Agenda

Greater Manchester Finance Committee

Date: Tuesday 7 October 2025
Time: 14:00 - 15:30
Venue: MS Teams
PART A - Public
Item | Time Duration | Subject Paper/ For Approval/ | By Whom
No. Verbal Discussion/
Information
1. Welcome, Introductions and Chair
Apologies:
Attendance Matrix Item 1 For Information
Terms of Reference Item 2 For Information
2. 14:00 5 mins Declarations of Interest Verbal Noting All
Register of Interests Item 3 Information
3. Minutes of Previous Meeting Item 4 Approval Chair
e August 2025 (Public)
4. Action Log / Matters Arising Item 5 Approval Chair
Strategic Reports & Updates
5. 14:05 15 mins Risk Register Item 6 Discussion/ Sue Hill
Noting
6. 14:20 15 mins GM Month 5 Financial Position ltem 7 Discussion/ Jackie
Noting Gardiner
7. 14:35 15 mins Financial Recovery Plan CIP ltem 8 Discussion/ Nicola
Noting Hepburn
8 14:50 10 mins Planning Framework Item 9 Discussion/ Sue Hill
Noting
9. 15:00 10 mins Joint Capital Resource Plan Item 10 Discussion/ Sue Hill
Noting
10. 15:10 10 mins Exec Summary — Agenda link to | Item 11 Discussion/ Sue Hill
open Undertakings Noting
For Information
11. 15:20 0 mins Performance Report Item 12 For Information | N/A
12. 15:20 5 mins Work Plan Item 13 For Information | N/A




13. 15:25 2 mins Any Other Business Verbal Discussion/ All
Noting
14. 15:27 3 mins Reflections of the Meeting and Verbal Discussion Chair
Items for Escalation to the Board
15. 15:30 Date and Time of Next Meeting Chair

Tuesday 2 December 2025
14:00 - 15:00

Finance Committee Public Meeting Dates 2025/26

Meeting Date

Meeting Time

Papers to be Distributed on

Tuesday 7t October 2025 14:00 — 15:00pm

Tuesday 30t September 2025

Tuesday 2™ December 2025 | 14:00 — 15:00pm

Tuesday 25" November 2025

Tuesday 61" January 2026 14:00 — 15:00pm

Tuesday 30" December 2025

Tuesday 3 February 2026 14:00 — 15:00pm

Tuesday 27" January 2026

Tuesday 3 March 2026

14:00 — 15:00pm

Tuesday 24t February 2026




Item A - Finance Committee (Public) Attendance Matrix from April 2025

Key:
Present
Apologies

Attendance Not Required

No Explanation

Member as per Terms of Reference
Apologies provided but Substitute

attended on behalf

Member: Title Apr-25 Jun-25 Aug-25 Oct-25 Nov-25 Dec-25 Jan-26 Feb-26| Mar-26
Kal Kay Non Executive Director- Chair Finance Committee

Rachel Egan Non Executive Director- Vice Chair

Kathy Roe Chief Finance Officer

Mark Fisher*

Chief Executive

Colin Scales*

Deputy Chief Executive

Manisha Kumar

Chief Medical Officer

Mandy Philbin Chief Nurse

Katherine Sheerin Chief Officer for Commissioning
Vish Mehra GP Partner/ Member
Attendees:

Jackie Gardiner

Corporate Director of Operational Finance — Finance
Management

Sue Hill

Interim Deputy Chief Finance Officer

Stephen Kennedy

Financial Strategic Lead

Nicola Hepburn

Finance and Performance Recovery Director

*Attendance of Chief Executive OR Deputy Chief Executive required.




Finance Committee

NHS GM Finance Committee Terms of Reference on a page

The purpose of the
Finance Committee (‘the
Committee’) is to obtain
assurance, on behalf of the
Board, that the ICB will
achieve its statutory
financial duties, and that
the system is financially
sustainable, by having the
right financial strategy that
results in the system and
its partners meeting their
financial targets and are
transforming services to
deliver system outcomes.

Key duties

Financial strategy and planning

* Apply constructive challenge to the ICS financial
plans and ICS strategic financial framework and
make recommendations to the board.

* Apply constructive challenge to medium and long-
term ICS financial plans and monitor their
implementation.

Resource allocation

» Apply constructive challenge to proposals in line
with Financial Scheme of Delegation, regarding
resources to be delegated to Place and to
Collaboratives and make recommendation to the
Board.

* Apply constructive challenge to business cases for
major investments / disinvestments for material
service change or efficiency schemes.

Financial performance

* Provide assurance in relation to the ICB achieving
its statutory duties.

» Obtain assurance regarding the achievement of
ICS financial targets.

Enabling strategies

* Provide assurance around enabling strategies for
e.g. capital, estates, digital and green strategies
and monitor their implementation.

Strategic risks

* Monitor BAF risks assigned to the committee.

Membership

Non-executive director (Chair)
Non-executive director (Deputy
Chair)

NHS GM Chief Finance Officer
NHS GM Chief Executive Officer
or NHS GM Deputy Chief
Executive Officer

NHS GM Chief Medical Officer or
NHS GM Chief Nursing Officer
NHS GM Chief Officer for
Commissioning

NHS GM Partner Member

NHS GM Partner Member



First Name

Last Name

Job Title

Decision
Maker N/'Y

Date

Declaration

Made /
Refresh

NHS GM: Finance Committee - Register of Interests October 2025

Declared Interest (Name of
organisation and nature of business)

Declared Interest

Type of Interest

Direct or Indirect

Date of
Interest

End Date of
Interest

Consent to
Publish
YIN

Action Taken to Mitigate Risk

Rachel Egan Independent Non-Executive Director Y 27-06-25 No interests to declare No interests to declare No interests to declare Nointerests to |No interests to]No interests to Y No interests to declare
(Remuneration Committee) declare declare declare
Mark Fisher Chief Executive Officer Y 23.06-25 No interests to declare No interests to declare No interests to declare Nointerests to | Nointerests fof No interests fof -, No interests to declare
declare declare declare
Declare in line with Conflict of Interest Policy. Declarations
Jackie Gardiner Corporate D\remr.)r of Operational Finance - v 01-05-25 North Staffordshire Husband is Chief Finance Ofﬁcer/Depmy Chief Loyalty Interests Indirect 01-04-21 Ongoing v of m(ergs( to be made at the §tan of relevant oor.nm.mees.
Financial Management Executive Officer Exclusion from involvement in related commissioning or
decision making.
st e s et i i o ks D
Nicola Hepburn Programme Director Y 30-04-25 Clinical Private practice Clinical Services, who often complete work for Financial Interests Direct 29-04-25 Ongoing Y 3 . . )
MIAA Exclusion from involvement in related commissioning or
} decision making.
GSD Financial Consulting Ltd Own consultancy firm Financial Interests Direct 01-04-25 Ongoing Y Declare in line with Conflict of Interest Policy. Declarations
Indepndent Non-Executive Member (Finance B of interest to be made at the start of relevant committees.
16-04-25 i i - -1 i -04-:
Kal Kay Committee) Y Great Academies Education Trust Trustee (non-remunerated) Non-financial personal interests Direct 20-04-20 Ongoing Y Exclusion from involvement in related commissioning or
Association of Camerdaos Non-exec (non-remunerated) director Non-financial professional interests Direct 22-10-18 Ongoing Y decision making.
Manisha Kumar Chief Medical Officer
Chair - Manchester GP Board
Vish Mehra
Primary Care Partner
Mandy Philbin Chief Nurse % 12-06-25 No interests to declare No interests to declare No interests to declare Nointerests to |No interests to|No interests to] No interests to declare
declare declare declare
Declare in line with Conflict of Interest Policy. Declarations
Kathy Roe Chief Finance Officer Y 03-12-24 | Tameside and Glossop NHS Foundation Son is a Finance Apprentice Non-financial personal interests Indirect 14-10-24 Ongoing Y of interest to be made at the start of refevant committees.
Trust Exclusion from involvement in related commissioning or
decision making.
Declare in line with Conflict of Interest Policy. Declarations
Colin Scales Deputy Chief Executive v 240625 uctan Honorary Professor Non-financial personal iferests Direct 03-0324 | Ongoing y | ofinterest to be made at the start of relevant commitices.
Exclusion from involvement in related commissioning or
decision making.
Declare in line with Conflict of Interest Policy. Declarations
Katherine Sheerin Chief Commissioning Officer v 16.04-25 The Whitechapel Centre Trustes and Deputy Chair of the Board Non-financial professional interests Direct 01:01-25 | otioarz026 |y [ efinteresttobemade at the start of relevant commitees.
Exclusion from involvement in related commissioning or
decision making.




Minutes

NHS Greater Manchester Finance Committee — Public Meeting

Date: Thursday 5 August 2025
Time: 14:00 — 15:00
Venue: Microsoft Teams
MEMBERS:
Kal Kay KK | Non-Executive Director, Finance Committee Chair
Rachel Egan RE | Non-Executive Director
Mandy Philbin MP | Chief Nursing Officer
Mark Fisher MF | Chief Executive Officer
Manisha Kumar MK | Chief Medical Officer
Kathy Roe KR | Chief Finance Officer
Vish Mehra VM | GP/Partner Member
IN ATTENDANCE:
Sue Hill SH |Interim Deputy Chief Finance Officer
Nicola Hepburn NH |ICB Recovery and Improvement Programme Director
Jackie Gardiner JG | Corporate Director of Operational Finance — Financial Management
Laura Conrad LC |Communications Lead - Media
Ross Baxter RB | Governance Advisor (Minutes)
APOLOGIES:
Colin Scales |CS | Deputy Chief Executive Officer
Item | Item
No
PUBLIC
1. Introductions and Apologies
KK welcomed everyone to the meeting and the apologies were noted.
Attendance Matrix
The Attendance Matrix was shared for information.
2. Declarations of Interest/Conflicts of Interest
There were no declarations or conflicts of interest declared at the meeting. The Finance
Committee Conflict of Interest Register was shared for information. Members were
additionally asked to review their declarations on the internal system to ensure they
were up to date.
3. Minutes of the Last Meeting
The minutes of the last meeting were approved as an accurate record, subject to
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amending KR’s job title to remove the word “Interim”.

Action Log

There current reform situation was noted, and members agreed that it would not be
appropriate to appoint new members to the board at this time. This action would
therefore be closed.

Risk Register

This report provided an update to the committee on the key significant risks identified
for 2025/26, including the BAF risks and the risks relevant to this committee. Any
changes to the risks were highlighted within the paper, with no new risks identified or
any risks de-escalated.

It was suggested that the risk description should be made more explicit by including
both in-year and medium-term sustainability and highlighting the impact of not being
able to invest in preventative care, which can further drive demand, and members
agreed with this.

Members discussed the need for the medium and long-term financial plan to include
concrete options for taking significant costs out of the system, acknowledging the
challenge of diminished capacity due to reform. It was confirmed that while the detailed
plan is not yet ready, work is underway to identify priorities and scenarios for cost
reduction.

Concerns were raised about repeated discussions without seeing major decisions
materialise. It was confirmed that significant changes are already underway, but
acknowledged that more big decisions were needed and that the organisation now had
better financial understanding to drive these.

NHS GM Finance Committee:

¢ Confirmed the updated BAF risks scores and assurance assessments as an
accurate reflection of the current position

o Confirmed the updated Committee risks scores and assurance assessments
as an accurate reflection of the current position.

GM Month 3 Financial Position

This report provided an update to the committee on the financial position for Greater
Manchester as at 30 June 2025. As at Month 3 the ICS deficit plan is £58.6m, with an
actual deficit of £68.3m, which equates to a £3.7m adverse variance to plan, driven
mainly by pay pressures and under delivery of savings. The NHS GM position remains
in line with plan, but with the continuation of the pressures relating to ADHD and Autism
within Mental Health and delays in the identification and delivery of savings for a number
of schemes, which were currently being offset in the overall position.

Concerns were raised about cash balances. It was confirmed that providers are
currently above plan, but the second half of the year would be more challenging, with
some providers already experiencing cash issues. The ICB’s cash balance is low by
design to comply with national expectations.

There was a risk noted around receiving Deficit Support Funding for Q3 and Q4, as this
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was not guaranteed and would depend on meeting strict metrics, including being on
plan, contract sign-off and cash management. Losing this would severely impact the
ability to deliver the financial plan.

The impact of reform and operational pressures was noted, especially around ADHD,
Autism and Section 117 costs. There was concern that the focus on reform was
distracting from delivering financial recovery plans.

NHS GM Finance Committee:

e Noted the Month 3 year to date reported financial position for GM ICS of
£62.3m deficit, against a planned deficit of £58.6m, resulting in a variance
against plan of a £3.7m deficit.

o Noted the breakeven forecast outturn position in line with NHSE reporting
requirements.

¢ Noted the delivery of CIP as at Month 3 of £119.9m against a plan of £123.6m,
a shortfall of £3.6m.

¢ Noted the forecast capital position shows a balanced position.

¢ Noted the risk to the system cash position which will require close monitoring.

¢ Noted the deficit position being reported by localities both YTD and forecast,
and the requirement for recovery plans and mitigations to be developed.

¢ Noted the on-going risk of the DSF funding for Q3 and Q4 being withheld if the
plan is not delivered.

e Noted the requirement to continue to hold meetings to address the current
shortfall in CIP delivery and to identify recovery plans to mitigate reported
pressures.

Financial Recovery Plan CIP

This report provided an update to the Finance Committee on the Financial Recovery
Programme’s Month 3 performance for the NHS GM (Greater Manchester) System. The
key outcomes and actions were summarised.

The team had developed a difficult decisions checklist and was finalising a
decommissioning policy, which would be brought to the next meeting for ratification. The
checklist would ensure that decisions were risk-assessed across the organisation and
partners. Weekly meetings with localities and deputies were focussing on pooling
resources and prioritising actions to close the gap, including stopping or diverting spend
where necessary. £59m had been fully transacted so far, which was a significant
improvement compared to the previous year, however not all of this was recurrent.

There was a request to see the difficult decisions list, and concerns were raised about
the £41.7m redundancy bill and whether similar pressures exist for Trusts. It was
clarified that Trusts planned for their redundancy costs, so the main risk was with the
ICB.

There was a query as to whether the schemes were moving quickly enough to maximise
savings, and assurance was given that deep dives were being done, and while some
paperwork lags, actions are progressing with recovery and mitigation plans in place for
any delays.

NHS GM Finance Committee Noted the information provided.




Resource Allocation

This report provided an update on the splitting of all expenditure by locality that was
initially shared in quarter 3 of 2024/25 building on feedback received. This analysis
would then be used to inform future decision making on where resources should be
allocated.

Members praised the report and emphasised the need to connect financial data to
outcomes and ensure clinical input. Clarification was requested for the population
weighting, the meaning of system top-up, and the split of mental health spend, and
discrepancies in primary care spend data. Clarifications were given and it was confirmed
that further breakdowns and comparisons would be brought to a future meeting.

There was an additional request for clarification on the “top up” and “other” categories,
and it was advised that some funding is not directly attributable to specific services due
to block contracts and deficit support funding.

NHS GM Finance Committee;

¢ Noted the information contained within the report

¢ Noted the paper had been reviewed by Chief Officers and would be presented
at a Deputy Place Based Leads meeting

¢ Noted a multi-disciplinary sub group would be established to review the data
and to further understand the reasons for variations and the next steps by
whom, what and in what timeframes, recognising that reporting on actual
expenditure incurred would start from month 4.

9. Performance Report
This report provided an update on key performance indicators for GM. The indicators
included were those considered high risk and/or form part of the undertakings process.
NHS GM Finance Committee Noted the information provided.

10. Any Other Business
There was no additional business to raise.

1. Reflections of the Meeting and Items for Escalation to the Board
Members felt the meeting had been effective and useful, allowing respectful
conversation about difficult issues.

12. Date and Time of Next Meeting

Tuesday 7™ October 2025
14:00 — 15:30







Finance Committee

07 October 2025

Required information Details

Title of report Finance BAF and Committee Risk Report.
Author Izhar Chaudhary

Presented by Sue Hill

Contact for further information’

Izhar Chaudhary - Associate Director of
Finance - Financial Assurance

izharchaudhary@nhs.net

Executive summary

This paper provides a monthly update on the
BAF and the strategic Committee risks as
identified by the Finance Committee.

The benefits that the population of Greater
Manchester will experience.

Better utilisation of financial resources.

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

Better utilisation of financial resources.

The decision to be made and/or input
sought

The Finance Committee is asked to:

e Discuss and confirm whether the
updated BAF risk score and
assurance assessments are an
accurate reflection of the current
position

e Discuss and confirm whether the
updated Committee risk scores
and assurance assessments are
an accurate reflection of the
current position.

¢ Identify any other risks that need to
be reflected on the risk register.

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

Outlines all strategic risks assigned to the



mailto:chris.gaffey@nhs.net

Finance Committee.

Key milestones

N/A

Leadership and governance arrangements

Senior Finance Team

Engagement* to date

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

Senior Finance Team

Financial or Legal Implications

N/A

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

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

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




EXECUTIVE SUMMARY INCLUDING KEY MESSAGES:

This report provides a monthly update to the Finance Committee on the key significant risks identified for
2025/26, including the BAF risks and the risks relevant to this Committee. The Committee is asked to
consider the BAF risk and the Committee risks to ensure they are assured on the risks presented.

1.0 INTRODUCTION AND PURPOSE

1.1 This report provides an update to NHS GM Finance Committee on the key risks across the
organisation in relation to Finance and Estates.

1.2 The report includes the latest Board Assurance Framework (BAF) risk relevant to this Committee
together with the risks that are reported to the Committee.

1.3 The oversight of the risks seen by the Committee will facilitate a wider appreciation of the potential
impact on the wider ICB objectives. The Committee are asked to critically challenge and note the
risks presented.

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

2.0 BAF RISK

2.1 There is one BAF risk that needs to be considered by the Committee:
SR1- There is arisk that the ICS does not achieve in-year and medium-term financial sustainability
due to continued growth in demand such that financial resources do not meet system needs. This

will result in the inability to deliver on the ICP Strategy, reducing our ability to invest in preventative
care which will drive demand, and continued inequalities and variation in health and care.

2.2 Where any changes have been made to the BAF risk these have been highlighted in blue text for
ease of reference.

SR1 There is a risk that the ICS does not achieve in-year and medium-term
financial sustainability due to continued growth in demand such that financial




resources do not meet system needs. This will result in the inability to deliver
on the ICP Strategy, reducing our ability to invest in preventative care which
will drive demand, and continued inequalities and variation in health and care.

Finance Committee - Kathy Roe, Chief Finance Officer

Risk Description & Impact on Strategic Objectives

Risk

Cause

Impact

There is a risk that the ICS does not achieve in-year and medium-term financial
sustainability due to continued growth in demand such that financial resources do
not meet system needs. This will result in the inability to deliver on the ICP Strategy,
reducing our ability to invest in preventative care which will drive demand, and
continued inequalities and variation in health and care.

o Demand for services is greater than expected.

e Cost of delivering services is higher (e.g. inflation and pay).

e Failure to develop and deliver recurrent savings schemes across the GMICS to the
planned levels.

o Failure to transform services (Health & Social care) at pace and achieve economies of
scale.

e Failure to make challenging/ difficult decisions in a timely manner in order to achieve
medium to long term financial sustainability.

¢ Implementation of NHS Reform 2025/26 impacts on the delivery of the financial plan.

e Income is lower than planned for (e.g. elective recovery fund) due to workforce
constraints, industrial action, and unforeseen pressures (e.g. winter).

e Cost Improvement Plans (set at 7% for ICB, 6% for GM Providers in 2025/26) not
delivered across the system to planned levels.

e Other key planning assumptions not delivered (e.g. commissioning intentions and
programme slippage).

e Continued pressure on capital finance (due to prior years deferral of capital spend and
slippage) which is now resulting in priority schemes and commitments that are in
excess of capital allocation.

¢ Inability to access national funding pots for different capital risks, increases financial
pressure.

o NHS GM’s credibility is damaged which may lead to further intensive intervention by

NHSE.

Organisational operational and strategic objectives will not be achieved.

Population health inequalities will not be addressed.

We will be unable to deliver GM ICP strategy.

Health of GM population will worsen.

There will be continued inequalities and variation in health and care.

There will be further scrutiny and intervention from NHSE, we will be unable to deliver

against our single improvement plan.

e A requirement to repay the deficit in line with NHSE business rules, so impacting on
delivery of the medium-term plan.

e Impact on system partners / stakeholders.

e Increased H&S risk in providers due to the growing backlog of maintenance work
required (estimate circa £600m) and equipment operating outside of service contracts
and warranties.

e Failure to agree a compliant capital plan means we cannot access new national funds.

e Medium and longer term financial sustainability is challenged as not investing in
prevention and still having to meet reactive care.




StOb 5 Supporting our workforce and carers

StOb6

Help people get into, and StOb 7 Meet our statutory obligations
stay in, good work

Help people to stay well
and detect illness earlier

Risk Scoring and Tolerance
Inherent Q1 Q2 Q3 Q4 Inyear Target date
risk Target
score
Likelihood 31/03/26
Impact
Risk
Level
Risk Tolerance
The appetite of the organisation concerning risks to its finances is described as open, which means we

are willing to consider all potential delivery options with an acceptable level of reward and value for
money.

NHS GM will adopt a ‘seek’ approach with an eagerness to be innovative and choose options offering
potentially higher rewards, despite inherent greater risk.

The tolerance range is 10 to 20.
The risk score is based on the financial plan submitted to NHSE for 2025/26, taking on board the
financial grip and control measures currently in place and the financial risk associated with delivering
financial balance over the medium term (2 to 5 years) which is rated as high, as there is a significant
amount of work to do as an organisation and system to develop robust savings plans that deliver
savings on a recurrent basis. A considerable amount of work has already been undertaken, savings
plans are being further developed across the whole GM ICS over a medium-term basis to help ensure

the ICS can move to an affordable and sustainable financial position within the overall financial
resources available to it.

The sustainability plan is developed upon 5 pillars (cost improvement, system productivity, reducing
prevalence, proactive care, and optimising care). The financials were developed through a review of all
organisations financial sustainability plans to ensure consistency of assumptions and a system
approach.

Number of Linked Risks on Corporate Risk Register
High (15 — 25)

e Core CIP Group, Provider Oversight meetings and Locality Assurance meetings established which
include financial assurance and scrutiny.
e |ICB PMO team to act as the single system level delivery unit.




e |ICB CIP Groups reporting to Core CIP Group / EMT/ Chief Officers meeting which in turn report to
Finance Committee and Exec Committee.

e All organisations report financial and operational performance to their respective Finance
Committees and Boards.

e All new commitments above £10k on behalf of NHS GM & £100k on behalf of Providers not in
original financial plans require approval through the STAR Panel, then through the appropriate
governance processes of the relevant organisation.

