported via
reports to Quality and Performance Committee. Learning from complaints is
shared in individual response letters, with NHS GM service and function leads

and key stakeholders.

20.There was specific learning points agreed in approximately one hundred
complaints. Examples of learning from complaints are outlined below:

Examples of learning for primary care

e Improvements in a GP practice complaint handling and communication
between primary care and private medical providers

e Review by a GP practice of their process to action investigation results and
consequent prescription of treatment and medication

e Enhanced training for GP reception staff about options for patients to raise
concerns and make complaints



Review of record keeping process by a GP practice following a MP letter
on behalf of a local patient

Review of dispending process by a local pharmacy

A complaint about access to healthcare resulted in a GP practice making
improvements in records management including referral and patient
information on EMIS, implementing a check and recall system for patients
awaiting referral and aligning the role of managing referrals to a dedicated
member of staff

Examples of learning for other services

Update of zero tolerance policy following a complaint about interaction with
NWAS when boking patient transport

In response to several complaints about Tier 3 weight management, the
Trust reviewed protocols relating to patient records, commissioning of a
new electronic mailing platform and introduced a new validation process to
ensure only patients registered for that service were contacted

Improved communication process and information for families on how to
access their health records as a result of a complaint about communication
made to a locality CHC team

Improved access to policy information connected to a complaint made
about IVF provision

Improvements to referral documentation to allow schools to contact
CAMHS for advice

Improved information for patients on choice in referral following a
complaint regarding ADHD provision

A complaint concerning end of life care resulted in a Trust reviewing and
improving their raining for infection prevention and control

A complaint concerning referral to Paediatrics resulted in team reflection
and discussion on the importance of communicating with families
regarding referrals to other services and external hospitals in the paediatric
surgery consultant meeting and review of referral processes

A complaint made about the NHS GM Patient Services team whereby a
patient was mistakenly misgendered in communications resulted in
additional Equality Diversity and Human Rights (EDHR) training for the
team

21.Where primary care complaints raise performance or professional conduct issues,
a referral to the Professional Standards Group (PSG) can be made. In 2024 /
2025, thirteen referrals were made to PSG with recommendations including:

Further professional development and training

Improved communication and knowledge of NHS dental provision and
charges

Improved written information on diagnosis and treatment

Improved knowledge of and practice information on how to access urgent
dental care

improved clinical record keeping



22.Three cases were shared with NHSE for national learning. These cases involved:
e Provision of care across two ICB areas that resulted in a delay in
admission to a hospice.
e Delays in referrals and provision of imaging results that resulted in delays
to patient care.
e Prescribing error involving a “sound alike” drug that resulted in patient
harm. Learning shared to prevent future harm to other patients.

Matters of importance arising out of complaints

Focus on primary care complaints & recovery

23.NHS GM is managing a backlog of primary care complaints (backlog is defined as
any complaint over 6 months old). The backlog cases are being manged under a
recovery plan, updated and reported on weekly. There is a dedicated resource
within the Patient Services team allocated to resolving backlog.

24.The risk associated with managing a backlog of cases under the recovery plan is
noted on the Quality and Performance Committee risk register.

25. At the time of writing this report, the backlog constituted circa 70 cases. This
represents a halving of backlog cases in the year 2024 — 2025 (on 5/4/24 there
were 173 complaints in backlog).

26.The backlog is scheduled to be fully resolved by December 2025. At the time of
this report, performance is ahead of trajectory.

Healthwatch England report A Pain to Complain

27.The Healthwatch England report A Pain to Complain was shared with Quality and
Performance Committee (QPC) in May 2025. A copy of this report is attached at
Appendix 2.

28.The Healthwatch report found low public confidence is preventing people from
taking any action after experiencing poor care, meaning that current complaints
numbers could just be the tip of the iceberg. The report also noted that is little
evidence that complaints are being systematically used to improve care.


https://www.healthwatch.co.uk/sites/healthwatch.co.uk/files/20250120_Complaints%20report%20draft%20FINAL%20HWE.pdf

29.The report identified several key findings:
e Very few patients complain
e Low confidence stops people acting
e A poor complaints experience is common.
« Falling investment in support to help people complain.
o People experience long waits for responses.
e The NHS is not effectively learning lessons.

30.The report made a number of recommendations, the majority for action by the
Department of Health and Social Care and NHSE, grouped around three key
themes:

Make the complaints process easier for patients and their families to
navigate

Monitor and improve the performance of organisations that handle
complaints

Develop a culture of listening to and learning from complaints

31.Considering those recommendations made to Integrated Care Boards (ICBs) or
relating to their delivery of the complaints function:

Collecting wider data about complainants, such as gender, ethnicity
and disability — NHS GM Patient Services team collects data from
complainants when and where appropriate within the complaints process.
It is recognized that collecting this type of data in a complaint scenario can
be difficult and in 2025 — 2026 the NHS GM Patient Services team will
work with EDHR colleagues to refine and improve data collection
techniques.
Detailed and mandatory standards on NHS ‘front-door’ information -
including on the NHS App - about how people can navigate the complaints
process. NHS GM Patient Services team has done significant work to
design and implement One Front Door for patients to make complaints.
The Front Door to Patient Services consists of:

» dedicated confidential telephone line staffed by skilled and

experienced officers

» dedicated email Inbox monitored daily

» webform to make enquires and complaints

» written mail access.

The team works closely with local advocacy organisations and
representative groups as well as Interpretation and Translation services in
GM to ensure access. The Patient Services webpage has been re-
designed in 2024 — 25, working in partnership with Healthwatch, to
improve information on the complaints process and support available.
Review of statutory NHS complaints advocacy services — NHS GM
Patient Services team works with local advocacy services and promotes
access to advocacy on the webpage.

Mandatory response times for complaints following a baseline
exercise on current average response times at all providers and ICBs



— NHS GM works within the NHS complaints regulations which recognise
there is no one size fits all timescale for dealing with complaints. We will
engage with a baseline exercise if / when launched.

e NHS organisations should survey patients after complaint cases are
closed to monitor their satisfaction with the process and outcomes —
through local and national complaints networks, NHS GM Patient Services
team has undertaken work to develop suitable survey methods. Our
experience, however, is that this is challenging in terms of low return rates
and survey completion often being overly reliant on complaint outcome
itself rather than experience of the process.

e Report on new performance indicators of complaint handling —
complaints teams are required under the current regulations to provide an
annual complaints report and in practice provide additional regular
reporting through Committee, function / division and on an ad hoc basis. All
NHS organisations subject to the complaints regulations also submit a
national complaints report (the KO41a and b report).

e Performance audit on ICB compliance with the 2009 complaints
handling regulations — NHS GM will engage with a complaints audit if /
when launched.

e Strengthen regulations to require NHS bodies to publish their annual
complaints reports, rather than ‘on request’ as currently required —
NHS GM makes its complaints annual report available through the QPC
public papers. We will review other opportunities to make the report
available, e.g. on the NHS GM Patient Services webpage, through the
NHS GM Publication Scheme and pro-active sharing with key
stakeholders.

e Providers to better demonstrate learning from complaints through
more detailed annual complaints reports — an action for providers but to
note NHS GM receives annual reports from some GM providers.

e Make the PHSO’s NHS Complaints Standards mandatory — NHS GM
reviewed and updated the Patient Services policy taking into account the
PHSO complaints standards and other examples of good complaints
handling.

e Assessment of ICBs’ complaints handling in ICB annual assessments
— NHS GM will engage with any enhanced assessment of complaints
handling.

e Improve the regulation of providers’ complaints’ handling
responsibilities by checking this at every new and full assessment

32.NHS GM will produce an action plan in response to the report, working in
partnership with Healthwatch, the national complaints groups and our
neighbouring ICBs.



