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Agenda 
 
Part 1 - Heywood, Middleton and Rochdale - Primary Care Commissioning Committee 
 
Date:  19 September 2025 
Time:  10.30 to 12.00  

Venue:   Virtual via Microsoft Teams 

Item 
No. 

Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1. Welcome, Introductions 
and Apologies 

Verbal 1 Record Chair 

2. Declarations of Interest 
 

Verbal 2 Record Chair 

3. Minutes of the previous 
meeting on 16 May 2025 

Paper 3 Approve Chair 

4. Action Log Paper 4 Approve Chair 

5. Chairs Action Verbal 5 Information Chair 

6. Risk Register  Paper 6 Decision / Discussion Sarah 
Crossley 

7. Estates Update  Paper 7 Discussion Sarah/Mark 
Bond 

8. Quality Improvement 
Programme 

Paper 8 Approval Jackie Woodall 

9. Vaccination Programme 
Update  

Paper 9 Discussion Zoe Farrer 

10. Quality, Safety and 
Safeguarding Update 

Paper 10 Approve Sue Calvert 

11. Update from: 
• Local Pharmaceutical 

Committee (LPC) 
• Local Optometry 

Committee (LOC) 
• Local Medical 

Committee (LMC) 
• Local Dental Committee 

(LDC) 

Verbal 11 Discussion  
Wesley Jones 

 
Chloe Lloyd 

 
Dr Mo Jiva 

 
Dr Mushtaq 

12. Finance Report Paper 12 Discussion Simon O’Hare 
/ Damian 
Mercer 

13. IM&T Report Paper 13 Discussion Chris Upton 

14. Healthwatch Rochdale 
Update 

Verbal 14 Discussion Kate Jones 

15. Primary Care Operational 
Group  

Paper 15 Discussion Sarah 
Crossley 
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16. Public Questions 
 

Verbal 16 Discussion Chair 

17. Any other business Verbal 17 Information Chair 

 



 

Minutes 
 
Part 1 Place Based Primary Care Commissioning Committee (Heywood, Middleton and 
Rochdale)  
 
Date: 16 May 2025 
 
Time: 10:30 – 11:30 

Venue:  Virtual via Microsoft Teams 

 
Present 

 
Apologies 

Claire McKeown, Transformation 
Manager, NHS GM HMR 
Dr Mo Jiva, Local Medical Council 
Representative  
Dr Zahir Mohammed, Clinical Director, 
Heywood Primary Care Network (PCN) 
Shabnam Sardar, Quality & 
Safeguarding Manager, NHS GM HMR 
Louise Thompson, Clinical Director 
Canalside Primary Care Network (PCN) 
Nadia Dove, Associate Director of 
Transformation and Delivery, NHS GM 
HMR (CHAIR) 
Chris Upton, Head of IT and Assurance, 
NHS GM HMR 
Jackie Woodall, Transformation & 
Delivery Lead, Primary Care, 
Neighbourhoods & Community, NHS GM 
HMR 
Steve Taylor, Chief Officer, Rochdale 
Care Organisation, Northern Care 
Alliance (NCA) 
Moira Auchterlonie, Healthwatch 
Damian Mercer, Head of Finance - 
Management Accounts, NHS GM HMR 
Dr Haroon Sadique, Clinical Director, 
Bridge Primary Care Network (PCN) 
 
IN ATTENDANCE: 
Stacey Comer, Minutes, NHS GM HMR 
Ryan Staniland, Transformation & 
Delivery Manager – Planned Care, NHS 
GM HMR 
 

Alison Kelly, Associate Director of Nursing, 
Quality and Safety, NHS GM HMR 
Wesley Jones, LPC Representative  
Dr Salman Shahid, Associate Medical 
Director, NHS GM HMR  
Cllr Dalaat Ali, Portfolio Holder for Healthy 
Lives Rochdale Borough Council 
Chloe Lloyd Chapman, HMR Locality Lead 
LLC  
Dr Richard Darling, Clinical Director, 
Rochdale North Primary Care Network 
Sarah Crossley, Head of Primary Care, 
Community & Neighbourhoods, NHS GM 
HMR 
Kate Jones, Chief Executive HealthWatch 
Rochdale  
Nichola Thompson, Director of Health & 
Care Integration (DASS & Deputy Place 
Lead), Rochdale Borough Council / NHS GM 
HMR  
Simon O’Hare, Interim Associate Director of 
Finance, NHS GM HMR 
Dr Venk Mallya, Clinical Director Pennines 
Primary Care Network (PCN) 
Mina Patel, Director of Finance, Rochdale 
Care Organisation, Northern Care Alliance 
(NCA) 
 



 

Item 
No.                                                                                                           

Topic Action 

1. Welcome and Apologies 
 
Members and attendees were welcomed to the meeting. Introductions 
were given and apologies noted. 
 

 

2. Declarations of Interest  
 
2.1 Members were reminded of their obligation to declare any 

interest they may have which might conflict with the business 
of NHS GM Integrated Care (Heywood, Middleton and 
Rochdale). 

 
2.2 The Chair requested any declarations of interests relating 

to today’s agenda. 
 
2.3 None were received. 
 
2.4 The Committee agreed to note that there are no 

declarations of interest. 
 

 
 
 

3. 
 

Minutes of the previous meeting on 21 March 2025 
 
3.1 The minutes were reviewed and agreed as a true and 

accurate record with an amendment to include details 
regarding the NHS App and a further discussion to take place 
between C Upton / K Jones. 
 

3.2 The Committee agreed to approve the minutes with the 
above amendments. 
 

 

4. Action Log / Matters Arising 
 
4.1 The Action Log was reviewed and discussed. 
 

 
 
 

5. Chairs Action 
 
5.1 It was noted that there have been no chairs actions since the 

last meeting. 
 

5.2 The Committee noted that there have been no chairs 
actions since the last meeting. 
 

 

6.  Risk Register 
 
6.1 The content of the report was summarised. 

 

 
 

 
 



 

6.2 Since last reported there are five proposed changes to the risk 
register; one reduced risk, which is non-escalating and four 
closed risks. 

 
6.3 It is proposed that the following risk be reduced: 

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

 
6.4  It is proposed that the following risks are closed: 

- 098 - Covid – 19 Mass vaccinations Vaccine Supply 
- 300 - GPs Ordering Sufficient Flu Vaccination  
- 304 GP Collective Action 
- 384 - Supporting requests for prescriptions from community 

services 
 
6.5 Members were asked for any comments or questions. 
 
6.6 It was highlighted that lots of good work and progress has 

taken place from discussions due to GP Collective Action and 
it was noted that work is ongoing to create a database / 
website that demonstrates what changes have been 
implemented. 

 
6.7 The Committee agreed to note the content of the report 

and approve the changes to the Risk Log. 
 

 
 
 
 

 

7. UEC Capacity and Discharge Fund Update 
 
7.1 The content of the report was summarised noting that the 

paper provides outcome details including usage and system 
feedback for the NHS GM HMR locality funding provided to 
HMR general practice to increase primary care capacity by 
delivering the following schemes: 

- Additional Appointment Capacity in Primary Care 
- Weekend appointments at HMR Urgent Primary Care 

Access Hubs (UPCAH) also known as pan-GM Surge 
Hubs (previously known as Acute Respiratory Infection 
(ARI) hubs) 
 

7.2 The total funding available for Additional Appointment 
Capacity in Primary Care was £160k. Funding was allocated to 
practices based on list size from November to the end of the 
Easter weekend. 
 

7.3 Data from that period demonstrates more than the anticipated 
number of appointments were delivered consistently across 
every PCN, surpassing the projected number of appointments 
allocated. 

 

 
 

 
 
 
 



 

7.4 It was highlighted that positive patient feedback has also been 
received. 

 
7.5 Additional acute general practice appointments were delivered 

from the following surge hub sites: 
- The Phoenix Centre on Saturdays and Sundays  
- Littleborough Health Centre on Saturdays 
- Whitehall Street on Sundays 

 
7.6 The hubs have pathways to take patients from A&E streaming, 

NHS 111 and HMR Urgent Treatment Centre (UTC). The 
scheme has been evaluated well with UTC feedback 
highlighting that the additional slots have been a key support 
helping to alleviate pressures during winter.  
 

7.7 Work is ongoing by the Urgent and Emergency Care (UEC) 
Board to engage with stakeholders for future winter plans. A 
Winter Summit will be taking place in July to discuss and 
agree potential schemes.  

 
7.8 Members were asked for any comments or questions. 
 
7.9 The Committee agreed to note the content of the report 

and the update provided. 
 

8. Quality Visits 
 
8.1 The content of the report was summarised. 

 
8.2 It was emphasised that this is a supportive process and is 

intended to foster dialogue, support practices and share areas 
of good practice. 

 
8.3 The process was summarised, and it was confirmed that all 

practices will be visited every 12 months. 
 
8.4 Prior to each visit a quality monitoring pack will be shared 2 

weeks in advance with practices for completion and a post visit 
action plan will be drafted and shared. 

 
8.5 Following a question, it was clarified that to date no practice 

have advised that they do not wish for a visit to take place, and 
it was emphasised that work takes place with the practice to 
ensure that the date and time is suitable for the demands and 
needs of the practice. 

 
8.6 Where possible visits will be multi-disciplinary but must include 

at least 1 GP from the practice. 
 

 
 

 



 

8.7 It was confirmed that alongside this process Healthwatch 
Rochdale will be completing enter and view visits. 

 
8.8 Following a query clarity was provided that there was an error 

included within the report and that the Healthwatch Enter and 
View visits are not optional and are a statutory function. 

 
8.9 The Committee agreed to: 

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

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

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

 
9. Primary Eyecare Contract 2025/26 

 
9.1 The content of the report was outlined and it was highlighted 

that members are asked to approve a 12-month direct award 
contract to Primary Eyecare Services Ltd to deliver the 
Community Urgent Eyecare Service, Post Cataract 
Assessment Service and Glaucoma Repeat Reading / 
Glaucoma Enhanced Referral Refinement Scheme in HMR 
Locality from 1st April 2025 to 31st March 2026. 
 

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

 
9.3 The indicative cost of this service to the locality for the 25/26 

financial year is £400k (projected spend) based on 24/25 
activity and associated financial detail. 

 
9.4 It was highlighted that patient feedback has been fantastic for 

this service and over 80% of patients are seen in the 
community. 

 
9.5 Members were asked for any comments or questions.  
 
9.6 Feedback was provided that this service is utilised significantly 

by primary care. 
 
9.7 Concerns were raised regarding managing patients 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

expectations in terms of prescribing for dry eyes. It was agreed 
that this will be feedback to the service and will be linked to the 
work taking place with Medicines Optimisation. 

 
9.8 The Committee agreed to approve a 12-month Direct Award 

C contract to Primary Eyecare Services Ltd for 2025/26 and 
this will now progress via GM governance. 

 

R 
Staniland 

10. Quality, Safety and Safeguarding Update 
 
10.1 The content of the report was noted, and key elements 

highlighted. 
 
10.2 Shanley Report – the team have done lots of work in providing 

assurance to GM. Quality site visits have taken place. A self-
assessment tool was shared with PCFT prior to visits for them 
to complete. 

 
10.3 The report outlined issues around widespread cultural issues, 

insufficient staff training and a lack of robust governance. 
 
10.4 Work Plans and Improvement Plans continue to be monitored 

and updated. 
 
10.5 Site visits will continue to take place as well as some 

unannounced visits across the PCFT footprint. 
 
10.6 Members were asked for any comments or questions.  
 
10.7 No further discussions took place.  
 
10.8 The Committee agreed to note the content of the report. 
 

 

11. Updates 
• Local Medical Committee (LMC) 
• Local Pharmaceutical Committee (LPC) 
• Local Optometry Committee (LOC) 
• Local Dental Committee (LDC) 

 
LMC 
11.1 A verbal update was provided.  
 
11.2 No issues were raised at Monday evenings presentation 

across HMR and Bury regarding the national contract. This 
meeting was also used as an opportunity to review the PCN 
contract. 

 
11.3 A couple of issues have been raised following the LMC 

conference which relate to GPs struggling to find work as 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

locums due to lack of funding. Practices continue to be 
encouraged to raise unfunded commissioned work to the LMC 
so that this can be raised with commissioners. 

 
11.4 Feedback was provided that the Primary and Secondary Care 

Interface meeting that takes place monthly has provided an 
excellent opportunity to raise any issues. 

 
11.5  Members were asked for any comments of questions. 
 
11.6 No further discussions took place. 
 
LPC 
11.7 No update was provided due to apologies. 
 
LOC 
11.8 No update was provided due to apologies. 
 
LDC 
11.9  No update was provided due to apologies. 

 
11.10 The Committee noted the verbal update provided. 
 

 
 

12. Finance Report 
 
12.1 The report was summarised, and it was noted that this report 

updates the Primary Care Commissioning Committee on the 
financial position at month 12 (March). There are no significant 
changes since the previous report. 
 

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

 
12.3 Prescribing is now held centrally and reported here for 

information. As at month 12, prescribing overspent by £2.3m 
based on actual spend data received. Prescribing data is based 
on actual spend from month 1 to 11.  

 
12.4  The ICB plan for 2025/26 has been submitted to NHSE and is 

awaiting approval.  Within the assumptions for Primary Care, a 
5.47% inflationary uplift has been applied along with a 2.00% 
efficiency, giving a net 3.47% uplift.  It should be noted that 
whilst these uplifts have been assumed, there is a 4.00% CIP 
requirement for the locality.   

 
12.5 Members were asked for any comments or questions.  
 

 
 

 



 

12.6 Concerns were raised regarding delays in payments to practices 
and it was queried whether there has been a change in process. 
It was noted that due to financial pressures payments were paid 
within 30 days but were not paid as promptly as usual. 

 
12.7 Any concerns regarding payment will be picked up outside the 

meeting as necessary. 
 
12.8 The Committee agreed to note the content of the report.  
 

13. IM&T Report 
 
13.1 The content of the report was summarised, and the following 

key areas highlighted. 
- Practice connectivity 
- Review of all 5g dongles 
- Completed GM wide SMS contract 
- Cloud based telephony 
- Dementia plan for GM Care Record 
 

13.2 Following a query, it was agreed that as part of the 5G work 
the Hive will be prioritised. 
 

13.3 An update was requested regarding AI and it was noted that 
the final draft of the AI Policy is being submitted to the ICB 
Digital Board.  

 
13.4 Following a query regarding PATCHs, it was confirmed that it 

would be unlikely for any funded training to be provided, but 
that this could be looked into at a PCN level if required. 
 

13.5 Members were asked for any comments or questions.  
 
13.6 The Committee agreed to note the content of the report. 
 

 
 

 
 
 
 
 

14. Healthwatch Rochdale Update 
 
14.1 A verbal update was provided.   
 
14.2 Two reports have been published, one regarding PPGs and 

also a report regarding barriers to dentistry. 
 