¢ Recurrent savings plans are being developed both at an organisational and system level to realise
the necessary savings.

e Comparison of the centralised ICB model and Trust Financial Recovery Plans is being undertaken
to ensure agreement on underlying assumptions to bridge material differences. ICB budgets are
being developed through both a bottom up and top-down approach to ensure completeness and
consistency.

e The medium-term financial plan and financial strategy will be developed during Q2 & Q3 (In line
with NHSE requirements) to identify key principles to support financial sustainability; this will be
reviewed by Chief Officers, Finance Committee and GM Board.

Business Critical Post Panel meets fortnightly for NHS GM.

NHS GM has put in place robust and sustainable provider oversight governance arrangements.
This includes regular scrutiny and triangulation of key aspects of performance; (finance, activity,
workforce and quality) for all Trusts including executive engagement and effective action tracking
and follow up, which includes a formal escalation programme if Providers are off track.

e Standardised data packs and briefings have been developed to inform the process.

The ICS has implemented a phased approach to prioritising capital programme, starting with PDC
and as a result, the ICS has submitted a compliant capital plan for the first time since inception.

e ICB also reviews and approves new leases.

Assurance Map

Defence Line Sources of Assurance ) Q2 Q3 Q4
1st Line Contract meetings (Monthly)
WEMEIRVERECEERUN Executive Management Team (Weekly)
Internal Finance and Governance meetings
(Weekly)

2 Line Finance Committee (Monthly)

(Organisation & Executive CIP Group (Weekly)

System) NHS GM Board (Bi-Monthly)

Audit Committee (Quarterly)

Locality Assurance meetings (Quarterly)
these move to monthly for those localities
which are challenged

Provider Oversight Meetings (Monthly)

3 Line External Audit Reports

(External / Internal Audit Reports

Independent) NHSE (Monthly)

Assurance Assessment (based on our confidence in the mechanisms and processes in place)
Significant High level of confidence in delivery of existing mechanisms / objectives
Acceptable General confidence in delivery of existing mechanisms / objectives

No Assurance = No confidence in delivery

Gaps in Control or Assurance




What are the gaps to be addressed to achieve the target risk score or to improve adequacy of
assurance?

Areas of overspend/performance may not be picked up in a timely manner due to a time lag in
information.

Time lag in financial / performance (Acute activity and prescribing) information may lead to
ineffective or delayed decision making.

Savings plans are not fully developed in a timely manner or do not realise the necessary savings or
on a recurrent basis.

Planning does not adequately reflect growth and/or impact of strategic decisions, and prevention

investments on all parts of the system or budgets.

Impact of NHS Reforms may delay development of new control measures.

Actions

No Action Required

Outcome of
action

Due
Date

Quarterly
Progress Report

Grip and control measures Implemented Finance Regular updates
e.g. STAR process and Team provided to
Business Critical Post panel Finance

remain in place to control Committee
expenditure.

2 CIP plans for 2025/26 are Full Finance | 30/09/ | Regular updates
further being developed and identification of | Team 25 provided to
implemented to realise the CIP target Finance
efficiencies along with achieved; but Committee
commissioning intentions that | still have some As a
will deliver efficiencies while schemes in consequence of
improving services. Work the opportunity continuous
ongoing through PMO. All category as at challenge and
CIPs are subject to a quarterly | 30/9/2025. All risk to full
deep dive to ensure they opportunities delivery some
remain on track and are being schemes may
determine if there is any rigorously require a review
opportunity for stretch. reviewed and of their original

explored to target. The
identify which schemes on the
ones can be opportunities
implemented and difficult
and have an decisions list
impact this also need
year. For progressing at
those that may pace.

not impact

until next

financial year

existing

schemes are

being

reviewed to

see if they can




be stretched.

All budgets are being Budgets being | Finance | N/A Regular updates
reviewed to identify non reviewed. Team provided to
recurrent slippage Finance
opportunities on a monthly Committee
basis.
Provider Oversight meetings Provider Finance | N/A Regular updates
which hold organisations to Oversight Team provided to
account for the delivery of process Finance
their plans take place every undertaken on Committee
month. a monthly

basis with

each NHS

organisation

within the ICS.
Locality Assurance meetings - | Locality Finance | N/A Regular updates
currently quarterly, holding Assurance Team provided to
localities to account for meetings Finance
delivery of their proportion of taking place Committee
the overall ICBs plan. on a quarterly
Meetings ongoing, escalated basis.
to monthly if and when
required. From month 4
localities have been asked to
produce recovery plans if they
are off track year to date or
forecasting not to break even.
NHS GM is subject to Provider Finance | N/A Regular updates
Oversight process in line with | Oversight Team provided to
all ICS organisations. process Finance
meetings ongoing. undertaken on Committee

a monthly

basis with

each NHS

organisation

within the ICS.

NHS GM

Oversight

process

undertaken

monthly.
NHS GM led Capital Capital Finance | N/A Regular updates
Prioritisation group supported | Prioritisation Team provided to
the submission in 2025/26 of | group Finance
a compliant capital plan. established. Committee
Quality impact assessments Assessments Finance | N/A Regular updates
within each Trust identify to be Team provided to
specific care impacts for each | undertaken. Finance
capital scheme at risk. Committee
Productivity pack - GM to Productivity Finance | N/A Update provided




continue with the system pack shared. Team to Finance
developed productivity pack Committee
that is now used across the

NW. This helps to inform

opportunities for improved

performance and will become

part of POMs.

10 | Red lines - GM has developed | Assessment of | Finance | N/A Update will be
trigger points that will require | trigger points Team provided to
corrective actions. There will and corrective Finance
be clear agreement and a action to be Committee
'Golden thread' through taken.

POMs/LAMs, SIB and sub
committees of Boards.

11 | ICB is adopting a new Mitigation to Finance | 30/06/ | Regular updates
reporting pack with a focus on | be developed. | Team 25 provided to
run rate to allow identification Finance
of potential issues so a Committee
mitigation plan can be
implemented to address the
risks on in year delivery. Run
rates will become a focus
within the finance item of
LAMs from July

12 | ICB to develop an integrated Financial Finance | 30/09/ | Update provided
financial model to inform model Team 25 to Finance
discussions with Providers developed. Committee
during Q2 this work has been
delayed from its original date
of July 2025 as a
consequence of the impact of
the NHS reforms.

13 | Medium and long-term Medium- & Finance | 31/03/ | Updates will be
financial plans will be long-term Team 26 provided to
approved by the Board in Q4 financial plans Finance
to ensure expenditure is within | developed. Committee and
the funding allocated to NHS Board.

GM. The date for

this action has
been deferred
due to a delay
to the
publication of
NHSE
planning
guidance and
allocations for
2026/27.

Medium term
financial plans
including a




financial
strategy for the
system,
underlying
position to be
agreed by end
of Q2
(31/09/25).
Medium term
financial plan

to be Board
approved by
end of Q4.
(31/03/26)

14 | Localities and system Boards | Development Finance | On Updates
fully engaged in the process of Team going provided to
and developing commissioning Finance
commissioning intentions that | intentions. Committee
may also include service
redesign and
decommissioning of services.

15 | Providers arein a Colloboration Finance | On Updates
collaborative arrangementto | arrangements | Team going provided to
deliver sustainable services are in place. Finance
across GM. Committee

3.0 COMMITTEE RISKS
3.1 The Committee risk register contains the following corporate risks.

Risk Description Current Date Last
P Score Reviewed

Financial pressures may lead to a failure of NHS GM to

meet NICE TA mandatory requirements which is work September
2 carried out by GMMMG. 12 © 2025

Strategic ambition to deliver services from facilities across 25

GM appropriate for the provision of 21st September
3 century healthcare is not achieved (Estates function). 8 © 2025

Absence of clear specific commissioning plans for delivery 25

of primary and community services by neighbourhood to September
4 identify optimum service provision (Estates function) 6 © 2025

Significantincreased or optimised utilisation in estate 25

resource not achieved (Estates function) September
5 12 © 2025

Significant GM housing growth leading to unfunded and 25

unplanned expansion of healthcare services and September
6 infrastructure (Estates function). 9 © 2025
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3.2

3.3

4.0

41

5.0

5.1

6.0

6.1

The number of Committee risks has not changed from the previous month.

Full details for all risks are included in Appendix 1.

NEW RISKS

There are no new risks identified.

DE-ESCALATED RISKS

There are no de-escalated risks.

RECOMMENDATIONS

The Finance Committee is asked to:

Discuss and confirm whether the updated BAF risk score and assurance assessments are

an accurate reflection of the current position.

Discuss and confirm whether the updated Committee risk scores and assurance
assessments are an accurate reflection of the current position.

Identify any other risks that need to be reflected on the risk register.

11
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NHS GM Finance Committee (Public)

7 October 2025

Required information

Details

Title of report

Month 5 Finance Report

Author

Jackie Gardiner — Corporate Director of
Operational Finance — Financial Management

Sandra Davies — Interim Associate Director of
Finance - Corporate & Reporting

Presented by

Jackie Gardiner — Corporate Director of
Operational Finance — Financial Management

Contact for further information

Jackie Gardiner — Corporate Director of
Operational Finance — Financial Management

Executive summary

The purpose of the report is to update the
Finance Committee on the overall Month 5 ICS
financial position for Greater Manchester as at
31st August 2025.

The benefits that the population of Greater
Manchester will experience.

Effective financial management will contribute
to the delivery of the ICP strategy and delivery
of health and social care services to the
population of Greater Manchester.

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

Effective financial management will support
the delivery of the ICP strategy and the focus
on commissioning decisions to reduce health
inequalities.

The decision to be made and/or input
sought

For the System Financial position, the Finance
Committee is asked to:

1. Note the Month 5 year to date reported
financial position for GM ICS of £92.3m
deficit, against a planned deficit of
£72.5m, resulting in a variance against
plan of a £19.8m deficit.

2. Note the breakeven forecast outturn
position in line with NHSE reporting
requirements.

3. Note the YTD delivery of CIP as at Month
5 of £218.2m against a plan of £209.1m,
an overachievement of £9.1m.

4. Note the forecast capital position is
expected to be brought back into a




balanced position.

5. Note the risk to the system cash position
which  will require close monthly
monitoring.

6. Note the on-going risk of the DSF funding
for Q3 and Q4 being withheld if the system
can’'t demonstrate and provide assurance
that there is a credible plan to deliver the
FOT position.

7. Note the requirement to continue to hold
urgent meetings to address the current
shortfall in CIP delivery and to identify
recovery plans to mitigate reported
pressures.

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

The report provides an update aligned to the
strategic risk to ensure financial balance for
GM ICS for 2025/26.

Key milestones

Monthly reporting within 2025/26 Financial
Year.

Leadership and governance arrangements

Presented to Chief Officers on 24" September
2025.

Presented to public and private Finance
Committee on 7t October 2025.

Will be presented to the NHS GM Integrated
Care Board on 15" October 2025.

Engagement* to date

*Engagement: public, clinical. Analysis:

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

N/A, part of on-going monthly reporting.

Financial or Legal Implications

N/A as this is the monthly Finance Report.

Table 1 — core information relating to the content or creation of paper

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

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




1. Introduction

1.1 The purpose of the report is to update the Finance Committee on the financial position for Greater
Manchester as at 31t August 2025.

2. Key Messages

2.1 Plan

The 2025/26 Greater Manchester ICS final plan following the receipt of Deficit Support Funding
(DSF) is breakeven, and as previously reported is split £7.5m deficit for NHS GM and a £7.5m
surplus for GM providers.

2.2 Month 5 reported position

As at Month 5 the ICS deficit plan is £72.5m, with an actual deficit of £92.3m, which equates to a
£19.8m adverse variance to plan.

. . In Month In Month In Month  YTD YTD YTD Full Year Full Year Full Year
LB PR [ SN i Plan Actual Variance Plan Actual Variance Plan Forecast Variance
GM NHS Providers -£8.3 -£184  -£10.1 -£69.4  -£89.1 -£19.8

NHS GM -£0.6 -£0.6 £0.0 -£3.1 -£3.1 £0.0
-£8.9 -£19.0 -£10.1 -£72.5 -£92.3 -£19.8

Key messages of the overall deficit position are:

e The YTD provider position is now £19.8m behind plan, a deterioration of £10.1m in month,
mainly related to MFT, who are reporting pressures due to increased premium staffing costs,
industrial action and non-pay overspends. It is reported the CIP delivery for GM providers is
ahead of plan overall by £13.4m.

e The NHS GM position has remained on plan, reporting a £3.1m deficit this month. There are
continuing pressures relating to ADHD, Autism and s117 within Mental Health, increased costs
associated with All Age Continuing Care and delays in the identification and delivery of savings
for a number of schemes. There is also overperformance of Independent Sector elective plans
requiring activity management processes to bring back inline. These pressures are offset
partially with some areas of under spend in the overall position.

e As a system it is forecast that CIP targets will be met in full by the end of the year, albeit with
on-going associated risk. On a YTD basis, delivery is £9.1m ahead of target as a system (£4.3m
behind plan by NHS GM, offset by a favourable provider variance of £9.1m).

e NHSE guidance states that the Deficit Support Funding (DSF) will only be allocated for the
remainder of the financial year if the system can demonstrate and provide assurance that there
is a credible plan to deliver the FOT position, with an added focus on improving the underlying
position. A system assessment of assurance and associated risk to delivery is in development.

e As aresult, an increased financial control framework remains in place to ensure only essential
additional expenditure is committed, and on-going scrutiny of the financial position and delivery
of CIP through the System Improvement process continues. Urgent recovery meetings continue
to be held to address any current shortfall.

2.3 Efficiencies / CIP

The overall efficiency target for Greater Manchester ICS for 2025/26 is £656.0m, split £175m NHS
GM and £481.0m GM providers. As at Month 5 providers are £9.1m ahead of the YTD plan. NHS
GM is £4.3m behind the YTD plan. Weekly monitoring continues to be in place with all NHS

3



2.4

2.5

2.6

3.1

organisations submitting updates to NHSE NW on the progress being made to identify efficiency
schemes to fully deliver against the £656.0m plan and to provide assurance that schemes are moving
into developed and implemented schemes.

Risk and Mitigations

At Month 5 the ICS gross risk is estimated at £189.9m. £89.7m relates to GM providers and the
remaining £100.2m related to the NHS GM financial position. The majority of this relates to risk
associated with the delivery of efficiency targets. The GM system is currently assuming that all risk
will be fully mitigated, resulting in zero net risk.

Capital

Overall, YTD spend for provider capital is £78.4m, compared to a plan of £91.2m. Within this total,
a system allocation is issued to GM on both internally generated and IFRS 16 capital expenditure,
which is currently £209.2m. Whilst there is a small under commitment at this stage, a balanced
forecast outturn position is still assumed. It is also noted that additional allocations have recently
been issued which have not yet been fully committed.

NHS GM annual capital plan is £10.1m, £6.6m ‘business as usual' capital and £3.4m of
Modernisation and Utilisation fund. It is expected that all of this will be fully utilised in year.

Cash

At Month 5 NHS GM had drawn down 43.3% of its annual cash allocation compared to a straight-
line rate of 41.7%. This is mainly due to settlement of 2024/25 liabilities and the profiling of the Deficit
Support Funding transacted with providers. The allowable cash balance at the end on Month 5
equated to £8.9m with an actual closing balance of £4.3m.

The cash position remains challenging for the rest of the financial year, and NHS GM will continue
to actively manage the working capital position, promoting prompt invoicing and collection of debtors,
and utilisation of payment terms with creditors to manage the position. GM providers are £66.1m
above the planned cash balance (plan £393.9m), which has increased since M4.

Recommendations
For the System Financial position, the Finance Committee is asked to:

Note the Month 5 year to date reported financial position for GM ICS of £92.3m deficit, against a
planned deficit of £72.5m, resulting in a variance against plan of a £19.8m deficit.

Note the breakeven forecast outturn position in line with NHSE reporting requirements.

Note the year to date delivery of CIP as at Month 5 of £218.352m against a plan of £209.2m, a
shortfall of £9.1m.

Note the forecast capital position is expected to be brought back into a balanced position.

Note the risk to the system wide cash position which will require close monthly monitoring.

Note the on-going risk of the DSF funding for Q3 and Q4 being withheld if the system can'’t
demonstrate and provide assurance that there is a credible plan to deliver the FOT position.

Note the requirement to continue to hold urgent meetings to address the current shortfall in CIP
delivery and to identify recovery plans to mitigate reported pressures.



Presented by: Jackie Gardiner
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System Financial Position Overview

As at Month 5 the total ICS year to date deficit is £92.3m, a £19.8m adverse variance against the plan (Month 4: variance of £9.7m), which is a
deterioration of £10.1m from the previous month.

In Month In Month In Month YTD YTD YTD Full Year Full Year Full Year
Plan Actual Variance Plan Actual Variance Plan Forecast Variance
GM NHS Providers -£8.3 -£18.4 -£10.1 -£69.4 -£89.1 -£19.8 £7.5 £7.5 £0.0

M5 2025/26 ICS Surplus/(Deficit) £m

NHS GM -£0.6 -£0.6 £0.0 -£3.1 -£3.1 £0.0 -£7.5 -£7.5 £0.0
ICS Total -£8.9 -£19.0 -£10.1 -£72.5 -£92.3 -£19.8 £0.0 £0.0 £0.0

Key points of note for Month 5 are:

« The YTD provider position is now £19.8m behind plan, a deterioration of £10.1m in month, mainly related to MFT, who are reporting continued
pressures due to increased premium staffing costs, industrial action and non-pay overspends.

+ The NHS GM position has remained on plan, reporting a £3.1m YTD deficit this month. There are continuing pressures relating to ADHD, Autism
and s117 within Mental Health, increased costs associated with All Age Continuing Care and delays in the identification and delivery of savings for
a number of schemes. There is also overperformance of Independent Sector elective plans requiring activity management processes to bring
back in line. These pressures are offset partially with some areas of under spend in the overall position.

* On a YTD basis, CIP delivery is £9.1m ahead of target as a system (£4.3m behind plan by NHS GM, offset by a favourable provider variance of
£13.4m). Whilst it is forecast that CIP targets will be met in full by the end of the year, there are emerging risks to delivery which have been
identified as a risk.

* NHSE guidance states that the Deficit Support Funding (DSF) will only be allocated for the remainder of the financial year if the system can
demonstrate and provide assurance that there is a credible plan to deliver the FOT position, with an added focus on improving the underlying
position. A system assessment of assurance and associated risk to delivery has been developed and is being discussed with NHSE colleagues.

* As aresult, an increased financial control framework remains in place to ensure only essential additional expenditure is committed, and on-going
scrutiny of the financial position and delivery of CIP through the System Improvement process continues. Urgent recovery meetings continue to
be held with both providers and internally within NHS GM to address any current shortfall.

Note: all numbers are rounded to nearest £0.1m. This may result in small discrepancies when adding together columns/rows or reviewing
variances in the table. But all values presented are calculated using precise values, before rounding is applied.



Key Metrics Dashboard

YTD Full Year

2025/26 ICS Key metrics £m YTDNIIB ousdget YTDM,:ZtuaI Variance Budget/ Itglrlezz.:: 5:'#:::; “
M05 Allocation
Financial position - NHS GM £3.1 £3.1 £0.0 £7.5 £7.5 £0.0 -
Financial position Provider -£69.4 -£89.1 -£19.8 £7.5 £75 £0.0 A
mmm

£209.1 £218.2 £9.1 £656.0 £656.0 £0.0
Agency (provider) £24.9 £29.9 -£4.9 £55.7 £56.8 £1.1
Capital - NHS GM £5.8 £5.8 £0.0 £10.1 £10.1 £0.0
Capltal Provider (CDEL) £91.2 £78.4 £12.8 £408.0 £408.0 £0.0

Com s

Cash ( prowder £393.9 £460.0 £66.1 £427.9 £378.5 -£49.4

T N O N S O s on s

MHIS (excluding LD & Dementia) £345.5 £345.5 £0.0 £825.0 £825.0 £0.0 BPPC Target Achieved

Delegated Specialised Commissioning MHIS £46.2 £46.2 £0.0 £113.3 £113.3 £0.0 (out of 10 ICS 7 7
organisations)

Running costs £19.5 £19.5 £0.0 £46.4 £46.4 £0.0

Note: all numbers are rounded to nearest £0.1m. This may result in small discrepancies when adding together columns/rows or reviewing
variances in the table. But all values presented are calculated using precise values, before rounding is applied.



Key Metrics

Analysis

System Financial Position

* The M4 YTD position for the GM NHS System is a

£19.8m deficit against plan and is split as follows:

*  £0.0m NHS GM (Month 4: £0.0m)
*  £19.8m GM Providers (Month 4: £9.7m)

+ The GM system is reporting a forecast breakeven

position as per the 2025/26 plan and in line with
NHSE reporting requirements.

System Risk

The total gross risk has been estimated at
£189.9m at M5. This is a decrease of £33.9m
from M4. Of the total:

* £89.7m relates to providers.
 £100.2m relates to NHS GM.

The majority of this relates to risk associated with
the delivery of efficiency targets.

The GM system is currently reporting that all risk
will be fully mitigated, resulting in zero net risk.

System Efficiency

 The chart above details the savings delivered

against an overall system savings target of
£656.0m

YTD savings of £218.2m have been delivered
against a target of £209.2m, of which 52.9% has
been delivered recurrently. Delivery is currently
£9.1m ahead of plan YTD.

Full year savings of £656.0m are forecast, albeit
with risks and at this stage unidentified CIP of
£15.9m being reported by GM providers.



Key Metrics

Monthly BPPC Performance
NHS Non-NHS

Current YTD Current YTD
NHS GM
MFT
NCA
Stockport
Tameside
Bolton
WWL
GMMH

Pennine Care [N N
The Christie | GGG

System Better Payment Practice Code

BPPC is monitored on the YTD performance, and
currently 7 organisations are meeting the target for
NHS organisations.

Of the 3 organisations not meeting the NHS
targets in M5, Tameside has improved its
performance from the pervious month to 90.0%
(M4 88.7%), whereas MFT and Bolton are
reporting a deterioration.

7 organisations are meeting the target for YTD
achievement for Non-NHS organisations.

For the remaining 3 organisations not achieving
the Non-NHS target, MFT and WWL are reporting
an improvement since M4, however, Bolton are
reporting a deterioration since M4.

Analysis

Mental Health Investment Standard / SDF

The Mental Health Investment Standard (MHIS)
requires NHS GM to spend £829.1m on mental
health provision in 2025/26.