Looking forward

33.The primary care complaints recovery plan will remain a focus in 2025 / 2026.
The backlog is scheduled to be complete by December 2025, and at the time of
writing this report we are working ahead of plan.

34.NHS GM has procured a new version of Datix to use for Patient Services and
other governance functions. The system is currently in the implementation stage
and Go Live date has been moved to 15t January 2025. This decision was taken
by the NHS GM Datix Implementation Group on the advice of Datix recognising
that the impact of NHS Reform means that ICB structures will change and this in
turn impacts on work to populate and code the Datix system with the correct
structure for NHS GM. In the interim, Patient Services is utilising an existing
version of Datix and there will be a smooth transition to the new system with
minimal interruption and impact on complaints management.

35.The Model ICB Blueprint states that complaints management will remain within
ICBs and adapt to the challenges of NHS Reform. NHS GM has approved a
model that focuses on delivering the statutory duties of complaints management
and learning. This will involve a significant change and move away from informal
issue resolution through the Patient Advice and Liaison (PALS) approach.
Anticipated risks will be included in an impact assessment that will also detail
proposed mitigations. An implementation plan to embed the new model and
bolster information and signposting resources to address informal enquires will be
developed in 2025 / 2026.

Conclusion

36.NHS GM received 807 complaints, 3737 PALS enquiries and 255 MP enquiries
and concerns between 15t April 2024 to 31t March 2025.

37.NHS GM is making progress with the primary care complaints backlog and has
halved backlog cases in 2024 — 2025. Recovery is scheduled by December 2025
and at the time of writing this report we are working ahead of plan.

38.NHS GM uses PALS enquiries and complaints to highlight opportunities for
learning and service improvement. There has been significant learning outlined in
this report shared with primary care, secondary care and commissioned services.
It is acknowledged that, in the main, learning is managed on a case-by-case
basis so further work will be undertaken in 2025 — 2026 to formalise process and



structure around learning from complaints and embed with ICB services,
functions and existing processes.

Recommendations

The Committee is asked to:
e Note the contents of the report
e Note the themes and trends identified
e Note the examples of learning from complaints
e Note the plans for 25/26 to support future improvement of services



Appendix 1 — breakdown of complaints activity

1. Number of complaints received by month between 15t April 2024 and 315t March 2025



2. Number of issues raised in complaints received between 1st April 2024 and 31st March 2025 by provider type (NHS GM and
non-primary care commissioned providers)



3. Number of issues raised in complaints received between 1st April 2024 and 31st March 2025 by primary care provider type



4. Complaints received between 1st April 2024 and 31st March 2025 by theme



5. Primary care complaints received between 1st April 2024 and 31st March 2025 by Theme



6. Complaints received against NHS Greater Manchester between 1st April 2024 and 31st March 2025 by Theme



Other services and providers

1. Complaints received between 15t April 2024 and 315t March 2025 by Organisation

Number of issues raised in complaints received by organisation Qtr.1 | Qtr.2 | Qtr.3 | Qtr.4 | Total
Manchester University NHS Foundation Trust 23 27 31 40 121
Northern Care Alliance NHS Foundation Trust 14 18 13 35 80
Stockport NHS Foundation Trust 8 5 3 22 38
Royal Bolton Hospital NHS Foundation Trust 25 5 6 1 37
Organisation not disclosed 10 10 3 5 28
Wrightington, Wigan and Leigh Teaching Hospitals NHS Foundation Trust 2 6 6 11 25
Greater Manchester Mental Health NHS Foundation Trust 6 3 3 9 21
North West Ambulance Service NHS Trust 3 5 1 9 18
Tameside and Glossop Integrated Care NHS Foundation Trust 3 2 10 2 17
Pennine Care NHS Foundation Trust 1 3 5 3 12
Choice Independent Living 10 10
HCRG Care Group 2 1 4 7
NHS Cheshire and Merseyside ICB 1 5 6
Bolton NHS Foundation Trust 4 1 5
Stockport Council 4 4




Number of issues raised in complaints received by organisation Qtr.1 | Qtr.2 | Qtr.3 | Qtr.4 | Total
Connect Health 4
NHS England 1 1 4
Practice Plus Group 3 3
ADHD 360 1 1 3
The Leeds Teaching Hospitals NHS Trust 2 2
NHS Somerset ICB 2 2
Liverpool University Hospitals NHS Foundation Trust 2
Create Fertility 2 2
GOToDOC 2 2
Bury Council 1 2
East Cheshire NHS Trust 1 2
Oldham Council 2
Mersey and West Lancashire Teaching Hospitals NHS Trust 2 2
UK Expert Medical 2
Mersey Care NHS Foundation Trust 2 2
Yorkshire Health Solutions 2 2
Blackpool, Fylde, and Wyre Hospitals NHS Trust 1 1

BARDOC




Number of issues raised in complaints received by organisation Qtr.1 | Qtr.2 | Qtr.3 | Qtr.4 | Total
Trafford Council 1
NHS North Central London ICB 1 1
Focused Care CIC 1
HCA Healthcare Ltd 1 1
The Christie NHS Foundation Trust 1
NHS Staffordshire and Stoke-on-Trent ICB 1
University Hospitals Bristol and Weston NHS Foundation Trust 1
Circle Health Group 1 1
Primary Care Support England 1
King's College Hospital NHS Foundation Trust 1 1
Cambridge University Hospitals NHS Foundation Trust 1
Oaklands Hospital 1
GP Care Services Ltd 1 1
LANCuk 1 1
NHS Digital 1
Optegra 1
Big Life Group 1
Advocacy Focus 1 1




Number of issues raised in complaints received by organisation Qtr.1 | Qtr.2 | Qtr.3 | Qtr.4 | Total
NHS Mersey and West Lancashire Teaching Hospitals NHS Trust 1 1
Bridgewater Community Healthcare NHS Foundation Trust 1 1
More Life 1 1
ABL Healthcare Limited 1 1
NHS Alder Hey Children's NHS Foundation Trust 1 1
Total 120 102 105 165 492




2. Complaints received about other providers between 15t April 2024 and 315t March 2025 by Theme

Number of issues raised in complaints received by theme | Qtr.1 | Qtr.2 | Qtr.3 | Qtr.4 | Total

Treatment 31 45 36 63 175
Appointment/Waiting Times 14 16 25 24 79
Behaviour 10 13 6 38 67
Communication 16 9 13 7 45
Patient Records 28 1 5 5 39
Access to Services 10 6 9 10 35
Admission/Transfer/Discharge 3 5 4 7 19
Medication 3 2 5 3 13
Information Request 3 2 3 8
Environment 2 3 5
Transport 1 2 3
Equipment 1 1 2
National Policy 1 1
Effective Use of Resources 1 1
Total 120 102 105 165 492




3. Complaints received about other providers between 1st April 2024 and 31st March 2025 by Organisation and Theme
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Royal Bolton Hospital NHS Foundation Trust 5 3 1 3 18 5 1 1 37
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Wrightington, Wigan and Leigh Teaching Hospitals NHS
Foundation Trust 8 7 3 2 1 1 2 1 25
Greater Manchester Mental Health NHS Foundation Trust 3 3 4 4 3 2 1 1 21
North West Ambulance Service NHS Trust 9 1 4 1 1 2 18
Tameside and Glossop Integrated Care NHS Foundation
Trust 4 4 1 3 1 2 1 1 17
Pennine Care NHS Foundation Trust 6 3 2 1 12
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HCA Healthcare Ltd 1
The Christie NHS Foundation Trust 1 1
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University Hospitals Bristol and Weston NHS Foundation
Trust 1 1
Circle Health Group 1 1
Primary Care Support England 1 1
King's College Hospital NHS Foundation Trust 1 1
Cambridge University Hospitals NHS Foundation Trust 1 1
Oaklands Hospital 1 1
GP Care Services Ltd 1 1
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1. GM Safeguarding Children Partnerships Annual Reports 2024/25

11

This report presents the 2024/25 Annual Reports from each of Greater Manchester’s
(GM) Safeguarding Children Partnerships to the Quality and Performance Committee
(QPC) for formal approval. These reports will be submitted to the Department for
Education (DfE) in September 2025, in line with statutory requirements

under Working Together to Safeguard Children (DfE, 2023).