14.3 Links are included below to the survey regarding hospital 

appointment letters and PPGs. 
 
https://www.smartsurvey.co.uk/s/QTR1HospLetters/ 

 
https://www.healthwatchrochdale.org.uk/report/2025-05-
12/healthwatch-rochdale-patient-participation-group-ppg-

 
 

https://www.smartsurvey.co.uk/s/QTR1HospLetters/
https://www.healthwatchrochdale.org.uk/report/2025-05-12/healthwatch-rochdale-patient-participation-group-ppg-development-report-march
https://www.healthwatchrochdale.org.uk/report/2025-05-12/healthwatch-rochdale-patient-participation-group-ppg-development-report-march


 

development-report-march 
 
14.4 The next quarter will focus on digital barriers to access. 

  
14.5 Feedback on residents in April focussed on accessing primary 

care services via the NHS App. 
 
14.6 Members were asked for any comments or questions. No 

further discussions took place. 
 
14.7 The Committee agreed to note the verbal update provided. 
 

15. Primary Care Operational Group (PCOG) Update 
 
15.1 The content of the report was summarised, and it was noted 

that most discussions have now been brought to this meeting 
for discussion. 

 
15.2 It was highlighted that key discussions focussed on: 

• Quality and Safety 
• LCS 
• Quality Improvement Programme 
• Winter Schemes 
• Primary Eye Care Services 

 
15.3 Members were asked for any comments or questions. No 

further discussions took place. 
 
15.4 The Committee agreed to note the content of the report. 

 

 

16. Public Questions 
 
16.1 It was noted that there have been no public questions since the 

last meeting. 
 
16.2 The Committee agreed to note the verbal update. 
 

 

17.1 AOB 
 
17.1 No further discussions took place. 
 

 

 

https://www.healthwatchrochdale.org.uk/report/2025-05-12/healthwatch-rochdale-patient-participation-group-ppg-development-report-march


 

Action Log 
 
Part 1 - Place Based Primary Care Commissioning Committee (Heywood, Middleton and Rochdale)  
 
Date: 16 May 2025 
Time: 10:30 – 12:00 
Venue:   Microsoft Teams 
 
Meeting 

Date 
Agenda 

Item 
Item Name Action Owner Due Date Comments/Updates 

21/03/25 13 IM&T Report To meet and discuss NHS App versions 
and updates and the impact this may have 
on patients.  
 

Chris 
Upton / 

Kate 
Jones 

September 
2025 

IN PROGRESS 
7/7/25 requested an 

update 

16/05/25 9 Primary 
Eyecare 
Contract 
2025/26 

Concerns raised regarding managing 
patients’ expectations in terms of 
prescribing for dry eyes to be fedback to 
the service. 

Ryan 
Staniland 

September 
2025 

CLOSED 
18/07/25 feedback 

provided Primary Eyecare 
 

21/03/25 13 IM&T Report Work to take place to develop some 
guidance for practices regarding AI Tools. 

Chris 
Upton 

September 
2025 

CLOSED  
7/7/25 requested an 

update 
 

 



 

 

MEETING:    Heywood, Middleton and Rochdale (HMR) Primary Care Operational Group 
(PCOG) 

 
ITEM NUMBER: 6 
 
DATE: 19/9/25 
 

 
REPORT TITLE: 
 

Primary Care Risk Report 

 
REPORT AUTHOR: 
 

Louise Entwistle 

EXECUTIVE SUMMARY: 
 
The purpose of this paper is to update the Primary Care Commissioning Committee (PCCC) on 
any proposed changes to the primary care risk register.  In the last reporting period, there have 
been no changes to the risk scores, one risk is proposed to be closed and three risks continue to 
score as escalations. 
 
Further details regarding all risks managed by the locality Primary Care Commissioning 
Committee are included the paper. 
 
 
RECOMMENDATIONS: 
 

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

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

CONSIDERATIONS 
Please include a brief synopsis of any considerations or implications the Board should be made 
aware of: 
 
☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
 
 



 

 

 
1.0 Overview  
 
1.1 Risk Register   
 
The current primary care risk register is included (Appendix 1) for the Primary Care 
Commissioning Committee to review and approve proposed changes. The primary care 
elements of the risk register are reviewed monthly, and any proposed changes are discussed 
either at the Primary Care Operational group (PCOG) or at PCCC. The primary care risks form 
part of locality risk register and are also regularly reported and reviewed via LCO and wider 
governance processes and the locality risk register process informs how risks are identified and 
escalated. All escalating risks (those with a risk score of 15) are reported to LCO Board and 
Integrated Care Partnership Committee (ICPC) on a quarterly basis. 
 
The purpose of this paper is to update the Primary Care Commissioning Committee on any 
proposed changes to the primary care section of the risk register and for the Primary Care 
Commissioning Committee to review and support these changes.  
 
It is also an opportunity for the Primary Care Commissioning Committee to review, discuss and 
make any further changes to the risk register. 
 
2.0 Risk update  
In summary in the last reporting period there is one proposed change to the risk register, one 
risk is recommended to be closed. The rational for the closed risk can be found below in section 
2.3. The Primary Care Commissioning Committee is asked to review and approve the rational 
for the closed risk. 
 
2.1 Escalating Risks 
There are currently three escalating risks on the risk register, which are summarised below and 
full details including mitigations can be found in appendix 1 at the end of this document.  
 
2.1.1 Escalating Unchanged Risks 
There are 3 risks that are unchanged in this reporting period.  
 

• 089 PCN Maturity – 12 
• 090 Primary Care Workforce – 12 
• 371 The Hive Primary Care Estate - 12 



 

 

 
2.2 Risks not being escalated with no proposed change 
There are eight risks on the register that are not escalating, which are summarised below and 
full details can be found in appendix 1 at the end of this document.  
 
2.2.1 Unchanged Risks – non escalating 
There are eight unchanged risks in this reporting period.  
 

• 091 - Primary Care Demand – 9. 
• 099 - COVID-19 mass vaccinations – vaccine inequality – 6 
• 101 - Primary Care – Respiratory Diagnostics – 9 
• 102 - NHS GM Primary Care Team Recruitment – 9 
• 103 - Primary Care Estates – 9 
• 225 - Digital Interoperability in Enhanced Access – 9 
• 389 - Antimicrobial resistance and poor infection prevention control – 8 
• 401 - Primary Care Academy  - 8 

 
2.3 Closed Risk 
There is one risk that it proposed to be closed in this reporting period 
 

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

IF Information Governance issues are not resolved rapidly with a nonhealthcare provider THEN 
patients may experience delays accessing primary care advice and or treatment.  
 
It is recommended that this risk is closed as this issue has now been resolved and there is no 
risk of delays to patients in accessing advice and /or treatment.  
 
3.0 Recommendation 
 
The Primary Care Commissioning Committee group is asked to review and approve the 
contents of the paper. 
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The actions and activities planned to take place that will when 
implemented or completed reduce, eliminate or minimise the risk

Progress updates against 
actions

Job title of the 
person 

 Each action should 
have a completion 

Please describe the  
assurance(s)  in place to 

Please describe any gaps 
in the assurance(s) in 

090
090-Primary Care 
Workforce

IF we do not have a fully staffed and resilient primary care workforce, THEN 
this will:
(a) reduce capacity in primary care,
(b) reduce the resilience of primary care staff
(c) put additional pressure on the wider health and care system
(d) limit the system's ability to deliver COVID-19 and key programmes of 
work programmes

4 3 12

1. Primary Care Business Plan has a priority dedicated to primary care workforce 
resilience and retention via Primary Care Academy and GM ICS.
2. The HMR Primary Care Academy continues to support sustainability of the 
workforce through its programme of training and development. 
3 Recruitment is underway for Additional Roles in primary care as part of the 
national PCN Additional Roles Reimbursement Scheme (ARRS). System work 
getting underway with all primary and community partners to look at opportunities 
to work collaboratively in the recruitment and retention of additional roles.
4. Primary Care Academy is implementing a programme of GP resilience with a 
focus on leadership development in middle-years GPs.
5. The Academy has led on the development of a primary care workforce (Lantum) 
bank which can provide both clinical and admin staff to support practices in need
6. Urgent Enhanced Primary Care hubs providing further capacity to the system. 
7. Regular meetings with GM Integrated Care 
8. Increase of retention and recruitment activities through GP retention monies. 
9. Keeping abreast of new and innovative roles which will compliment the GP role.
10. Robust data collection and monitoring of number of GPs, planned retirement 
and development of action plans to support recruitment and retention and 
introduce new roles.
11. Wider system partners are part of the workforce group
12. Reporting / updates on primary care initiatives to be a regular items at the 
workforce subcommittee.

1. National and GM shortage of health care professional roles. 
2. Limited capacity within the BI and Primary care team to validate 
the data. 

4 3 12 12 ↔ 12 ↔

1. Validate data around GPs, Practice Manager and Practice Nurses 
being eligible for retirement.
2. Work to support the process to enable the validation of the data 
and understand the full picture of eligibility for retirement from key 
roles over the next 2-5 years. 
3. Increase practice engagement with the Good Workforce Charter 
(subject to successful recruitment)

Head of 
Primary Care

1. Q4
2. Q1 25/26
3. Q2 25/26

1. Primary Care Workforce 
Mandate Delivery Group, 
2. Quarterly ARRS 
submissions, 
3. LCO Exec, 
4. PCOG (Primary Care 
Operational Group), 
5.PCCC, 
6. Regular assurance 
meetings between LCO, 
ICB Workforce Groups. 
7. People Committee

None

102
102-NHS GM Primary 
Care Team recruitment

IF we are unable to recruitment to vacant positions within the Primary Care 
team THEN this will continue to impact on the ability of the primary care 
team to deliver locality and central workplans. 

3 4 12
1. Permission for recruitment to all two vacant roles (1 x Band 8A, 1 x Band 7) has 
been provided by GM.
2. Interim arrangement for support from member of Bridging team member

1. GM ICB approval to recruit
2. HR recruitment timescales and notice periods.
3. GM freeze on recruitment

3 3 9 9 ↔ 9 ↔

1. Recruitment to all roles. 
2. Permission continues to be sought for external recruitment of 
longstanding vacant whole standing 1.4 x Band 7

1. 1x 8A role has been 
recruited to and 1 x 7 part 
time role has been recruited. 
2. Permission continues to be 
sort. 

Head of 
Primary Care

1. Q2-Q3
2. Q3

1. LCO Exec, 
2. PCCC,
3. Deputy Place Lead
4. GM Exec

None

089 089-PCN maturity

IF Primary Care Networks (PCNs) do not further develop partnership 
working between practices and leadership skills among their members, 
THEN they will not be able to deliver services this may impact on their 
ability to deliver transformational system change within their PCN and with 
wider health and care partners.

3 3 9

1. Primary Care priority programmes include PCN Development and PCN Clinical 
Leadership. 
2. RHA / Academy / GM ICS to develop co-production approach to PCN 
Development and leadership
3. RHA / Academy and GM ICS to continue to support PCN monthly meetings and 
business planning
4. Monthly meetings between GM ICS HMR and PCN Clinical Directors (CDs)
5. Matrix self assessment
6. ICB are developing offers for PCNs to access and aid maturity, these are 
regularly shared with PCNs and PC team are encouraging as appropriate
7. Neighbourhood Boards are being developed which will support the 
development of links with the wider system and PCN CDs are starting to  work 
more within the neighbourhood groups
8. PCNs are engaged with further development and training opportunities that will 
become available for more HMR practices in 25/26(CAIP)

1. PCNs are independent delivery groups so the GM Integrated Care 
does not have direct control over their approach to business 
planning and development
2. Due to collective action attendance of 5 of the 6 PCN CDs as 
system clinical leaders at a range of system partnership meetings 
is currently paused i.e. PCCC, LCO Board

3 4 12 12 ↔ 12 ↔

1. Development of a system-approach to the development of PCNs 
this include identifying interdependencies with  the primary care 
element of the LCO business plan, neighbourhoods programme 
and the clinical and professional leadership programme 
2. Primary Care team PCN leads continue to link in with CDs to 
support PCN meeting this includes linking in with the GP 
Excellence development programmes and GM offers. (Ongoing)
3. Throughout CAIP in 25/26 additional training opportunities will 
be available and PCNs are engaged.

Head of 
Primary Care

1. Ongoing
2. Ongoing
3.Ongoing

1. Primary Care Mandate - 
monthly highlight reporting, 
2.PCOG (Primary Care 
Operational Group), 
3. PCCC, 
4. LCO Exec, 
5. Locality Construct

None

371
371-The Hive Primary 
Care estate

IF the development plan for new Hive GP practice is not agreed by NHS GM 
THEN this will mean that GP services will continue to be delivered from a 
building that is no longer fit for purpose this MAY 
affect the practices ability to continue to operate safely and deliver a high 
quality service to patients and impact on staff morale, recruitment & 
retention . Further delays may also result in land purchased for the new 
build practice planning permission lapsing and MAY result in compulsory 
purchase order by RBC. 

5 4 20

1. GM PCN toolkit report and ranking criteria has been circulated for review by 
locality and a draft updated version has been shared with GM. Locality is awaiting 
next steps from GM. 
2. Identified within the local estates plan based on GM PCN toolkit baseline 
findings as immediate requirement. 
3. Issues escalated to PCCC & SEG 
4. Meeting taken place with GM and The Hive practice to discuss next steps
5. Links in place between PC and RBC 
6. PID has been submitted (June 25) and supported at GM Estates Steering Group 
and will progress to region.
7. Grant Agreements is being progressed to support PID at region and national.

1. GM ICB decisions making process
2. Awaiting outcomes of prioritisation process across GM 

4 3 12 12 ↔ 12 ↔
1.  Next steps meeting to take place with GM, the practice and RBC. 1. TBC Head of 

Primary Care
1. TBC

1. HMR PCOG
2. HMR PCCC
3. HMR Estates OWG
4. HMR SEG 

None

091
091-Primary Care 
demand

IF primary care demand continues to exceed capacity then THEN this will 
increase pressure on other parts of the health and care system.

3 3 9

1. All practices have business continuity plans 
2. All practices have formed buddying arrangements with other practices to boost 
resilience.
3. Sit rep reporting, with targeted locality support for practices who are struggling.
5. Urgent  Enhanced Primary Care Hub  providing further capacity and further 
system wide offer
6. UEC capacity and discharge funding invested into primary care additional 
schemes providing additional face 2 face appointments from November - March. 
7. Pan GM Optum and community pharmacy schemes funded for winter 24/25
8. System pressure meetings take place 2 x per week

1. Not possible to accurately measure or control level of demand
2.GP appointment data is reported by GM but this does not include 
the appointments at Whitehall Street and the Enhanced Primary 
Care hub
3. Completion of the Sit Rep is not contractual, therefore collective 
action is likely to impact the regular and consistent completion of 
the sit rep

3 3 9 9 ↔ 9 ↔

1. Continue to monitor pulse check
2.Request GM Primary Care team to include these appointments in 
the current dashboard 

Transformatio
n and Delivery 

Manger

1. Ongoing
2. TBC

1.  PCOG (Primary Care 
Operational Group), 
2.PCCC
3. GM PCCC
4. UEC Programme Group

None

101
101-Primary care - 
respiratory diagnostics

IF there remains a lack of respiratory diagnostic testing in primary care, 
THEN this will impact on the quality of diagnosis of respiratory conditions 
and potentially reduce the effectiveness and efficacy of patient care, as 
well as putting additional pressure on secondary care for diagnostic tests.