In addition, NHSE have confirmed that the MHIS
target for MH services within the delegated
Specialised Commissioning envelope is £113.3m.
This value also includes an inflationary uplift for
the 2025/26 pay award.

These targets are reported and monitored
separately and not combined.

At Month 5 the ICB is reporting expenditure in line
with plan for both elements.

NHS GM Running costs

The YTD running cost allowance for NHS GM at
M5 is £19.5m and spend is being reported in line
with the plan.

It is expected that NHS GM will achieve the
running cost target and is currently reporting a
balanced position in the forecast.

The 2025/26 pay award has now been transacted
in M5.

Whilst plans are being developed regarding the
NHS Reforms, no actual costs or savings have
been factored into the financial position.



Key Metrics

Provider Agency

GM provider M5 YTD agency spend is £29.9m
which is £5.0m above the plan of £24.9m.

At present a forecast of £56.8m is expected,
which is higher than the plan of £55.4m, but this
remains under the 2025/26 agency ceiling set at
£66.7m.

Analysis

Capital

The chart above shows the entirety of the provider
plan for the Capital Departmental Expenditure Limit
(CDEL) including internally generated, IFRS 16
(leases) and PDC which totals £396.0m. The annual
capital allocation is £408.0m. YTD spend for
provider capital is £78.4m, which is below the plan of
£91.2m

Within this total there is a system allocation of
£209.2m issued to GM providers on both internally
generated and IFRS 16 capital expenditure. Actual
spend of £202.5m is reported, a variance of £6.7m,
which is due to the receipt of additional allocations
which have not yet been committed, but a balanced
forecast outturn position is expected.

The NHS GM annual capital allocation is £10.1m,
with the expectation that all of this will be fully utilised
in year.

Provider cash balances
GO0

500

400

£m 300
200

100

0

M1 M2 M3 M4 M5 M6 M7 ME MI M10M11 M12

Plan = Actual

Cash

GM providers (as shown in the chart above) are
£66.1m above the planned cash balance (plan:
£393.9m, actual: £460.0m).

At M5 NHS GM had drawn down 43.3% of its
annual cash allocation compared to straight line
of 41.7%. This is due to settlement of 2024/25
liabilities and the profiling of the DSF transacted
to providers. The allowable cash balance at the
end of M5 equated to £8.9m, with an actual
closing balance of £4.3m.

The cash position remains challenging for the rest
of the year, and NHS GM will continue to actively
manage the working capital position, promoting
prompt invoicing and collection of debtors, and
utilisation of payment terms with creditors to
manage the position.



System Financial position System Efficiencies

2025/26 System CIP Savings Forecast Outturn M5YTD | M5YTD | M5YTD | Full Year | Full Year | Full Year
August 2025 Recurrent/Non Recurrent Split Plan Actual Variance Plan Forecast | Variance
£m

icBsavings ... Wm  £793 £750  -£43  £1750  £175.0 __ £0.0
___
Manchester University NHS Foundation Trust 42% £35.7 £44.6 £8.9 £165.8 £165.8 £0.0
Northern Care Alliance NHS Foundation Trust _ 40% £22.7 £32.7 £10.1 £110.0 £110.0 £0.0
Stockport NHS Foundation Trust ee% 34% £10.4 £11.4 £1.0 £29.2 £29.2 £0.0
Tameside and Glossop Integrated Care NHS Foundation Trust 6% 35% £8.5 £8.8 £0.2 £25.3 £25.3 £0.0
Bolton NHS Foundation Trust % 33% £8.8 £5.9 £2.9 £36.9 £36.9 £0.0
Wrightington, Wigan and Leigh Teaching Hospitals NHS Foundation Trust [agsiiiiiii 52% £14.7 £11.5 £3.2 £38.4 £38.4 £0.0
Greater Manchester Mental Health NHS Foundation Trust 70 £11.5 £11.5 £0.0 £32.5 £32.5 £0.0
Pennine Care NHS Foundation Trust — 54% £7.3 £6.6 -£o 7 £17.5 £17.5 £0.0
The Chrlstle NHS Foundatlon Trust 56% £10.3 £10.3 £25.3 £25.3 £0.0
_mmm
Total Efficiencies | oA £209.2| £2182  £91|  £656.0  £656.00  £0.0]

* On a YTD basis, delivery is £9.1m ahead of target as a system:
* £4.3m adverse NHS GM variance, offset by
+ £13.4m favourable provider variance
* As a system it is forecast that CIP targets will be met in full by the end of the year, albeit with associated and emerging risk.

Note: all numbers are rounded to nearest £0.1m. This may result in small discrepancies when adding together columns/rows or reviewing
variances in the table. But all values presented are calculated using precise values, before rounding is applied.



Key Messages Month 5

The below table outlines key areas to note for Month 5:

Financial plan The 2025/26 Greater Manchester ICS final plan following the notification of Deficit Support Funding (DSF) is breakeven, and as previously reported is
split £7.5m deficit for NHS GM and a £7.5m surplus for GM providers. To date £100.0m of the £200.0m DSF has been received as an allocation.

Year to date The drivers of the YTD deficit position are:
variances « The YTD provider position has increased to £19.8m deficit, driven mainly by pay pressures, under delivery of savings and costs relating to Industrial
Action.

« The NHS GM position has remained on plan, reporting a £3.1m deficit this month. There are continuing pressures relating to ADHD, Autism and
placements, including S117, within Mental Health, increased costs associated with All Age Continuing Care and delays in the identification and
delivery of savings for a number of schemes. There is also overperformance of Independent Sector elective plans requiring activity management
processes to bring back in line. These pressures are offset partially with some areas of under spend in the overall position.

Efficiencies/CIP  As at M5 £218.2m of CIP has been delivered against a plan of £209.2m, an overachievement of £9.1m. The forecast CIP position is £656.0m as per the
plan although there are risks associated with delivery and unidentified CIP of £15.9m.

Capital The provider capital YTD actual spend, including internally generated (BAU), IFRS 16 (leases) and PDC is £78.4m, compared to a plan of £91.2m. At
this stage it is expected that a balanced forecast outturn position will be delivered. It is also noted that an additional allocation has been confirmed but
not yet fully committed.

The capital allocation for NHS GM has reduced to £10.1m reflecting a reduction to the expected commitments against the Primary Care Utilisation Fund.

Cash At present provider cash balances are above plan by £66.1m and cash balances have increased compared to M4, although there are continuing
concerns with future cash flow for some providers.
At M5 NHS GM had drawn down 43.3% of its annual cash allocation compared to a straight-line rate of 41.7%, reflecting the need to settle 2024/25
liabilities and the profiling of the DSF which has been transacted with providers. The allowable cash balance at the end of M5 equated to £8.9m, with an
actual closing balance of £4.3m.
The cash position for the system therefore remains a concern and will continue to be monitored closely to ensure appropriate levels of working capital
across system.

Risk & At M5 the total gross risk has been estimated at £189.9m. The majority of this relates to the risk associated with delivery of efficiency targets. It is
Mitigations currently assumed that all risk will be fully mitigated resulting in zero net risk.



System Financial position

For the System Financial position, the Finance Committee is asked to:

* Note the Month 5 year to date reported financial position for GM ICS of £92.3m deficit, against a planned deficit
of £72.5m, resulting in a variance against plan of a £19.8m deficit.

» Note the breakeven forecast outturn position in line with NHSE reporting requirements.

* Note the year to date delivery of CIP as at Month 5 of £218.2m against a plan of £209.2m, a shortfall of £9.1m.

» Note the forecast capital position is expected to be brought back into a balanced position.

* Note the risk to the system wide cash position which will require close monthly monitoring.

* Note the on-going risk of the DSF funding for Q3 and Q4 being withheld if the system can’t demonstrate and
provide assurance that there is a credible plan to deliver the FOT position.

» Note the requirement to continue to hold urgent meetings to address the current shortfall in CIP delivery and to
identify recovery plans to mitigate reported pressures.






NHS GM Financial Position Month 5

The financial summary for NHS GM by expenditure type as at Month 5 is shown in the table below:

NHS GM Financial Position £m Budget Actual | Variance | Variance Budget Actual | Variance | Variance Full Year | Full Year | Variance | Variance | M04 FOT | Change
In Month | In Month | In Month | In Month % YTD YTD YTD YTD % Plan Forecast FOT Variance | in FOT

Allocations £773.6| _£773.6 __£0.0l __ 0.0%Ml £3830.5 £3830.5 __ £0.0 __ 0.0%J £9,100.6| £9,1006| __£0.0 _ 0.0% __£0.0l __ £0.0
Admin

Running Costs 0.0 0.0% £19.5 £19.5 £0.0 0.0% £46.4 £46.4 £0.0 0.0%

Total Admin mmm | £19.5| £19.5] £0.0l _ 0.0% -zm-zmmmm
Programme

Mental Health £81.7 £83.0 -£1.3 -1.6% £406.7 £414.7 -£8.0 -2.0% £976.6 £983.5 -£7.0 -0.7% -£9.3 £2.4
Acute £350.0 £355.2 -£5.2 -1.5% £1,752.2 £1,761.4 -£9.2 -0.5% £4,204.7 £4,207.5 -£2.8 -0.1% £0.0 -£2.8
Specialised Commissioning £85.6 £85.6 £0.0 0.0% £412.0 £411.9 £0.0 0.0% £991.9 £991.9 £0.0 0.0% £0.0 £0.0
Primary Care £7.7 £7.2 £0.5 6.0% £42.7 £41.9 £0.8 1.8% £106.2 £103.9 £2.3 2.1% £0.0 £2.2
GP Medical, Pharmacy, Dental and Optometry £93.3 £92.9 £0.4 0.4% £442.6 £441.6 £0.9 0.2% £1,074.0 £1,075.7 -£1.7 -0.2% -£7.3 £5.6
Prescribing £47.8 £47.8 -£0.1 -0.1% £247.9 £247.6 £0.3 0.1% £600.8 £600.2 £0.6 0.1% £0.0 £0.6
All Age Continuing Healthcare £24.2 £25.5 -£1.4 -5.6% £122.4 £127 1 -£4.7 -3.9% £288.1 £294.4 -£6.3 -2.2% -£1.1 -£5.2
Community Health Services £65.6 £66.7 -£1.1 -1.7% £331.0 £333.6 -£2.6 -0.8% £788.7 £787.6 £1.1 0.1% £0.4 £0.7
Programme Operating Costs £6.8 £7.7 -£0.8 -12.0% £38.5 £38.7 -£0.2 -0.5% £93.2 £97.6 -£4.4 -4.7% -£7.2 £2.8
Other expenditure -£1.1 -£1.1 £0.1 -5.5% -£3.0 -£3.1 £0.1 -4.7% £8.7 £9.4 -£0.7 -7.9% -£0.4 -£0.3
Earmarked commitments £8.8 -£0.3 £9.1 103.4% £21.2 -£1.4 £22.6 106.6% -£71.1 -£90.0 £18.9 -26.6% £25.0 -£6.1
Total Programme £770.4 _ £770.4. _£0.0 _ 0.0%MM £3814.1 £3814.1 _ £00 __ 0.0%J £9.061.7 £9061.7 __ £0.0 __0.0% ___£0.0 ___ £0.0]
Total Expenditure £774.3  £774.3]  £0.0  0.0%[l £3.833.6] £338336 __ £0.0l _ 0.0%/l £9.108.1 £91081 __ £0.00 _ 0.0% ___£0.0 ___ £0.0)
Surplus / (Deficit) €06 £06 _f00 W £31 £31 00 W8 75  £75 _ £0.0 | £0.0 __ £00

* Key Drivers:
* Mental health pressures relating to ADHD, Autism and s117.
* Increased costs associated with All Age Continuing Care.
* Increased Elective activity, particularly in the IS sector.
» Delays in the identification of savings for a number of schemes.
+ Offset partially with some areas of under spend in the overall position



Month 5

NHS GM Key Messages

The chart below shows the changes in

Financial
position

Risk

CIP

Key variance:
Acute

Key variance:
Mental Health

Key variance: All
Age Continuing
Healthcare

Corporate /
Operating costs

NHS GM is reporting a £3.1m YTD deficit which is in line with the plan. The key movements in the YTD
position are explained in the following slide.

At M5 the gross risk relating to NHS GM is estimated to be £100.2m, which includes the risk associated with
delivery of efficiency targets of £49.1m. Other risks relate to operational risks within Mental Health, increased
Independent Sector activity, Neuro Rehab, Placements, and Corporate.

CIP delivery remains behind of plan by £4.3m at Month 5, which is a slight improvement since M4, with
£75.0m delivered against a plan of £79.3m. Of this 68.2% has been delivered recurrently. The forecast CIP
position is £175.0m which is in line with plan although there is associated risk with the delivery of remaining
schemes.

The YTD M5 overspend is £9.2m, which is as a result of increased activity and non-delivery of CIP relating to
IS. Actions have been taken to issue Indicative Activity Plans (IAPs) to all IS providers and now awaiting
latest activity data to the issue Activity Query Notices (AQNSs) to ensure that providers deliver within the IAP.

The YTD M5 overspend is £8.0m and which in the main continues to include locality pressures arising from
ADHD, Autism and s117 placement costs. GM healthcare contracts are currently reporting a balanced
position.

YTD All Age Continuing Healthcare is overspending by £4.7m, which is a mix of volume increases, market
management pressures, the cost of retrospective cases and high-cost placements.

An overspend position at M5 of £0.2m on Corporate / Operating costs is reported YTD with a FOT overspend
of £4.4m. The forecast overspend reflects the risk of unachieved savings targets and a shortfall against
income targets. Within this position the Running Costs are reported as being in line with plan. An ongoing
review of costs continues to be undertaken to ensure correct categorisation to support delivery in line with the
RCA target.

YTD position for NHS GM:



NHS GM Key Messages YTD movement

NHS GM is reporting a deficit of £3.1m at M5, in line with the plan. Overall, the position has not moved since M3, but there are in-month
movements noted in the following areas:

M5 M4

Expenditure Area - £m YTD YTD Key Year to Date Pressures and Movements

. . Movement
Variance | Variance

The continuation of the reported pressure at M5 relates to the on-going increased costs for

ADHD, Autism and s117. The detail is being reviewed in order to identify plans to mitigate and

reduce costs, with specific plans in place to understand the on-going implications of Right to

Choose.

Increased activity and non-delivery of CIP relating to IS continues to be the driver of the

Acute £92 £4.0 £5 2 adverse position YTD. Actions have been taken to issue Indicative Activity Plans (IAPs) to all
’ ' "~ IS providers, now awaiting latest activity data to the issue Activity Query Notices (AQNSs) to

ensure that providers deliver within the I1AP.

The YTD improvement relates to prior year benefits which have been released into the

Mental Health -£8.0 -£6.6 -£1.4

GP Medical, Pharmacy, Dental &

Optometry A e e position but offset by the pressures relating to the costs associated with BECCOR.
-~ This is based on the June data which has been received which indicates a consistent level of
PesEsiie £0.3 £0.3 -£0.0 prescribing spend compared to last month.
- The YTD and in-month deficit relates to increased activity in placements, mainly in Bolton,
All Age Continuing Care -£4.7 -£3.4 -£1.3 Bury and Trafford
Community Health Services £96 £14 £1.2 The deterioration relates to a contln_uatlon of the under delivery of CIP schemes relating to
Neuro Rehab and Community Services.
Small variances are reported on remaining areas of spend. This also reflects the over
Other Variances £933 £146 £8 7 delivery of CIP schemes in localities which isn’t reported in the YTD locality position, and the

slight overall improvement in the CIP position being reported £4.3m behind plan compared to
£4.7m at M4.




NHS GM Key Messages FOT Variance

After central mitigations, NHS GM is reporting in line with the overall deficit of £7.5m at M5, although in-month movements are noted in the
following areas:

M5 M4

Expenditure Area - £m FOT FOT Key Forecast Outturn Pressures and Movements

. . Movement
Variance | Variance

The improvement in the FOT position is as a result of the partial impact of locality

Mental Health -£7.0 -£8.6 £1.6 recovery plans

Acute -£2.8 £0.4 -£3.2 Further delays in delivery of CIP relating to Independent Sector.

GP Medical, Pharmacy, Dental &
Optometry

The FOT improvement relates to prior year benefits which have been released into the

210 5 2l position but offset by the pressures relating to the costs associated with BECCOR.

This is based on the June data which has been received which indicates a slight
Prescribing £0.6 £0.5 £0.1 improvement on core prescribing FOT spend, but with under delivery against locality
recharges and services.

The worsening forecast position relates mainly to Trafford with small movements in Bolton

Alings Cerihling el G 82 e A e Tameside, partially mitigated by recovery plans.

Arelease of £2.0m against the CIP target has been transacted this month in relation to
Programme Operating Costs -£4 .4 -£3.2 -£1.2 Population Health, plus a further £0.5m of medicines optimisation team recruitment offset
by a delivery of Population Health CIP delivery.

There have been small improvements are reported on remaining areas of spend. The
requirement to utilise central mitigations has reduced again this month, due to the
increased delivery of central CIP schemes and reflective of locality recovery plans to
mitigate areas of pressures being reported.

FOT Variance . ___f0 00 _f00 |

Other Variances £21.6 £19.4 £2.2




GM NHS Provider Financial Position » Month 5

As at Month 5, an £89.1m deficit is reported by the providers, £19.8m worse than plan. The surplus forecast of £7.5m is in line with plan. The
forecast position includes the impact of the deficit support funding received of £157.5m.

: In Month In Month In Month YTD YTD YTD Full Year Full Year Full Year
M5 2025/26 NHS GM Providers £m Plan Actual Variance Plan Actual Variance Plan Forecast Variance
Income -£693.2 -£701.9 -£8.7 -£3,485.3 -£3,520.3 £35.0 -£8,388.7 -£8,442.6 £53.9
Pay £447.7 £454 .4 £6.7 £2,269.2 £2,304.1 -£34.9 £5,356.3 £5,386.3 -£30.0
Non-Pay £243.4 £256.2 £12.8 £1,2341 £1,258.0 -£23.9 £29004 £2,928.1 -£27.6
Non Operating Items £10.5 £9.6 -£0.9 £51.3 £47.3 £4.0 £124.5 £120.8 £3.7
Total GM NHS Providers Surplus/(Deficit)
Manchester University NHS Foundation Trust -£3.8 -£13.0 -£9.3 -£30.0 -£44.6 -£14.6 £0.0 £0.0 £0.0
Northern Care Alliance NHS Foundation Trust -£2.7 -£2.7 £0.0 -£23.2 -£23.1 £0.1 -£0.0 -£0.0 £0.0
Stockport NHS Foundation Trust -£0.7 -£0.7 £0.0 -£5.7 -£5.7 £0.1 £0.0 -£0.0 -£0.0
Tameside And Glossop Integrated Care NHS Foundation Trust -£1.1 -£1.1 -£0.0 -£6.4 -£6.4 £0.0 £0.0 £0.0 £0.0
Bolton NHS Foundation Trust -£1.1 -£2.4 -£1.2 -£6.5 -£10.0 -£3.5 £0.0 £0.0 £0.0
Wrightington, Wigan And Leigh NHS Foundation Trust £0.5 £0.5 £0.0 -£0.6 -£1.9 -£1.3 -£0.0 -£0.0 £0.0
Greater Manchester Mental Health NHS Foundation Trust £0.0 £0.1 £0.1 £0.0 -£0.5 -£0.5 £0.0 £0.0 £0.0
Pennine Care NHS Foundation Trust -£0.0 £0.0 £0.0 -£0.0 £0.0 £0.0 -£0.0 £0.0 £0.0
The Christie NHS Foundation Trust £0.6 £0.9 £0.3 £3.1 £3.1 £0.0 £7.5 £7.5 -£0.0

Total GM NHS Provider Surplus/(Deficit)

» 4 Providers are reporting adverse variances to plan at Month 5, although they are all reporting that they will achieve the 2025/26 plan surplus of £7.5m .
* The main drivers of the YTD deficit position are as follows:

* MFT - Pay overspends including premium staffing costs and Industrial Action; and non-pay overspends.

* Bolton — Underachievement of CIP

+ WWL - Underachievement of pay CIP

* GMMH - Pay and Non-Pay overspends



GM NHS Provider Position Month 5

The following slides show the I&E summary and run rate by GM NHS provider (Slide 1 of 2)




GM NHS Provider Position Month 5

I&E summary and run rate by GM NHS provider (Slide 2 of 2)
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Executive summary

This report provides an update to the Finance
Committee on the Financial Recovery
Programme’s progress in developing and
supporting the development of the recovery
plans.

The benefits that the population of Greater
Manchester will experience.

The benefits of delivering financial balance
across GM will increase more effective and
efficient health and care services. The priority
for the ICS is to deliver the GM Sustainability
Plan to ensure improvements in the
population's health.

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

Inequalities will be reduced if the delivery of
financial balance is achieved alongside the
GM sustainability plan by improving services,
access and availability and increasing early
intervention and prevention for ill health and
care services.

The decision to be made and/or input
sought

For Information

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

From a strategic perspective the programme
supports the recovery of health and care
services, achieve financial sustainability and
meet our statutory obligations. In terms of
BAF risks we are supporting key risks around
financial sustainability and balance for GM
which are the highest scoring risks for the
system. While the organisation has
determined that they are willing to consider all
potential delivery options associated with this
BAF risk the FPR programme are ensuring all
workstreams go through robust governance
and assurance at every step to ensure
minimal and considered impact on quality,
equality and performance.




Key milestones

Leadership and governance arrangements

Engagement* to date

*Engagement: public, clinical. Analysis:

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

committees.

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

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







Finance Recovery Programme Headlines

« For H2 the intention is to focus on Finance Recovery and therefore we are changing the name of the
Executive CIP Group to Financial Recovery Group. The Terms of Reference have been updated to reflect
the change in name, however the responsibilities of the group will remain unchanged.

« The Executive CIP Group recently approved the Decommissioning Policy at its meeting on 3™ September
2025. The Policy has been developed following collaboration with colleagues from across NHS GM and
input and comments have been sought from clinical colleagues and Commissioning Oversight Group.
Feedback has been incorporated into the version included in the pack and we are looking for approval
from the Finance Committee.

« PMO have been focusing on undertaking a review of live CIP Schemes. As a way of maintaining grip and
control, the PMO have developed a Financial Sustainability Self Assessment Checklist for SROs and
Programme Leads to complete. The Checklist will also be utilised to inform the Q2 Deep Dives which will
commence in October. The checklist has been formatted based on the HFMA Self-Assessment template.