1.2 Under this statutory guidance, safeguarding partners (Local Authorities, Integrated
Care Boards, and Chief Officers of Police) are jointly accountable for publishing an
annual report that evidences the effectiveness of Multi-Agency Safeguarding
Arrangements (MASA). Reports must demonstrate collaborative working, impact on
child protection, learning from serious incidents, and future priorities. They must also

be accessible and publicly available.

1.3 Within NHS Greater Manchester, the GM ICB Chief Officer acts as the Lead
Safeguarding Partner, with the Chief Nursing Officer as the Delegated Safeguarding
Partner. The governance model ensures statutory compliance across all GM

localities.

1.4 The GM Safeguarding Children Partnership annual reports for approval are provided

in Table 1 below.

15 The outstanding Safeguarding Children Partnership annual reports are outlined in
Table 2 and will be submitted to the Quality and Performance Committee in October

2025.

Table 1 — GM Safeguarding Children Partnerships Annual Reports 2024/25 for Approval

Safeguarding Children Partnership

Annual Report 2024/25

Stockport

-

Stockport SCP
Annual Report 2024

Trafford

]

Trafford SCP
Annual Report 2024

Table 2 - GM Safeguarding Children Partnerships with outstanding annual reports for 2024/25

Safeguarding Children Partnership

Annual Report 2024/25

Bolton

Will be submitted to QPC October 2025
meeting

Bury

Will be submitted to QPC October 2025
meeting

Heywood, Middleton & Rochdale

Will be submitted to QPC October 2025
meeting

Manchester Will be submitted to QPC October 2025
meeting
Oldham Will be submitted to QPC October 2025




meeting

Salford Will be submitted to QPC October 2025
meeting

Tameside Will be submitted to QPC October 2025
meeting

Wigan Will be submitted to QPC October 2025

meeting

2. RECOMMENDATIONS:

e The Committee is asked to note the completion of the submitted GM locality
Safeguarding Children Partnership Annual Reports 2024/25, and approve
submission to the Department for Education

¢ The Committee is asked to note and approve the submission of the remaining
GM Safeguarding Children Partnership Annual Reports 2024/25 for October
2025 Quality Performance Committee.







Quality and Performance Committee

September 2025

Required information.

Details.

Title of report.

Mental Health 12 Hour waits in Emergency
Departments (ED)

Author.

Rachel Farn — Head of Mental Health Clinical
Effectiveness

Prof. Sandeep Ranote — Clinical Director,
Mental Health GM

Gary Flanagan - Assistant Director of Mental
Health Strategic Commissioning

Presented by.

Manisha Kumar, Chief Medical Officer

Contact for further information.

Rachel Farn — Head of Mental Health Clinical
Effectiveness
Rachel.farnl@nhs.net

Version Number v1.1



mailto:Rachel.farn1@nhs.net

Executive summary.

This paper provides an update on mental
health long waits in Greater Manchester
Emergency Departments, following the
September 2024 review. The work sits within
the NHS 10-Year Plan and the Urgent and
Emergency Care Plan 2025/26, which focus
on reducing long waits, improving patient
flow, and strengthening alternatives to A&E.

A review of data quality is underway to
ensure accurate reporting of mental health
attendances. The Mental Health Individual
Escalation Process has been refreshed to
improve oversight of long waits, and pilots for
Clinically ready for discharge (CRFD) and
complex case escalation are being tested to
support patient flow. System groups,
including the Mental Health (MH) Operations
Network and the Safety Siren, continue to
monitor performance, identify trends, and
drive improvements. Crisis care
transformation is progressing, with expanded
24/7 First Response Services, improved
community crisis support, and targeted
initiatives to reduce unnecessary ED
attendances.

Greater Manchester continues to focus on
improving patient flow and timely access to
care. While challenges remain, ongoing
oversight, coordinated initiatives, and quality
improvement work support progress toward
the goals of the NHS ten-year plan.

The Quality and Performance Committee is
asked to note the initiatives and assurances
in place, support continued focus on data and
oversight and recognise that this work will
help meet the goals of the NHS ten-year plan.
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The benefits that the population of Greater
Manchester will experience.

Improved access to urgent care.

More appropriate crisis care, and community
crisis offer to improve outcomes

Improved oversight and data quality for more
robust monitoring to drive improvements.

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

Equitable access to care

Enhanced community support reducing
barriers to care

Better data to identify groups who are
experiencing long waits

The decision to be made and/or input
sought.

The Quality and Performance Committee is
asked to:
¢ Note the initiatives and assurances in
place.
e Support ongoing focus on data,
oversight, and quality improvements.
e Recognise that this approach will help
meet the goals of the NHS ten-year
plan.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

The areas within this report and progress
made to improve these relate to BAF risk SR5
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Key milestones.

Sept 2024 — Deep Dive analysis into MH
Long waits

Mar 2025 — MH Individual Escalation Policy
refreshed and relaunched

April / May 2025 — Regional MH Action Cards
embedded into practice

Sep 2025 — Relaunch Mental Health Ops
Network

Q3 2025 — System wide training of the MH
Escalation process for ED

Oct 2025 — Implement CRFD and Complex
Case Escalation processes

2025/2026 — Crisis Care transformation
priorities set, and programme expanded,
delivery throughout the year

Leadership and governance
arrangements.

Overseen in the MH Programme governance

Engagement* to date.

equality, sustainability, financial.
Comments/ approval by groups/
committees.

*Engagement: public, clinical. Analysis:

There has been no formal engagement on
this paper as this paper is produced for
Quality and Performance Committee and has
not been elsewhere. The intelligence and
papers used to formulate this report have
come from the NHS GM Clinical
Effectiveness and Governance Groups (and
related subgroups) and the NHS GM Mental
Health Partnership Group

Financial or Legal Implications

Legal risks include potential breaches of duty
and regulatory scrutiny if delays persist.
Financially, long waits and delayed
discharges are driving up system costs.
Continued investment in crisis alternatives
and improved data oversight is essential to
reduce ED pressure, support patient flow, and
meet NHS 10-Year Plan goals.
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1 Introduction

In line with Fit for the Future: 10-year Health Plan for England *and the NHS Joint forward plan 2
and its mission to “recover core services” Accident and emergency (A&E) performance is
monitored in many different parts of the NHS GM system including Mental Health.

The Urgent and Emergency Care Plan 2025/ 2026 2 published by NHS England and building on
earlier recovery plans, sets out the latest measures to address the pressures facing the NHS.
Since the Covid-19 pandemic, hospitals remain fuller, ambulances continue to face rising
demand, and patient flow through hospitals is slower. The updated plan prioritises reducing long
waits, improving patient flow, and strengthening crisis care alternatives to A&E.