3 3 9

1. Planning underway for development of a borough wide spirometry offer in line 
with GM quality assured model
2. Development of a respiratory diagnostic pathway
3. Limited Spirometry is now taking place in Primary Care setting to aid the 
backlog, whilst the GM quality assurance model is developed.
4. Primary Care Academy undertook risk assessments, training needs analysis 
and updated training of appropriate staff to support interim arrangements. 
5. STAR procurement has been agreed for 1 year. 
6. Spiro & FeNO has been added the the 25/26 Locally Commissioned Scheme, 
with the requirement for each PCN to submit a proposal by end of May.
7. Spiro & FeNO plans have been reviewed and feedback provided

1. No dedicated funding to deliver new models of diagnostic tests. 
2. No control over GM planning for diagnostic hubs (both delivery 
timescales and inclusion criteria).
3. This is a national delivery problem as spirometry is aerosol 
generating.

3 3 9 9 ↔ 9 ↔
1. Seeking advice from contracting for advice to go out to test the 
market.

Actions arent progressing as 
approval of the STAR form is 
not possible at present.

Head of 
Primary Care

1. Q2

1.PCOG (Primary Care 
Operational Group), 
2.PCCC, 
3. HMR Planned Care 
Board, 

None

Inherent
Risk Score

Current 
Risk Score



103
103-Primary care 
estates

IF general practice and primary care estates are not fit for purpose THEN 
there will be an impact on quality and safety of service delivery to patients 
and staff. 

2 3 6

1. Operational Estates group monitor practices 
2. Support PCNs and GP practices with improvement bids
3. GM PCN baseline work planned to commence to support further assessment 
and short, medium and long term planning for PC estates
4. GM PCN toolkit report and ranking criteria has been circulated for review by 
locality and a draft updated version has been shared with GM. Locality is awaiting 
next steps from GM. 
5. Local estates plan based on GM PCN toolkit baseline findings has been 
developed for projects identified as immediate and medium term.
6. Utilisation and modernatisation funding has been made available to practices 
for development of additional clinical rooms within the current practice footprint. 
8 practice applied, 7 have been funded. 
7. Practice visits are taking place to understand needs and opportunities.

1. NHS England have limited funding for primary care estates 
improvement programme
2. GM engagement in estates conversations outside of PCN toolkit 
work. 

3 3 9 9 ↔ 9 ↔
1. Continue to engage with GM PCN toolkit process and next steps 
2. Development of  PCN and LCO estates strategy once GM have 
published their Estates Strategy
3. Develop local estates plan for long term requirements. 

Head of 
Primary Care

1. Ongoing
2. Awaiting GM 
Strategy date
3. Q2

1. PCCC
2. HMR Strategic Estates 
Group
3. GM Strategic Estates 
Group
4. HMR Operational Estates 
Group

None

225
225-Digital 
Interoperability in 
Enhanced Access

IF current digital interoperability issues in relation to enhanced access with 
EMIS are not resolved THEN patient access to enhanced services bookings 
online and on the day will continue to be effected and put additional 
pressure on GP practices to support appointment facilitation. 

3 3 9

1. Manual work arounds have been put in place wherever possible to support. 
2. Functionality issues in EMIS community have been escalated, regular meetings 
are in place with EMIS and risks noted on locality risk log.
3. Test of Change has taken place with free solution to support direct bookings 
with one PCN. 

1. EMIS function and resource to fix issue
2.NHS E 3 3 9 9 ↔ 9 ↔

1. HMR PCCC
2. LCO  Exec
3. Locality Board
4. GM PCCC

None

297

297-Delay to resolution 
of Information 
Governance issues with 
nonhealthcare provider

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

3 3 9

1. Work is rapidly taking place with GM ICB SIRO and locality IG leads working with 
provider to resolve issues and provide assurances required.
2. weekly meetings are in place with locality leads, IG leads and regular contact 
mechanisms are in place with the provider
3. Communications have been sent out to all primary care advising them how to 
access alternative arrangements to limit any potential delays on patient care
4. Clear reporting mechanisms for primary care to flag any urgent requirements 
that cannot be met by other providers to localities are in place and work to support 
spot purchase as appropriate and required is underway
5. Spot purchasing arrangements in place for all areas and comms have been 
circulated. 

Provider resolving issues and providing assurances in a timely 
manner 

2 3 6 6 ↓ 6 CLOSED

Future direction of travel and commissioning intentions for 
interpretation and translation services has been agreed and 
approved at November PCCC. Next steps linking in with GM 
contracts and procurement team and SBS framework support 
managers are being progressed it is anticipated that these will 
resolve outstanding IG issue from 1 April 2025.

1. PCCC 
2. PCOG
3. LCO Delivery Group

None

389

389-Antimicrobial 
resistance and poor 
infection prevention 
control

If antimicrobial resistance continues to rise, then this could lead to 
outbreaks of infection that are likely to result in significant harm to 
residents and have financial, reputational, and legal consequences for the 
ICB and healthcare providers. 

4 5 20

1. Implementation of Antimicrobial Stewardship (AMS) in primary care for a 
system-wide approach to promoting and monitoring the use of antimicrobials to 
preserve their future effectiveness. AMS forms part of BeCorr GP Quality Scheme 
which will be integrated as part of HMR Incentive scheme for 2024/25 and will 
continue to be a priority focused area for HMR.
2. Providing TARGET training sessions and supporting general practice to deliver 
the core and enhanced components of the scheme which should help reduce the 
overall antibiotic prescribing. This includes encouraging completion of Self-
Assessment forms to reflect on prescribing of antibiotics. 
3. Facilitating Peer Review sessions, presenting data and providing advice to 
support the development of Quality Improvement Plans (QIP) tailored to practice 
needs. Examples of QIP recommendations, include reviewing practice process, 
such as public comms and engagement, patient education, reviewing face-face 
appointments as well as auditing prescribing against guidance.
4.To prevent the unnecessary spread of infections NHS providers continue to 
emphasise the importance Infection Prevention Control (IPC) measures to staff 
and patients.
5. HMR Quality Assurance Nurse is working with nursing and care homes to 
support effective IPC in these settings and to embed good IPC measures, working 
with regulatory bodies e.g. CQC. 

Staffing Shortages – Limited staff and high turnover of staff lead to 
inadequate infection control practices due to high workloads and 
time constraints.
•	Insufficient Training – Staff may lack proper training in infection 
prevention protocols, hand hygiene, and the use of personal 
protective equipment (PPE). Not reporting issues to IPC
•	Inconsistent Compliance – Adherence to infection control 
measures, such as proper handwashing, environmental cleaning, 
and isolation precautions, can be inconsistent across HMR Nursing 
Homes.
•	Poor Communication – Gaps in communication between nursing 
homes to professionals can lead to delays in identifying and 
addressing infection risks.
•	Lack of primary care IPC advice to patients in their own home and 
to managers of social care between the lab and the result.
•	Water safety. IPC recently raised a concern about nursing homes 
to the HSE, however no response, advice or input provided by HSE.
•	Excess use of antibiotics to treat urine infections with the ongoing 
development of ESBL antimicrobial resistance not only contributes 
to the development of antibiotic resistance but also increases the 
risks of C difficile across a population.
•	Lack of fit testing availability, lab capacity, PPE. Currently being 
reviewed by GM.            

2 4 8 8 ↔ 8 ↔

1. Quality Improvement nurse to provide training alongside NCA 
IPC Team to care homes 
2. Addressing the gaps through targeted quality improvement 
efforts, staff education, and stronger infection prevention 
protocols across HMR nursing homes.
3. Providing targeted training sessions.

Regular Reviews, discussions 
and monthly updates 
provided to maintain 
consistency in engagement 

Quality 
Improvement 

Nurse

1. Ongoing
1. PCCC
2. PCOG
3. LCO Performance Group

None

401
401-Primary Care 
Academy 25/26

IF the funding for Primary Care Academy continues to be reduced for 25/26 
THEN there is an increased risk that recruitment, retention and training 
initiatives will be able to be delivered and this may impact of the 
sustainability and quality of HMR primary care workforce 

4 3 12

1.Continue to work with the Academy & wider system partners to priories schemes 
and identify other funding sources & matrix working opportunities to maximise 
limited resources
2. Continue to engage with NHS GM, regional and national schemes
3. Contract service review undertaken

1. May impact some practices more than others dependent on 
staffing structures/retirement age/staff movement

4 2 8 8 ↔ 8 ↔ PCA

1. HMR PCCC
2.  HMR PCOG
3. HMR People Group
4. LCO Performance & 
Delivery Group

None

099
099-COVID-19 mass 
vaccinations - vaccine 
inequality

IF vaccine uptake in some vulnerable population groups (including BAME 
communities and areas of deprivation) remains lower than local and 
national averages, THEN vulnerable members of the community will be at 
greater risk of serious illness and hospitalisation from COVID-19 and flu. 

3 2 6

1. Plans in place for health inequalities workplan working with Action together to 
raise uptake, awareness and engagement across various community groups.
2. Plans for targeted intervention are in place where uptake is low.
3. Vaccine group meetings are in place to oversee equality work.
4. Interim support for the locality vaccines and imms programme is in place for 
25/26
5. Inequalities lead in post deliver on Access & inequaliites funding bid within low 
uptake communities 

1.Patient choice and vaccine hesitancy.  
2. Vaccine programme manager vacancy

3 2 6 6 ↔ 6 ↔
Head of 

Primary Care

1. HMR Vaccination 
Working Group, 
2. Gold, 
3. Silver

None
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REPORT AUTHOR: 
 

Louise Entwistle 

EXECUTIVE SUMMARY:  
 

The purpose of this paper is to update the Primary Care Commissioning Committee on 
progress and work taking place within primary care estates. 

 
The update consists of the following three main areas: 
- Utilisation and Modernisation Fund (UMF) 
- The Hive Medical Centre 
- Proposed new satellite GP Surgery – Ashworth Street Surgery/ Ings Lane  

Utilisation and Modernisation Fund 
Utilisation and Modernisation fund is a national scheme that was launched in April 2025, GP 
practices were required to submit a Project Initiation Documents (PID) outline their proposal and 
were supported by the System Estates lead and Primary Care team. The UMF fund provides 
funding for additional clinical spaces to be built or converted within practices existing footprint, to 
enable an increase in the number of patient appointments the practice can offer.   
 
The Hive Medical Centre 
The Hive Medical Centre is progressing with a Project initiation document (PID) to build a new 
practice premises, due to the current practice location not being fit for purpose. The PID has been 
submitted and approved through GM ICB governance and is going to NHS England Regional and 
National teams for final approval.  
 
Proposed new satellite GP Surgery – Ashworth Street Surgery / Ings Lane 
Ashworth Street Surgery have a satellite practice at Norden Old Library, which currently doesn’t 
allow for full standard GP services to be undertaken. The practice is looking to explore alternative 
locations for their satellite practice which will allow them to offer additional clinics and appointments.
  



 

 

 
RECOMMENDATIONS: 
 

The Primary Care Commissioning Committee is asked to 
note the updates and support the exploration of a proposed 
new branch site GP Surgery for Ashworth Street Surgery at 
Ings Lane. 

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
x 

Assurance 
☐ 

Discussion 
x 

Information 
x 

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

X Risk implications;  
X Financial implications;  
X Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
  



 

 

1. Overview 
1.1  This paper is to update the Primary Care Commissioning Committee on progress and work 

taking place within primary care estates. 
 

The update will cover the following three areas. 
 
• Utilisation and Modernisation Fund (UMF) 
• The Hive Medical Centre 
• Proposed new satellite GP Surgery – Ashworth Street Surgery/ Ings Lane  

2. Background  

2.1  In 2022/23 Greater Manchester ICB commissioned a review of all primary care estates to 
understand the current state of premises, utilisation and capacity forecasting based of 
populations by 2032. The outcome of this was the development of a PCN toolkit and work 
took place led by CHP to complete the toolkit with each NHS GM PCN. The aim of the toolkit 
was to identify estates priorities within each PCN. Following completion of the toolkit each 
PCN was provided with a copy of the toolkit report and the information across GM was used 
to develop GM prioritisation process. It should be noted that Middleton PCN declined the 
offer to engage with the toolkit work and this process has not been completed for Middleton 
PCN. All other 5 PCNs across HMR participated in the toolkit work, regularly meeting with 
CHP and engaging with validation of estate plan for their PCN.  

 

Following the publication of the PCN toolkit report, work took place to review and confirm 
with practices that information was accurate. Once validated this information formed the 
basis of GM estates prioritisation plan. In addition to the central GM estates process HMR 
locality also used the toolkit outcomes to develop a local HMR estates plan. This locality 
plan clearly identifies any estates issues facing practices including but not limited to 
condition of the building, utilisation of space and any constraints including ability of space 
to meet current and future needs of its patient population. To support the development of 
robust locality plan building on the toolkit work a series of practice visits are taking place 
led by the locality system estates lead. These visits have provided the opportunity for all 
practices to discuss any issues and for all options to be reviewed. This has included full 
identification of options for reconfiguration of existing space and or extensions. To date 
50% of practices have been visited. It is anticipated that by December 2025 all practices 
will have been visited. 
 
The locality plan provides a comprehensive assessment of current HMR practice estates, 
any immediate short term, medium and long term issues and options available to address 
these including next steps e.g. feasibility study and estimate costings. This plan will support 
the locality to be in a good position to respond quickly to any funding opportunities to 
progress GP estate work whether these are national, regional or NHS GM capital pipeline 
funding. To date using the outputs from the PCN toolkit and the HMR locality estates plan 
we have prioritised 2 projects in 2025/26 Heywood practice extension and The Hive build. 
 



 

 

Both of these projects have progressed, Hopwood Medical Centre has been successful 
through the Utilisation and modernisation fund (see section 3) to extend and convert space 
within the practice building to enable the practice to continue to deliver services to 
increasing patient numbers. The Hive Medical Centre is progressing with support from the 
System Estates Lead, HMR Primary Care team and NHS GM Estates team, further details 
are in section 4 below.  
 
The locality plan has been approved by HMR Strategic Estates Group (SEG) and regular 
updates are provided operational estates group and to SEG as well as to Primary Care 
Operational Group (PCOG) and this committee. 

 
3. Utilisation and Modernisation Fund (UMF) 
 
3.1 In April 2025, the government announced that £102 Millon of funding for general practice 

improvements to estates had been made available, with the focus on enhancing the use of 
existing infrastructure, creating additional capacity for the GP and practice workforce and 
enable additional patient appointments. Based on the PCN toolkit reports and prioritisation 
work undertaken in HMR, a list of practices were put forward by NHS GM ICB and these 
were pre-approved by ministers for an allocation of the funding.  

 
The national timescales to apply for the UMF funding were tight and not all practices that 
were put forward by NHS GM ICB in their initial submission were in a position to be able to 
apply for the funding. There was strict eligibility criteria also issued with the funding 
announcement. This unfortunately meant that from the 21 practices submitted for pre-
approval by NHS GM only 7 actually met the qualifying criteria within the timescales. It 
should be noted that any scheme submitted had to be completed and built by 31st 
December 2025. 
 