Finance Recovery Programme Headlines

Following discussion at the NHS GM Finance Committee on 2" September 2025, Recovery Plans have
been produced to provide some rigour, focussing on the four risk areas identified below:-

1. CHC, including joint packages of care, high cost mental health placements and S117s — SRO
Gareth Robinson

2. Independent Sector — increased activity (Health and Care Review) — SRO Katherine Sheerin
3. ADHD and Autism — SRO Manisha Kumar
4. Risk to ICB CIP delivery — SRO Colin Scales

» The Overview of the Recovery Plans are included in the meeting papers for approval by NHS GM
Finance Committee and will be submitted to NHS GM Integrated Care Board.

« The Recovery Plans provide an overview of each individual scheme, the challenges faced, SMART
actions that have been put in place and provides an overview of the financial run rate and any other
pertinent information has been included.

* The detailed plans are all work in progress and continue to be updated.



System Financial position Financial Risk

Gross
Potential Since M4 | Since M4

Description of Risk £m Impact |Mitigation

Total ICB Efficiency Risk £49.1 £0.0 £5.6 £0.0
ICB operational risks - Placements £14.0 £0.0 -£8.6 £0.0
ICB operational risks - Mental Health £14.9 £0.0 -£0.4 £0.0
ICB operational risk - Corporate (programme) £1.8 £0.0 £0.2 £0.0
BECCOR £7.3 £0.0 £0.0 £0.0
Redundancy Costs £0.0 £0.0 £23.9 £0.0
Independent Sector £9.6 £0.0 -£9.6 £0.0
Neuro Rehab £3.6 £0.0 -£3.6 £0.0
Total ICBRisk | £1002  £0.0 __ £7.5|  £0.0
Provider Efficiency Risk £89.7 £0.0 £26.4 £0.0
Income £0.0 £0.0 £0.0 £0.0
Pay £0.0 £0.0 £0.0 £0.0
Non Pay and Non Operating Costs £0.0 £0.0 £0.0 £0.0

Total ProviderRisk _________________£897 __£0.0 __ £264 ___£0.0]

TotalRisk | £1899 __£0.0 __ £339 ___ £0.0]

+ At M5 total gross risk of £189.9m has been estimated. £100.2m of this relates to the ICB financial position, with the remaining £89.7m relating to the provider position.

» The vast majority of this relates to risk associated with delivery of efficiency targets, which has been calculated using standard NHS England optimism bias rules.

* The M5 gross position represents a reduction in risk of £33.9m since last month. A £26.4m improvement relating to providers, with a further £7.5m ICB improvement.

» ICB gross efficiency risk has improved by £7.5m. This is driven by the removal of risk around redundancy and ongoing efficiency improvements but with an increase
in risk in placements and the introduction of new risks relating to independent sector and Neuro Rehab.

+ All of the improvement in the provider position relates to efficiency.

+ ltis currently assumed that all risk will be fully mitigated, resulting in zero net risk. This is consistent with the position reported at M4.

Note: all numbers are rounded to nearest £0.1m. This may result in small discrepancies when adding together columns/rows or reviewing
variances in the table. But all values presented are calculated using precise values, before rounding is applied.






Scheme Overview & Challenge(s)

Overview
» Deliver care to GM patients requiring CHC packages within a financial envelope of £288.1m in line with appropriate performance standards
* The CIP targetis £14.0m. Full year forecast at mth 5 stands at £16.8m, risk adjusted to £13.7m

*  SRO: Colin Scales. Programme Lead: Gareth Robinson. Finance Lead: Amanda Fox. Clinical Lead: Gill Gibson

Challenge(s)

» Although a significant over-delivery is reported against CHC for CIP, this benefit is assumed to be mitigating risk in other areas of Locality CIP. Three Localities are
significantly off plan (Manchester, Wigan, Trafford) with recovery plans yet to be delivered

* The relatively positive position for CIP camouflages significant challenge in delivering a balanced FOT position for the year. Operational cost pressures are currently driving a
FOT deficit of £6.3m which includes the impact of current mitigations. On an extrapolated basis, the cost pressure is £17m

* Mitigations in place:
» Proposal for additional capacity & support into Manchester to focus on recovery plan delivery in CHC and S117 (aim to reduce FOT deficit by £5.3m)
*  PMO focus on high-cost placement reviews across high risk Localities scheduled for September and October (to reduce cost and develop Locality team skills)
* Increased focus on rollout of Care Cubed to deliver in year savings
* Release of workforce controls to maximise available staffing to drive CIP
* Increased operational grip processes within Locality and CHC programme (driving run rate as well as CIP improvement)
Support required
* Focus on CHC CIP and FOT delivery in LAMs

» Additional support offers made to Manchester and Wigan. To be confirmed to Trafford w.c. 16.9.25



SMART Actions

List the SMART actions required to bring run rate back on track with monthly trajectories to enable monitoring.

Lead Timescale | Intended Outcome
Development of detailed recovery plan for Manchester Locality CHC including corporate capacity to clear Tom Hinchcliffe/ Plan: Sep 2025 Clear plan to deliver FOT balance
backlog reviews and implement actions already set out by Manchester draft recovery plan. Key issue is that plan Gareth Robinson Implementation: with mechanism for tracking lead
has an identified approach but requires more specific delivery timelines and grip Monthly from Oct KPIs and monthly trajectory
2025

Development of S117 improvement approach focussing on: Plan: Sep 2025 Reduced run rate for S117
* Operational grip and control processes across all Localities, including a clearer approach to forecastingimpact  Gareth Robinson/ Implementation: packages of care

of S117 recovery actions Lynzi Shepherd Monthly from Oct
* Development of specific in year responses for ED crisis management and relapse patients for Manchester Tom Hinchcliffe/ 2025

Locality Gareth Robinson
Accelerated roll out of Care Cubed with accurate assessment of impact on FOT David Dobson October 2025 Reduced run rate. Revised FOT for

each locality based on renewed
assessment of impact

Review of all backlog high cost package reviews including support to Localities expertise development Nicola Hepburn October 2025 Reduced run rate. Revised FOT for
each locality based on renewed
assessment of impact

Review of all AACC policies and procedures, assessment of compliance to policies/ consistency of application of Gill Gibson October 2025 Reduced run rate. Revised FOT for
eligibility criteria and clear plan for all Localities to rapidly implement consistent approach each locality based on renewed
assessment of impact



Support Required

Describe what support is required in order to achieve the recovery plan actions, associated timescales and the
justification of the request.

Support required Timescale Intended Outcome

All additional support required is in place including
additional support to localities and programme support in
the Central Team

An assessment will be made by Manchester Locality Subsequent request not yet required
whether a request to support the use of agency staff will
bring specific and measurable financial benefit






Scheme Overview & Challenge(s)

Overview

« Implementing a one-off, non-recurrent reduction in independent sector activity in areas that have been over-performing, to release
funding for additional, lower-cost activity elsewhere in the system.

+ Key milestones: agreeing consistent Activity Planning Assumptions & Indicative Activity Plans, discussion and agreement with 1S
providers, addressing dispute or escalation, IAP embedded into contractual arrangements (ali complete), issuing of AQN’s in
Instances of overperformance (in progress), monitoring & reporting (in progress)

» 25/26 CIP target £10m with further savings target in order to reinvest in left shift
« SRO - Katherine Sheerin, Workstream Lead — Dan Gordon, Finance Lead — Phil Kemp

Challenge(s)
« Months 1-3 over performance by IS providers outside of scope for IAP recovery

» Risk of non-compliance by IS providers in keeping to the IAP (financial penalty on non achievement of elements of the Activity
Management Plan as opposed to outright over performance)

» Additional focus on codinghanomalies, HRG changes and adherence to service specifications (where in place) to enhance financial
recovery/control to offset the loss of months 1-3

» Patient Choice remains a constitutional right which the ICB has a duty to oversee, which creates difficulty in managing the market
and adopting a "Core NHS First" principle

* Co-ordination and comgletior] of the milestones set out represent a significant uplift in workload across Finance, DII, Elective,
Sustainable Services, Commissioning and Contracting, many of which are also focussing on enabling/transformation functions

Support required
 Clinical input to support clinical audit of IS providers where up coding, or inappropriate procedures are being detected
 Clinical coder support would be of high value to the clinical audit process

. Addii(tig[)nal project support capacity to support service specification development in addition to help co-ordinate the IS reduction
workstream

» Fast lane for decision making and governance processes to accelerate service specification approval. This will also require wider
teams to prioritise their input into specs



SMART Actions

List the SMART actions required to bring run rate back on track with monthly trajectories to enable monitoring.

Acion _______lead |Timesale | intended Outcome

Optimisation of Ophthalmology SPOA

Implementation of Pan GM Digital A&G across 25
specialties

Development and sign off of detailed service
specifications (Prioritise T&O/MSK, General
Surgery & Ophthalmology, then ENT, Gynae,
Gastro and others) to be issued into IS contracts.
Examples from other ICB’s currently being sourced

Finalised contract challenge process (defined and
automated challenge packs, coding standards, KPI
reporting/challenge, penalty/incentive approach
agreed) for 10 IS providers issued IAP’s

Proceed with contractual levers based on M4 &
M5 performance — AQN, JAR and AMP

Data Validation Systems — automation of SUS
anomaly checks, coding audits against HRG rules,
KPI dashboard with exception reporting

Sara
Fletcher

Sian
Goodwin

Jennie
Gammack

Phil Kemp

Jo Li

Graham
Beales /
David
Crowther

System live 18/08/25

Referral flow dashboard creation Sept 25

Referral flow information to be triangulated with monthly
performance to improve AQN & AMP Process — Oct 25

PC Comms & Engagement plan implementation Sept 25
Launch of service 01/10/25

Review impact & utilisation to inform further optimisation
01/11/25

Aim for sign off 31/10/25 (however this will require
supportive governance arrangements and prioritised
support from other teams across the ICB)

Challenge pack finalisation 15/9/25
Coding standards, KPI reporting & penalty approach 25/9
Finalised challenge template 30/9/25

AQN’s issued by 19/9
JAR’s completed by 10/10
AMP’s in place no later than 17/10

DIl Sprint 1 w/c 8/9
DIl Sprint 2 —w/c 15/9

Improve the ability to hold IS providers to their
commissioned service spec in only accepting referrals via
the SPOA

Ability to challenge and recoup payment for non
commissioned activity

Reduce secondary care demand/referrals
Improve access for patients

Specified HRG coding allows greater scrutiny and ability to
challenge IS providers

Greater control of services delivered and funded
Reduction of consultant led services limits additional IS
providers coming into GM via AQP

Consistent and thorough understanding of monthly data
across all 10 providers

Efficient use of time to establish all opportunities for
challenge and financial recovery

Contractually set response times to each stage built in to
ensure compliance with technical guidance. Once in place,
AMP’s will be the tool to force reduction in activity levels

Consistent and thorough understanding of monthly data
across all 10 providers

Efficient use of time to establish all opportunities for
challenge and financial recovery



Support Required

Describe what support is required in order to achieve the recovery plan actions, associated timescales and the
justification of the request.

Support required Intended Outcome

Clinical input required to support service spec development &  Subject to provider notice period. Likely Initial coding audits and review of changes to activity suggests some

clinical audit of IS providers in order to raise effective ongoing clinical capacity to year end providers may be upcoding on complexity and procedure type. Clinical audit
challenge against up coding and to re-coup funding from non is the only way to determine this and open the way for financial recovery
commissioned activity

Challenge to NHSE regarding the ability for additional IS Urgent This will limit exposure to increased IS provision and the need to revise
Providers to become accredited in year down all existing IAP’s in order to accommodate new providers

As this workstream is business critical, rather than increasing Urgent — likely a 3 month period of Currently the additional workload of co-ordinating the CIP workstream
headcount, either other ICB function’s or Localities to free up programme support to facilitate getting (including finance, DII, Elective/Sustainable Services and contracting) is
resource to support this area of focussed work on track being managed from existing resource. There is a risk that this pulls

expertise from functions and essential transformation activities. Additional
support/capacity will help ensure other elements stay on track whilst
keeping to the timescales set out above

Project support capacity to support service specification Tranche 1 of the service specs (focussed  Service Spec sign off required by end of October and therefore only 1
development at the pace needed for rapid sign off. Prioritised on priority specialties) needed by end of = meeting cycle away. Additional capacity and removal of barriers such as
and accelerated governance steps will be needed (such as October. Accelerated governance needs  slow decision making, prioritisation from other subject matter experts will
extraordinary meetings or remote sign off) as well as agreeing by end of September. Any support unhindered progression to sign off

prioritisation from wider teams (e.g. meds man, quality, EQIA additional capacity to support identified
etc) by 25/9/25



Additional Opportunities

* There are a number of actions in place that we are exploring that have not
been sized for impact:

* Increasing rate of referral into MSK/interface/CATS services to ensure only appropriate
referrals are onward referred to IS / NHS Orthopaedic services

 Transfer injections from NHS/IS Orthopaedic services into Minor Surgery LES in PCNs
» Refresh Service Specifications for General Surgery and T&O

* There are clear opportunities to challenge providers on coding of procedures
(type and complexity) which will in part require clinical audit to expand this
further.



Additional Information

 All meetings relating to provider contract monitoring are in place until the end
of the financial year (10 providers), including internal MDT review of monthly
data, provider pre-meets, contract review meetings, JAR etc

 AQN’s are being issued currently which will lead to AMP’s (anticipated to be
in place early/mid October)

« Challenges —

 NHSE advised we are unable to challenge month 1-3 overperformance

» Due to escalation by Oaklands, IAP has been set in Month 4 therefore the ICB is unable
to challenge their overperformance in months 1-4






Scheme Overview & Challenge(s)

Overview

There has been a significant increase in demand for ADHD and Autism assessments for both adult and children and young people over
the past 3 years. Previously the assessment and post diagnostic support was mainly provided by NHS Mental Health Trusts (and some
capacity in certain localities from Paediatric services). However, as demand has increased, together with public awareness, requests
for referrals to Independent Sector providers under the National Right to Choose policy has grown exponentially. The budget in 2025/26
was £14.6m (based on 2024/25 outturn) and without mitigating actions the expected expenditure for 2025/26 would be £31m (and
£16.4m overspend).

Professor Manisha Kumar is the SRO, Sandy Bering is Programme Lead for Adults and Melissa Maguinness for Children and Young
People. The finance lead is Sara Naylor.

Challenge(s)

The key risks to delivery of the Recovery Plan is

- challenge from IS providers relating to the implementation of the 60% Activity Plan cap (mitigation is legal advice has been sought
and Regional/NHSE colleagues have been kept informed of GM plans)

- The ability to rapidly implement the Triage model with the required trained workforce and procurement regulations (early discussions
with preferred provider, procurement advice has been sought and a Business Case is under development)

- GPs still referring to Right to Choose providers due to patient expectations (a robust comms plan is under development)

- Prescribing costs continue to rise for people already diagnosed with ADHD and receiving treatment (working with providers to
ensure an up to date position with number of patients is underway).

Support required

- Full support from Chief Officers for the new model of care, Locality leads to ensure new model of care is followed



SMART Actions

List the SMART actions required to bring run rate back on track with monthly trajectories to enable monitoring.

1. Implement IAP @60% outturn Chris Pimlott End of September  Set IAP with providers for 25/26 to facilitate slow down of
24/25 2025 ADHD spend
Chris Pimlott End of October To ensure management of prescribing costs and clinical
2. Standardisation of prescribing 2025 appropriateness of all treatments
3. Approve service specifications Chris Pimlott From November To ensure all providers adhere to service specification
through GM governance 2025
Chris Pimlott November 2025 Referral gateway to funnel all NHS GM Adult ADHD/ASD
4a. Triage Hub implementation Adults Marina Nixon January 2026 referrals. In progress — identified provider to submit proposal
4b. Triage model CPY Triage model for CYP to ensure all referrals for assessment
meet the agreed clinical criteria
5. Centralisation of budgets at GM Sara Naylor End of September Move budgets and actual YTD (to M6) in line with
level 2025 implementation of IFSE 2.
6. Standardised data set to gain Sara Naylor End of September Letter issued to all providers to request one invoice with a
commissioning intelligence across 2025 standardised backing data to the invoice

NHS GM by locality



Support Required

Describe what support is required in order to achieve the recovery plan actions, associated timescales and the
justification of the request.

i.e. Project support / a decision to be made When do you need the support and for how long Explain how will this enable your recovery plan
Transfer of Admin to centralise referrals Q4 - Jan 2026

funding

Transfer of 2-3 Locality Commissioners/ Jan 2026

Finance capacity to add to Central GM Team

£ from RtC— CYP £1m + Adult 2m Increasing amounts phased from Q4 Jan
2026 — Q1 April 2027 — ongoing






Scheme Overview & Challenge(s)

Overview
« £175m CIP target for ICB 2025/26
* Risk of £49.1M as at M5 reporting

Challenge(s) & Mitigations
« Organisation clarity on priorities and aligned capacity to deliver the financial sustainability plan
« Timely decision making on difficult decisions to support mitigation

 Interdependencies between CIP delivery, overspend, impact on quality and performance all need to be
considered, understood and mitigated

* |dentification of further opportunities that can be delivered in the remainder of this financial year that
doesn’t impact on the financial position of other NHS system partners

» Deep dives with all identified schemes took place last month including focused discussions on issues,
stretch opportunities, blockers/enablers and resource required to support delivery
Support required

» Consistent messaging on priorities and releasing capacity in a timely manner to deliver financial
sustainability plan

« Requirement for all CIP and recovery plans to deliver actions and plans agreed and manage within
budget allocations.



SMART Actions

List the SMART actions required to bring run rate back on track with monthly trajectories to enable monitoring.

PMO to review PWC report and ensure all
recommendations are considered and put in
place where appropriate and relevant.

List of difficult decisions to support the
mitigation of CIP delivery risk to be further
developed and reviewed

All CIP schemes to conduct deep dives to
explore opportunities for stretch or alternative
where original schemes no longer viable or
phasing as changed.

All leads to identify and understand all
interdependencies and potential impacts on
other schemes and discuss at next CIP A Group

Explore any opportunities within pending
procurement contracts

Consider the options of enacting business
continuity plans and the impacts of this

Nicola Hepburn

Nicola Hepburn

Hannah Smith /
Sam Evans

SRO and Scheme
Leads

Gareth Robinson

Nicola Hepburn

19t September

19th September

315t October

By next CIP A Meeting
(9t October)

19th September

30 October

Identify further opportunities and ensure
grip and control. Support planning process
for next year if cannot be implemented in
year.

Identify further opportunities

Identify stretch, ensure delivery, remove
blockers

Understanding how recovery actions may
impact other schemes, ensure grip and
control and mitigate any adverse impact.

Streamline processes and identify further
opportunities

To manage risks of non delivery and ensure
financial plan is met



SMART Actions continued

To review STAR process Nicola Hepburn 19t September Streamline processes

Ensure governance and decision making PMO 19th September Ensure grip and control, enable decisions to
processes are efficient, and enable decisions to be made quickly and therefore schemes to
be made timely outside of core CIP governance be progressed at pace

Schemes that have been explored but will not PMO 315t October Ensure recurrent saving opportunities are
deliver any in-year savings to still be prioritised established and able to deliver from 15t April
to ensure recurrent savings can be achieved for next year.

26/27.

Targeted support IPOC & Market Management  Nicola Hepburn 315t December Stretch and identify opportunities

(interdependent with other recovery plans)

Targeted support into Mental Health and joint Nicola Hepburn 315t December Stretch and identify opportunities
Funded PoC (interdependent with other
recovery plans)

Targeted support into Medicines Optimisation Nicola Hepburn 315t December Stretch and identify opportunities



Support Required

Describe what support is required in order to achieve the recovery plan actions, associated timescales and the
justification of the request.

Support required Intended Outcome

Locality peer review of existing CIP schemes to ensure 315t October via DPL session Ensure resource is focused on schemes that

consistency that localities are maximising opportunities deliver maximum opportunity across

using finance data submitted by locality finance leads localities

Expedite governance and decision-making processes be 19t September Ensure grip and control, enable decisions to

agreed and in place as soon as possible be made quickly and therefore schemes to
be progressed at pace

Lead and project support for any new scheme identified As decisions are agreed To ensure schemes can be progressed at

and agreed pace and ensure maximum savings
opportunities in year

PMO to support SROs and scheme leads in identifying By next CIP A Meeting (9t Understanding how recovery actions may

potential interdependencies and any potential October) impact other schemes, ensure grip and

unforeseen adverse impact on other schemes control and mitigate any adverse impact.



Support Required continued

Support required Intended Outcome

PMO to engage with procurement to understand any 19th September Ensure grip and control, enable decisions to

further opportunities be made quickly and therefore schemes to
be progressed at pace

PMO to continue to work closely with teams where it Ongoing Ensure recurrent saving opportunities are

has been identified that schemes will not have in year established and able to deliver from 15t April

savings to ensure work is progressed and ready for next year.

26/27

Targeted support from Nicola Hepburn into all localities Q3 Enhance grip and control and ensure full

to ensure all complex case reviews are carried out in delivery of plans with any opportunities

line with plans and all teams are aligned consistent and maximised

delivering in line with the National guidance, GM
Policies and the overarching CIP plan

Targeted support from Nicola Hepburn into all localities Q3 Enhance grip and control and ensure full
to ensure all MO plans are aligned consistent and delivery of plans with any opportunities
delivering. maximised






Recovery Plans Next steps

« Governance

* Qverall Finance RecoverP/ Programme (CIP u dates])_ will continue to use the established
CIP governance as usual, with reporting collated by finance colleagues each month.
Monitoring of CIP schemes delivery will continue through the CIP Operational Group, with
c();ver8|3;ht and escalations through to Financial Recovery Group (formerly Executive CIP

roup).

« For the Recovery Plans we have introduced a streamlined governance process (noted in the
following slide) t0 ensure decisions are made quickly to maintain momentum and focus
where support is required. Overall monitoring and oversight will continue through the
established monthly CIP governance as detailed above.

« We are asking Finance Committee to approve the recovery plans as they
cufl_'reratly stand, noting that these are work in progress and will continue to be
refined.

* We will provide updates to Finance Committee monthly on deliverables,
issues, risks and escalations for all plans.



Escalation received / decision required

Information gathering exercise conducted and
supported by PMO

Recommendation submitted to Core CIP
Group for their consideration (Group meets
on a Monday weekly)

Core CIP Group support the Core CIP Group decline the
recommendation recommendation

Opportunity submitted to the next NHS GM Decision to not proceed is recorded by PMO including
Chief Officers for approval (meets reasons why on Finance Recovery Programme Decision Log—
Wednesdays weekly) information shared with relevant stakeholders

NHS GM Chief Officers support the
recommendation and agree support required

PMO notified of the decision and update Decision Log.