The four-hour A&E operational standard set in 2010 stated that at least 95% of patients
attending A&E should be admitted, transferred or discharged within four hours. In December
2022, a target of 76% to be hit by March 2024 was announced and a new objective of 78% of
patients to be seen within 4 hours by March 2025. The 78% target remains as the interim target

In addition, The Urgent and Emergency Care Plan 2025/ 2026 # also asks systems to commit
to reduce the proportion of waits over 12 hours in A&E and reduce the proportion of 24 hour
waits for mental health admissions.

In September 2024 a paper (Appendix 1) was presented in response to Sitrep data that
suggested that individual Mental Health (MH) long waits were not being escalated in the same
manner as they had been before and there was a possible increase in long waits for Mental
health patients. A number of recommendations were made, this paper provides an update on
the current position and describes the transformation and quality work to support improvement
in this area.

2 Summary of findings of deep dive analysis presented in Sept 2024

The previous report (appendix 1) presented a deep dive analysis into the relevant data and the
findings are summarised below:

Data Analysis Key points:

e There had been no significant increase to 12 hour + waits across GM in the last 4-6
week (8" July 2024 — 18™ Aug 2024)

e In adults there is no notable difference between Male and Females who wait, however
the 0-19 category shows Females are more likely to wait at a rate of approximately 3:1.

e Adults 65+ and in particular those 80+ are more likely to wait over 12 hours. More work

1 NHS England » Fit for the Future: 10 Year Health Plan for England
2 NHS GM Joint forward plan
3 NHS England » Urgent and emergency care plan 2025/26

4 NHS England » Urgent and emergency care plan 2025/26
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is required to understand the reasons for these attendances; it is suspected that many
in this category do not require Mental Health care even though their primary diagnosis
is coded as dementia and / or delirium.

Hospitals within Northern Care Alliance have the most 12 hour waits, this is also
reflected in the locality data.

Manchester locality have the highest number of 12 hour + waits over time and
Tameside have the least. However, the rate per 1000 population shows Oldham as the
highest and Tameside remains the lowest.

Greater Manchester ICB region has the lowest 48+ waiters overall in both the Physical
Health and Mental health categories in the Northwest. The benchmarking data can be
interpreted in different ways.

o0 GM are performing well overall.

o GM are performing well with acute physical health patient flow.

o GM are in a better position overall compared to the NW ICB regions for MH long
waiters

o physical health long waiters are approximately 9 times higher in Cheshire and
Mersey and approximately 3 times higher in Lancs and Cumbria than Mental
health, but MH long waiters are an equal proportion in GM.

o There is an argument that the MH long waiters should be similar in proportion to
physical health waiters as seen in GM because of demand on services and need
as well as overall resource allocated. MH care is delivered by a complex
ecosystem often relying on social care, Voluntary, Community, Faith and Social
Enterprise (VCFSE) and wrap around care in the community for discharge (as
shown in the Out of Area (OAPs) and CRFD data) as well as MH community
team treatment in order to prevent the crisis in the first place and this is where
understanding the care need of all the presentations and particularly long waiters
becomes important : placement breakdown , medication , acute relapse ,
forensic , alcohol / drugs . Learning from the patient flow work in acute care EDs
is also important .

Whilst the data showed a relatively stable position a number of recommendations to expand
but understanding and drive quality improvements through actions were agreed as summarised
in Table 1 below

Title

Recommendation

Further Data Analysis

Delirium and Dementia — Set up a sub-group of the MH Safety Siren
to investigate the data around delirium and dementia coding. To
develop a mechanism data cleanse so that an accurate data set for
later life MH long waiters can be established to appropriately exclude
those that are waiting due to onward physical health admission /
community care.

Presentations — Audit waits over 48 hrs (this will be classed as
automatic escalation to GM and reported to region) to understand the
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need for onward care and therefore understand the wait. Mental
Health Ops Network (MHON) to work with the Data Intelligence and
Insight team and Urgent and Emergency Care (UEC) team to collate
data on outcome for each long waiter, e.g. low / medium secure,
Psychiatric Intensive Care Unit (PICU), adult acute, Children and
Young People (CYP) tier 4, CYP social care, later life.

MH Individual Review to ensure this is in line with the new processes of region and
Escalation Process national, Audit is required to understand the compliance and reasons
for non -compliance with the MH individual case escalation process in
provider organisations., Relaunch and remind to boost compliance
and knowledge of the process. To improve the recording of the
escalations for the purpose of thematic analysis and quality
improvement. Provider internal escalations which should take place
before the MH individual case escalation process are already being
reviewed to ensure consistency across Mental Health Providers.

SCC Process Review | Update framework once published. MH operational network has and
will continue to input via System Co-ordination Centre (SCC) to
national MH Operational Pressures Escalation Levels (OPEL)
framework consultation. Review of what’s reported through the
Situation Report (SITREP) to ensure a full quantitative and qualitative
picture is presented. Review of the SCC processes in line with new
process requirements from region and the new MH OPEL

MHON Review of governance and operations to ensure maximised
opportunity for oversight and quality improvement. In particular to
strengthen the links and the reporting structure between the network
and MH Safety Siren group and the SCC leadership group

An update on these recommendations and a summary of transformation work is provided in this
paper at section 5

3 Current position

ED performance is closely monitored across the system, with regular benchmarking through the
SCC Leadership Group and UEC Board. The following data for April 2025 provides insight into
Greater Manchester’s current position, both in comparison to the national picture and against
other areas in the region.
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GM ICB report the second highest % of MH patients attending EDs in the NW region at 3.06%,
also higher than the national average at 2.91%. GM reports the lowest % MH ED Waits at
12hrs, 24hrs, 48hrs and 72hrs.

Version Number v1.1




4 Assurances and Actions

Further Data Analysis

The first Mental Health Long Waits paper highlighted issues in patient and diagnostic coding,
with many patients recorded as having dementia or delirium even when their attendance was
for physical health reasons. In addition, there was a concern about how accurately mental
health attendances are coded, as the published figures come from A&E coding and are not
checked by Mental Health trusts, this has since been raised as a regional and national concern.

A full GM data quality review of MH ED attendances relating to these points was proposed at
the GM Providers Chief Data Officer meeting earlier this year.

The idea was supported, and several acute trusts agreed to take part. A working group will be
set up, involving colleagues from other ICBs to make sure the approach is consistent across the
region and in line with the National Mental Health and UEC Flow Programme, which is also
reviewing MH ED wait data nationally.

The start of the GM review has been pushed back to ensure learning from a review completed
by Cheshire and Mersey ICB, and the outputs of the national work, can be fully considered. This
approach will keep Greater Manchester aligned with both regional colleagues and national
direction. The review will now begin in September 2025, with regular updates shared through
the Mental Health Ops Network.

Mental Health Individual Escalation Process for Emergency Department (ED) waits

In Greater Manchester, a Mental Health Individual Escalation Process has been introduced to
strengthen oversight of long waits in Emergency Departments (ED). Following the
recommendations from the first Mental Health 12-Hour Waits paper, the process was reviewed
and relaunched earlier this year, alongside the development of a supporting toolkit (Appendix 2).
The refreshed policy is fully aligned with national requirements set out by the System Co-
ordination Centre (SCC) and regional escalation standards. It sets out maximum timescales for
escalation across four levels: Level 1: Provider escalation, Level 2: Locality escalation, Level 3:
System escalation, Level 4: Regional escalation. At Level 3, cases are reviewed by the NHS
GM Clinical Director for Mental Health (or nominated deputy), who may convene a system
safety huddle. This brings together partners to agree collaborative, solution-focused actions,
with progress monitored by the SCC team. A system-wide training programme to support
consistent use of the policy will be completed in the coming months.