HMR locality estates lead with the support of the primary care team worked with NHS GM 
estates team to revisit the submitted list for HMR. As a result of this work a further 2 
practices were identified outside of the pre- approved list that did meet the criteria. This 
meant that overall, a total of 9 PIDS were submitted by HMR practices and all 9 have now 
been successful in securing the UMF funding. This is the highest number of successful 
bids from any GM locality.  

 
The table (Table 1) below provides an overview of the funding each practice has secured, 
additional clinical rooms and a summary of the work that the funding will support.  

 
Practice Funding 

allocation 
No of additional 
clinical rooms 

Approx. no of additional 
appointments 

Ashworth Street Surgery £50,400 2 9,000 
Castleton Health Centre £31,974 2 9,000 
Family Practice: The 
Strand Medical Centre 

£39,194 1 6,000 

Heady Hill Surgery £197,613.40 3 17,940 
Hopwood Medical Centre £165,862 3 5,700 



 

 

The Junction Surgery £33,934 1 9,000 
Mark Street Surgery £44,952 1 6,500 
Peterloo Medical Centre £47,125 2 20,000 
Yorkshire Street Surgery £33,975 1 6,000 
Table 1 
 

 The development works are expected to be completed by 31st December 2025. 
 

It is expected in 2026/27 there will be a further UMF fund. We are working with practices yet 
to apply for UMF funding, to explore if there are opportunities within the practice footprint to 
increase their current clinical space and supporting practice to complete the PID documents 
ahead of any funding opportunities being confirmed. 

 
4.  The Hive Medical Centre 

4.1 The Hive Medical Centre has been looking to relocate for a number of years and as 
previously reported, at this meeting, have acquired land at the former Nowster Pub in 
Middleton as the site of the new premise to be built. For numerous reasons there have 
been delays in progressing the development of the new site However the new build has 
now been identified as a priority scheme for HMR by NHS GM and work is progressing to 
move this forward. 

The PCN toolkit identified the practice’s current estates as not being fit for purpose and 
identified as a tail property. The practice was therefore identified as a high priority in the 
locality, which fed into the GM ICB estates priorities plan.  

Over the last year work has taken place to update the previous PID document and work 
with GM ICB colleagues to meet the relevant requirements for the project to receive capital 
funding. The PID has now been through the relevant governance routes at GM ICB and 
has been supported and approved for capital estates funding, the next steps require NHS 
Regional and National teams to approve the funding, this requires additional information to 
be provided including a project manager, project plan and additional drawings with 
associated costs. The expectation is that the relevant meetings will take place over the 
next two – three months, for full funding of the new premise.  

For completeness the PID document submitted and supported by GM ICB went to the 
HMR Locality Strategic Estates Group (SEG) on 7th July 2025, where it was also supported 
and if members would like to have sight of the full PID this can be provided. 

5. Proposed new satellite GP surgery - Ashworth Street Surgery/ Ings Lane 
 
5.1 Ashworth Street GP Surgery currently uses Norden Old Library as a branch site. Norden 

old library is located 2.0 miles/3.2km from the main Practice on Spotland Road. Currently 
due to the condition and configuration this site offers very limited services. Space at the 
Norden site is limited and does not lend itself to provide GP Surgery standard services. 



 

 

Access and parking are also compromised, affecting patients, deliveries and collections. 
The site also isn’t located near the majority of the practice’s current patients.  

 
Following a site visit to the main practice in June 2025, the issues with the branch site were 
raised and the practice advised they would like to look for an alternative location. The 
practice has seen a dramatic increase in new patient registrations with a current caseload 
of 17,784, which is 10% higher than the published PCN Toolkit figures in 2024 of 16,167 
and already higher than 2032 forecast made by PCN toolkit administrators. Adequate 
Clinical space to meet the needs of its patient population is therefore a constant issue for 
the practice.  
 
Ings Lane Clinic is currently on the NHS Property Services Disposal list. The clinic was 
recently vacated by NCA-HMR Children’s Community Services, Health Visiting/School 
Nursing Teams and Podiatry. It is 1.0 miles/1.6km from the main Practice on Spotland 
Road, Rochdale. This location is within reach of a large proportion of the practice patient 
list and just off a main road with public transport.  

An initial meeting took place between the practice and NHS Property Services (NHS PS) in 
June 2025, to discuss the potential for the Ings Lane clinic space. 

In July 2025, a proposal was taken to the locality SEG meeting, to explore the possibility of 
repurposing the Ings Lane Clinic into a fully functioning GP Surgery with investment from 
the landlord (NHS Property Services) and additional reimbursement from GM ICB. HMR 
SEG supported investigation work to take place. Conversations with GM ICB have also 
taken place and approval for investigations into the opportunity with estates partners and 
Primary Care have been provided.  

Following the initial meeting between the practice and NHS PS a further meeting is being 
arranged imminently, to understand what space the practice requires i.e. number of clinical 
rooms, group space and a feasibility study has been ordered by NHS PS and is currently 
underway. 

The next steps will be to produce a project plan for the reconfiguration works within the 
clinic and development of the PID for funding from GM ICB. 

6.  Recommendations 
 
6.1  The Primary Care Commissioning Committee is asked to note the updates and support the 

exploration of a proposed new branch site GP Surgery for Ashworth Street Surgery at Ings 
Lane.  
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REPORT TITLE: 
 

Quality Improvement Programme Update 

 
REPORT AUTHOR: 
 

Jackie Woodall 
Transformation and Delivery Lead 
 

EXECUTIVE SUMMARY: 
The Integrated Care System (ICS) holds delegated authority for contracting with GP services and 
for monitoring the quality of these services. While GP Practices are accountable for the quality of 
care they deliver, they are required to have their own quality monitoring systems in place. NHS 
England and the ICS share responsibility for assuring the quality of primary care services. 
 
Following discussions with NHS Greater Manchester (GM) Central Team Quality Leads and the 
Data, Intelligence, and Insight Team, a locality plan and phased approach to restart the HMR 
Quality Improvement Programme was developed for 2024/25. This included the use of interim 
HMR Quality dashboard using readily available data sets and as a result, the QIP has been fully 
reinstated for 2025/26.  
 
Following this NHSE launched a General Practice Data Dashboard. The NHSE GP Data 
Dashboard is a collection of interactive dashboards relating to general practice in England and is 
available to provide oversight to Commissioners and is designed to support benchmarking and 
insight information to identify any performance variations, assess risk and inform local contract 
reviews and improvement initiatives.  
 
The NHS GM Data, Insight & Intelligence team has now made the same NHS E data available to 
all localities and practices.  
 
This paper is seeking the committees approval for HMR to adopt the newly developed GM 
dashboard, which replicates the new national NHSE version for the HMR Quality Improvement 
Programme and to retire the existing interim dashboard.  
 
From September 2025 it is proposed that HMR transfer to using the GM Quality Framework. This 
will reduce any confusion with Practices as GM have developed and already provided training to 
share this separately with practices.  The NSH E dashboard is also what the ICB are monitored 
against and are asked to report on, to the Central GM Team.  Adopting the GM Framework 
ensures one unified and consistent overview for all. 
 
The full paper provides an overview of the transition process, rationale and  expected benefits. 
 



 

 
RECOMMENDATIONS: 
 

The Committee is asked to approve the adoption of the GM 
GP Quality Framework which will replace the HMR Locality 
Dashboard from September 2025.  The RAG rated 
approach used by HMR will continue but will be based on 
the new GM Quality Framework measures.  The 
programme will continue in line with the current HMR QIP. 

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

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

☐Risk implications;  
☐Financial implications;  
☒Clinical implications;  
☒Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☒Workforce Implications;  
 

 
1.0  Background 
 
1.1  The Integrated Care System (ICS) holds delegated authority for contracting with GP services 

and for monitoring the quality of these services. While GP Practices are accountable for the 
quality of care they deliver, they are required to have their own quality monitoring systems 
in place. NHS England and the ICS share responsibility for assuring the quality of primary 
care services. 

 
1.2 Following discussions with NHS Greater Manchester (GM) Central Team Quality Leads 

and the Data, Intelligence, and Insight Team, a locality plan and phased approach to 
restart the HMR Quality Improvement Programme (QIP) was developed for 2024/25. As a 
result the HMR QIP has been fully reinstated for 2025/26.  

 
1.3 To enable a restart of HMR Quality Improvement Programme following transition to the ICB 

and limited primary care BI resources at locality HMR worked with the Data and Insight & 
Intelligence team to develop a revised interim version of HMR dashboard using readily 
available data sets. This approach using the revised dashboard with a reduced set of 
indicators was approved by this committee and allowed for the timely restart of the scheme 
which had been paused for some time. A copy of indicators included in the reduced HMR 
dashboard can be found at Appendix 1.   

 
The dashboard was made up of indicators available from the GM Intelligence Hub  

 
1.3 The main aim of the QIP dashboard is to act as an early warning system to ensure that 

practices are supported quickly and there is shared and clear understanding across the 



 

local system regarding any areas that may be identified as needing improvement. There is 
no requirement for practices to provide any data to feed into the dashboards as the 
information is taken directly from EMIS.  
 

1.4 A RAG rating system is also applied to the dashboard based on practices position against 
the individual measures. The RAG rating system enables the locality to prioritise the 
timeliness and frequency of visits that a practice may require.  

 
1.5 Currently GM localities have a range of approaches and schemes and different dashboards 

in place to support quality improvement in General Practice. However, the ambition is for a 
single consistent approach across NHS GM and that work will take place in the future to 
review and align the locality schemes supported by a single dashboard. No timetables for a 
single transition have yet been agreed and as HMR currently has the interim dashboard we 
are now seeking the committee’s approval to adopt the GM quality framework that mirrors 
the national NHS E dashboard to support the HMR Quality improvement programme. 

 
 
3.0 Rationale for the Transition 
 
3.1 Key drivers for moving to a GM Quality Framework include: 

 
• Data consistency: Eliminates variations in how metrics are defined and reported 
• Efficiency: Reduces duplication of effort across locality teams 
• Scalability: Easier to integrate future indicators and national requirements 
• Equity: Ensures all localities have access to the same tools and insights 
• Governance: Strengthens data quality assurance and auditability across the system 
• Reporting integration: Work has been undertaken to integrate this dashboard with 

other reporting systems (eg quality, workforce, and patient experience data) to 
provide a more holistic view 

• NHSE Framework – GM have replicated the NHSE’s GP framework so that it is open 
and transparent. 

 
3.2 There are also impacts and benefits of having in place one consistent framework: 
 

• Clarity in performance reporting at locality and system level 
• Collaboration across localities using shared indicators and definitions 
• Capacity to track and act on variation in a more timely and informed manner – there is 

ability to benchmark GP Practices in other areas of GM 
• Alignment with GM ICB strategic objectives and the NHS Long Term Plan. 

 
3.3 The adoption of the centralised dashboard marks a significant step forward in aligning local 

monitoring with system-level intelligence. It supports a unified approach to improvement, 
accountability, and transparency across all localities. 

 
3.4 The continued collaboration of locality teams will be essential to ensure the tool remains 

responsive and effective as strategic priorities evolve. 
 



 

3.5 To provide this committee with an overview of the GM Quality Framework dashboard, an 
example of the measures is included at Appendix 2 of this paper. 

 
4.0 Heywood Middleton and Rochdale Approach and Next Steps 

4.1 In the new GM Dashboard there are 3 versions of the framework within the one view: 
 

o NHS England Dashboard – a like for like replica of the NHS England GP Dashboard, 
including all measures but with more timely data. 

o GM – Core – NHS GM defined measures 
o GM Plus – contains all NHS GM core measures and additional measures that, whilst 

not under the direct influence of general practice, may be used for wider quality 
improvement eg bowel or breast cancer screening. 

 
The measures within the GP Quality Framework will evolve as priorities change eg new 
measures for BeCCoR. 

 
4.2  Key features of the central dashboard include: 

 
• Standardised indicators and metrics aligned with GM and ICB priorities 
• Data feeds with automated updates – no input required from Practices. 
• Comparative functionality allowing benchmarking between practices and localities 

 

4.3 From 1st April 2025, HMR has undertaken 11 Quality Visits using the previous HMR 
dashboard. In light of the retirement and decommissioning of our local dashboard, we 
request the committees approval to proceed with the planned next steps.   

 
4.4 Specifically, this will enable us to continue delivering the remaining 15 Quality Visits 

scheduled across 2025-26, ensuring consistency and oversight in our quality 
improvement work by adopting the newly implement GM Quality Framework dashboard.  
In line with the previous process an individualised Practice level summary will be run, 
downloaded and included as part of the QIP monitoring pack.  The indicators classified 
for review will form part contractual compliance part of the practice level discussions. 

 
4.5 We seek the committee’s approval to adapt the previously applied Red, Amber, Green 

(RAG) approach used in HMR’s existing QIP. The new GM Quality Framework dashboard 
identifies 26 indicators, compared with 47 in the previous version. Details of this are 
provided in section 4.8 of this paper. 
 

4.6   On the new dashboard each measure has been given a lower threshold for which 
practices below this value may require reviewing and an upper threshold, for which 
practices above this value are classified as excelling. Thresholds act as a reference point 
to identify whether performance is within an acceptable range, below expectations or 
exceeding targets.  It supports decision making by highlighting variation, risks, as well as 
areas of good practice. 



 

 

4.7 Appendix 2 below provides a practice level example of from the GM Dashboard.  In this 
case, the practice has triggered 13 indicators for review (classified as amber in colour).  
These flags are generated by comparing the practice’s current performance values 
against defined upper and lower thresholds, which identify whether performance falls 
below the minimum expected level.  In contrast the one green indicator is classified as 
Excelling is because the Practice is exceeding the maximum expected level. The 
thresholds within the GM Dashboard have been developed using validated national 
benchmark data with baseline averages calculated for each indicator to ensure 
consistency and comparability.   
 

4.8 The revised GM Quality Framework dashboard only applies two colour ratings in the 
classification column as described below (see Appendix 2 which shows the new format 
and layout): 

• Amber – indicators identified for review/support as they are below the lower 
threshold. 

• No colour – indicators are not for review or excelling – classification on the 
dashboard is “None”.  These are considered as acceptable but still need monitoring. 

• Green – these are the indicators that are excelling for practices and where indicator 
performance is exceeding the upper threshold target.  For these indicators we would 
be asking Practices to share their best practice. 
 

Each measure has a link to a more detailed dashboard to support wider interrogation and 
deeper analysis. This allows a practice-level view of individual indicators, including trend 
and comparison data.  The detailed view is available for all indicators and is used in 
particular where indicators are flagged for review and is captured within the individual 
practice packs shared as part of the QIP to form discussions and understanding at a visit. 
 
NHS GM has developed the concept of “Practice Peers” which groups practices into those 
who have similar patient populations.  These peer groups are being rolled out across all 
dashboards to provide opportunities for shared learning. 
 

4.8 As a result of these changes it is proposed that the HMR RAG rating element of the QIP, 
used to determine which practices will be visited and the frequency of the visits, be applied 
to the new dashboard in a format similar to the previous dashboard.  Given that the new 
dashboard has fewer indicators, the following criteria are recommended for agreement by 
the Committee: 
 

• Green – Any practice that has less than 8 indicators for review. 
• Amber – Any practice that has been 9 and 16 indicators for review. 
• Red – Any practice that has more than 17 indicators for review or as in the existing 

programme receives a CQC rating or requires improvement or inadequate. 
 