PMO liaise with SRO / Programme Lead to inform of
decision and support what is required to resolve escalation
or progress decision
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Required information

Details

Title of report

GM ICB Financial Recovery Group Terms of
Reference

Author

Nicola Hepburn

Presented by

Nicola Hepburn

Contact for further information

gmhscp.gmfp.recoverypmo@nhs.net

Executive summary

For H2 the intention is to focus on Finance
Recovery and therefore we are changing the
name of the Executive CIP Group to Financial
Recovery Group (FRG). The Terms of Reference
have been updated to reflect the change in name,
however the responsibilities of the group will
remain unchanged.

The Terms of Reference have been approved by
Colin Scales, Deputy Chief Executive, NHS
GM/Chair of the Group and will be formally
submitted for approval to the FRG meeting on 15t
October 2025.

NHS GM Finance Committee is formally
requested to note and approve the changes to the
Terms of Reference.

The benefits that the population of Greater
Manchester will experience.

The benefits of delivering financial balance across
GM will increase more effective and efficient
health and care services. The priority for the ICS
is to deliver the GM Sustainability Plan to ensure
improvements in the population's health.

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

Inequalities will be reduced if the delivery of
financial balance is achieved alongside the GM
sustainability plan by improving services, access
and availability and increasing early intervention
and prevention for ill health and care services.

The decision to be made and/or input
sought

For ratification.

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

From a strategic perspective the programme
supports the recovery of health and care services,
achieve financial sustainability and meet our
statutory obligations. In terms of BAF risks we
are supporting key risks around financial
sustainability and balance for GM which are the
highest scoring risks for the system. While the




organisation has determined that they are willing
to consider all potential delivery options
associated with this BAF risk the FPR programme
are ensuring all workstreams go through robust
governance and assurance at every step to
ensure minimal and considered impact on quality,
equality and performance.

Key milestones

Leadership and governance arrangements

Engagement* to date

*Engagement: public, clinical. Analysis:

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

committees.

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

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




RECOVERY & IMPROVEMENT PROGRAMME

ICB FINANCIAL RECOVERY GROUP
TERMS OF REFERENCE

DOCUMENT CONTROL SHEET

Name of Document: ICB Financial Recovery Group (FRG)

Version: V1.4

File Location / Document Name:

Date Of This Version: 16/09/25

Produced By: Recovery & Improvement PMO

Reviewed By: ICB Financial Recovery Group

Synopsis And Outcomes Of Equality and
Diversity Impact Assessment: Awaiting review

Ratified Byflcommijiee)- NHS GM Finance Committee

Date Ratified: To be submitted for ratification at 7" October 2025
meeting

Distribute To: ICB Financial Recovery Group

Date Due For Review: March 2026

Enquiries To: gmhscp.gmfp.recoverypmo@nhs.net
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Revision History

15" September 2025, for H2 the intention is to
focus on Financial Recovery. We are therefore
changing the name of the Executive CIP Group
to Financial Recovery Group with immediate
effect.

Revision Date Summary of changes Author(s) Version
Number

26/03/2025 First draft NH V1.0
15/05/2025 Following discussion at Executive CIP Group JF V1.3

on 14" May 25, it was agreed that the meeting

schedule would move from the 1%t to the 3™

Wednesday monthly from June 25.

It was also agreed that Gareth James would be

added to the membership as the locality DPL

representative.
16/09/2025 Following discussion at Core CIP Group on JF V1.4




ICB Financial Recovery Group
TERMS OF REFERENCE

1. Purpose

The ICB Financial Recovery Group is established to provide an overview of the ICB Finance
Recovery Programme including preparation for the System Improvement Board (SIB)
meeting, delivery of the ICB £175m CIP and any multi-organisation efficiencies within the
Integrated Care System (ICS) against the overall £631m system efficiencies target for
2025/26. The group will monitor, assess, challenge, and provide assurance to the following
groups on the deliverability of the GM ICS CIP programme:

e GM ICB Finance Committee

o GM ICB Executive Committee

In order to provide assurance, information will be provided to the ICB Financial Recovery
Group from the following sources:

e Provider Trusts

o Localities

e ICB CIP Operational Groups

e Commissioning Oversight Group

e Quality & Performance

e People & Culture

e Population Health

2. Frequency

The meeting will take place monthly in advance of the SIB meeting and Provider Oversight
Meetings (POMs).

3. Membership and attendance

The Financial Recovery Group will be multidisciplinary in order that all aspects are considered
when seeking assurance on the delivery of the ICS financial recovery plan in terms of the
impact on:

e Financial performance, in year and recurrently;

¢ Interdependency to performance, i.e., in terms of delivery risk to key KPlIs;

¢ Quality and safety of patients;

¢ Health inequalities and population health; and

e Workforce impact including wellbeing

Core Membership is:

o Deputy Chief Executive (Chair)



e Chief Finance Officer (Deputy)

o Chief Executive Officer

e Chief Commissioning Officer

o Chief Medical Officer

o Chief People Officer

e Chief Officer of Strategy, Innovation & Population Health
e Chief Nursing Officer

o ICB Recovery and Improvement Programme Director

e Deputy Place Based Lead (Locality representation)

¢ SROs as required who are not part of core membership
e Operational/Programme team as required

Membership will be reviewed on a quarterly basis.

Chair
The Chair will be responsible for agreeing the agenda, ensuring actions are complete and
ensuring matters discussed meet the objectives as set out in these ToR.

Attendees

Only members of the Financial Recovery Group have the right to attend the meetings. Other
individuals may be invited to attend all or part of any meeting as and when appropriate to
assist it with its discussions on any particular matter including representatives from the health
and wellbeing board(s), secondary, mental health, and community providers.

The Chair may ask any or all of those who normally attend, but who are not members, to
withdraw to facilitate open and frank discussion of particular matters.

Attendance
Identified deputies will attend a meeting where the member of the Financial Recovery Group
is unable to.

4. Meetings quoracy and decisions

The Financial Recovery Group will meet on week 1 of every month. Additional meetings may
take place as required and frequency updated as required.

Quorum
For a meeting to be quorate a minimum of 5 members are required, including the Chair or
Deputy Chair and a representative from the Recovery & Improvement PMO.

If any member of the Financial Recovery Group has been disqualified from participating in an
item on the agenda, by reason of a declaration of conflicts of interest, then that individual shall
no longer count towards the quorum.

If the quorum has not been reached, then the meeting may proceed if those attending agree,
but no decisions may be taken.



Decision-making and voting

The Financial Recovery Group is not a decision-making forum and can only make decisions
for recommendations to be escalated in line with the ICB Scheme of Reservation and
Delegation.

The Financial Recovery Group will ordinarily reach conclusions by consensus. When this is
not possible the Chair may call a vote.

Only members of the Group may vote. Each member is allowed one vote and a majority will
be conclusive on any matter. Where there is a split vote, with no clear majority, the Chair ef
will hold the casting vote.

If a decision is needed which cannot wait for the next scheduled meeting, the Chair may
conduct business on a ‘virtual' basis using telephone, email, or other electronic
communication. Where any such action has been taken between meetings, then these will be
reported to, and ratified at the next meeting.

5. Responsibilities of the Financial Recovery Group
These include:

e High level review of the portfolio delivering the CIP Programme.

e Action review of any tasks allocated to the ICB in order to meet statutory
responsibilities.

o Overseeing delivery against both the ICB and system efficiency programme in line with
the delivery against plan.

o Ensuring the recovery programme aligns to strategic objectives and the development
of the Joint Forward Plan and GM Financial Sustainability Plan.

e The group will review and revise the programme level risk at each meeting, based on
actual and projected performance.

o Review and approve additional actions to bridge any residual gaps or to mitigate any
further risks identified.

o Monitoring of all CIP scheme compliance relating to quality, performance, workforce
including equality impact assessments.

e Supporting mitigating actions for escalated risk and issues from the ICB CIP
Operational Group.

e Raising risks and issues from the system CIP delivery.

6. Behaviours and conduct

ICB values
Members will be expected to conduct business in line with the ICB values and objectives.

Members of, and those attending, the Financial Recovery Group shall behave in accordance
with the ICB’s Constitution, Standing Orders, and Standards of Business Conduct Policy.



Conflicts of interest

In discharging duties transparently, conflicts of interest must be considered, recorded, and
managed. Members should have regard to both the ICB’s policies and national guidance on
managing conflicts of interest.

All potential conflicts of interest must be declared and recorded at the start of each meeting.
If the Chair considers a conflict of interest exists then the relevant person must not take part
in that item, and the Chair may require the affected member to withdraw at the relevant point.

Equality and diversity
Members must demonstrably consider the equality and diversity implications of decisions they
make.

7. Accountability and Reporting

The Financial Recovery Group will report into the ICB Executive Committee and the GM ICB
Finance Committee. The Financial Recovery Group will also produce relevant summary
minutes describing how the programme is supporting the efficiency programme. The summary
will be provided to the ICB Executive Committee and the GM ICB Finance Committee on the
status of financial and performance recovery as required, which in turn will report regularly to
the NHS GM Board meeting on progress.

ICB Oversight overnance

Finance Committee
Executive Committee | (Sponsoring Group) NHSE

Core CIP Group

Financial Recovery
Group ICB System

(Portfolio Group “Board”) | Improvement Board

Locality Assurance Provider
Meetings (x10) Oversight
Meetings (x9)

Operational
Leadership Group

(Delivery focus on strategic
priorities led by Place)

This is an overview of
the overall CIP
Governance and
relevant meetings to
drive delivery

CIP Operational Groups
(Programme Group “Board”)

8. Secretariat and Administration

The Financial Recovery Group shall be supported with a secretariat function conducted by the
GM Recovery & Improvement PMO which will include ensuring that:
¢ The agenda and papers are prepared and distributed in accordance with the Standing
Orders having been agreed by the Chair.
e Attendance of those invited to each meeting is monitored and those that do not meet
the minimum attendance requirements are highlighted to the Chair.

6



e Preparation, collation, and circulation of papers in good time.

o Good quality minutes, actions and decisions are taken in accordance with the standing
orders and agreed with the Chair so that a record is kept of matters arising, action
points and issues carried forward.

o The Chair is supported to prepare and deliver reports to other groups and committees
as required.

o The Financial Recovery Group is updated on pertinent issues/ areas of interest/ policy
developments.

e Action points are taken forward between meetings and progress against those is
monitored.

9. Review

The Financial Recovery Group will review its effectiveness at least annually. These terms of
reference will be reviewed at least annually and more frequently if required. Any proposed
amendments to the terms of reference will be submitted to the GM ICB Finance Committee
and ICB Executive Committee for approval.
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Required information

Details

Title of report

Draft ICB Decommissioning Policy

Author

Nicola Hepburn

Presented by

Nicola Hepburn

Contact for further information

gmhscp.gmfp.recoverypmo@nhs.net

Executive summary

This policy sets out the governance
framework and operational process by which
NHS Greater Manchester (NHS GM), as a
statutory commissioning body, will undertake
when seeking to decommission, or make
material changes to services it commissions
and is aligned to the Strategic Commissioning
Framework.

The policy addresses the requirement for a
robust process to appropriately make
significant changes to contracted services. It
provides advice and guidance on the process
and best practices to follow when considering
changes to the commissioning of a service.
Such changes impact patients and providers
and therefore require a formal process, which
provides an evidence trail and ratification by a
decision-making authority in the face of
potential appeals and legal challenges by an
affected provider.

The benefits that the population of Greater
Manchester will experience.

The benefits of delivering financial balance
across GM will increase more effective and
efficient health and care services.

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

Inequalities will be reduced if the delivery of
financial balance is achieved alongside the
GM sustainability plan by improving services,
access and availability and increasing early
intervention and prevention for ill health and
care services.

The decision to be made and/or input
sought

For approval

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

From a strategic perspective the programme
supports the recovery of health and care
services, achieve financial sustainability and
meet our statutory obligations. In terms of




BAF risks we are supporting key risks around
financial sustainability and balance for GM
which are the highest scoring risks for the
system. While the organisation has
determined that they are willing to consider all
potential delivery options associated with this
BAF risk we are ensuring all workstreams go
through robust governance and assurance at
every step to ensure minimal and considered
impact on quality, equality and performance.

Key milestones

Leadership and governance arrangements

Engagement* to date

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

The policy was developed from colleagues
across NHS GM via the CIP Workshop held
in July including commissioning, contracting,
finance and Finance Recovery Programme.
We have received feedback from:

e The Commissioning Oversight Group

e Executive CIP Group (now Finance

Recovery Group)
e Clinical Policy Audit Standards

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

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

This policy sets out the governance framework and operational process by which NHS
Greater Manchester (NHS GM), as a statutory commissioning body, will undertake when
seeking to decommission, or make material changes to services it commissions. The
decommissioning policy is supplementary to the NHS GM Strategic Commissioning
Framework agreed in 2024.

The Strategic Commissioning Framework, (SCF) describes the process by which NHS GM
will determine the commissioning intentions and make strategic commissioning decisions
(through the GM ICB), which align to the Sustainability Plan, the Health and Care Service
Review Programme and are based on the priorities identified in the Joint Strategic Needs
Assessment (JSNA).

The SCF focuses on commissioning to:

e Ensure Improved Population Outcomes and Reduced Inequalities

e Support the Recovery of Performance Standards and Quality of Care

e Make the Best Use of the Total GM £ and Delivering Financial Sustainability
e Embed Prevention, Early Intervention and a Personalised Care Approach

The SCF sets out the process for identifying and prioritising services for a full service review,
which includes:

1. If the service is fully meeting its objectives and outcomes, capacity meets demand,
there is no potential for a more cost effective service to be designed, continue to
commission the service as is and continue to evaluate on a regular basis

2. If the service is not delivering its objectives, is not improving outcomes or reducing
inequalities, does not support demand management or is not a GM priority, follow the
process for ceasing commissioning).

3. Where the service is required; but outcomes and value for money can be improved
and there is scope for enhanced social value: Follow the commissioning process
(including PSR and consultation process) for a new care model with specific
consideration of VCSE/Alliance model, primary/community model

4. Where demand is increasing and there is limited scope for expansion or delivery of a
new model of care, determine implementation of thresholds or prioritisation (with a
focus on reducing inequalities). This will also involve the development of new referral
criteria (with a focus on early intervention) and consideration of development of a
Single Point of Access (with triage).
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5. Where there is inequity in access across localities, standardise model of
care/pathways.

6. Where there are economies of scale or a lead provider model is required to ensure
sustainability/equity, design a GM-wide or sector delivery model

This policy sets out a process which is consistent across GM in respect of the outcome 2
and to cease commissioning the service.

Decommissioning is an integral part of the commissioning process and cycle ensuring
organisations are intrinsically reviewing services and resource management. The aim is to
ensure that any material change, including reduction, cessation, or replacement of
commissioned service provision, is managed in a manner that is lawful, evidence-based,
safe, fair, and transparent.

The policy addresses the requirement for a robust process to appropriately make significant
changes to contracted services. It provides advice and guidance on the process and best
practices to follow when considering changes to the commissioning of a service. Such
changes impact patients and providers and therefore require a formal process, which
provides an evidence trail and ratification by a decision-making authority in the face of
potential appeals and legal challenges by an affected provider.

The policy applies to healthcare services (clinical provision) and non-healthcare services
(corporate and support services) commissioned by NHS GM, whether or not a formal written
agreement is in place. Where the service is commissioned by NHS GM under a delegated
arrangement with NHS England, for example primary care, staff should check whether NHS
England policy is applicable and should be applied instead, as approval processes may
differ.

This policy is mandatory for all staff working for or on behalf of NHS GM.

The Chief Executive of NHS GM is accountable for ensuring the effective dissemination,
implementation, and oversight of this policy. Directors and senior leaders are responsible
for embedding the policy within their portfolios and ensuring staff compliance.

2. Definitions

The following terms are used in this document:

e Decommissioning — the planned managed withdrawal, cessation, reduction or
replacement of a commissioned service. Decommissioning may occur where
services no longer meet clinical, strategic or value-for-money thresholds, are
considered non-essential, pose safety risks, or after a review of available evidence
of clinical effectiveness, there is little or no evidence that the intervention is
effective. Decommissioning could also occur where the provider has notified NHS
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GM of its intent to cease provision.

Termination - the contractual cessation of a service, initiated either by NHS GM or
the provider, in accordance with the relevant contractual provisions. Termination
may be mutual or unilateral and may be precipitated by breach, performance failure,
expiry, or strategic realignment.

Non-essential services — services which NHS GM determines no longer deliver
sufficient clinical benefit, patient value, or strategic fit to justify continued
commissioning. This includes services that fall outside of statutory entitlements or
do not align with current priorities or population need.

Material service change — a substantial variation in the provision or scope of a
service.

Service Providers — the decision to decommission a service will impact upon the
service provider and their employees who may face uncertain prospects. Providers
affected by decommissioning proposals must be given timely notice, clear
communication, and an opportunity to access legal and human resources advice, in
accordance with contractual terms and statutory obligations.

Stakeholders — individuals, groups, and organisations with an interest in or
potentially affected by a service change. This includes but is not limited to: patients,
carers, NHS staff, voluntary sector partners, local authorities, Healthwatch, Integrated
Neighbourhood Boards, and the wider public. NHS GM will ensure proportionate and
inclusive engagement with stakeholders in line with its public law duties and NHS
Constitution values. Where deemed necessary commissioners are advised to take
legal advice regarding information that can be shared with stakeholders at different
stages of a decommissioning process to help ensure effective planning and co-
ordination.

3. Decommissioning Process

3.1. Drivers for Decommissioning

The decision or requirement to decommission may occur due to:

1.

Contract expiry - when a contract or a funded agreement is due to expire and
following a full-service review, NHS GM decide not to renew, extend, or re-procure
the service due to misalignment with strategic priorities, changing need, or identified
alternative provision which is more clinically effective, cost effective or can improve
performance and outcomes;
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. Breach of contract — where a provider has failed to meet material contractual

obligations—such as persistent underperformance, safeguarding failures, or safety
breaches—and the ICB exercises contractual rights to terminate early;

Demonstrating Value for Money - when a service is no longer providing value for
money or is no longer a priority for NHS GM against constrained resources available
through service reviews; changes in national policy/recommendations; changes of
service innovation across primary, community and secondary care provision;

Strategic and Financial Reassessment - where a service is decommissioned as an
outcome of a systematic, evidence-led review under the ICB’s difficult decisions
process (Appendix A) - often triggered by system-wide financial pressures, evolving
clinical priorities, or service overlap - and reprioritisation is required to maintain
financial sustainability while improving equity and outcomes;

Change in clinical guidance — This may include new or updated NICE clinical
guidance, or outdated technologies and treatments, or following a review of available
evidence of clinical effectiveness, there is little or no evidence that the intervention is
effective. These decisions would have clinical oversight via our existing governance,
i.e., Greater Manchester Medicines Management Group (GMMMG), Clinical Policy
Audit Standards (CPAS) and Clinical Effectiveness Group (CEG).

Decommissioning a service may be proactively or reactively triggered due to:

Proactive:

Contract expiry where continuation of service is not justified

Poor value for money or limited impact

Service no longer aligns with local or national priorities

Service no longer a clinical priority, lacks supporting evidence base or conflicts with
current NICE guidance adopted by NHS GM, and following the outcome of the service
review and impact assessments is considered not a priority for GM.

New models of care superseding legacy delivery

Insufficient need or low / declining demand

Evidence of avoidable duplication

Patient safety concerns not remediated

Inability to meet agreed outcomes following remedial action

Inability to vary the service to meet new strategic aims

Misalignment between need and the current profile of services following a health
needs assessment.

Unwarranted variation in commissioned services across GM

Where similar capacity or services have been introduced via national directives which
could meet demand, for example Surgical Hubs, Community Diagnostic Centres
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Reactive:

Provider-initiated contract or service termination

Provider instability e.g. organisational closure, insolvency
Unremedied breaches or serious performance issues
Statutory disqualification or external enforcement
Financial position of the commissioning organisation

Withdrawal of clinical support, evidence of harm, or updated GM clinical guidance
advising against continued provision

3.2. Decommissioning Principles

All decommissioning activity must:

Be based on clear evidence and rationale, especially if the decision is linked
specifically to financial stability.

Ensure proportionate engagement and transparency.

Consider the impact on all affected stakeholders, including patients and clinicians.
Comply with contractual, legal and equality obligations, and national clinical service
specifications where applicable.

Be risk assessed and subject to internal governance.

Include plans to mitigate impact, particularly for vulnerable groups and ensure
continuity of clinically appropriate care.

Align with NHS GM'’s strategic aims and duty to ensure continued access to safe,
effective care where appropriate and consistent with GM clinical guidance.

Where decommissioning decisions impact prescribing, supply, or access to
medicines, an appropriate clinical and system impact assessment need to be
undertaken in engagement with Medicines Optimisation team.

(For decommissioning and when decommissioning is precipitated by termination)

Detailed consideration must be given to the broad-ranging adverse impact of the
decommissioning decision, for clinical services, this must include potential clinical
risks, patient safety.

The provider must be consulted as early as possible to allow time to adjust to the
proposal.

Where the service remains a priority and affordable, alternative provision must be
available or commissioned before withdrawal and aligned to clinical standards.

If the service is a priority but not affordable a revised specification must be agreed
that is affordable, ensuring clinical standards are maintained.

Once decommissioning is agreed and/or is inevitable, and where adverse impact is
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anticipated a detailed implementation plan is required which clearly shows the
actions and accountabilities including those to mitigate adverse impact.

e A smooth exit / transition between outgoing and replacement provider (where
relevant) is in the best interests of patients.

e |If there is a signed agreement in place between NHS GM and the provider,
contractual terms support and enforce this.

3.3. Decommissioning Process Overview

This decommissioning process will be followed unless an event as specified under the terms
and conditions of the relevant regulations of the specific contract require immediate
termination.

The decommissioning process is documented in a flowchart in Appendix B. The bullet
points below outline in detail the steps that must be undertaken.

3.3.1 Initial Consideration — Service Review Checklist

Commissioning leads must complete a Service Review Checklist (Appendix C) if
decommissioning is being considered. This must include quantitative and qualitative
evidence to support the case. Initial observations may include:

e What impact may this have on the wider system not just the impact on the single

provider?

e Are there any potential workforce implications? Is there a potential for TUPE
transfers?