Feedback on the process has been positive, but some further work is needed to monitor
outcomes from system-level escalation. The ED escalation policy has already been used as a
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blueprint to design and pilot two additional processes:

e CRFD escalation — for patients admitted and clinically ready for discharge where
barriers remain unresolved despite provider and place-level escalation.

« Complex Cases escalation — for patients outside ED or CRFD criteria but where a
system-wide response is needed due to barriers to flow or significant clinical/operational
issues.

Both pilots are currently being tested across GM. Subject to governance approval, they will be
implemented in Q3, further supporting patient flow and helping to reduce ED waits.

System Co-ordination Centre Processes

The Mental Health individual escalation policy is included as an appendix to the Long Waits
standard operating procedure (SOP) and work to refresh and update it is ongoing. The SOP is
still in draft, and the SCC team have commenced further work to clearly define the
responsibilities of certain staff groups and executives before it goes for final approval.

Since the last paper NHS England have published the MH OPEL and MH Escalation Action
Cards °.In Greater Manchester the system was well placed to incorporate the requirements
into practice, as the MH Individual Escalation policy was established and the SCC oversight of
waits in ED is robust. Both Greater Manchester Mental Health (GMMH) and Pennine Care
Foundation Trust (PCFT) have embedded the use of the action cards into day-to-day practice
and regularly report their application of them to the NHS GM SCC team regularly for oversight
and monitoring. Ahead of winter the SCC team in collaboration with the MH Programme is
reviewing the action cards to identify any opportunities for improvement, with a particular focus
on ensuring those actions that apply at system level.

Greater Manchester Mental Health Ops Network (MHON)
The MHON is an operational oversight group to monitor the provision of mental health care
services across the system. It forms part of the SCC governance and has system wide
representation, including key partners from the emergency services, local authority and VCFSE
organisations. As part of the review of SCC processes a decision was made to pause the
meeting. However, given the focus on reducing long waits and the pressures in ED the meeting
is being reestablished from Sept 2025, jointly chaired by the NHS GM Clinical Director, MH and
the Chief Operating Officer at PCFT. The meeting will enable a platform for:

e Operational focus on long waits and support collaborative solutions and actions

e Undertake thematic review and analysis of escalations to drive improvements

e Oversee MH Safety Siren recommendations and MH data relating to ED

5 NHS England » Integrated operational pressures escalation levels (OPEL) framework 2024 to 2026
Version Number v1.1
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The terms of reference for the group are currently under review and will be presented for
ratification at the first meeting on Thursday 4" September 2025.

Mental Health Safety Siren

The MH Safety Siren (attached at appendix 3) provides a mechanism to monitor 6 measures
which relate to urgent care. Using a Statistical process chart (SPC) trends can be tracked so
when a measure falls outside the standard deviation this is an alert but not always a negative.
The dashboard is published and the data updated weekly. It has the functionality to drill down by
Locality, Age, Group and Ethnicity and provides a visual representation of these key measures
to identify areas under pressure. The monthly group has system wide representation and is
chaired by the NHS GM Clinical Director Mental Health. It reviews the latest dashboard data;
monitors trend and identifies key themes. Insights from the meeting are shared with relevant
stakeholders to drive mitigation and learning across the system.

The safety siren report has been refreshed and is now shared with the SCC leadership group
and the wider UEC system. It will also be a regular feature on the MHON agenda which will
support driving improvements across the system.

Crisis Care Transformation work

GM is implementing a robust and comprehensive Mental Health Crisis Care transformation
programme in GM (detailed update provided at Appendix 4) designed to improve access to
professional mental health crisis response at every stage of the UEC pathway, reducing
attendances for mental health reasons at ED, avoid unnecessary admissions, and support
people to stay safe in the community.

Key actions for delivery:

* Full mobilisation of 111 and 999 GM 24/7 First Response Service (24/7 crisis helpline
and MH Urgent Triage)

e Delivery of S136/Health Based Place of Safety Improvement Plan

* Expanded and improved community crisis MH model (attached at appendix 5) including
Crisis Resolution, Home Based Treatment, and VCSE-led crisis alternatives, based on
the UEC MH Mental Health Self-Assessment (Men-SAT) recommendations. This has
been recently submitted to NHS England for approval.

Delivery approach:
« Investment in crisis MH services to enable sustainable model and reduction in unplanned
spend (i.e. out of area placements)
* Workforce development through targeted recruitment and capacity planning.
* VCFSE integration enabled by supporting system access, co-location, joined up care
pathways.
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» Digital solutions to achieve parity with physical health/UEC systems.

* Improved data flows and monitoring improvements including real-time management

» Strengthened collaboration across the NHS GM MH and UEC Programme teams to
ensure co-ordinated working and prioritisation and promote parity of Mental Health
presentations

As well as the wider work the crisis transformation plan includes a number of initiatives which
directly impact long waits:

e A&E Navigation Pilot planned in Manchester aimed at diverting patients from ED into
appropriate community services after MH triage to reduce long waits, increase capacity
and improve patient experience. Options are currently being explored to extend this to
dedicated Approved Mental Health Professional (AMHP)/VCEFSE/S12 doctor capacity in
A&E to support with more timely MH assessments

¢ Mental Health Liaison team capacity and demand review in Q4

e Exploring options to provide enhanced support to MH ED presentations that are alcohol
related, aligned with the alcohol harm reduction strategy for GM.

e The comprehensive S136 safety improvement plan includes a number of actions which
will contribute to reducing the 136 handover times to within 6 hours by December 2025
and within 4 hours by April 2026, with improved access to dedicated health-based places
of safety (60% of all S136 detentions).

5 Conclusion

Greater Manchester is strengthening oversight, governance, and coordination across urgent
and emergency mental health services. While significant challenges remain, the system is
maintaining a sustained focus on improving patient flow, ensuring timely care, and helping
people access the right support in the right place, supporting progress toward the goals of the
NHS ten-year plan.

6 Recommendations

The Quality and Performance Committee is asked to:
¢ Note the initiatives and assurances in place.
e Support ongoing focus on data, oversight, and quality improvements.
e Recognise that this approach will help meet the goals of the NHS ten-year plan.
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10 Appendices

Appendix Number Name

Appendix 1 Mental Health — 12 hour waits in
A&E paper — Sept 2024

Appendix 2 MH individual Escalation Policy
Toolkit

Appendix 3 MH Safety Siren Data

Appendix 4 UEC System MH Crisis Care
update

Appendix 5 Regional Transformation bid
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Executive summary.

The Greater Manchester Neurorehabilitation and Integrated Stroke Delivery Network is a provider funded collaborative that
oversees and facilitates service improvement in the region’s stroke and community neurorehabilitation services. Part of its role is to
support performance management of services, with a data led approach to quality improvement.

The report/presentation provides an overview of the current metrics for these pathways of care.

Key points:

Network provides regular information to support quality improvement and performance management of services to Greater
Manchester NHS providers, NHS England, the Integrated Care Board across both care pathways using national data and local
audits

Strong focus on patient and carer involvement in service improvement

National exemplar for community stroke and neurorehabilitation data reporting

National stroke audit data has changed to reset the national ambition resulting in lower scores for Greater Manchester
inpatient services

Wythenshawe Hospital and Royal Albery Edward Infirmary (Wigan) stroke unit continue to perform poorly — the network has
escalated detailed reports with recommendations to both Trusts’ executives with limited progress to date

No concerns in latest national stroke mortality data (2024/25)

Almost all community stroke and neurorehabilitation services do not comply with network models for staffing and number of
professionals in the core team

Audit against National Clinical Guideline for Stroke (2023) showed good compliance for hyper acute and acute stroke care,
with more gaps in inpatient and community rehabilitation




Required information.