4.9 The rest of HMR’s Quality Improvement Programme approach will remain the same 
as set out below.  This provides committee members with the detail of HMR’s 



 

approach with regards to what is means for a Practice to be either Red, Amber or 
Green status and the levels of monitoring applied. 

 
 
 

 

 
 



 

4.10 The GM Quality Dashboard will be run and monitored on a quarterly basis.  This 
will give a balanced sense check between timely monitoring and having meaningful 
trend analysis.  Quarterly monitoring also allows sufficient time for changes in practice 
to take effect and be reflected in the dashboard, whilst also ensuring any emerging 
performance concerns or risks are identified early in order to offer support when they 
can have the most impact. 

 
 
5.0 Recommendations 

 
5.1 Following discussions at Primary Care Operational Group, in August, the recommendation 

is that Primary Care Commissioning Committee: 
 
5.2 Notes the contents of this paper and agrees with the recommendation to the adoption of 

the GM Quality Framework dashboard as part of HMR’s Quality Improvement Programme. 
 
5.3 That there is agreement to the revised thresholds for an adapted RAG rating system within 

the GM Quality Framework dashboard, enabling HMR’s QIP to function effectively while 
maintaining the ability to prioritise practice visits. 

 

  



 

Appendix 1 – Heywood Middleton and Rochdale Quality Programme Dashboard - Proposal is to remove this dashboard 

 



 

Appendix 2 – NHS Greater Manchester GP Quality Framework - Proposal is that this GP individual dashboard view is adopted. 

 
 
 



 

 

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

 
ITEM NUMBER: 9 
 
DATE: 19/09/25 
 

 
REPORT TITLE: 
 

Vaccinations update 

 
REPORT AUTHOR: 
 

Zoe Farrer 

EXECUTIVE SUMMARY: 
The purpose of this paper is to update the committee on progress of the locality vaccination 
programmes with particular focus on commencement of Winter Covid 9 and flu vaccination 
programme and update on plans for the locality allocation of national NHS England funding to 
support and address access and inequalities in delivery of the Covid 19 vaccination programme. 
 
 
RECOMMENDATIONS: 
 

. 

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
X 

Discussion 
☐ 

Information 
x 

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

X Risk implications;  
X Financial implications;  
X Clinical implications;  
X Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
  



 

 

1. Aim 

1.1  The purpose of this paper is to update the committee on progress of the locality vaccination 

programmes with particular focus on commencement of Winter Covid 19 and flu vaccination 

programme and update on plans for the locality allocation of national NHS England funding 

to support and address access and inequalities in delivery of the Covid 19 vaccination 

programme 

2. Covid 19 Winter Vaccination Programme 

The Winter Covid 19 Vaccination Programme will be starting on 1st October 2025 – 31st January 

2026. The eligible cohorts for this year’s programme are: 

 

- Over 75’s 

- Residents in a care home for older adults  

- Persons aged 6 months and over who are immunosuppressed, as defined in tables 3 and 

4 of the COVID-19 chapter of the Green Book  

- Noted that health and social care staff are no longer eligible. 

 

Eligible cohorts can access a vaccine through their GP practice and registered pharmacies. 

There will also be ‘walk in’ sessions and a mobile van unit which will be in different location 

across the locality, details of the locations will be available on the National Booking System 

(NBS) and Rochdale Council website vaccination page.  

 

Across the borough we have 5 PCNs signed up to deliver the covid-19 vaccination to their 

patients. 6  practices have not signed up to deliver, and a pharmacy group has been 

commissioned by NHS GM ICB to deliver to their care home and housebound patients. These 

practices are to send communications out to patients that are eligible and signpost to nearest 

community pharmacies offering vaccination. 

 

 

 

Access & Inequalities Funding 

https://www.gov.uk/government/publications/covid-19-the-green-book-chapter-14a


 

 

 

NHS GM ICB have been allocated £725,000 funding to support access and inequalities, of this 

£450,000 was available to localities to submit bids to support local projects to enhance access to 

underserved groups and address our population health inequalities.  

 

HMR Locality have submitted a business case for £30,000, focusing on two areas:  

- over 75’s who are living in extra care facilities, supported living and sheltered 

accommodation, and  

- Community engagement working with local VCSFE partners in areas identified as low 

uptake and minority ethnic groups.  

 

The funding will allow for targeted engagement work and opportunities to allay fears, 

misunderstanding and misinformation around covid 19 vaccinations. Utilisation of the mobile 

van unit will allow the opportunity for vaccinations to take place at these locations.  

 

Confirmation of funding is outstanding.  

 

Care Homes 
 
In HMR, we have been looking at care homes who have low vaccine uptake over the last 

couple of covid 19 vaccination programmes to establish the reasons for this. From initial 

conversations, ability to gain consent or understanding of eligibility are the most common 

reasons. To ensure that all care homes are aware of the eligibility, additional 

communications are being sent out to care home managers, along with links to all versions of 

the consent forms. Alongside this, practices are being reminded patients under 75 within 

registered older adult care home are eligible to receive the covid 19 vaccination.  

Coordination work between PCN to ensure all homes are covered and no duplication occurs 

in in progress. 

 

 

3.  Flu 25/26  



 

 

The 2025–26 influenza vaccination programme maintains the same eligibility cohorts as in 

previous years but introduces significant changes to vaccine formulations and licensing. The 

emphasis is on optimising vaccine effectiveness, ensuring appropriate vaccine choice, and 

improving uptake in historically under-vaccinated groups, including pregnant women, children 

aged 2–3, clinical risk groups, and health and social care staff. 

 

Vaccination is offered to: 

• Children 

o Aged 2 or 3 years on 31 August 2025 

o Primary school children (Reception to Year 6) 

o Secondary school children (Year 7 to Year 11) 

o Children in clinical risk groups aged 6 months to under 18 years 

• Pregnant women 

• Adults aged 65 years and over 

• Adults aged 18–64 years in clinical risk groups 

• Residents of long-stay residential care homes 

• Carers, including those in receipt of Carer’s Allowance or who are the main carer of an 

elderly or disabled person. 

• Close contacts of immunocompromised individuals 

• Frontline social care workers without employer-led occupational health schemes 

 

 Programme Timing 

• From 1 September 2025: Children and pregnant women 

• From 1 October 2025: Older adults, adults in risk groups, carers, care home residents, 

and frontline social care staff 

Practices will be reminded that unpaid carers status should be recorded to ensure further uptake 

opportunities. GP practice staff will be offered both vaccinations in their place of work to 

encourage uptake. Care home staff have been signposted to GP and community pharmacist as 

eligible cohorts.  

Going forward schemes have been piloted across the northwest to train care home staff to 



 

 

become vaccinators to enable them to vaccinate their own residents and staff for 26/27. 

 

Additional clinics are being scheduled for our homeless population, Asylum seekers and 

refugees and quite clinics for our patients registered with Learning Difficulties. 

  

Intra Health have commenced their vaccination schedules in schools and to those educated at 

home from 1st September. NHS England has set an expectation that the school-aged children’s 

flu vaccination programme should be substantially completed by 12 December 2025. The NHS 

England communication and engagement teams are supporting flu vaccine uptake in 2025–26 

through several coordinated actions, building on lessons from previous years: Running national 

TV, radio, print, and social media campaigns to raise awareness of flu risks and the importance 

of vaccination and campaign messaging tailored to different cohorts: pregnant women, parents 

of young children, older adults, and those in clinical risk groups. 

 

Locally social media prep is underway to ensure those eligible know where to access vaccines 

identifying community pharmacies within their localities for general practice to share and 

translated materials have been published.  

 
4. Measles Mumps and Rubella (MMR) 
 

Work is continuing across the borough to improve our MMR uptake; ongoing support to 

individual practices with low/zero uptake is a priority.  

 

Rochdale Health Alliance (RHA) have been commissioned to provide out of hours clinics at 

weekends for improved access – initially aimed at those under 5yrs with missing MMR1 and 

MMR2 and South Asian population with support from Big-Life group (voluntary sector) to run 

community awareness events (table 1) and support vaccination providers gain consent from 

parents in non-English languages i.e. Urdu, Bengali and Kashmiri . Weekend access will open to 

under 25’s who are missing MMR immunisations, and eventually to all the outstanding 

population going forward. 

Table 1 - Big Life group – interventions table 



 

 

 
 

Saturday clinics are underway with one thousand additional appointments available across the 

borough. 

8 clinics x Heywood 

5 clinics x Canalside 

9 clinics x Middleton 

14 clinics x Rochdale North / Bridge  

 

Education / promotion and local marketing campaign launched by public health to raise 

awareness around measles and MMR vaccination has taken place, including promotion on bus 

stops in areas of low uptake, adverts on bin lorries and social media campaign. 

 

Work is ongoing with practices around data cleansing and coding of historical / foreign 

immunisation records. This has highlighted the importance of ensuring New Patient Health 

Checks are completed with immunisation history included, with a focus on migrants. 

Intra health are offering opportunistic catch up of MMR for those children with no recorded 

MMR1 /2 during routine school immunisation clinics in school year 8 and 9. 

 

Communication has been sent to GP’s regarding the importance of Making Every Contact Count 

(MECC) and being opportunistic in offering MMR to those with no recorded immunisation and 

communications for practices to share on their social media sites is underway. 

 



 

 

The most recent figures look positive across HMR

 
 
5. Respiratory Syncytial Virus (RSV) (new since 2024, scaling in 2025) 

RSV is a has been given since 2024 and is being scaled up through 2025 to deliver to the 

following cohorts. 

• Maternal RSV: from 28 weeks every pregnancy 

• Older adults: routine 75–79 (catch-up for those already 75–79),  

There is the opportunity for co-administration of RSV with flu/COVID were deemed appropriate 

for the patient. Further details can be found at nhs.ukGOV.UKukhsa-newsroom.prgloo.com 

Currently RSV is given by GP practices and maternity services only. Uptake in maternity has 

increased as new Maternity immunisation team across NCA has been established, offering RSV, 

maternal pertussis, and flu in antenatal clinic. An update on the increase in uptake will be 

provided in the next update report.  

At present, with Northern Care Alliance (NCA), we are identifying appropriate clinic space for 

mop up community maternity sessions within PCNs for those that do not attend antenatal clinics 

https://www.nhs.uk/vaccinations/rsv-vaccine/?utm_source=chatgpt.com
https://www.gov.uk/government/collections/respiratory-syncytial-virus-rsv-vaccination-programme?utm_source=chatgpt.com
https://ukhsa-newsroom.prgloo.com/news/rsv-vaccine-highly-effective-in-preventing-hospitalisation-for-older-people-and-newborns?utm_source=chatgpt.com


 

 

and are under midwife led care. General practice is to ensure the vaccine is offered as required 

opportunistically to pregnant women seen in practice (alongside Flu and Pertussis).  

 
6. Shingles (Shingrix) – expansion from Sept 2025 

Since September 2023, Shingrix® has been available to severely immunosuppressed people 

(including those who are anticipating immunosuppressive therapy) aged 50 years and over with 

no upper age limit.  

From 1 September 2025, eligibility for the NHS shingles vaccination programme with Shingrix® 

will expand to include all severely immunosuppressed adults aged 18 years and over, with no 

upper age limit. General practice will be supported to run new searches and co-administer with 

flu as appropriate. 

7. Human Papillomavirus (HPV) 

Currently HPV vaccines are undertaken by Intra health in schools for children in year 8 and 

catch-up activity is taking place through 2025/26.  

NHS England has asked practices to invite unvaccinated 16–24-year-olds (one-dose schedule 

for most) and to add opportunistic prompts and new-registration checks to patient records. 

Details on the catch up campaign can be found on NHS England  

8. Pneumonia  

Routine invites to those aged 65+ are being sent, for patients to have one dose – practices are 

encouraged to co-administer with winter vaccines as appropriate opportunistically. 

 

 

 

 

https://www.england.nhs.uk/long-read/confirmation-of-national-human-papillomavirus-hpv-vaccination-and-immunisation-catch-up-campaign-for-2025-26/?utm_source=chatgpt.com


 

 

9. Routine Childhood immunisations Changes  

There have been numerous changes to Childhood Immunisation Schedule – Effective 1 July 

2025 

Key Updates 

• MenB vaccine: doses now at 8 and 12 weeks (previously 8 and 16 weeks) to provide 

earlier protection. 

• PCV13 (pneumococcal) vaccine: moved from 12 weeks to 16 weeks. 

• Hib/MenC vaccine at 12 months: removed (Menitorix® discontinued). 

• New 18-month appointment introduced for children born on or after 1 July 2024: 

o Booster hexavalent vaccine (DTaP/IPV/Hib/HepB). 

o Second dose of MMR (moved forward from 3 years 4 months). 

• Selective neonatal Hepatitis B programme: 12-month dose removed; infants now have 

blood testing for infection/immunity at 12–18 months. 

From 1 January 2026,  

• New routine 18-month appointment for children born on/after 1 July 2024, giving: 

o 4th dose hexavalent (DTaP/IPV/Hib/HepB), and 

o MMR dose 2 (moved up from 3y4m). 

Children born before this cut-off stay on the current timetable (MMR2 at 3y4m). 

GOV.UK 

Varicella (chickenpox) is to be added to the routine schedule in England from Jan 2026, 

delivered as MMRV at 12 and 18 months (per JCVI advice). Full communication and training will 

be offered across the borough via, practice nurse forum immunisation update sessions, E-

learning for health via Primary Care Academy Training (PCAT) platform and GM webinars.  

Immunisations lead details for each GP practice have been collated and updates have been 

sent to the named lead. Leads have been encouraged to attend the quarterly GM updates and 

invites sent out. 

https://www.gov.uk/government/publications/changes-to-the-routine-childhood-schedule-letter/changes-to-the-routine-childhood-vaccination-schedule-from-1-july-2025-and-1-january-2026-letter


 

 

 

Specific work with the VCSE’s sector within the borough is taking place to address access and 

barriers to vaccinations and to target the “vaccine fatigue” across the borough. 

 

10. Recommendations  
 
PCCC is asked to note the contents of this paper. 
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MEETING:    Heywood, Middleton and Rochdale (HMR) Place Based Primary Care 
Commissioning Committee (PCCC) 
 
ITEM NUMBER: 10 
 
DATE: 19/09/25 
 

 
REPORT TITLE: 
 

Quality and Safeguarding update 

 
REPORT AUTHOR: 
 

Susan Calvert 
Head of Quality Improvement and Safety GMIC (HMR)  

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

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

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

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

☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
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This report provides an overview and update from the Quality, Safety and Safeguarding 
workstreams across the ICB. 
 
QUALITY AND SAFETY 
 

Quality Impact Assessments 
 
The Quality manager has completed several QIA’s with providers. The QIA’s have been 
completed with commissioners and providers who are proposing changes to service provision. 
The QIA’s have been influential in focusing discussions on patient safety, access and the impact 
changes will have on patient wellbeing. The QIA’s will be discussed at contract meetings with a 
view that any proposed changes are looked at in conjunction with the recommendations from the 
QIA’s. 
 