¢ \What alternative provision is there, and would there be increased demand to those
services?

e Confirmation that clinical input from subject matter expertise has been involved to
advise on any risks to patient pathways / care and this has been clearly considered
and mitigated against

e As well as impacts on finances and performance, how will this impact Social Value?

e Ensure that any decommissioning decision does not contradict or compromise the
strategic intentions of the ICB and the reasons for doing so are clearly evidenced

3.3.2 Decommissioning Impact Assessment

Following completion of a Service Review Checklist, if decommissioning the service has
been deemed a viable option, a Decommissioning Impact Assessment (Appendix D) must
be completed. This must:

e Assess the impact on patients, providers, and the wider system by completing all ICB
impact assessments fully i.e. Quality, Equality & Performance (Appendices E, F and
G). For clinical services, the impact assessments should reflect clinical and safety
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risks and mitigations to avoid / manage these.

e It is advised to commence the EQIA at the start of the process to ensure due
consideration of all protected characteristic groups, including any adverse impact
which is clearly mitigated.

e Quantify financial implications

e |dentify risks and mitigations

e Document advice from subject matter experts

This document forms part of the auditable document trail for the decommissioning decision
which may be legally challenged, therefore it must be completed factually, objectively and
diligently. Decommissioning a service may have both positive and negative impacts. It is
critical that the adverse impact on patients and on the wider health economy are understood
and documented. Consideration must also be given to the potential increased demand on
alternate provision and services, and this is clearly articulated with mitigations. Any
decommissioning decision may require further engagement with providers as well as public
and patients.

Lead officers should make sure they contact relevant subject matter experts for support in
completing impact assessments. Clinical oversight should be sought for relevant healthcare
services and contracts.

Legal advice should be sought where a decision is made outside the terms and conditions
of the contract or risk of challenge — see section 3.3.5.

3.3.3 Developing a Communication, Engagement and Involvement Plan (Pre-Consultation)

Local patients and communities need to be involved in all parts of the commissioning cycle
to ensure NHS GM make the right decisions when it comes to the future of the healthcare
services they use.

The NHS Act 2006 (including as amended by the Health and Social Care Act 2012 & 2022)
sets out the range of general duties on Integrated Care Board and NHS England. S.14Z2 of
the NHS Act states that ICB’s have a duty to make arrangements to ensure that users of
health services are involved at the different stages of the commissioning process including:

¢ in planning commissioning arrangements,

e in the development and consideration of proposals for changes to services,

¢ in decisions which would have an impact on the way in which services are delivered
or the range of services available; and

e in decisions affecting the operation of commissioning arrangements where the
implementation of the decisions would (if made) have such an impact.

Page 9 of 41



Before progressing with plans, the commissioning lead must engage NHS GM'’s
Communications and Involvement teams to co-develop a proportionate plan.

This will consider and include:

e Stakeholder mapping — for clinical services, this should include a wide range of
clinicians, health and care professionals, recognising the interdependencies and
impact both at Place and System level.

e Communication — providing and sharing information and updates on various issues.

e Risk-based engagement - engagement is a two-way process and gives people an
opportunity to contribute to decision-making and service delivery and can be done in
many ways.

¢ Involvement — ensuring people can be more involved with service improvement and
change and given more information and access to NHS processes where their
contribution and input is valued. Public involvement in commissioning is about
enabling people to voice their views, needs and wishes, and to contribute to plans,
proposals, and decisions about services.

e Alignment with statutory duties under s.14Z2 NHS Act 2006

3.3.4 Formal Consultation

Where a material change is proposed, formal public consultation may be required. Formal
public consultation takes engagement a step further with a legal requirement to involve local
people in substantive service change. Pre-consultation engagement should have taken
place before this stage, to help shape the development of plans which are then presented
as part of the consultation.

S.244 of the consolidated NHS Act 2006 requires NHS organisations to consult relevant
Local Authority Health Overview and Scrutiny Committees (HOSC’s) on any proposals for
a substantial development of the health service in the area of the Local Authority, or a
substantial variation in the provision of services. Where any decommissioning or
disinvestment is proposed, the commissioning lead should seek advice on the requirement
of engagement and / or formal public consultation to ensure the ICB fully meets the S.14Z2
duty set out in the Act.

Relevant HOSCs should also be engaged with and fully informed of proposed de-
commissioning and de-investment proposals. This ensures compliance with the duty set out
in S.244 but also facilitates dialogue with HOSC in relation to the level of engagement and
/ or formal public consultation that is required.

NHS GM can decide to formally consult at any time as part of its decision-making process.
The criteria for deciding whether to engage or run a formal public consultation is usually
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determined by the degree of change being planned. The definition of "substantial" is case-
specific and requires engagement with local HOSCs to determine if consultation is required.

The following considerations should be made to determine whether change is considerable
enough to consider formal public consultation:

e Are NHS GM withdrawing services completely?

e Are NHS GM moving services to another location which could cause considerable
disruption for service users?

e Will a particular cohort be disproportionally disadvantaged by our plans?

3.3.5 Legal Advice

Legal advice may be required at key points during the decommissioning of a service,
particularly to safeguard NHS GM from judicial review, ensure compliance with statutory
duties, and manage contractual risk.

Legal advice may assist with:

¢ Interpretation of relevant powers under NHS Act 2006 and Health and Care Act 2022
e Clarification of whether the service is mandatory, discretionary, or legacy commissioned

e Advice on compatibility with Section 14Z2 (duty to involve the public) and Equality Act
2010

e Confirmation that the change does not breach NHS Constitution commitments

e Determining whether the proposal constitutes a substantial variation under Local
Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations
2013

e Advising on the scope, timing, and structure of public consultation

e Reviewing engagement plans for legal sufficiency

e Ensuring compliance with Gunning Principles of consultation

e Confirming Healthwatch and Overview and Scrutiny Committee (OSC) requirements are
satisfied

e Assessing whether decommissioning or material change triggers a procurement
requirement.

3.3.6 Final Recommendation

Following completion of the above, the final recommendation to decommission the service
will be taken through NHS GM’s governance structure, ensuring senior oversight and multi-
disciplinary input.

The commissioning lead must prepare a Case for Change (Appendix H) that compiles the
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evidence and rationale for decommissioning, the service review checklist, any results of
impact assessments, a plan for communications and statutory consultations (including
Healthwatch and local authority overview and scrutiny committees), and a risk log of
identified issues.

3.3.6 Final Decision

The consideration and approval of proposals to decommission services should follow NHS
GM'’s governance processes and financial limits in the same way as commissioning
services.

The commissioning lead must ensure that the final recommendation receives approval from
the relevant forums before any action takes place.

Ultimate approval lies with the ICB Board (or delegated committee), following review by
relevant oversight committees (e.g. Finance Committee, Quality & Performance

Committee).

All final decisions to decommission services must document how engagement and
consultation feedback has been considered.

The ICB Board may also stipulate mitigations that will be required as conditions of approval.

3.3.8 Provider Notification

Once a decision has been made, the provider must be notified of the decision. If there is a
formal documented agreement between NHS GM and the provider, any notification should
be made in accordance with the terms of that agreement and must set out the date from
which the notice takes effect.

The provider will be requested to provide an updated copy of their Exit or Transition Plan,
covering:

e Patient care, referrals and transfers
e Records and data

e Staff implications

e Estates and assets

e Stock and equipment

The commissioning lead will ensure, in conjunction with the Provider, the execution of the

exit plan is actively managed, and actions required by both parties are identified to facilitate
a smooth service cessation.
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3.3.9 Reinvestment

If decommissioning is a direct result of the Provider’s breach of contract and a service must
be maintained in the short to mid-term, options for recovering any excess cost may be
pursued via contractual terms and conditions.

If the need remains but the delivery model changes, this must be logged and alternative
provision arranged.

If decommissioning leads to disinvestment, this may be captured as a financial saving. Any
reinvestment in alternative services would be considered as part of the current investment

planning and prioritisation process(es).

3.3.10 Record keeping

All actions, communications, approvals, and outcomes must be logged.

NHS GM must ensure:

e Full traceability in case of legal challenge
e Publication of all impact assessment outcomes and consultation responses where
required

3.3.11 Risk Management

Risks identified through the decommissioning process should be documented in line with
the ICB's risk management policy.

4. Implementation

This policy must be disseminated to all relevant staff and integrated into commissioning
training, governance induction, and contract management frameworks.

Directors and managers are responsible for ensuring teams understand and apply this
policy in line with their responsibilities and are competent to carry out their duties in
accordance with the procedures described

5. Training Implications

There are no mandatory training requirements; however, teams involved in commissioning and
contracting must be familiar with the content of this policy and its supporting templates.
Colleagues must also be familiar with the related documents and legislation and statutory
requirements as noted below.
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5.1 Other related policy documents

e NHS GM Standing Financial Instructions
e NHS GM Risk Management Policy
e NHS GM Equality, Diversity and Inclusion Strategy

5.2 Legislation and statutory requirements

e NHS Act 2006 (as amended by HSC Acts 2012 & 2022)
e Equality Act 2010

6. Monitoring, Review and Archiving

6.1 Monitoring

Monitoring arrangements will be agreed between the policy sponsor and NHS GM Board.
They will agree a method for monitoring the dissemination and implementation of this
policy. All decommissioning decisions will be tracked via an internal register.

6.2 Review

This policy will be reviewed every three years, or earlier if changes in national legislation,
strategy, or organisational arrangements require it.

For ease of reference for reviewers or approval bodies, changes should be noted in the
‘document history’ table on the front page of this document.

6.3 Archiving

Superseded versions will be archived in line with NHS GM’s Records Management Policy
and the NHS Records Management Code of Practice.
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Appendix A - Difficult Decisions Process

m S

SRO & Ops lead

If this is an existing scheme, describe the
stretch target.

If not, clearly define the purpose of the
proposed initiative (e.g. improving patient

outcomes, cost efficiency).

Give an overview of the potential scheme
and which areas, teams, or services will be
impacted.

Why would we not do this?

Will this impact on delivery of statutory
responsibilities directly?

What is the value of cash release for 25/26
and 26/277?

What would stop us going ahead with this?

What impact in 25/26 will be had?

Describe both potential positive and negative as
required.

Is this recurrent or non recurrent CIP?

What are the stranded costs? What will
impact be in 26/277?

What resource is required and the
anticipated timeframe to complete?

What are the interdependencies and / or the
reinvestment required following the de
commission?
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Has any engagement taken place to date &
if so with who?

Describe the metrics, within current
planning guidance, that could be affected,
such as: Waits in emergency departments
(ED), referral to treatment (RTT) times,
diagnostic waiting times and cancer access.

What is the impact on implementation of
suggested plan? Inc. contract/procurement
etc

Does it reduce or have a negative impact on
variations in care provision?

Will this need a full consultation? Or can we
change service specification and activity in
year?

Does it eliminate inefficiency and waste by
design?

Does/would/could it lead to improvements in
care pathways?

What is the impact on the 9 protected
characteristics, individual and community
health access to services and experience?

What is the impact on NHS GM delivering
the sustainability plan and the priority to
support EIP and left shift?

What is the impact on patients?

What is the impact on preventable harm?

What is the impact on workforce capability
care and skills?

What is the impact on partner organisations
and any aspect of shared risk?
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Will there be an impact on serious incidents,
their reporting and learning?

Will this impact on clinical effectiveness?
E.g. unable to deliver NICE compliant
treatments, clinical outcomes etc

Will this have a direct impact on patient
safety?

Completed By

Role & Department

Date Completed

Recommendation

Reason
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Appendix B - Decommissioning Process

Issue or review triggers for
consideration to decommission

Complete service review checklist
and decommissioning impact
assessment

If not, implement alternative
corrective action

Outcomes of review determine
whether to decommission or not

If yes, contact Engagement team to
develop engagement plan

Paper including engagement plan,
contract review checklist and
decommissioning impact
assessment sent to decision maker

Implement alternative
corrective action

Notify provider of outline decision
pending engagement, enact
engagement plan

Decision maker review of
engagement with stakeholders

Formal notice given to
provider and any further
mitigations required
following engagement with
stakeholders
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Appendix C - Service Review Checklist

Commissioning leads must complete a Service Review Checklist (Appendix C) if decommissioning is being considered. This review must include quantitative and
qualitative evidence to support the case for decommissioning a service.

Service Lead / Commissioning lead

Service

Provider

Date of Review

Please list stakeholders who have been involved in
this service review

Checklist Yes No Not Data Not | Comments / Evidence
Applicable | Available

Strategic Alignment

Is the service aligned with NHS GM's strategic
objectives?

Does the service support statutory
obligations?

Does the service remain a commissioning
priority?

Does the service align with national or regional
policies?

Does the service support sustainability goals
(e.g. digital-first, carbon reduction, workforce
resilience)?

Is the service demonstrably contributing to
reducing health inequalities?

Service Specification and Service Delivery

Does the provider fully deliver against the
service specification?

Are there deviations in activity levels of +5%
from contracted activity?

Are there deviations in service costs of +5%
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from contracted budget?

Are waiting times in line with expected
thresholds?

Are DNA (Did Not Attend) rates within regional
or national benchmarks?

Are new/follow-up ratios appropriate for the
clinical model and within benchmarks?

Is the service currently over- or under-utilised
compared to anticipated demand?

Has the provider submitted accurate and
timely data as per the contract?

Has the provider demonstrated adaptability to
innovation, technology or pathway redesign?

Financial Viability and Value for Money

Is the service delivering measurable value for
money (based on tariff/block/cost per case
models)?

If on local tariff, is it within reasonable limits, if
block, is the reference cost within regional
average? If the quality outcomes framework
(QOF), within reasonable limits of regional
average?

Are costs justified by the outcomes achieved?

Does the service represent opportunity cost
that could be better reinvested?

Clinical Effectiveness, Safety and Quality

Has the service consistently met outcomes
and quality requirements?

Is the service clinically effective and supported
by national guidance (e.g. NICE)?

Have there been any significant safety or
governance concerns raised (e.g. serious
incidents, safeguarding)?

Is the provider compliant with all statutory and
regulatory requirements (CQC, Information
Governance, etc.)?
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Does the service contribute to improved
outcomes and reduce demand elsewhere in
the system?

User Experience and Accessibility

Has the service received positive user/patient
feedback or survey results?

Is the service accessible (e.g. location, referral
processes, physical access, digital access)?

Are there any barriers to access for vulnerable
groups or populations with protected
characteristics?

Contractual and Performance Management

Is there a signed agreement in place between
NHS GM and the provider for these services?

Has the provider breached contractual terms
and conditions?

If so, has the provider been given the
opportunity to implement remedial actions?

Have previous improvement plans been
effective?

Are there performance concerns linked to
provider conduct or capability?

Are there unresolved complaints or
Ombudsman cases impacting service
credibility?

Are there any other data from the review to
consider? (please attach with indication below
of conclusion following review of this data)

Risk Assessment

Would decommissioning this service introduce
unacceptable risk to patient safety or system
resilience?

Can alternative provision be put in place or
commissioned in time to maintain continuity of
care?
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Would withdrawal of this service significantly
affect other dependent services or pathways?

Has the reputational risk to NHS GM been
assessed if the service is changed or

withdrawn?

Decision

Recommission Service: Decommission Service:
Authorisations Date

Signed by ICB Clinical Lead

Signed by ICB Director

Date of ratification by:

The Executive Committee (or relevant committee):
Please list the names of attendees ratifying this decision:

Page 22 of 41




Appendix D - Decommissioning Impact Assessment

Service Considered for De — | Annual Contract Value: Approx # Patients:
Commissioning:

‘ Name of ICB: | ‘

This document, forms part of the auditable document trail for the decommissioning decision
which may be legally challenged, therefore it must be completed factually, objectively and
diligently. Decommissioning a health service may have both positive and negative impact.
It is critical that any adverse impact on patients and on the wider health economy are
understood and documented.

Background- Information on Service:
Brief notes e.g. what it is, what it does, who provides, to whom, where, since when

Background — Policy Context and/or principle driver for Decommissioning:
NHS England requires that, if a variation to contract cannot be made, then
terminate to enable required policy implementation. Otherwise, principle

driver for considering decommissioning (proactive, reactive, safety, value for
money (VFM), etc.).

Impact (Benefit) of Decommissioning:

The prime benefit from Decommissioning e.g. improved safety; simplified pathway;
better outcomes; better value for money; market improvement; opportunity for
reinvestment.

Impact on the Patient:

Continuity of on-going care for those within service, pathway of care, access,
distance travelled, is there another provider representing reasonable choice.
Likelihood of public objection at loss or perceived loss of service. Impact on ICB's
reputation.

Contact your Area Director of Nursing to ensure a full quality impact assessment is
completed and approved by them under their guidance. Append any separate
forms here.

Impact on ICB Finance:

Non-recurrent impact / one off decommissioning costs contractually borne by
commissioner e.g. TUPE. Non-recurrent impact of replacement service overlapping
with decommissioned service. Recurrent gross cost (cost of this service). Recurrent
net cost (cost of this service less cost of any replacement or movement in demand).
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| Transactional costs of decommissioning.

Impact on Provider:
Does the loss of this service/contract element compromise the provider's economic
or physical ability to deliver other services? Fixed cost dilution etc.

Impact on Health Market Economy:

Overall supply/demand balance, on upstream and downstream elements of care
pathway, impact on other providers, gap in provision, market diversity, loss of
clinical skill, providers vying for limited clinical staff, training opportunities etc...

Impact on Performance:

Does the cessation of service adversely impact any performance standards e.g.
cancer access, health inequalities, 18 weeks, A&E targets access etc. (full list
available on request).

Impact on Equality

[Equality Act 2010] Does cessation of service represent unequal treatment or
discrimination or inequality of access on the basis of age, disability, gender
reassignment, race, religion or belief and sexual orientation.

Make contact with the Director of Health Equity and Inclusion to ensure a full
Equality impact assessment is completed and approved by them under their
guidance. Append any separate forms here.

Overview and Scrutiny / Consultation:

Does the recommendation(s) below and the materiality of the change indicate that
O&S will have an interest/ what consultation is particularly recommended / has
taken place. Make sure advice is sought from the ICB communication and
engagement teams at the outset of any proposal to decommission.

Recommendations:
Recommendation to decision making authority e.g. not to be decommissioned,
decommission, decommission with stipulated conditions (state them).

Completed by: Date:
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Appendix E — Quality Impact Assessment

NHS GM Quality Impact Assessment
Tool

This tool requires all ‘business decisions’ to undergo an assessment to identify any potential
impacts, positive, negative or neutral on quality or patient/service user safety. The following
assessment screening tool will require judgement against all listed areas of risk in relation to
quality/risk. Each proposal will need to be assessed whether it will impact adversely on patients
/staff/organisations.

7. Quality Impact Assessment Tool

This assessment tool should be completed in conjunction with an Equality Impact Assessment and
used to help consider the relevant sections.

Insert your assessment as positive (P), negative (N) or neutral (N/A) for each point under the
relevant sections and record the rationale to support this conclusion within the comments section.
If the assessment is negative, you must also produce a risk score for that point.

Title of scheme/project/programme:

SRO/ Management Executive Lead

Author:

Brief Summary of
scheme/project/programme:

Area of Quality P /N | Comments (reasons for | Mitigations
or identifying impact as
N/A positive negative or
neutral)

Duty of Quality

Compliance with NHS constitution
Impact on partner organisations
Impact on organisations duty to
safeguard children and vulnerable
adults

Impact on other services within the
organisation
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Any other risk indicators relevant to the
Duty of Quality:

Patient Safety

e Impact on patient safety

e Impact on avoidable harm

e Impact on reliability of safety
systems and processes

e Impact on clinical workforce levels,
competencies, and experience

e Impact on treatment times and
procedures

e Impact on safeguarding

e Impact on systems and processes
for ensuring that the risk of HCAIs is
reduced

e Impact upon clean and safe
environments

Any other risk indicators relevant to

patient safety:

Peoples Experience

e Impact on patient informed choice
and autonomy

e Impact on patient access

¢ Impact on dignity, respect, and
compassion

e Impact on patients self-reported
satisfaction on national/local
surveys/FFT

e Impact on patients self-reported
experience through the complaints
process/PALS contacts

e Impact on patients waiting times

e Impact on provision of
individualised care

¢ Impact on patients carers

Any other risk indicators relevant to

patient experience:

Clinical effectiveness

e Impact on provision of NICE
compliant treatment

e Impact on the implementation of
evidence-based practise

e Impact on clinical outcomes

e Impact on clinical leadership

e Impact on the promotion of self-care
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¢ Impact on clinical engagement
Any other risk indicators relevant to
clinical effectiveness:

Non-Clinical/operational impact

e Impact on cost effectiveness

e Impact on infrastructure

e Impact on staff satisfaction and
welfare

e Impact on the public perception of
the organisation

e Social value impact

Equality
A full equality assessment must also be
undertaken

Name of person completing initial assessment:

Role

Signature

Line Manager approval

Name & Role

Date of Assessment

Signature

Date
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Appendix F - Equality Impact Assessment

Equality Analysis Template

Step 1 Step 2 Step 3 Step 4
Evidence Assess Strengthen Monitor

Step 1 Evidence

This equality analysis is being undertaken to prevent my policy, plan or project from
adversely affecting people with different protected characteristics or at known disadvantage.

| am using this template to identify potential discrimination or disadvantage, propose steps to
strengthen against those and record and monitor the success of those strengthening
actions.

Name of your strategy/policy/plan/project
Contact details for the person completing
the assessment

Design date for the
strategy/policy/plan/project

Date your equality analysis is completed

Does this template form part of a business

- L . Yes No Unsure
case or investment proposal submission?

Are you completing this as a result of

e Yes No Unsure
organisation change?

Is there another reason for you
completing this template — e.g. renewal of
a current service/change to current
service — please specify:

If you are unsure about any part of this template, please read the accompanying guidance paper
before you complete. ALL sections must be completed — N/A is not applicable in this template as it is
used to inform legal compliance. If you need to explain your bespoke approach further, please do so
in the text boxes.
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1. Initial screening assessment

What are the main aims, purpose of your policy, plan or project?

What is your expected outcome?

Who will benefit?

Is your project part of a wider programme or strategy (for example, the locality plan)?

2. Are there any aspects/activities of the policy, plan or project that are particularly relevant to
equality, socio-economic disadvantage, or human rights?

At this stage, you do not have to list possible impacts, just identify the areas. (E.g. we are
commencing a new programme of health care aimed at Caribbean men with diabetes)

3. What existing sources of information will you use to help you identify the likely impact on
different groups of people? (For example, statistics, JSNA's, stakeholder evidence, survey
results, complaints analysis, consultation documents, customer feedback, existing briefings,
comparative data from local or national external sources).

4. Evidence gaps

Are there gaps in information that make it difficult or impossible to form an opinion on how your
proposals might affect different groups of people? If so, what are the gaps in the information
and how and when do you plan to collect additional information? Note this information will help
you to identify potential equality stakeholders and specific issues that affect them - essential

Page 29 of 41



information if you are planning to consult as you can raise specific issues with particular
groups as part of the consultation process. ElAs often pause at this stage while additional

information is obtained.