Details.

The benefits that the population
of Greater Manchester will
experience.

Improvement in patient outcomes and experience for those accessing the region’s stroke and community neurorehabilitation
services

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

The network is focused on ensuring accessible stroke and neurorehabilitation services for all GM residents that reduce health
inequalities.

The decision to be made and/or
input sought.

The Committee is asked to note:

» That there has been a recalibration of performance indicators and scoring to reset the national ambition for further quality
improvement and to help avoid a ceiling effect and this reset has resulted in significant downshift in all team scores nationally.

» that the concerns and recommendations highlighted by the network regarding stroke pathways at Wythenshawe Hospital and
Royal Albert Edward Infirmary will be raised with the relevant Trust at their next Provider Oversight Meeting.

 the lack of compliance with staffing levels for community stroke and neurorehabilitation services.

How this supports the delivery of
the strategy and mitigates the
Board Assurance Framework
(BAF) risks.

Provides assurance of the quality and performance of the region’s stroke and community neurorehabilitation services

Key milestones.

N/A

Leadership and governance
arrangements.

The network has a Board that reports into the ICB Long Term Conditions/Secondary Prevention Group and is considered a
programme within the Strategic Clinical Network. The network feeds into the NHS England national stroke programme.

Engagement to date.

All performance information is regularly discussed by the Network’s Clinical Effectiveness Group, and, if necessary, its Board

Financial or Legal Implications

None

Public engagement

Clinical engagement

Sustainability Financial advice Legal advice Conflicts of interest

impact

No

No

No No No No No

Report accessibility




Background to service

The Greater Manchester Neurorehabilitation & Integrated Stroke Delivery Network is a provider funded collaborative
established 10 years ago to support the quality improvement and delivery of the region’s services. Part of its role is

to help support performance management of Greater Manchester’s stroke and community neurorehabilitation pathways
of care. The network has an active programme of patient and carer involvement and includes lived experience in much
of its programme of work.

Greater Manchester’s stroke services were re-organised in 2015 and operate a centralised pathway of care, whereby 90% of patients are taken by ambulance to a
Hyper Acute Stroke Unit (at Salford, Fairfield or Stepping Hill). Following 2-3 days of hyper acute care, patients are either discharged into specialist community services
or repatriated to their local District Stroke Centre for inpatient rehabilitation before discharge home with community support. In 2021, Wythenshawe Hospital closed its
stroke unit and moved staff to join the Trafford General service, however, this transfer combined with the site’s fire has resulted in an overall loss of stroke beds.

Neurorehabilitation services provide specialist care for over 600 neurological conditions. The network supports improvements in community neurorehabilitation care
and also works with the Northern Care Alliance NHS FT and Manchester University Hospitals NHS FT to improve their inpatient services.

There are a wide range of quality standards and metrics available to measure the quality of stroke and neurorehabilitation services. The Sentinel Stroke National Audit
Programme (SSNAP) provides a comprehensive dataset for stroke which is supplemented with local audits and data collection co-ordinated by the network. The
network regularly reports on SSNAP data and provides a 6 monthly community services report for stroke and neurorehabilitation teams. It also develops bespoke
reports and information for Trusts and teams and makes recommendations on how services could be improved.

There is currently no standard approach to measurement of quality improvement across the ICB for service improvement programmes and work has started to develop
a framework.

A summary of the current performance of stroke and community neurorehabilitation services in Greater Manchester is shown in the presentation below.
Recommendations:

The Committee is asked to note:

* That there has been a recalibration of performance indicators and scoring to reset the national ambition for further quality improvement and to help avoid a ceiling
effect and this reset has resulted in significant downshift in all team scores nationally.

* that the concerns and recommendations highlighted by the network regarding stroke pathways at Wythenshawe Hospital and Royal Albert Edward Infirmary will be
raised with the relevant Trust at their next Provider Oversight Meeting.

» the lack of compliance with staffing levels for community stroke and neurorehabilitation services.

Please note: The GM Neurorehabilitation and Integrated Stroke Delivery Network Annual Report 2024-2025 (published July 2025) is attached as an appendix for
information.



Greater Manchester stroke

& neurorehabilitation
pathway performance

Sarah Rickard, Network Manager



Our governance



Hearing the patient voice

Network Annual Report now available - GMNISDN



https://gmnisdn.org.uk/news/network-annual-report-now-available-3/
https://gmnisdn.org.uk/news/network-annual-report-now-available-3/
https://gmnisdn.org.uk/news/network-annual-report-now-available-3/

Quality standards and Key
Performance Indicators

Stroke & Neurorehabilitation

* NICE Guidance & quality standards (x8)

» Getting it Right First Time (GIRFT) stroke & neurology reports
* Network Community KPIs

Stroke

» National Clinical Guideline for Stroke (2023)

« National Stroke Model including Integrated Community Stroke Service & National Optimal
Stroke Imaging Pathway

« Sentinel Stroke National Audit Programme (SSNAP)

» Voluntary sector: Stroke Association Unlocking potential report

Neurorehabilitation

» National Neuroservices Advisory Group (NNAG) Optimal care pathways (x4)

» Voluntary sector: My MS (Multiple Sclerosis ), My Needs Report; My Neuro Survey etc



Avallable data sets

« SSNAP
e Regular clinical, organisational and mortality audits

 Local audits:
» Stroke repatriation breaches and compulsory transfers
* Network community metrics — stroke and neuro teams

e National Clinical Guideline for Stroke in 2024 — acute and
community teams

* National Optimal Stroke Imaging Pathway compliance

* NNAG Optimal Care Pathways & NICE guidance for
neurological conditions — Multiple Sclerosis (MS) and
Motor Neurone Disease (MND) services



Sentinel Stroke National
SSNAP Audit Programme

 National audit of all stroke units since 2013 —
more recently also community data

* Recalibration of performance indicators and
scoring to reset the national ambition for further
guality improvement and to help avoid a celling
effect

* Reset has resulted in significant downshift in all
team scores nationally — it is not a deterioration
of care!



New domains of care

e 10 domains reduced to 7

. . - Domain 1: Hyperacute assessment
with significant changes to P

therapy provision (5 & 6) Domain 2: Specialist pathway
e Some Indicators weighted Domain 3: Reperfusion

to focus effort e.g. 90% Domain 4: MDT assessment

Stay

Domain 5: Therapy intensity

e First new acute dataset

i : Domain 6: Therapy frequenc
avallable in June for py frequency

January-March 2025 Domain 7: Standards by discharge




NHS England key indicators

Nation

Key Indicator GM al

2.1 Percentage of
patients directly admitted
to a stroke unit within 4
hours of clock start

42 45

3.1 Percentage of all
stroke patients given
thrombolysis

3.5 Percentage of all
patients given
thrombectomy

2.3 Percentage of
patients who spent at
least 90% of their stay on
stroke unit

2.4 Percentage of
patients treated by a
stroke specialist
community rehabilitation
team

109 | 12.9

4.5

80

67

% of patients directly admitted to
stroke unit within 4 hours

90

60

30

Jul-Sep 25

Apr-Jun 24 Jan-Mar 25
= = = National

Greater Manchester

= [airfield General Hospital
e Salford Royal Hospital

e Stepping Hill Hospital

100

90

80

70

60

50

40

30

% of patients who spent at least 90% of their stay
on stroke unit

Apr-Jun 24 Jul-Sep 25 Jan-Mar 25

= = = National Greater Manchester

= [airfield General Hospital e Salford Royal Hospital

e Stepping Hill Hospital Manchester Royal Infirmary

e Royal Albert Edward Infirmary Royal Bolton Hospital

e Tameside General Hospital e Trafford General Hospital




Overall team scores, then...