Shanley- self assessment tool for independent providers 
 
The Quality team have developed a self-assessment tool based on the recommendations of the 
Shanley report. This tool was sent to all our independent providers in HMR. The tool was 
completed by providers and gave assurance on areas of patient quality and safety, staff wellbeing, 
effective leadership and governance. Feedback from providers has been positive and resulted in 
conversations around improvements, collaboration and sharing best practice. A provider identified 
that their patient feedback rates were below average, the team met with the provider to discuss 
current practice and offered solutions on adapting their current process to meet the needs of their 
patients and the HMR population. The provider was given contact details of other providers who 
had excellent patient feedback rates – this has resulted in sharing of best practice and an 
improvement to patient feedback. 
 
Quality Site visits 
 
The quality manager and head of quality improvement and safety have commenced the Quality 
site visit schedule. Several site visits have been completed and signed off by the team, 
commissioners and the provider. Initial feedback from the visits have been very positive, providers 
have reported that the visits have allowed them to have useful conversations on issues, pressures 
and simplifying processes.  
 
Recent site visits have included The Big Life Group, The Stroke Association, The Alzheimer’s 
Society. The visits have been positive and highlighted areas of good practice and areas of support 
going forward. Most visits allowed contact with staff, patients and family members which 
highlighted the value of the service. 
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The findings from the site visits/ action plans have been discussed with the respective 
commissioner-providers. 
 
End Of Life 
 
The Quality manager has been working with commissioners and Spring Hill Hospice to improve 
access to EOL care. The EOL and palliative group have been looking at improving access, staff 
awareness raising and working with local communities to increase their awareness of services 
and conditions that fall within the remit of palliative care. The group feel that awareness in 
communities needs to be an area of focus. The quality manager will be working with the group to 
look at patient feedback and how we discuss this emotive subject with all communities in HMR. 
 
Mental Health strategy 
 
The Quality and safeguarding team are working with colleagues who have developed the draft 
borough Mental health strategy. The team have inputted into the strategy so that it reflects patient 
quality, safety, and safeguarding and the importance of learning from patient safety incidents. 
 
NHS GMIC Quality Provider oversight for PCFT 
 
2nd Regulation 29a issued to PCFT by CQC after inspection on 24th to 26th June 2025 
 
On 24th to 26th June 2025, the Care Quality Commission (CQC) conducted site inspections as 
part of their assessment of the Trust’s wards for adults of working age and Psychiatric Intensive 
Care Units.  
On 10th July 2025, CQC wrote to PCFT issuing them with a Section 29a warning notice of the 
Health and Social Care Act 2008. 
 
The findings of the assessment identified concerns in relation to: 

• The management and mitigation of identified risks including the proper and safe use of 
medicines 

• The maintenance and monitoring of the environment including ensuring the environment is 
suitable for the purpose it is being used for.  

Specifically: 
• the needs of the patients on the ward were not always maintained to ensure the safety and 

comfort of the patients who were residing on the wards. 
• Fire checks had not always been completed; they found significant gaps in the fire checks 

on Aspen ward and Hollingworth ward. 
• Blind spots on North ward and Moorside ward were not mitigated to support the safety of 

the ward.  
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PCFT are required to make the significant improvements regarding the quality of healthcare by 
13.10.2025. 
 
A Contract Performance Notice has been issued, the detailed conversation will take place within 
the quality meeting, with a highlight progress report coming monthly back to the Contract Review 
Meeting. The Remedial Action Plan in this instance will be a new CQC action plan to ensure 
alignment and avoidance of duplication.  
 
In response, Q&S team have arranged quality site visits in September to these wards which span 
across the PCFT footprint. 
 
Care Home Update 
 
The Quality Improvement Nurse has successfully completed all 12 site visits across HMR nursing 
homes, with a focus on promoting sepsis awareness, reducing falls, decreasing A&E attendances, 
and supporting the personalisation of care plans and risk assessments. 
 
In collaboration with the Local Authority Quality Assurance Team, the Quality Improvement Nurse 
has undertaken joint quality site visits to provide support and guidance. As a result of this proactive 
approach, there has been a measurable reduction in the number of nursing homes entering the 
MAC process. 
 
The quality improvement nurse has commenced safeguarding assurance visits across 12 HMR 
nursing homes to ensure that residents are safe, protected from abuse or neglect, and that each 
home is compliant with safeguarding policies, procedures, and regulatory standards. These visits 
assess current safeguarding practices, identify potential risks, and provide support and guidance 
to staff to strengthen protective measures. Additionally, they help ensure adherence to local 
authority and CQC requirements while promoting continuous improvement in the quality of care 
and resident safety across all homes. 
 
Needle Stick Injury 
 
The Mews has reported that a staff member has had a needle stick injury. The staff member 
followed policy and procedures of the home and attended Hospital and had blood test taken. The 
Home Manager highlighted this during their daily flash meetings lesson learnt, regarding IPC. IPC 
have been supporting the home and are aware of the incident. 
 
Provider Workforce Development Strategy 
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On 10th July 2025, a Quality Improvement presentation was delivered at the launch of the Provider 
Workforce Development Strategy, with a particular focus on strengthening clinical support for 
social care. 
 
The presentation highlighted the importance of embedding a culture of shared responsibility 
between health and social care, ensuring that providers are confident in recognising early clinical 
concerns and escalating appropriately. A key element of the session was promoting sepsis 
awareness, reinforcing the need for vigilance and timely action to prevent avoidable harm. 
Practical tools and case-based examples were shared to support care staff in recognising the 
early signs of sepsis, emphasising how prompt recognition and escalation can save lives. 
 
The session was well received, sparking meaningful discussion across the social care sector. 
Attendees reflected on the significance of their own role in safeguarding people’s health and 
wellbeing, recognising that they are often the first to notice subtle changes in a person’s condition. 
This recognition underlined the vital contribution of the social care workforce in improving 
outcomes, strengthening system resilience, and ensuring quality of care. 
 
By the end of the presentation, there was a shared commitment among attendees to build on this 
work, to continue raising awareness of sepsis, and to ensure that clinical support in social care 
remains a priority within workforce development. 
 
Clinical Forum Collaborative Meeting 
 
The Quality Improvement Nurse has successfully developed and facilitated a Clinical Forum 
Collaborative specifically for nursing home managers across Heywood, Middleton and Rochdale 
(HMR). This initiative launched on 8th May 2025, providing a dedicated platform for clinical staff 
to engage in shared learning, reflective practice, and professional dialogue. 
The forum aims to: 
 

• Strengthen clinical leadership and peer support across nursing homes. 
• Promote evidence-based care and continuous quality improvement. 
• Support clinical supervision and professional development. 
• Encourage collaborative problem-solving around key issues, including hospital 

admissions and care delivery. 
 
This collaborative marks a significant step in enhancing clinical standards and integrated working 
within our care home sector. 
 
Areas of outstanding practice and innervation 
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Rakewood - The home has experienced several changes in management over recent years. 
However, the current manager, who commenced in post 11 months ago, has worked tirelessly to 
stabilise the service and drive forward improvements. Although she initially faced relationship 
challenges associated with change and leadership transition, her determination and commitment 
have significantly raised standards within the home. 
 
This was evidenced during the most recent CQC inspection, where the home’s rating improved 
from Requires Improvement to Good. The manager actively promotes staff development, 
encouraging her team to expand their knowledge and skills. She has also prioritised raising 
awareness of sepsis, not only among staff but also with visitors to the home. 
 
In addition, the home takes great pride in the quality of its end-of-life care, striving to provide 
compassionate, person-centred support. Looking ahead, the service aspires to become a flagship 
provider in this area, setting a benchmark of excellence for others to follow. 
 

 
 

SEPSIS 
 
The Quality Improvement Nurse and the Head of Quality Improvement and Safety are monitoring 
Care home data which is received weekly showing A&E attendances into A&Es across the 
footprint relating to Sepsis. This identified three attendances of residents with? sepsis. 
 
A deep dive was undertaken by the Quality Improvement Nurse which identified three cases since 
4th August 2025. From the deep dive into the three cases none were confirmed as Sepsis. 
 
The Quality Improvement Nurse has undertaken 12 site visits across the 12 HMR Nursing Homes 
from August 2024 through to September 2025, as part of these visit’s assurance was sought that 
signs of sepsis information are included within care plans. 
 
As part the site visits the Quality Improvement Nurse is ensuring that the homes are implementing 
the RESTORE2 and NEWS to support them to recognise early signs of deterioration to improve 
outcomes by reducing delays in intervention. 
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The Quality Improvement Nurse continues to work with Infection Control specialist and other 
healthcare professionals to create an integrated approach to sepsis management and reports into 
the Sepsis group. 

 
IPC Update 
 
Key Issues of note 
 
Gram negative BSI reduction 
 
There are significant challenges in community settings to achieve reduction. The populations 
affected are mainly divided into social care areas with enclosed populations and Primary Care. It 
is possible to quantify BSI rates in social care and undertake RCA in enclosed environments 
which has commenced and linked to areas identified on audit. 
 
Across the year there has been a significant reduction in urinary associated blood stream 
infections in social care. In view of most gram-negative BSI cases having a urinary source, IPC 
have focussed on improving surveillance and IPC interventions in social care. 
 
IPC are daily monitoring all Primary Care ESBL urinary cases and GAS intervening with advice 
into social care but not patients own homes unless there is a specific Public Health requirement. 
IPC are monitoring which practices these cases are occurring in and informing medicine 
medicines which will assist in prescribing triangulation for AMR reduction. 
 
Extensive IPC input has been delivered to social care using a cross organisational approach 
involving other specialities such as the continence service. An intensive focus has been 
provided through interventions and training. IPC identified that when a care home manager was 
informed of an ESBL urine gram negative infection, there would no IPC advice alongside the 
provision of antibiotics from Primary Care, this has now been resolved through IPC surveillance. 
 
During parts of the financial year 2023/24, HMR had the highest E-coli infections in GM.  
There has been a substantial improvement in E-coli infections between September 2023 to now. 
 
C.difficile prevention 
 
There is very little evidence of transmission occurring in social care and most cases are 
sporadic. For patients in their own home, there is also likely to be minimal community 
transmission events. However, IPC are undertaking work to determine what percentage of cases 
are related to hospital admissions across both 3 and 6 months and deficits in prescribing.  
 
Patients in their own home are very different from hospital patients in that control over obtaining 
stools may not reside in the healthcare professionals’ control, gene testing is not undertaken on 
specimens and ribotyping is not undertaken other than in social care outbreaks via UKHSA, so it 
is unknown what impact different strains may have in terms of virulence and transmissibility.  
 
HMR rates have increased compared to 2023/24 and investigations into cause are continuing. 
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Other GM areas have seen increases, some of which are significantly higher. 
 
Outbreaks 
 
Viral gastroenteritis remains at a low level. 
 
There have been no episodes of social care related scabies outbreaks. 
 
GROUP A STREPTOCOCCUS 
Outbreak 
 
A new outbreak of GAS has been identified in a care home following a case of necrotising 
fasciitis in Feb 2025. In April 2025 there has been an invasive GAS blood culture, and a further 
resident identified with GAS in a shoulder wound following admission for a different reason. 
 
Enhanced screening and related cases were identified in residents and staff. The outbreak was 
contained and the home reopened following Abx treatment, and the home remains on enhanced 
surveillance. 
 
The improved IPC surveillance is likely to have prevented multiple admissions and morbidity and 
mortality across the 3 recent outbreaks. 
 
Audits/Assurance Process 
 
A robust care home assurance programme based on the Code of Practice in the Health and 
Social Care Act and the rate undertaken has increased across the summer months, Significant 
and long term environmental and practice deficits continue to be identified, and homes are 
supported by IPC including through safeguarding processes. 
 
Training 
 
Extensive care home-based training continues to be undertaken across social care specific to 
hand hygiene and PPE, all care homes have received this training across summer 
 
Integrated study day arranged, and multiple link worker events planned. 
 
IPC self-audit and Hand Hygiene training at GP practices. 
 
Monthly managers meeting relating to IPC. 
 
Targeted training events relating to GAS outbreak. 
 
Innovations 
 
Mock assurance review with care home staff have commenced providing a teaching opportunity 
for social care staff. 
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Improved surveillance of resistant gram-negative urine infection and GAS. 
 
ANTT arranged for Nursing home and GP practices. A basic package of asepsis training is 
being delivered to residential homes. 
 
Care home cleaning training being evaluated to share practice with the NCA. 

 
HMR PSIRF and LFPSE update 

 
GP’s and Providers continue to report on the new national reporting framework, Learn from 
Patient Safety Events (LFPSE) reporting has shown a positive increase in recent months.   
The Quality and Safety Team are happy to help with any LFPSE queries, i.e. when PID is 
required to complete investigations, we can liaise directly with providers where necessary.  
 
We still await direction from NHSE of when Primary Care will move to Patient Safety Incident 
Response Framework (PSIRF).  
  
HMR’s Head of Quality Improvement and Safety, attends the weekly NCA PSIRF Quality 
Assurance meeting, this provides strategic oversight on NCA’s care organisations PSIRF 
performance, recently reported incidents meeting national and local priorities and assurance of 
the learning, which in turn is fed up through their governance structures to board level. Legal 
and coronial updates are also provided, to ensure timeframes for reports are kept on track.  
 
HMR’s ADQ is the Lead for PCFT for GM. The HMR Patient Safety Incident Officer attends the 
weekly PCFT North Network Quality and Safety Panel to ensure quality oversight and provide 
review reports.  

 
Children and Young people healthy weight pathway 
 
This pathway was developed in response to a Child safeguarding Practice Review (CSPR) in 
2023.  
 
‘The learning from the CSPR – specifically identified the absence of an obesity pathway in primary 
care which could have offered specialist obesity services to the child which may have prevented 
his health deteriorating to the point at which he nearly lost his life’.  
 
The CYP pathway include services at Tiers 1, 2, 3 and 4. 
 
The pathway has now been agreed and finalised for sharing – attached Appendix 1 
 
Recommendations 
 
Primary Care Commissioning Committee is asked to: 
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• Note the contents of the report. 
 

 
 
 



1 
 

Introduction 

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

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

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

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

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

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

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

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

• diabetes 
• hypertension 
• some childhood cancers 
• heart disease 
• stroke 
• liver disease 

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

https://portal.e-lfh.org.uk/Component/Details/587409
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Childhood obesity and excess weight are significant health issues for CYP and their families. 
There can be serious implications for a child’s physical and mental health, which can 
continue into adulthood. The number of children with an unhealthy and potentially dangerous 
weight is a national public health concern. 

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

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

• preconception and pregnancy 
• infancy and early childhood 
• older childhood and adolescence 
• transition into independent adulthood 



3 
 

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

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

 

Identification may occur under one of four categories: 

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

liver disease.  
• Health Screening i.e. NCMP Checks 
• Families Seeking Advice 

 

Assessment of children 

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

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

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

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

 

 

NICE Guidance 

Overview | Overweight and obesity management | Guidance | NICE 

 

Factors that may contribute to obesity 

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

• ACES 
• Trauma 
• Neglect 
• Finances 
• Knowledge of how to cook. Time factors to manage healthy cooking and promoting 

exercise. 
• Wider family issues e.g. caring responsibilities 
• Mental health issues (cause or result of obesity?) 
• Isolation 
• Housebound 
• Sense of belonging 
• Bullying 
• Deflection – pushing services away 
• Previous experience of support services not being helpful 
• Mistrust of services or belief that services are harmful 

 

Supporting CYP patients to reduce weight.  