No: Please go on to question 5. ( Be sure to have fully considered all communities and parts of
communities — e.g. have you considered the needs of gypsies, travellers and Roma
communities, other transient communities, do you need to better understand take up of your
service by Muslim women or Orthodox Jewish men, for example.)

Yes: Please explain briefly how you will fill any evidence gaps. You might want to start with
contacting research or policy colleagues to see whether they can point you in the right
direction. Our third sector colleagues will also be pleased to offer support and direction.

Evidence gap

How will the evidence be collated

Individual or team
responsible and
timeframe
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5. Involvement and consultation

Note: You are required to involve and consult stakeholders during your assessment. The extent of
the consultation will depend on the nature of the policy, plan or project.

(Don’t forget to involve trade unions and inclusion staff groups if staff are affected and consider
socio-economic impact as well as community and third sector groups for different protected
characteristics. If there is potential for different impact across different neighbourhoods, consult your
neighbourhood leads)

Consultation and involvement that has taken place, who with, when and how?

Key feedback from consultation:

For significant or large strategies and programmes, please provide a link to any written record
of the consultation to be published alongside this assessment here:

How engagement with stakeholders will continue

Here you need to explain how you continue to engage throughout the course of the delivery to
ensure the measures you take to address any disparity are working.

Involvement group Consultation dates Strengthening actions
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Step 2
Assessing impact and opportunities to promote equality and human rights

6. If you have piloted a project you want to roll out, add here what you learnt about communities
not taking up, accessing or having poorer outcomes from it and what you have done to address
those disparities.

7. What barriers have you identified for the different groups listed by your proposals?

Add the impacts in the box next to the group. (e.g. we have found that working age people are not
taking up our services because of our opening hour restrictions)

Complete the identified barriers for each group and identify which group you have identified
You should complete each category. If you believe there is no adverse impact, you should put an
explanation as to why.

Age

e Young

e Middle age
e Older age
Disability

Types of impairment can
be categorised as
physical, sensory,
psychosocial, and
intellectual. There are
several types of barrier
that cause exclusion

including

e Physical

e Social/attitudinal
e |nstitutional

e Communication

Complete which barriers
you will need to consider
in your programme.

Sex
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Identify any potential
adverse impact to men or
women.

Race

Identify any adverse
potential impact on
different ethnic groups
and identify which ethnic
groups you may need to
specifically consider.

Religion/ belief
Identify any adverse
potential impact on
different religious groups
and identify which you
may need to specifically
consider.

Sexual Orientation
Identify any adverse
potential impact on
different sexual
orientations and identify
which sexual orientations
you may need to
specifically consider.

Transgender

Identify any adverse
potential impact on
transgender or non-binary
people.

Carer status

Socio-economic

status

Identify any adverse
potential impact because
of deprived communities
and identify which
communities you may
need to specifically

consider.

Pregnancy or

maternity

Identify any adverse
potential impact because
of pregnancy or
maternity.
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Marriage /civil
partnership

This category is only
required for employment
discrimination matters.

Other

Are there other
discriminations or
disadvantages that you
think you need to
address?

8. Can the adverse impacts you identified be justified and the original proposals implemented
without making any adjustments to them? If so, please set out the basis on which you justify
implementing the proposals without adjustments.

9. Having analysed the initial and additional sources of information including feedback from
consultation, is there any evidence that the proposed changes will have a positive impact on any of
these different groups of people and/or promote equality of opportunity? Please provide details of
who will benefit from the positive impacts and the evidence and analysis used to identify them.

10. Is there any evidence that the proposed changes have no equality impacts? Please provide
details of the evidence and analysis used to reach the conclusion that the proposed changes have
no impact on any of these different groups of people.

11. Please provide details of how you will consult and involve communities on the proposed
changes. If you do not plan to consult and involve, please provide the rationale behind that decision.
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Step 3 — Strengthening your policy plan or project

Please use the table below to document your strengthening actions.

12. What changes are you planning to make to your original proposals to minimise or
eliminate the adverse equality impacts you have found?

Please provide details of the proposed actions, timetable for making the changes and the
person(s) responsible for making the changes.

Adverse impact Proposed action Person responsible

13. escribe here how you could further promote equality of opportunity. What action/s do you
recommend and when?

This is where you are taking the opportunity to advance addressing inequalities beyond the
mitigations you are putting in place, for example, your mitigations when moving a service to
digital provision will be to ensure alternatives are available for those who

cannot access digital services. Your opportunity to further promote equality with a new digital
service would be to extend a service to people from their own home where they had previously
experienced physical barriers to reaching your surgery.

14. Describe how you could further promote human rights principles. What action/s do you
recommend and when? Please provide details.

For example, if you are putting in place improved access to interpreter provision that may
enhance the human rights of those that need it to access public services.
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15. Describe how you could further reduce socio-economic disadvantage. What action/s do
you recommend and when?

For example, if you are undertaking a focused anti-smoking campaign in areas of high
deprivation, you can expect to reduce socio-economic disadvantage.

16. Describe here how you could further promote social value. What action/s do you
recommend and when?

For example, you might be able to offer new jobs or apprenticeships to people struggling to get
employment or offer contracts to community led social enterprises to deliver your services.

Step 4 — Monitoring and review

17. You are legally required to monitor and review the proposed changes after implementation
of your strategy or programme to check they work as planned and to screen for unexpected
equality impacts. Please provide details of how you will monitor, evaluate or review your
proposals and when the review will take place.

What When How
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Step 5 — Sign off

Strategy, policy, plan, project or service owner or Work Programme Lead*

Name Date

EIA Lead ( the person completing this form)

This equality analysis has been quality-checked and will be passed to the senior responsible
officer for final sign off.

Name Date

Director or Senior Responsible Owner *

This equality impact assessment has been completed in a rigorous and robust manner and |
agree with the actions identified. It will now be progressed and published where required.

Name Date

*By signing off your EIA you are confirming that you are satisfied that the
policy/strategy/project/activity/service has been designed with the needs of different equality
groups and communities in mind, and that the groups it is intended to serve will be able to access
the service and experience similar outcomes from it.

For records, this EIA will also need to be copied to siobhan.berszinn@nhs.net to ensure we can
evidence our legal duties to undertake equality analysis. However, the original version must be
kept with the project documents and pro-actively used to inform the progress of the work,
alongside budget, risk and health and safety monitoring.
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Appendix G - Performance Impact Assessment

This Performance Impact Assessment (PIA) form should be completed before the
implementation of a new initiative, service change, or a project that could affect NHS
Greater Manchester’'s (NHS GMs) performance against NHS performance standards.

Please liaise with the performance, improvement and assurance team using the following
email address. nhsgm.gmoversight@nhs.net

1.

General Information

Project/Initiative Title: Name of the proposed change.
Team/Department Responsible: Who is leading the project.
Date of Assessment: \When the form is being completed.

Key Contacts: Names and roles of those involved in preparing this assessment.

Purpose of the Assessment

Objective: Clearly define the purpose of the proposed initiative (e.g. improving patient
outcomes, cost efficiency).

Scope of Change: Specify which areas, teams, or services will be impacted.

Assessment of Impact on NHS Key Performance Indicators

Describe the metrics, within current planning guidance, that could be affected, such
as: Waits in emergency departments (ED), referral to treatment (RTT) times,
diagnostic waiting times and cancer access.

Risk Assessment

Identify Risks: Outline potential risks to performance such as: patient waits longer for
treatment, increased flow into other services e.g. social care, community services.

Mitigation Plans: Describe strategies to minimise these risks and any residual risk.

. Stakeholder Engagement

Consultation: Outline which stakeholders (e.g. patients, clinicians, management) were
consulted. This must include the ICB / System Group thematic lead.
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Feedback: Summarise any concerns raised and how they were addressed. Please
outline any unresolved issues.

. Implementation and Monitoring Plan

Timeline: Provide a clear schedule for implementation.

Monitoring: Describe how impacts will be measured post-implementation (e.g. regular

reporting, audits).

7. Approval and Review

Sign-Off:

Name

Role

Recommendation

Date

Proposal sponsor

Director or Associate
Director of
Performance,
improvement and
assurance

Delivery and
transformation unit

Review Date:
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Appendix H — Case for Change Template

NHS GM ICB — Case for Change:
Decommissioning of Service

Document Version:
Prepared By: [Name, Role, Directorate]
Date of Submission:

Relevant Programme Board/Committee:
1. Executive Summary

Provide a high-level overview of the service proposed for decommissioning, the rationale, and
intended outcome. Summarise the key decisions needed, who will be affected, and why action is
required now.

2. Service Overview

Describe the service to be decommissioned and the commissioning history or strategic context.
Include:

- Service name

- Provider(s)

- Location(s)

- Population served

- The details of any agreement in place including: the type of contract, contract value, contract
expiry date or termination clause

3. Case for Change

Explain why the service is being proposed for decommissioning. The service review checklist will
be used as evidence to support this case and the completed checklist should be included as an
Appendix.

Use subheadings if needed:

3.1 Strategic Rationale

3.2 Performance & Quality Issues
3.3 Financial Drivers

3.4 Legislative or Policy Changes

4. Impact Assessment Summary

Detail the decommissioning, equality, quality, and health inequalities impact assessments
undertaken. Attach the completed decommissioning, EQIA and QIA in appendices.

4.1 Stakeholder Groups Affected

4.2 Summary of Key Impacts
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5. Stakeholder Engagement and Communications Plan

Outline how stakeholders have been or will be engaged and how statutory requirements are being
met.

5.1 Engagement Completed

5.2 Statutory Consultation Plans

5.3 Overview and Scrutiny

5.4 Communications Plan (this should be attached as an appendix)

6. Options Appraisal

List all considered options with rationale. Include a table to compare options and state preferred
choice.

7. Transition and Exit Planning

Explain how the decommissioning will be managed operationally, including contract exit clauses,
TUPE, continuity of care.

8. Legal and Regulatory Considerations

Confirm that due process is being followed. Include relevance to Equality Act, NHS Act (duty to
consult etc) Procurement legislation, NHS Constitution duties. Reference any legal advice taken.

9. Risk and Issues Log

Identify key risks with scoring (likelihood x impact) and mitigation. Include ownership and controls.
10. Recommendations and Next Steps

Clearly state what decision is required now and what approvals will follow. Include timeline.
Appendices

Attach evidence and assessments supporting the case:

- Service Review Checklist

- Decommissioning Impact Assessment
- EQIA/QIA

- Stakeholder Engagement Summary

- Financial Analysis

- Copy of Current Contract / Exit Clause
- Communications & Consultation Plan
- Legal Advice

END OF PROFORMA
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CIP Executive Group — Action Notes

Date: 3" September 2025

Time: 11.00 am — 12 noon

Venue: Rothay Meeting Room, 4" Floor, PP3

Attendees Title Organisation

Colin Scales Deputy Chief Executive / Chair NHS GM

Warren Heppolette Chief Officer for Strategy, Innovation & | NHS GM
Population Health

Manisha Kumar Chief Medical Officer NHS GM

Mandy Philbin Chief Nursing Officer NHS GM

Charlotte Bailey Chief People Officer NHS GM

Katherine Sheerin Chief Commissioning Officer NHS GM

Sue Hill (on behalf of | Interim, Deputy Chief Finance Officer NHS GM

Kathy Roe)

Gareth Robinson Director of Delivery and Transformation | NHS GM
(ICB)

Claire Connor Director of Communications & NHS GM
Engagement

Nicola Hepburn ICB Recovery and Improvement NHS GM
Programme Director

Jane Falkner Project Support Officer (note taker NHS GM

Apologies

Mark Fisher Chief Executive NHS GM

Kathy Roe Chief Finance Officer NHS GM

Gareth James Deputy Place Lead Trafford locality

NHS Greater Manchester,
The Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
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Item  Topic

No.
1. Welcome and introduction
The Chair welcomed everyone to the meeting. Apologies recorded above.
2. Declarations of Interest
None raised.
3. Actions and escalation outcomes from last meeting (16" July 2025)
MIAA Report

MIAA draft report has been previously shared and the CIP programme has been
assessed as ‘substantially’ assured. The report will be shared with NHS GM Audit
Committee in September.

ICB Decommissioning Policy

The Decommissioning Policy has been updated following discussion at the ECG meeting
on 16" July 2025.

Members were asked if the revised Policy meets the ICB’s requirements, and whether
any further amendments need to be made before we take it through our internal
governance as part of our engagement process.

ECG approved the draft Decommissioning Policy in principle with a view to it being
enhanced further.

The intention is to take the final version of the Decommissioning Policy to the NHS GM
Finance Committee for final sign off at their meeting on 7™ October 2025.

The following actions were agreed:-

Action: PMO to clarify with NHS GM Contracts Team as to whether the draft
Decommissioning Policy needs to include information relating to contractual
timelines and update as necessary.

Action: PMO to undertake further work to ensure we have an overarching ICB
Decommissioning Policy which is suitable for both commissioners and providers
to utilise. To ensure we gather input from relevant stakeholders, PMO to share
Decommissioning Policy with the following:-

= For clinical input — send to Claire Lake and Jim Ritchie, Deputy Medical
Directors, NHS GM, who will direct it to the appropriate Board/Groups.

= For commissioning input — send to Sara Roscoe for circulation to the
Commissioning Oversight Group, chaired by Katherine Sheerin.

= As part of NHS GM Governance — send to Chris Gaffey, Lead for Corporate
Services, NHS GM.

Action: Katherine Sheerin to ensure the Decommissioning Policy forms part of the
NHS GM Commissioning Strategy.

Neuro-rehab INRU utilisation

Nicola Hepburn escalated the following issues to ECG which had been raised at a recent
Q1 Deep Dive with Jennie Gammack and her team as part of the Health and Care
Review re neuro rehab case management team.

NHS Greater Manchester,
The Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
www.gmintegratedcare.org.uk



= Discussion around Devonshire Unit transfer. Conversations ongoing between Exec
teams. Opportunity to open up to 19 beds once the transfer is complete.

Sue Hill fed back that this matter had now been resolved so no further escalation was
required.

= [INRU Trafford unit — Discussions around optimising our available beds.

ECG were asked to support conversations to ensure full utilisation of INRU capacity
in GM.

Nicola Hepburn reported that although this was being escalated to the ECG, it was
hoped that this issue could be resolved over the next couple of weeks.

Katherine Sheerin responded to say that she would pick this up with Jennie
Gammack outside of the meeting to get a better understanding of what support might
be required to get this resolved. There will also be the opportunity to have a further
discussion regarding this matter at the next Core CIP Group on 8" September 2025.

The ECG will be kept informed of developments.

Finance Recovery Programme Monthly Position
Nicola Hepburn provided the following high level updates.
M4 25/26 CIP and Headlines

As at 28/08/2025:

= Plans in place for £145.5 million in savings

= But when you adjust for risk (i.e., schemes potentially not going live etc), that drops to
about £117 million

= There are also pipeline schemes (in development but not fully approved) worth £29.5
million

Quarterly deep dives completed with all schemes with immediate actions agreed and
underway. Continually pursuing opportunities to ensure mitigations are in place for
slippage / non delivery.

Scheme highlight reports

Live CIP Scheme highlight reports had been shared as part of the meeting papers. It
was noted that some areas were performing well, for example Medicines Optimisation
and IPOC.

The following updates were provided:-
IPOC — CIP Target £14m:

= Currently FoT is £2m ahead of planned CIP, however it is noted there is an increasing
budget pressure.

= Agreement that going forward each locality to provide an update monthly on a set of
KLOEs including financial impact of Carecubed and roll out, financial arrangements
for joint packages of care for CHC and S117, reporting of cases over £300k per
annum to Finance Committee and any business continuity planning issues for
escalation.
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Katherine Sheerin flagged an area of concern regarding neuro rehab and IPOC. Some
CHC packages of care have been incorrectly coded as neuro rehab. NHS GM Finance
colleagues are aware and are looking into the matter.

Meds Op — CIP Target £31.3m:
CIP delivery YTD £7.846M.

Nicola Hepburn flagged that there is a potential in year saving of up to £6m due to the
price drop for the drug Dapagliflozin — potential saving will be £1m per month once the
reduction in cost has been implemented. Going forward, this could equate to £14m full
year saving. PMO are linking in with the Meds Op team to confirm the value of the
opportunity as soon as possible.

Electives — IS reduction — £10m CIP target:

= Currently FoT is to deliver planned CIP, however it is noted there is an increasing
budget pressure of c£6m.

=  Weekly meetings taking place with SRO, Operational Leads, Finance, Contracts
Leads, along with other key members of the team to ensure grip and control of work.

Katherine Sheerin extended an invitation to Nicola Hepburn to attend the weekly
meetings.

= Tracking database which describes the plan v actuals, month on month by specialty
and provider where we have an IAP in place both at an activity and £ level has been
developed.

= Understand how other initiatives such as primary care engagement and Manchester
Gateway work is impacting.

= We are also working with IS providers to redirect referrals.

Contract consolidation and termination - £7.4m CIP target:

Nicola Hepburn fed back that Gareth Robinson has been appointed as the SRO for this
programme of work.

MIAA had identified £6.2m — work now underway to align the existing project oversight
documentation (POD) with the MIAA report to ensure no duplication occurs, increase
target as appropriate and full delivery of the scheme takes place.

Operational leads now identified to support the delivery of this work.

Planned review of Live CIP Schemes

As a way of maintaining grip and control, the PMO have developed a Financial
Sustainability Self Assessment Checklist for SROs and Programme Leads to complete,
the outputs of which will be shared with ECG at the next meeting. The Checklist will also
be utilised to inform the Q2 Deep Dives which will commence in October. The checklist
has been formatted based on the HFMA Self-Assessment template.

Action: PMO to add Financial Sustainability Self Assessment Checklist to the
forward planner for the next ECG meeting on 15t October 2025.

Pipeline Schemes (Opportunities)

There are pipeline schemes (in development but not fully approved) worth £29.5 million.
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A further review of the PWC report is going to be undertaken to see if there are any other
areas that we could revisit, for example areas that might have been considered as a red
line previously. The ECG will be kept informed of developments.

Pressures and Recovery Plans
Nicola Hepburn reported that the biggest risks the ICB is currently facing relate to:-

= CHC, including joint packages of care, high cost mental health placements and
S117s — SRO Gareth Robinson

= Independent Sector — increased activity (Health and Care Review) — SRO
Katherine Sheerin

=  ADHD and Autism — SRO Manisha Kumar
= Risk to CIP delivery — SRO Colin Scales

Following discussion at the NHS GM Finance Committee on 2" September 2025, it had
been agreed that Recovery plans will be produced to provide some rigour, focussing on
the risk areas identified above.

In addition to the above, ECG acknowledged the pressure that localities are under
relating to capacity funding and discharge, winter planning etc. The ICB has therefore
offered localities hands on support to help them through this challenging period.

Action: PMO to work with SROs and Programme Leads to ensure draft Recovery
Plans are produced and ready for submission to:-

= ECG meeting - 15t October 2025
* NHS GM Finance Committee — 7" October 2025
* NHS GM Integrated Care Board — 15" October 2025

Action: Nicola Hepburn to ensure Kathy Roe and Sam Evans are sighted on the
Recovery Plan submissions and any mitigations that have been implemented so
that they are fully briefed ahead of the ECG meeting on 15t October 2025.

Action: Claire Connor to include “emerging pressures” as an agenda item at the
next Live Leadership briefing with Mark Fisher.

Pressures - matter for escalation to ECG

e DAD contracts for adult hearing

Nicola Hepburn requested approval from ECG for us to undertake some immediate
intervention work. ECG were supportive of this approach.

Action: Nicola Hepburn and Katherine Sheerin to liaise outside of the meeting to
ensure this work is progressed.

Workforce Efficiency Programme Update

Charlotte Bailey provided a brief overview of the work that is taking place and referenced
the highlight report which had been circulated with the agenda.

All but one Provider Trust are running MARS schemes.
All schemes are bespoke and based on individual Trust business models.

The Chair raised a query regarding the amount the NHS spends on overheads in
Provider Trusts and queried if there was an opportunity to reduce spend in this area as
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part of our procurement process. The use of LLPs was also something that needs to be
factored in.

Sue Hill fed back that there is a massive variation in corporate cost reductions across
Provider Trusts and will provide detail to feed into the Workforce Efficiency Programme.

Manisha Kumar suggested we should also look at overheads in primary care.
ECG noted the update and that there were no escalations for this reporting period.

Action: Charlotte Bailey, Nicola Hepburn and Kathy Roe to meet to discuss the
following:-

= As part of Provider Oversight Group meetings, raise issue around overheads
and if corporate cost reductions are being made.