Fairfield HASU

Salford HASU

Stepping Hill HASU

Royal Bolton DSC

MRI DSC

Tameside General
DSC

Trafford General DSC

Royal Albert Edward
DSC

Wythenshawe
Hospital




...and now

eam-centred

SSNAP level
(after

adjustments)

4) MDT 5) Therapy 6) Therapy | 7) Standards
assessment intensity frequency | by discharge

1) 2) Specialist
Hyperacute | pathway Repe
assessment

3)
rfusion

Fairfield HASU

Salford HASU

Stepping Hill HASU

Royal Bolton DSC

MRI DSC

Tameside General DSC

Trafford General DSC

Royal Albert Edward DSC

Wythenshawe Hospital




Wythenshawe stroke
pathway

e Stroke unit closed in 2021 and services moved to Trafford General
stroke unit (no A&E)

« NWAS >48 hours time of onset pathway never closed, stroke staff
outreach to Wythenshawe and recording patients on SSNAP

 Continue to have high number of direct admissions resulting in
patients with no/late access to stroke ward (>130 patients/year)

e Escalated to Trust Exec first in 2023. Provided detailed report with
clear recommendations and actions to be taken

 Very slow pace of change. Action plan and business case for more
beds at Trafford but no timeline for closing NWAS pathway or
Increasing bed base at Trafford



WWL stroke pathway

« Stroke service at Royal Albert Edward Infirmary did not re-organise
to meet the specification for a District Stroke Centre in 2015

* Unable to provide sufficient inpatient rehabilitation due to too few
stroke beds and specialist staff — also impacting ability to accept
repatriations on time from Salford Royal Hyper Acute Stroke Unit

 Also have high number of direct admissions

 Use intermediate/community care pathways to enable early
discharge — the stroke unit is an outlier within Greater Manchester

* Formally escalated within Trust in 2024 and provided detailed report
In 2025 with recommendations and actions.

* Plan to move wards to provide additional beds but no timeline



SSNAP mortality data 2023/24

1

GMICB=1.0



Network Community KPIs

* Developed
collaboratively with
teams to audit
model compliance
and some
Indicators of care

« SSNAP will now
iInclude many for
stroke

e Collected and
reported 6 monthly




Stroke pathway

Bolton Eastel_rn Central North South Oldham | Salford | Stockport Tameside Trafford
# | Team name csT Cheshire Manchester | Manchester | Manchester csT CSNRT CSNRT & Glossop CSNRT
CST CSNRT CSNRT CSNRT CSNRT
6 Number of recommended professions in the
core team (out of 12)
Core team staffing levels as a proportion of the
7 | specification recommendation (>85%) - funded
posts (%)
Service provided for 6 days a week for high
8 priority visits, new assessments and hospital v
support for discharges (Y6 or Y52 if inclusive of
bank holidays)
9 Service provided for up 6 months or until goals v
met as per patient need
10 | Inreach into inpatient services -
Team has at least weekly formal
11 | multidisciplinary team meetings with core Y
disciplines in attendance
12 | Team offers stroke training for all disciplines Y Y Y Y Y Y Y Y Y Y Y Y
13 | Team is actively involved in research Y Y Y Y Y Y Y Y Y Y _;
14 | Pathway 1: Therapy at home with ICST support Y Y Y Y Y Y Y Y Y Y Y Y
15 Pathway 2: Therapy at home with joint ICST & v v v _ v v v v v v
re-ablement
16 | Pathway 3: Residential/nursing home patients Y Y Y Y Y Y Y Y Y Y Y Y
17 | Self-referral permitted Y Y Y Y Y Y Y Y Y Y Y P v
18 The service prowdgs an ICSS model (ESD & v v v v v v v v v v v v
Non ESD community referrals)
19 Inputting into SSNAP robustly with no less than v v v -
10% of missing data fields (case ascertainment)
20 Patlgnt experience is measured within the v v v v v v v v
service
Model compliance 67% 73% 80% 80% 80% 80% 80% 67%




Neurorehabilitation pathway

4 | Team name Bolton Bury Eastern HMR Macn(i:r;]tgzlter Mar’:l;:tehster Maigfl:g;ter Oldham Salford Stockport Tag?sss;c(j)i)& Trafford WWL
LTC CSNRT Cheshire | CNRT CSNRT CSNRT CSNRT CNRT CSNRT CSNRT CSNRT CSNRT CSNRT

Number of recommended professions in the core
team (out of 12)

Core team staffing levels as a proportion of the
specification recommendation — funded posts (%)

Service provided for 6 days a week for high priority
8 | visits, new assessments and hospital support for
discharges (Y6 or Y52 if inclusive of BH)

Service provided for up 6 months or until goals met
as per patient need

10 | Inreach into inpatient services

Team has at least weekly formal multidisciplinary

11 X . L .
team meetings with core disciplines in attendance

Pathway 1: Supported discharge from hospital and

12 therapy at home

Pathway 2: Therapy at home - up to 6 months and
13 | beyond with treatment continuing until no further
goals

Pathway 3: Therapy in residential/nursing homes -
14 | up to 6 months and beyond with treatment
continuing until no further goals

15 | Self-referral permitted

Providing the agreed community dataset to network
in timely way (twice yearly)

16

17 | Team offers training for all disciplines

18 | Team is actively involved in research

19 | Children to adult transition pathway in place

Team measuring quality of life and outcomes using

20 .
appropriate measures

Model compliance




National Clinical Guideline for

Stroke Audit

Section 2: Organisation of stroke services

Average full compliance (%)

Total applicable recommendations GM level

Total applicable recommendations CSC & PSC

Total applicable recommendations DSC

Total applicable recommendations CST

Section 3: Acute care

Average full compliance (%)

Total applicable recommendations CSC

Total applicable recommendations PSC

Total applicable recommendations DSC

81

Section 4: Rehabilitation & recovery

Average full compliance (%)

Total applicable recommendations CSC & PSC & DSC

Total applicable recommendations CST

75

Section 5: Long term support and secondary prevention

Average full compliance (%)

Total applicable recommendations CSC & PSC & DSC

Total applicable recommendations CST







Shift 1: from sickness to prevention

RAG Progress & mitigations

Significant gap in timely AF
screening post stroke / TIA by
GM stroke services.

GM wide screening initiatives
underway in primary care

1. Investment in targeted screening programmes: Screening for AF, blood pressure,
and cholesterol should be expanded and integrated with other risk factor assessments.

2. Holistic, integrated approaches: Current management of highrisk conditions is often
siloed, requiring better collaboration across services. Integrated, person-centred care,
with support from social prescribers and link workers is essential to improve outcomes
and ensure that prevention efforts are effective and accessible to all.

GM wide initiatives underway

3. Innovative ways to engage people in managing their health: Increasing the uptake of
NHS Health Checks and training healthcare professionals to "make every contact
count" would significantly improve early diagnosis, patient adherence to treatment, and
risk factor management. Screening programmes should be designed to engage with GM wide initiatives underway
high-risk and hardly reached communities in a meaningful way. Strategies including
locating clinics in areas of high deprivation and screening people in non-clinical settings
e.g. supermarkets, community hubs, or the workplace.

4. Infrastructure and funding support: Enhanced data systems between community

) ) GM wide initiatives underway
services, such as pharmacy and general practice.

5. Sustained long-term funding and staffing: are also vital to scaling up stroke
prevention programmes and addressing current gaps in outreach and service delivery.