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

 

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

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

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

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

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

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

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

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

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

• promote and support healthy home environments to families 
• if a CYP discusses their weight themselves, acknowledge their concerns and 

commend them for raising the issue and wanting to take action. 
• communicate the risks of living with overweight or obesity, and benefits of 

maintaining a healthier weight, while supporting the principles of behaviour 
change by encouraging individuals to set goals – health benefits can be achieved 
from losing at least 5% of current weight, though preventing further weight gain is 
also an important outcome 

• Change4life is England’s first ever national social marketing campaign to reduce 
obesity. Change4Life | The NSMC  

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

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

 

https://www.gov.uk/government/publications/child-weight-management-short-conversations-with-patients
https://www.nhs.uk/start4life/professionals/
https://www.nhs.uk/conditions/obesity/
https://www.thensmc.com/resources/showcase/change4life
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(Adapted from Prochska & DiClemente 1983) 

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

Weight loss needs to be monitored and recorded over time, the suggested minimum 
is 3‐6 months but more often if the CYP wants or requires active support. Follow up 
and review should be more focused on a conversation and motivation around 
lifestyle changes rather than success being purely based on weight loss 

 
 
At the 3‐month Review: - 
 
> 5% = successful weight loss:  
Continue with the ongoing treatment and support. 
 
< 5% = unsuccessful weight loss: 

Pre-contemplation

No intention on 
changing behaviour. 

May be unaware 
problem exists

Contemplation 
Aware problem exists 

but with no 
commitment to 

action

Preperation

Intent on taking 
action to adress the 
problem. Individual 

convinced the 
change is good.

Action

Active modification 
of behaviour

Maintenance 
Sustained change. 

New behaviour 
replaces old 
behaviour

Relapse 

Fall back into old 
patterns of behaviour
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Reassess motivation and readiness to change and identify any problems which may have 
impacted on the lack of success.  

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

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

• Explore social issues which may be impacting lack of success (see section 5) 
 
At the 6‐month Review: - 
 
Repeat as at 3 months. > 5% = successful weight loss: 
Action as at 3 months or consider moving patient to maintenance phase. 
 
 < 5% = unsuccessful weight loss:  

• Explore social issues which may be impacting lack of success (see section 5) 
• Reassess patient’s motivation to change and consider referral to dietetics, for a more 

comprehensive assessment for patients with co‐ morbidities. Reinforce that 
maintaining a healthy weight is a long-term commitment, not just about weight 
reduction but about health and well-being. Encourage healthy habits that can 
continue into adulthood.  

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

 

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

 

 

 
 

 

 

 

 



8 
 

 

  

                                 HMR Primary Care Children Healthy Weight Pathway 
Weight stigma can have serious negative impact on the life and care of children and young people living with excess weight. Shaming an individual for their weight does not prevent obesity; rather, it can have detrimental 
effects on weight management by promoting unhealthy coping strategies such as unhealthy eating behaviours. It is important to challenge stereotypes about obesity as a lifestyle choice and interact with compassion and 
empathy 

Initial Assessment and Identifying Need and Risk. 
Recognised through: 
Routine health screening 
National Child Measurement Programme 
Aetiology, any existing disease or underlying health issue  
CYP/Parents presenting and seeking advice 

Use BMI-for-age percentiles as the first indicator (refer to the UK90 Growth Charts). 
 
If you have identified a child under your care and have concerns around healthy weight 
this should be recorded and monitored locally 

 

 

 

Parental/Caregiver and CYP Engagement 

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

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

Family Centred Plan: Arrange follow up appointments and review. 

 
Clinical judgement 
Decision on most appropriate 

intervention / signpost / referral 
route with consent 

 
 

 

Family 
hub 

 

Getting 
Help 

Early Help 
and Schools 
Team  

 

Youth 
Service  

 

Your 
Trust  

 

Health 
Visiting  

School 
nursing  

#Thrive 
 

Getting 
More Help 

Paediatric 
Social 
prescriber 
11-18 

 

Dietetics 

Getting 
Specialist 

Help 

During assessment if any safeguarding/child protection issues are present please follow local policies and procedures and complete EHASH referral 
and discuss with the child protection team as required. 

Acute 
Paediatrics / 
endocrinology 
 

 
CAMHS 
 

Other 
services to 
consider 

 

CEDS 

Living 
Well 

 

NW CEW 

(Paediatric 
onward 
referral only) 
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Key 

Getting Help  Link 
Family hub    Family hubs offer high-quality support for 

families from conception to the age of 19 (or 25 
for young people with special educational needs 
and disabilities). 

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

www.rochdale.gov.uk/familyhub 
 

Early Help and Schools Team  
 

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

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

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

Youth Service 
 

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

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

Your Trust 
 

Nutrition, Exercise and Wellbeing. 

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

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

They offer a variety of sessions for children & 
young people at various venues across the 
borough to have fun, make friends and try 
something new. 

 

https://www.yourtrustrochdale.co.uk/health-
nutrition/ 
 
 
 
 
 
 
 
 
 
Children & Young People Activities - Your Trust 

http://www.rochdale.gov.uk/familyhub
http://www.rochdale.gov.uk/childcare-children/early-help-support-families
http://www.rochdale.gov.uk/childcare-children/early-help-support-families
https://www.rochdale.gov.uk/youth-service
https://www.yourtrustrochdale.co.uk/health-nutrition/
https://www.yourtrustrochdale.co.uk/health-nutrition/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.yourtrustrochdale.co.uk%2Factivities%2Funder-16s-activities%2F&data=05%7C02%7Cngainsborough%40nhs.net%7C63b8670a259348f1130f08dd7c0fbc08%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638803129233039687%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=wdopMzoLOHF1Mt%2BSLxNdj6tc7NT%2FA0UeY%2FHQyHLNZm4%3D&reserved=0
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Paediatric Social prescriber 
Age 11-18 

Currently only available in Middleton PCN Middleton PCN - Rochdale Road Medical 
Centre 

Health Visiting  The Health Visiting Service is part of the 
Children’s Integrated Community Health Service 
and works with all families with children aged 0-
5 years in Heywood, Middleton and Rochdale. 
 
They give advice on lots of things including 
infant feeding, healthy weight and nutrition, child 
development, accident prevention, oral health 
and emotional health and wellbeing to support 
your child to be school ready. 

Health Visiting :: Northern Care Alliance 
 

School nursing  
 

School nurses work with school-age children 
and young people up to the twentieth birthday, 
with the aim of ensuring they experience the 
very best health and wellbeing. 
They provide a wide range of care, advice and 
support including screening, immunisations, 
health assessments, health promotion activities, 
health advice and signposting, specialist support 
and much more.  

School Nursing :: Northern Care Alliance  
 

#Thrive 
 

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

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

Getting More Help   
Dietetic 
 

The Community Paediatric Dietetic Team are a 
part of Children’s Integrated Community Health 
Services. 
Paediatric dieticians are specially trained to 
enable advanced nutritional care to infants, 
children and adolescents to promote optimal 
growth. They provide dietetic assessments for a 
range of conditions and create nutrition 
interventions for families. 

Children's Dietetics :: Northern Care Alliance 

Getting Specialist help   

https://www.rochdaleroadmedicalcentre.co.uk/middleton-pcn-2
https://www.rochdaleroadmedicalcentre.co.uk/middleton-pcn-2
https://www.northerncarealliance.nhs.uk/our-services/health-visiting?q=%2Four-services%2Fhealth-visiting
https://www.northerncarealliance.nhs.uk/our-services/school-nursing
https://www.penninecare.nhs.uk/thrive
https://www.penninecare.nhs.uk/thrive
https://www.northerncarealliance.nhs.uk/our-services/childrens-dietetics
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Acute Paediatrics / endocrinology 
 

The Children’s Service provides specialist 
outpatient and inpatient paediatric care for 
children up to 16 years of age. 
The service offers speciality clinics including 
neurology, renal, allergies, respiratory, diabetes 
urology, rheumatology infectious diseases, 
genetics and dietetics. 

www.northerncarealliance.nhs.uk/our-
services/childrens-services 
 

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

CEW Clinic is a specialist nationally 
commissioned Tier 3 multidisciplinary weight 
management service aimed at managing the 
complications from excessive weight in 
children and young people. 
 
The CEW clinic hubs are based at Alder Hey 
Children’s Hospital, Royal Manchester 
Children’s Hospital and Royal Preston 
Hospital in the Northwest region.  
 

 

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

Heywood, Middleton and Rochdale CAMHS :: 
Pennine Care NHS Foundation Trust 

Other Services to Consider   

Community Eating Disoder 
Service 

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

pcn-tr.ceds@nhs.net 

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

 
Home - Living Well Rochdale 

 

https://www.penninecare.nhs.uk/hmrcamhs
https://www.penninecare.nhs.uk/hmrcamhs
mailto:pcn-tr.ceds@nhs.net
https://www.livingwellrochdale.com/
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At the end of month 04, the Primary Care Budgets were at breakeven year to date which was 
forecast to continue until the end of the financial year.    
 
Prescribing is now held centrally and reported here for information. As at month 04, prescribing 
was forecast to overspend by year end by £114k.   
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aware of: 
 

☐Risk implications;  
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☐Clinical implications;  
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☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
 
 
 
Introduction 
This report updates the Primary Care Commissioning Committee on the financial position at 
month 04 (July) of the 2025/26 financial year.   
 
At the end of month 04, the Primary Care Budgets were at breakeven year to date which was 
forecast to continue until the end of the financial year.    
 
Prescribing is now held centrally and reported here for information. As at month 04, prescribing 
was forecast to overspend by year end by £114k.   
 
Month 04 Financial Position 
 
Table 1: Month 04 Finance Position 

  

YTD 
Budget 
(£000) 

YTD 
Actuals 
(£000) 

YTD 
Variance 

(£000) 

Annual 
Budget 
(£000) 

Forecast 
(£000) 

Variance 
(£000) 

Primary Care             

Core Plus 1,809  1,809  0  5,426  5,426  0  

Public Health Contribution to Core 
Plus -268  -268  0  -268  -268  0  

Locally Commissioned Schemes 735  735  0  1,402  1,402  0  

Integrated Out of Hours 932  932  0  2,796  2,796  0  

Total 3,208  3,208  0  9,356  9,356  0  

Prescribing 17,636  16,715  -921  52,926  53,040  114  

Total plus Prescribing 20,844  19,923  -921  62,282  62,396  114  

 



 

 

Core Plus & Public Health Contribution 
Core Plus is the locality scheme commissioned with the Local Care Organisation (LCO), now 
commissioned directly with the Primary Care Networks, including Clinical Service.  The Locality 
Authority Commission Public Health elements related to General Practice through the Core Plus 
contract at a value of £268k.  70% of the core plus contract is paid to PCNs throughout the year 
on a monthly basis, with the remaining 30% paid upon achievement of the contract. 
 
Locally Commissioned Schemes 
These schemes include the Primary Care Enhanced hubs, Homeless Alliance Response Team 
(HART) and the Prescribing Incentive Scheme as well as the Minor Ailment Service and Minor 
Eye Care Service. Most of these contracts are agreed block contracts so there is no financial 
risk to the forecast position.   
 
 
Integrated Out of Hours 
The Integrated Out of Hours service is commissioned with BARDOC.  This consists of the main 
Out of Hours Contract as well as the Acute Visiting Service (AVS) and Alternative to Transfer 
Service (ATT).  
 
Prescribing 
Prescribing Costs are no longer reported at a Locality level but has been included here just for 
information.  
 
Based on finances reported at July (April to May actuals as data is 2 months in arrears), the 
Greater Manchester (GM) team are reporting a £930k underspend within prescribing.  2025/26 
costs at month 4 show a small decrease versus the same period in 2024/25 for April and May 
with an increase in June, with the number of items prescribed also showing the same fluctuation 
when compared to the same period in 2024/25. However this small underspend isn’t expected to 
last throughout the year as GM are forecasting a £114k pressure at year end. 
 
Table 2: Cost comparison 2024/25 to 2025/26 

Commented [OS(GMI01]: Can we get a line graph or a bar 

chart that shows items dispensed Apr-23 to May-24 to show the 

increase? 



 

 

 
 
 
No Cheaper Stock Obtainable (NCSO) extra drugs costs for the above period is £95k which is 
£91k lower than that of the same time period last year. 
 
Recommendation 
The PCCC are asked to note the contents of this report. 
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MEETING:    Heywood, Middleton and Rochdale (HMR) Place Based Primary Care 
Commissioning Committee (PCCC) 
 
ITEM NUMBER: 13 
 
DATE: 19/09/25 
 

 
REPORT TITLE: 
 

IM&T Update 

 
REPORT AUTHOR: 
 

Chris Upton  

EXECUTIVE SUMMARY: 
This report updates Primary Care Commissioning Committee on the CCG IM&T position for the 
period ending 31st August 2025 
 
 
RECOMMENDATIONS: 
 

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

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

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

☐Risk implications;  
☐Financial implications;  
☐Clinical implications;  
☐Impact on Inequalities;  
☐Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 
 

  



 

 

Networking 
Community Of Interest Network (COIN): Planning is under way for delivery of the next 
generation COIN 3.  Savings work and consolidation of practice circuits alongside upgrades to 
network continues 
An application is being made for SDF funding to support General Practice comms cabinets 
following the need for suppliers to access same as part of cloud telephony deployment.  

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

North East Sector Alliance 
• Collaborative arrangements are in place across NES (and Wigan) to cover IG gaps. 
• Discussions under way to collaborate on DFPC programme. 
• Sector IT management to be defined pending outcome of GM meetings. 
• Since 1st June support for Salford, Bury and Oldham is now under HMR Head of IT and 

Assurance remit. 
o Names of key stakeholders for each borough obtained from Andy Carter and Alan 

Porter 
o Inclusion of stakeholders from Bury, Oldham and Salford to attend ongoing bi-

monthly Digital Transformation Group chaired by CU 

Supporting Salford 
• Line management of Project Support 
• Attending a number of Salford digital & IT related meetings 

o Primary Care IT 
o Ardens 
o Estates meeting 

• Options paper presented to locality on Cosmo Graphis situation (re legacy data/ongoing 
support from supplier and associated funding questions):  

o Quote received from CG around support in accessing archive information held on 
secure media which was deemed unaffordable.   

o Subsequent negotiations resulted in an agreement to an ad hoc approach with the 
supplier charging £175 per record retrieval.  Formal confirmation of the agreement 



 

 

being requested.  Process still to be tested; a random record will be retrieved and 
supplied to the CHC team. 

• CHC migration from Sharefile to Egress – already migrated encrypted email tasks; 
seeking quotation and demo of Egress secure file storage (possibility of funding from 
locality corporate budget). 

• Unity House printing – SCC quote £4.6k in order to provide fibre access (Virgin cannot) to 
enable Apogee printer install (printer already available pending network) 

o Staff at Unity have been set up with a USB printer and this will be used by default 
unless there is a need for colour printing or large form printing 

o Options exist for printing at St James House and Tootal if needed 
• Collaboration on NHS App engagement (April Hall working with Sharon Austin to support 

HMR practices) 
• General management of IM&T and DFPC 
• Patient-led Ordering 

 
Docman Share contract renewal (previously funded by discretionary – contract relocated 
to RHA) 

• Contract will not be renewed by the ICB and the GMCR product team has produced an 
impact assessment around impact of removing Docman Share. 

• The locality IT Team in conjunction with commissioning are in discussion with RHA and 
Advanced to negotiate the possibility of a reduced contract with just SPLWs in scope.   

Cloud Based Telephony 
• 6 practices have volunteered to take part in a pilot to optimise call menu configuration. 
• Dr Jonti Hudson from Durnford practice has produced an IVR model as a basis for others 

to follow. 
• This will be tested by the project group and if accepted will be rolled out to the remaining 

30 practices. 
• 5 practices remain on legacy contracts and will need to be supported in migrating (likely 

within own funding) when current contracts reach expiry. 
 

Unused devices and cyclic refresh (corporate and Primary Care) 
• Practices have been advised that if they need new equipment they need to make a 

business case for this and request on service now. 
• GA has completed initial review and recall work. 
• Some practices no longer have devices and have been advised to report as missing via 

ServiceNow 
• Some RHA laptops were directly purchased by RHA and asset numbers to be confirmed.  

They wish to retain these devices and Kelly (RHA) is checking whether these can be re-
enabled. 

• Some unused devices are showing as outstanding items on Windows 11 upgrade reports 
– working with Carl T on these. 



 

 

o Script developed/in testing by GMIT for users of remaining Windows 10 devices to 
trigger a manual upgrade to Windows 11 

Lloyd George Digitisation 
• Practices continue to express interest in digitisation of records and several supplier 

meetings have been held.  In each case whilst practices would benefit from the process, 
quotations are cost prohibitive and practices are subsequently reluctant to proceed 
without centralised or development funding. 

Enhanced Access and direct booking 
The locality IT Team continues to provide support to the use of EMIS Community as a tool to 
support enhanced access; regular supplier meetings are being held to work toward enabling 
the EMIS system to support the requirement for direct booking and other linked functions. 
 
The IT team continues to work with practices, PCNs, RHA and Medicines Management on the 
use of EMIS Community to support Enhanced Access and associated processes. 

Primary Care Digital Transformation/Maturity Model 
• The IM&T Team is working with primary care commissioning to develop a matrix of 

metrics to assess digital take up within practices in line with locality, regional and national 
initiatives. 

• Agreed targets will be agreed with commissioning linking performance to incentivised 
payments. 

• The approach also reflects aspects of locality work to support the GM Digital First Primary 
Care programme 

• From September, Curator dashboards will be used as part of monitoring OCVC activity. 
 
 



 

 

 
 
  



 

 

Digital First Primary Care Facilitator workstreams 
NHS APP onboarding 
• HMR and Salford are collaborating on this with Salford’s IT Project Support delivering staff and 

patient F2F sessions in HMR practices. 
• Take up - % of patients registered:  

o National: 70% 
o GM wide: 60% 
o HMR: 60% 

 
Patient Messaging 
• Messaging remains a core theme with opportunities being explored to realise efficiencies 

and savings through the use of digital smart messages over costed SMS messages.  This 
will feature as a key theme in work with primary care throughout 25/26 

• Themes around smart messaging will be promoted by DF programme and IT team  

• HMR’s Digital Facilitator produced a smart messaging toolkit which defines guidance and 
approaches for primary care to make the most efficient and cost effective use of 
messaging by using tools appropriately, routing through NHS app and targeting 
appropriate patient cohorts.  

o A second phase of this work will look at the detailed metrics available to assess 
how messaging is being used and coded into EMIS. 

o Toolkit was completed and passed across to DF programme for other localities to 
implement.  Now available as a resource to support practices in best practice 
around messaging. 

o A truncated toolkit to be produced in conjunction with Salford DF team and played 
back into DF programme. 

o Overall SMS strategy is in development; awaiting information from BI dashboard 
before roadmap can be developed 

o Patient engagement via social media strategy in development to be delivered by 
ICB comms team 

• SMS stats from the BT/EE gateway being analysed to produce various reports by 
product/locality/practice to give understanding of usage and costs – showing a gradual 
decline in usage over the past 11 months of available data 

• Work continues with BI to produce reports based on practice level activity 



 

 

 

PATCHS  
• Activity over last 12 months: 

 S O N D J F M A M J J A 
Current 
year 

3706 4358 4118 3780 4639 4391 5009 4685 4798 5623 6419 5950 

Previous 
year 

2768 3128 3313 2974 3896 4057 3948 4011 3979 3565 4097 3747 

 
• Total consultations over past rolling 12 months: 57,476 
• 2.3% of HMR registered patients accessed digital consultations via PATCHS in 

August 
• Patient feedback gathered as part of the PATCHS triaging process remains 

overwhelmingly positive (12 months average is 4.5 out of 5 stars) 
• PATCHS Pharmacy First integration project being launched 
• Middleton PCN reporting an 80% reduction in on call visits through use of PATCHS to 

support Enhanced Access 
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From October, Curator dashboards which are based on data from NHS Digital around OC 
activity will be used to monitor practice performance.  This data is automatically fed to 
NHS England by the PATCHS supplier Advanced.  There will be some discrepancies 
between PATCHS data and the Curator data.  This is explained as follows by Advanced: 
 
Reporting developments within Patchs: 
There are two reasons for the discrepancy between Patchs and NHSD dashboards data.  

• The first is the difference in timing. that is in some Patchs reports like the “Usage” one, we only 
include requests that were completed whereas the NHSD report allows for consultations that were 
still open at the time the data was submitted.  

• The second reason and the one that would explain the larger differences is that in the data we 
submit to NHSD for the “OC Systems in General Practice” release, we actually include two kind of 
messages: 

• Requests initiated by patients 
• Messages sent by practices which require an answer from the patient. In the 

NHSD reporting, these are submitted with the “practice-initiated link” category code. 
o In Patchs reporting, we do not count any GP message as a consultation even it requires 

an answer from the patient, hence why the numbers can sometimes be significantly higher 
in the NHSD dashboard. We expected NHSD to outline in their dashboards the difference 
between the two types of messaging above as these are submitted with different access 
methods codes. However, it appears this is not the case and this is what is causing some 
confusion about the figures. We will review this with our clinical team and update you on a 
decision regarding not submitting GP messages with required response in future NHSD 
OC/VC submissions 
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Graphnet CareCentric (GM Care Record)  
CARE PLANS 
• HIM engaging with urgent care on use of GMCR including EPACCS etc 

• Working with locality end of life teams on EPACCS as part of EOL strategy 
• Looking to deploy Dementia care plans alongside EPACCS – project to commence soon 
• Met with Health Innovation Manchester on programme of deployment and will commence a 

refresh with a project workshop being delivered by HIM in September 
• Renewed push of EPACCS from the centre 

o Focus on EPACCS performance at locality level and understanding where uptake is low 
and how to address 

o Working in conjunction with place based leadership and DF programme to 
refresh/relaunch EPACCS 

o Series of project meetings to be put in place following Sept workshop 
o Aim of bringing together NES localities into a combined strategic approach aligned with 

NCA footprint (also working with urgent care to integrate EPACCS) 
o Additional focus on inclusion of care homes in workaround processes to support EPACCS 

whilst the care homes themselves do not have access to GMCR 
 
Childrens social care integration with GMCR 
• SSO access to the GMCR is now live in HMR 
• Data feed: Following successful testing, implementation of a feed of childrens social care 

data from RBC Liquid Logic system has been waiting for the outcome of GM level legal 
discussions which are now complete and work being done in conjunction with the GMCR 
IG team will enable this project to recommence shortly. 
 

• Supporting SALFORD Childrens Services with their integration:  the SCC childrens team 
plans to integrate Childrens social care system with GMCR including both SSO and data 
feed.  

o It has been agreed this can proceed once scheduled upgrade work on the SCC 
childrens Liquid Logic system is complete (scheduled for September) 

o Funding:  
▪ Liquid Logic has confirmed the feed already falls within an existing 

agreement and will not be chargeable.  Liquid Logic costs for delivering the 
SSO will be met by the council. (subject to final approval of funding) 

▪ Graphnet activities fall within the existing GMCR contract and will therefore 
not be chargeable 

o A meeting to bring together the SCC team and GMCR team to work through the 
data feed schema (based on the outcome of GM legal discussions) scheduled for 
18th August was put on hold in lieu of GM discussions on the sharing approach.  

 

Cyber Security & Information Governance 
Breaches 
There have been 4 locality data breaches since April 2025 - actions were undertaken with 
remedial actions recommended.  None of these breaches have warranted a report to the ICO 



 

 

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

 
ITEM NUMBER: 15  
 
DATE: 19/09/25 
 

 
REPORT TITLE: 
 

Primary Care Operational Group (PCOG) update 

 
REPORT AUTHOR: 
 

Louise Entwistle  

EXECUTIVE SUMMARY: 
The purpose of this paper is to provide the Primary Care Commissioning Committee with a 
summary of discussions and work that has taken place by the Primary Care Operational Group 
(PCOG). The PCOG is a subgroup of this committee and is also responsible for oversight and 
delivery of primary care elements of the LCO business plan.  
The committee is asked to review and note the contents of this paper.  
 
 
RECOMMENDATIONS: 
 

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

OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☒ 

Discussion 
☒ 

Information 
☒ 

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

☒Risk implications;  
☒Financial implications;  
☒Clinical implications;  
☒Impact on Inequalities;  
☒Communication/Public Engagement;  
☐Legal Implications;  
☐Workforce Implications;  
 

 

 

 

 



 

 

1. Background 
1.1 The PCOG meets bi-monthly on alternative months to the HMR Primary Care 

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

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

 
1.3 The purpose of this paper is to provide the committee with a summary of key 

discussion and recommendations made by the group. 
 

1.4 In the last reporting period, the PCOG has met once in August 2025.  
 

1.5 The key items discussed at the August meeting are summarised in the sections below:   
 
 
2. Items for Discussion 
 
2.1 Primary Care Estates  
 
An overview of the work taking place in the Primary Care Estates was provided, the three 
areas of work covered were 

- Utilisation and modernisation Funding 
- The Hive Medical Practice 
- Proposed new Satellite GP Surgery – Ashworth Street Surgery / Ings Lane 

 
2.1.1 Utilisation and Modernisation Fund 
The utilisation and modernisation fund provides funding for additional clinical spaces to 
be built or converted within practices existing footprint, to enable an increase in the 
number of patient appointments the practice can offer.  In HMR, 9 practices have been 
successful in receiving funding approval, which will provide an additional 16 clinical rooms 
and approximately 89,000 additional appointments. 
 
2.1.2 The Hive Medical Centre 
The Hive Medical Centre is progressing with a Project initiation document (PID) to build 
a new practice premises, due to the current practice location not being fit for purpose. 
The PID has been submitted and approved through GM ICB governance and is going to 
NHS England Regional and National teams for final approval.  
 
2.1.3 Proposed new satellite GP Surgery – Ashworth Street Surgery / Ings Lane 



 

 

 
Ashworth Street Surgery have a satellite practice at Norden Old Library, which currently 
doesn’t allow for full standard GP services to be undertaken. The practice are looking to 
explore alternative locations for their satellite practice which will allow them to offer 
additional clinics and appointments. 
 
 
2.2 NCA Service Update – B12 and Ear Irrigation  
 
An update on proposed changes to services delivered by NCA community teams for B12 
and Ear Irrigation was provided, which would impact on patients who attend community 
clinics.  
 
Discussion was had around how this would affect patients and where it is appropriate for 
these services to be provided and number of patients the changes would impact.  
 
Following the discussion, next steps are to share data by practice for B12 injections and 
the Equality Impact Assessment (EIA) report for B12, a review of patients receiving B12 
injections including clinical need and option for Oral B12 tablets and a sub group to be 
set up to review further proposals for both B12 and Ear Irrigation.  
 
2.3 LCO Business Plan  
 
An overview of the Primary Care section of the LCO business plan was provided and 
members were given the opportunity to raise any concerns, approval of the primary care 
section of the business plan was given by the group. 
 
 
2.4 Quality & Safety  
 
Update on changes to the dermatology service currently located at Durnford Street 
Surgery were provided. At the time of the PCOG meeting , it was planned that the service 
will cease at this location on 30th September, to be replaced by NHS GM ICB 
commissioned service. The Quality and Safety team are supporting the transfer of patient 
records. 
 
For information an update that Pennine Care Foundation Trust (PCFT) has been issues 
a Regulation 29A for their adult and the PICU areas around care records and medication. 
Quality and Safety team are going to be visiting towards the end of September to support 
PCFT teams. It is noted there is no concern around patient care. 
 
 
2.5 Quality Visit  
 
Update was provided to the group on changes to the HMR quality visit dashboard, that 
has previously been used when attending practice quality visits, as NHS GM ICB has 



 

 

released a new dashboard for all localities to use, which replicated the NHS England 
national dashboard. Practices also have access to this dashboard.  
 
This has had impactions of the previous RAG rating system and an updated RAG rating 
is now in place based on the number of indicators flagging as requiring review. The ratings 
are as follows  
 

• Green – less than 8 indicators 
• Amber 9 – 16 indicators 
• Red – More than 17 indicators or CQC rating of requires improvement  

 
There are 15 remain practice visits for 2025/26, which will be using the new NHS GM ICB 
quality visits dashboard.  
 
2.6 Enhanced Monitoring 
 
In July, the practice under enhanced monitoring submitted supporting documentation 
requested by NHS GM ICB, unfortunately there were still significant gaps in the 
information provided and as such NHS GM ICB issued a provision of information notice 
in early August, which the practice had to respond to within 28 days. 
 
It was updated at the meeting that the practice had supplied all requested documentation 
ahead of the deadline, a meeting is due to take place between HMR Primary Care team 
and NHS GM ICB team to review and identify any outstanding information ahead of the 
official deadline.  
  
Quality and Safety team will be visiting the practice in October to provide assurance that 
highlighted areas have been embedded within the practice. A meeting between the 
practice and HMR senior leadership team will also take place in November to provide 
assurance that learning has been embedded, improvements are being sustained and 
system changes continue to be progressed. 
 
3.0 Recommendations 

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


	AGENDA P1 PCCC 19 September 2025 v0.2
	3 DRAFT P1 PCCC Minutes 16 May 2025 v0.2
	4 P1 PCCC Action Log 16 May 2025 v0.1
	6 Risk paper FINAL 100925
	7 080925 PCCC Estates  v3
	8 Quality Improvement Programme Update PCCC Report FINAL
	9 Vaccination paper v4
	10 Quality and Safeguarding- September 2025
	12 PCCC Finance Report Sep 25
	13 IT (to end August 25)
	15 PCOG Summary update August 25 v5