Shift 2: from analogue to digital

RAG

Progress & mitigations

1. Pre-hospital video triage: paramedics are equipped with digital devices to
communicate with stroke specialists and triage stroke patients more
effectively through shared decision making, ensuring stroke patients can be
taken directly to a stroke unit for treatment and care.

Piloted but not found to be as
beneficial in GM: await further
evidence from national pilots

2. Quick access to brain imaging and a specialist stroke unit: making sure
suspected stroke patients quicky receive a brain scan, means that diagnosis
and treatment can happen within the relevant timescales.

3. Workforce expansion: key to patients being able to access treatments like
thrombolysis and thrombectomy is having the appropriate specialists and
equipment within stroke units available.

4. Integrated and collaborative leadership: strong political and clinical
leadership is needed to address regional disparities and enhance access to
thrombolysis and thrombectomy. ISDNs must be supported and funded to
enable coordinated care, workforce planning and development, and patient
identification.

GM centralised hyper acute stroke
pathway outperforms national
averages across key indicators
Gap in NOSIP compliance with MR
imaging

24/7 IVT & IAT delivered. Some
staffing shortages e.qg.
Neuroradiology provision in Primary
Stroke Centres

Longest established and largest
ISDN in the country.




Shift 3: from hospital to community

RAG Progress & mitigations

1. Investing in rehabilitation services. Community services need to be sufficiently
resourced to ensure that every stroke survivor receives the right level of specialist
rehabilitation, tailored to their individual needs. This includes both face to face
stroke specific rehabilitation and also a technology and digital offer including online
support, rehabilitation and more generalised digital or virtual support, such as
NeuroRehabilitation OnLine (NROL). Workforce gaps also need to be addressed
through increased recruitment, retention, and upskilling.

ICSS based on GM model
which has been in place in all
localities since 2022. Further

investment needed in some
areas to deliver more virtual
rehab and self management

As above. 6 month reviews
offered by all services (>75%) -
well above national average.
Most teams have access to
clinical psychology

2. Integrating community pathways.Pathway integration is vital for improving post-
stroke care. ESD, delivered as part of the national ICSS model, ensures that stroke
survivors can access high-quality, multidisciplinary rehabilitation in their homes,
while six-month reviews of individual’s physical, psychological and social needs,
must be standardised and seen as actionable plans for continued recovery.

The voluntary sector are
involved in all suitable ISDN
projects and are key partners
with Stroke Association NW
Director Co-Chair of ISDN
Board

3. Supporting the VCSE sector. Greater collaboration between local stroke
services and community organisations is essential to ensure that survivors do not
miss out on support. The value of these services must be recognised and properly
funded







Quality & Performance Committee

3 September 2025

Required information.

Details.

Title of report.

Letter from Jim Mackey and Duncan Burton
on maternity and neonatal investigation /
taskforce.

Author.

Sir Jim Mackey, Chief Executive

Duncan Burton, Chief Nursing Officer for
England

Presented by.

Alison McGovern Assistant Director, GM
Local Maternity & Neonatal System (LMNS)

Contact for further information.

Alison McGovern

Assistant Director, GM Local Maternity &
Neonatal System (LMNS)

alison.mcgovern@nhs.net

Executive summary.

The letter from Jim Mackey and Duncan
Burton on maternity and neonatal
investigation / taskforce has been shared with
the committee for information. A full update
will be reported back to the Committee at
Octobers meeting.

The benefits that the population of Greater
Manchester will experience.

Areas such as culture, governance, equality,
diversity and data are being reviewed to
further improve and strengthen for the
population of Greater Manchester.

Version Number v1.1



mailto:alison.mcgovern@nhs.net

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

The letter requests a retained focus on
tackling inequalities, discrimination and
racism within services, including tracking and
addressing variation and putting in place key
interventions. A new anti-discrimination
programme from August will support
leadership teams to improve culture and
practice. This also means accelerating
collective plans to provide enhanced
continuity of care in the most deprived
neighbourhoods, providing additional support
for the women that most need it.

The decision to be made and/or input
sought.

The Committee is asked to:

1. Note the contents of the letter which
has been provided for information. An
update on progress will be shared at a
future meeting.

How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Key milestones.

An independent investigation will be
conducting urgent reviews until December
2025 where there are specific issues.

Leadership and governance
arrangements.

Engagement* to date.

*Engagement: public, clinical. Analysis:
equality, sustainability, financial.
Comments/ approval by groups/
committees.

Relevant leaders of several organisations to
meet and discuss support required to improve
maternity and neonatal care.

Financial or Legal Implications

Version Number v1.1




Classification: Official

To: e Trust CEOs and chairs NHS England
Wellington House

cc. e ICBCEOs 133-155 Waterloo Road
e Regional directors London

SE1 8UG

23 June 2025

Dear colleague
Maternity and neonatal care

Today, the Secretary of State for Health and Social Care has announced a rapid
independent investigation into maternity and neonatal services. He has also announced an
independent taskforce, alongside immediate actions to improve care.

This announcement comes on the back of significant failings in maternity services in parts of
the NHS and we need — with real urgency — to understand and address the systemic issues
behind why so many women, babies and families are experiencing unacceptable care.

It is clear that we are too frequently failing to consistently listen to women and their families
when they raise concerns and too many families are being let down by the NHS. There
remain really stark inequalities faced by Black and Asian women and women in deprived
areas. In addition, we continue to have significant issues around safety and culture within our
maternity workforce.

These have been persistent issues over recent years, so we now need to act with urgency to
address these. The vast majority of births in England are safe and we have teams providing
good and outstanding maternity and neonatal care every day. However, the variation in
quality and performance across the NHS underscores why we can’t accept the status quo.

So, between now and December, the independent investigation will conduct urgent reviews
of up to 10 trusts where there are specific issues. We’'ll meet with relevant leaders of several
organisations over the next month and while there will be some challenging conversations,
we are really keen to hear what more we can be doing to support you to go further and faster
in improving maternity and neonatal care.

In the meantime, we ask every local NHS Board with responsibilities relating to maternity
and neonatal care to:

- Berigorous in tackling poor behaviour where it exists. Where there are examples of
poor team cultures and behaviours these need addressing without delay.

PRN02043




- Listen directly to families that have experienced harm at the point when concerns are
raised or identified. It is important we all create the conditions for staff to speak up,
learn from mistakes, and at the same time staff who repeatedly demonstrate a lack of
compassion or openness when things go wrong need to be robustly managed.

- Ensure you are setting the right culture: supporting, listening and working, through
coproduction, with your Maternity and Neonatal Voice Partnership, and local women,
and families.

- Review your approach to reviewing data on the quality of your maternity and neonatal
services, closely monitoring outcomes and experience and delivering improvements
to both.

- Retain a laser focus on tackling inequalities, discrimination and racism within your
services, including tracking and addressing variation and putting in place key
interventions. A new anti-discrimination programme from August will support our
leadership teams to improve culture and practice. This also means accelerating our
collective plans to provide enhanced continuity of care in the most deprived
neighbourhoods, providing additional support for the women that most need it.

This is really challenging for all of us and the most important step we have to take to rebuild
maternity and neonatal care is to recognise the scale of the problem we have and work
together to fix it.

This will require us all to work together and this includes teams where care is outstanding
where you will have a role to play in sharing best practice and supporting others to return
their services to where their communities and staff want and need them to be. We hope you
understand the importance of this and, as always, please get in touch if you want to discuss
this ahead of the CEO call later in the week.

Sir Jim Mackey Duncan Burton
Chief Executive Chief Nursing Officer for England

Copyright © NHS England 2025 2
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