Date and time of next meeting: 1! October 2025 from 10.30 am — 12 noon — venue to
be confirmed.
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CIP Delivery Group Action Tracker

Programme Title
SRO

Finance and Performance Recovery Programme

Colin Scales

(TN Nicola Hepburn
(U UVELEH Hannah Smith

#

Action / De
Information

Ery Group

Description

Action

Assigned to

Date added

Due date

Status

Agenda - 11th September 2025 The meeting focussed on production of Recovery Plans and financial
1. Welcome and apologies (noted)- Nicola Hepburn rephasing of all live schemes. See updates below.
2. Declarations of interest (none) - Nicola Hepburn
3. Actions and escalation outcomes from last meeting - Nicola Hepburn
229 For information A 4. Monthly Finance Report - Sam Evans/David Milner PMO 11/09/2025 11/09/2025 Complete
5. ICB CIP Update - Nicola Hepburn
6. New risks, issues and escalations to Executive CIP Group - Nicola Hepburn
Financial re-phasing Programme Leads to liaise with relevant finance lead(s) to undertake
Following a recent request, Programme Leads were asked to confirm if they had undertaken financial re-phasing of their CIP schemes. If not, urgent meetings will be set up with Programme Leads as we need to urgent financial re-phasing of live CIP schemes. This will be followed
submit a deep dive report to Kathy Roe, Chief Finance Officer, by midday on Monday 15th September 2025. The reason for the information being required urgently is to provide up to date information on CIP up with a 30 minute meeting with each Programme Lead, Nicola
delivery of live schemes in advance of a key meeting taking place with Region Monday afternoon. The deadline for completing this is by 4 pm on Friday 12th September 2025. Hepburn, Hannah Smith and David Milner, to ensure we have a clear
picture of where we are regarding CIP Delivery and where we need
The five areas we need to focus on relate to:- to put in place mitigations etc.
230 Action A |1. Neuro rehab case management - Jennie Gammack Broglamine 11/09/2025 12/09/2025 Complete
2. Electives - IS reduction - Jennie Gammack and Jay Mangan Leads
3.1POC - Gareth Robinson and Amanda Fox
4. Estates - Ella Bailey and Karen Wonnacott
5. Medicines Optimisation - Kenny Li and Nigel Dunkerley
Monthly finance update - Sam Evans Colleagues noted the update and acknowledged the financial
A high level overview of our current financial situation was shared in confidence with colleagues. A lot of work is taking place to ensure that we do not lose the monthly deficit funding that Region allocate based on|challenges we are facing.
our weekly reporting. Our financial situation is extremely challenging and we need everyone to do their bit.
Following discussion at the NHS GM Finance Committee on 2nd September 2025 and Executive CIP Group on 3rd September 2025, it has been agreed that ICB Recovery plans will be produced as a matter of
urgency to provide some rigour, focussing on the four risk areas identified below:-
1. CHC, including joint packages of care, high cost mental health placements and $117s — SRO Gareth Robinson
2. Independent Sector — increased activity (Health and Care Review) — SRO Katherine Sheerin
3. ADHD and Autism — SRO Manisha Kumar
231 Action A |4 RisktoICB CIP delivery — SRO Colin Scales PMO 11/09/2025 11/09/2025 Complete
Templates for production of the Recovery Plans have been shared with each SRO and they are working with their Programme Leads to ensure these are completed, ready for submission to Region on 15th
September 2025.
Jennie Gammack asked if she could be involved in the development of the CHC Recovery Plan as it may impact on neuro rehab.
It was noted that there are also five Provider Trusts who are off track and have also been requested to complete Recovery Plans.
Next steps Nicola Hepburn to share Recovery Plan template with Gareth James
. Going forward, it has been proposed by NHS GM Chief Officers that CIP Operational Group A will be repurposed so that the primary focus of the group will be on the four risk areas referenced above and how work |so that he is sighted and can ensure that DPBLs are all aware of the
233 Action A | q a . 3 a 1 1 g 3 a 5 1 5 e PMO 11/09/2025 30/09/2025 In progress
is progressing with regard to the Recovery Plans, mitigating actions etc. Work will take place over the course of the next few weeks to review the Terms of Reference and Membership of the group. interventions being put in place for the four key risk areas identified.
Risks and issues Gareth Robinson and Jennie Gammack to catch up offline to discuss
Jennie Gammack raised some concerns in relation to the following. the issues raised and to get a better understanding of the challenges
Electives - IS reduction: Due to overspends this financial year on IS for months 1 - 3, the programme now has an overspend and we have been informed nationally that this cannot be recouped. The provider being faced as this has wider implications for the GM system as a
accredition process is also causing some concern. Nicola Hepburn fed back that she has a meeting with Lancashire and Cumbria ICB regarding the accredition process and will feedback to Jennie after the meeting. |whole.
Neuro rehab case management:
* Some CHC packages of care have been incorrectly coded as neuro rehab. This issue had recently been raised at the Executive CIP Group on 3rd September 2025 by Katherine Sheerin as SRO. NHS GM Finance
colleagues are aware and are looking into the matter.
*We have admission advoidance equating to £750K due to services being transferred into the community. We therefore urgently need to agree some principles for managing neuro rehab across GM. If localities
) believe a patient should come under neuro rehab then they should handover the patient to the case management team and make relevant budget adjustments. Challenge is that the system is not working Gareth
Z0 action a together and this is causing significant challenges financially. Robinson 11/09/2025 30/09/2025 EIDIoETESS
* Delayed discharges are also impacting on the great work the case managememt team are doing and the budget.
« Sian Minshull reported that the team are currently managing 55 patients, a third of which are on discharge planning. Another area of concern is that £600m sits outside the team's control as it sits under mental
health or the Local Authority. Nicola Hepburn acknowledged the risks being raised and it was agreed that we need to look closely at the financial re-phasing so that everyone understands the potential financial
impact.
* Gareth Robinson agreed to catch up with Jennie offline to get a better understanding of the issue and with a view to addressing the discrepancy.
. . Any other business To note.
235 =t A Gareth Robinson thanked Nicola Hepburn for her leadership to date, recognising the real challenges we are all facing as part of CIP delivery. PMO difizferts difizferts ol




CIP Delivery Group Action Tracker

Action / Decision /

Information

Description

Agenda - 28th August 2025

1. Welcome and apologies (noted)- Nicola Hepburn

2. Declarations of interest (none) - Nicola Hepburn

3. Actions and escalation outcomes from last meeting - Nicola Hepburn
4. Monthly Finance Report - Sam Evans/David Milner

Action

Due to number of apologies received the meeting focused on the
estates update.

Programme Title

Finance and Performance Recovery Programme

Colin Scales

et Nicola Hepburn

Assigned to

DEICELLEL]

Due date

Status

219 For information 5.ICB CIP Update - Nicola Hepburn PMO 28/08/2025 28/08/2025 Complete
6. Pipeline schemes update:
* Estates - Ella Bailey/Karen Wonnacott
7. New risks, issues and escalations to Executive CIP Group
Estates update Estates Highlight report to be circulated after the meeting.
* It was noted that localities have Estates CIP plans that will not be duplicated within this workstream. Ella Bailey fed back that there have been some real positives with the work taking place in localities which
should be celebrated.
* Work has commenced on the GM Dental Voids, with an initial scoping report aimed at improving the utilisation of dental estate across GM. The focus is on both LIFT and NHS Property Services (NHSPS) buildings,
identifying underused and void dental spaces and opportunities for strategic repurposing. The scope includes 20 LIFT buildings and 13 NHSPS Properties.
* An issue regarding Eccles Gateway was highlighted which requires a decision and is currently going through the STAR process.
* GP subsidies - All Localities are currently reviewing Historic GP Subsidy arrangements to enhance utilisation and ensure a consistent and equitable approach across the system. It is acknowledged that different
models are being explored to reflect Local circumstances. The target is to have revised agreements in place by April 26. Any Resulting savings will be reinvested into Primary Care Services via BeCCoR to support
ongoing Service improvement and sustainably.
220 Action * Bookable accommodation is being reviewed alongside void space to determine where space can be repurposed or occupied to improve utilisation and support service needs. PMO 28/08/2025 28/08/2025 Complete
* Risk of void space increasing as providers look to achieve savings by exiting from NHS estate. Process being reviewed with NHS PS to ensure Scrutiny and sign off is followed and the financial impact understood.
* From a locality ive, lease iations progressing in Stockport Locality. There has also been agreement to sub-let 15 of 48 desks at Trafford Town Hall — expect to be effective from September 25.
A query was raised following the successful lease termination/hand back of St James's House Front Wing in May 25 and how the saving had been reported. Hannah Smith fed back that she believed it had been Hannah Smith to liaise with David Milner to clarify how the saving re
. counted as part of corporate CIP savings but offered to check the detail with David Milner and will report back after the meeting. St James's House was captured as part of our CIP reporting and ’
224 Action feedback to Ella Bailey and Karen Wannacott. Hannah Smith 28/08/2025 28/08/2028 Complete
Y
Risks highlighted Ella Bailey to provide narrative to Nicola Hepburn after the meeting
* When providers move out of a property, it can potentially create a void for the ICB which in some cases means we have to pick up associated costs ie rent etc. There was a concern that this is not fully highlighting the potential risks to the ICB when providers move out
understood and CFOs need to be alerted to this issue. of premises and include some pertinent questions that could be
* Gareth James fed back that he was aware of a couple of examples where providers had served notice and the cost had fallen to the ICB. raised at the Provider Oversight Meetings to ensure we capture any
225 Action . NicoI‘a Hepburn reportec‘! tr‘|at this matter had beer} .discussed a( a CFO workshop that she ha{! atten.ded inJune skoas .on ?FUS radar but it was acknowledged that there was a potential lack of awareness areas where the ICB may incurr costs due to voids. Ella Bailey 28/08/2025 28/08/2025 G
regarding the consequential impact on the ICB. Decisions are being made at SEG but the associated risks are not being highlighted.
* It was agreed that this issue needs to be escalated and it would be appropriate to raise it at the Provider Oversight Meetings which take place monthly. Nicola requested Ella provides narrative after the meeting
highlighting the risks to the ICB and setting out some pertinent questions that could be raised with providers.
Other work underway Estates Strategy to be shared when available with CIP Operational
Nicola Hepburn fed back that she had recently met with Lyn Brankin, Associate Director of Estates, NHS GM, and colleagues from NHSE and it had been agreed that from October 25, we will have one Estates Group B. Nicola
226 Action Strategy which will be shared when it has been signed off. e 28/08/2025 31/10/2025 Complete
Next steps PMO to send CIP Operational Group A meeting schedule and
It was proposed and agreed with Ella Bailey and Karen Wannacott that Estates CIP will move to Live Schemes (CIP Operational Group A) with immediate effect. Sam Evans requested we ensure further work is highlight report template to Ella Bailey and Karen Wannacott after
227 Decision undertaken to bring the PID up to date so that it includes up to date financial information and milestones for monitoring purposes. Support from David Milner was offered to assist around the financial phasing. the meeting. PMO 28/08/2025 31/08/2025 Complete
PMO to set up meeting between Ella Bailey, Karen Wannacott and
228 AT David Milner to discuss financial phasing of Estates CIP. PMO 28/08/2025 28/08/2025 Complete
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Required information

Details

Title of report

NHS Planning Framework

Author
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Contact for further information
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Executive summary

A new multi-year planning framework was published
by NHS England (NHSE) on the 8" September 2025.
The framework sets out a new model of planning in
response to the 10 Year Health Plan and is intended
as a guide for local leaders responsible for shaping
medium-term plans covering the period 2026/27 to
2030/31. The framework provides clarity on roles and
responsibilities within the context of the new NHS

operating model and sets out core principles, key
planning activities and indicative timescales.

The benefits that the population
of Greater Manchester will
experience.

Effective financial management will contribute to the
delivery of the ICP strategy and delivery of health and
social care services to the population of Greater
Manchester.

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

Effective financial management will support the
delivery of the ICP strategy and the focus on
commissioning decisions to reduce health inequalities
and improve system financial sustainability.

The decision to be made and/or
input sought

This paper has been submitted for the Finance
Committee to receive and note the contents.

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

The report provides a Planning update aligned to the
strategic risk to improve financial sustainability.

Key milestones

Submission of Plan and MTFP to Board for approval,
in line with NHSE guidance




Leadership and governance
arrangements

This summary report will be presented to the Finance
Committee on 7" October 2025.

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

N/A, part of on-going reporting to the Finance
Committee.

Financial or Legal Implications

N/A as this is an update on the NHSE planning

Framework for 2026/27.
Table 1 — core information relating to the content or creation of paper
Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N Y N N Y

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




1. Introduction

1.1 A new multi-year planning framework was published by NHS England (NHSE) on the 8"
September 2025. The framework sets out a new model of planning in response to the 10 Year
Health Plan and is intended as a guide for local leaders responsible for shaping medium-term
plans covering the period 2026/27 to 2030/31. The framework provides clarity on roles and
responsibilities within the context of the new NHS operating model and sets out core principles,
key planning activities and indicative timescales.

1.2 This paper provides Board members with a summary of the principles and requirements set
out in the framework and describes the approach we are proposing to take, outlining local
governance and processes to meet the requirements. The paper defines the different
responsibilities and accountabilities and articulates some of the key risks and mitigations.

1.3 The Planning Framework is explicit in its expectations on the role of individual ICB Boards in
the development and delivery of plans. The paper describes these responsibilities and sets out
proposals for ensuring that the Board is fully and actively engaged in the planning process over
the coming months.

2. Principles for Effective, Integrated Planning

2.1 The 10 Year Health Plan sets out the need for a significant change to the way in which
services are organised, delivered and funded. To support this, the framework outlines a new
model of planning which will build the foundation for the transformation of services.

2.2 All organisations are being asked to prepare credible, integrated five-year plans and
demonstrate how financial sustainability will be secured over the medium term. This means
developing plans that:

¢ build and align across time horizons, joining up strategic and operational planning

e are co-ordinated and coherent across organisations and different spatial levels

e demonstrate robust triangulation between finance, quality, activity and workforce

2.3 The framework emphasises five foundational principles:

e Outcome focused: Planning should be anchored in delivering tangible and measurable
improvements in outcomes for patients and the public, and improved value for taxpayers.
Involving patients, carers, and communities is critical for ensuring that plans deliver better
outcomes and services that are responsive to local needs

e Accountable & transparent: Effective planning requires clarity on roles, responsibilities,
and accountabilities. Governance structures must support transparent decision-making,
provide regular oversight and constructive challenge, and ensure alignment

e Evidence-based: The decisions made as part of planning should be underpinned by
robust analytical foundations, including population health analysis, demand and capacity
modelling, workforce analytics, and financial forecasts. This should be informed by best
practice and benchmarking

e Multi-disciplinary: Planning must bring together staff from across different functional areas
(including finance, workforce and clinical) to ensure that work is co-ordinated and that
those responsible for delivery have shaped its content

e Credible and deliverable: Plans must set ambitious yet achievable goals. They should



clearly articulate the resources required, realistically reflect workforce and financial
constraints, and include mitigation strategies for key risks. Robust triangulation between
finance, performance, workforce and quality is critical.

3. Planning Outputs

3.1 The integrated planning process outlined in the framework is expected to deliver a set of core
planning outputs that are listed below.
e Five-year strategic commissioning plans (ICBs)- also referred to as a Population Health
Improvement Plan
e Five-year integrated delivery plans (NHS trusts and NHS foundation trusts)
e Neighbourhood health plans
e National plan returns

3.2 Further detail about each of these is included in Appendix 1.

4. Roles, Responsibilities & Accountabilities

4.1 The planning framework is clear on the roles, responsibilities and accountabilities of NHS
organisations in developing and delivering the core outputs which will be required through
integrated planning processes. These are described in table 1.

Table 1

Providers

Develop strategic, operational and financial plans to deliver on national
and local priorities, including pathway redesign and service development.
Develop and continuously improve the foundations for integrated
planning including robust demand and capacity modelling and
triangulation across quality, finance, activity and workforce plans.

Ensure strong clinical leadership in plan development and linked decision
making.

Collaborate with system, place and provider collaborative partners to
ensure plans support the delivery of the best outcomes for local
populations and the most effective use of collective resources.

Work with ICBs to ensure plans reflect agreed commissioned activity
levels and align to the overall system strategy.

ICBs

Set overall system strategy to inform allocation of resources to improve
population health outcomes and ensure equitable access to healthcare.
Lead system level strategic planning, ensuring effective demand
management and optimal use of collective resources.

Set commissioning intentions and outcome-based service specifications
to enable providers to undertake effective operational planning aligned to
national and local priorities.

Convene and co-ordinate system-wide planning activities, for example,
pathway redesign, neighbourhood health, fragile services, capital and
estates.

Work closely with region on planning activities where a cross-system or




multi-ICB response is required.
e Co-ordinate system response to nationally determined NHS planning
requirements, working with region and providers.

Regions e Support ICBs and providers to ‘create the conditions’ for effective,
integrated planning across the region, including assessment of planning
maturity.

e Lead those planning activities where a regional or cross system response
is required, for example, strategic infrastructure planning, long term
workforce planning, education and training capacity planning.

e Support and assure ICB and provider responses to nationally mandated
elements of NHS planning including risk assessment, coordinating
appropriate support, and plan acceptance.

o Work closely with national teams to design national planning products
and processes and support capability and capacity building.

National e Set strategic direction and national priorities and standards for the NHS.

e Develop and continuously improve the national planning framework,
including specific requirements for the nationally co-ordinated element of
NHS planning.

e Support capability and capacity building across the system and promote
sharing and adoption of best practice.

e Deliver centrally developed resources, such as analytical tools, data
packs, modelling assumptions, and templates to reduce duplication and
ensure consistency.

e Provide guidance and technical support to underpin planning and
assurance processes.

e Work closely with regions, ICBs and providers on the design and
refinement of national planning products and processes.

4.2 The boards of individual ICBs and providers are accountable for the development and
delivery of their plans. Boards are expected to play an active role in setting direction, reviewing
drafts, and constructively challenging assumptions. Boards are also expected to set the
conditions for continuous improvement, ensuring there is a clear data-driven and clinically led
improvement approach in place.

4.3 Accountability at the level of individual organisations sits alongside the duty to collaborate.
Effective planning will require organisations to work constructively across the system to deliver
shared objectives.

5. Timescales

5.1 An indicative timetable was shared with detailed requirements set out under phases 1 & 2,
but this has been withdrawn. ICBs and providers are expected to fully develop their medium-term
plans and take them through board assurance and sign off processes in December 2025.

5.2 The framework further clarifies the roles of ICBs, providers, and place partners across two
planning phases: setting the foundations and integrated planning. This detail is included as
Appendix 2.



6. Responding to the Planning Framework

6.1 In response to the planning framework, the ICB has stood up system governance. This
includes the GM planning hub which comprises providers, ICB subject matter experts and other
stakeholders. The purpose of this group focusses on coordination. In addition, an Oversight
Group has been established which includes Executive/senior level membership from across the
system. This will provide direction, align the system and aid with some of the challenging
decisions through the process. Sessions have been undertaken within the ICB, including Chief
Officers, Extended leadership Team and the Live Leadership Briefing. Engagement with GM
partnership forums, including finance and strategy have been undertaken.

6.2 Key foundational activities are underway including:
¢ refresh of population demand assumptions
e refresh of our medium-term plan, underpinned by commissioning and clinical strategies
e review of productivity, performance and quality
e development of an approach for neighbourhood population health plans, linked to a GM
population health improvement plan
development of forecasts, scenarios and planning assumptions
e development of commissioning intentions and work programmes to underpin delivery
e development of a communication and engagement approach (in addition to drawing from
the robust intelligence held already)

6.3 Whilst NHSE had issued an indicative timeline there is a significant risk that subsequent
guidance and allocations will not follow in a timely way. It is understood that the intended
December submission date will move backward if guidance is not issued in accordance with the
initial timeline. NHS GM ordinarily starts the planning process six months in advance of the
submission date. The current national timeline truncates this, in addition to broadening the scope
to a medium-term planning submission. However, the direction of the 10-year plan and the
planning guidance is a continuation of our direction of travel so we have a lot of existing work to
draw upon so this risk can be mitigated.

6.4 The GM programme has set an explicit expectation that all organisations, including the ICB,
work to a compliant plan, delivering financial and performance requirements. These will need to
be underpinned by delivery plans which can give assurance of impact.

7. Risks & Mitigations

7.1A rapid review of risks and potential mitigations has been undertaken, which will be further
refined through the planning hub and the oversight group. These will also be reported to
the Board. The risks will be regularly updated and communicated through the relevant
governance channels.



Risk Description [Event - Cause - Impact]

Actions [Mitigation)

Perfarmance expectations may increase significantly (Event] due ta
1 anticipated guidance [Cause), risking delivery of planning objectives Scenario planning and early engagement with
withir financial constraints (Impact). finance teams. 15
Delay in planning guidance and financial allacations (Event] dus ta
2 evolving policy enwironment [Cause), risking timely completion of high- Regular updates fram NHSE and fHerible planning
quality plans (Impact). timalines. 12
Organisational changes acrass Pegions, ICBz, and Praviders [Event]
3 causing unclear rales and team instability (Cause), impacting planning Clear role definitions and staff engagement
capacity and marale (Impact). 12 |initiatives. 6
T S S T T T E T T T AT T ST LT
F ailure to develop minimum 5% CIP programmes for 2025125 [Event] due readiness check to Flash reparts; support early
4 to late start and imited organizational focus (Cause), risking financial scheme development with template and
balance and credibility of planz Impact). guidance. 10
5 Potertial change in capital allocation route [direct to trusts rather than Manitar national comms; raise query at regional
via ICE] (Event] due to national policy shift (Cause), reducing ICE finance session; prepare process adjustments
oversightico-ordination and risking misaligned capital planning (Impact). B |depending on outcome, [
Insuffizient ICE QA window on provider submizsions [Event] because of Agree S-warking-day pre-submission review
B direct submissions ta NHZE and compressed timeline [Cause), leading windaw with providers; confirm QA expectations
to misalignment betw een ICE expectations and provider plans [Impact). 12 |with NHSE. [
Mizmatch of timing betw een allocations and planning guidance [Event) Lag risk and manitar allacation releaze timeline.
7 due to delayed release of financial allacations [Cause), risking Labby thraugh national regiontcolleagues to
triangulation and planning certainty (Impact). advocate for this principle. 12
Unzemainty and risk around the 25126 outturn pasition for finance and
g perfarmance [Evert] due ta unclear financial and perfarmance
bazelines [Cauze), creating a more challenging starting paint for 26027 Strong delivery focus inHZ. Implementation of HZ
planning Impact). 12 | actions and recovery plans for areas of concern, [i]
5 Lack of timely clear GM assumptions and commissioning intentions Focus applied within ICBlsubject matter experts.
[Event] due to delavs inregionallinational guidance (Cause), mpacting Create GM azsumptions for consistent use in the
the ability ta create acourate activiey modelling for Trust plans (Impact], 12 |meantime [i]
Reduced timescales and broader scope for planning [Event] due ta
10 compressed national timelines and expanded requirements (Cauze), Pre plan activities where possible uzing assumed
tisking the quality of planning outputs [Impact]. 12 |products and dates. )
Pravider warkforce challenge s [Event) dus to stafting shortages and
1 recruitment issues [Cause), risking operational delivery in some areas at
Trust and patentially GM level Impact). 12 |Provider level interventions 12
Lack of capital investment in estate and infrastructure [Event] dus ta
12 funding constraints [Cause), creating revenue and delivery pressures
lImpact]. 12 |GM coardination of prioritisation of capital. )
Unexpected demand growth [Event] due to inacourate farecasting o
13 external pressures (Cause), creating additional financial and Clear demand management strategies within
performance risk (Impact). 12 |system programmes ]
" Unzoordinated planning from specialist and ICE commissioning (Event)
due tolack of alignment and communication [Cause), risking provider MHSE specialist commissioning part of planning
planz that are incomplate or not assured (Impact). 12 |hub. Commissioniong links to be made 8

8. Conclusion & Recommendations

8.1 The new NHS Planning Framework provides a shift from annual to medium term planning and
more forward-looking and strategic approach to support delivery of the ambitions outlined in the 10
Year Health Plan. There is a strong focus on evidence based and integrated planning to support
more coherent and credible plans that have system ownership.

8.2 The phased timetable provides a clear but challenging trajectory for transition which will
require a multi-disciplinary planning team drawn from across the ICB working in collaboration with
partners to produce full plans for Board level agreement in December 2025.

8.3 Progress has been made in establishing senior level ownership for the planning process,
developing clear reporting lines and assurance and bringing together the capacity and capability
across the organisation to support the development of integrated plans.



8.4 Committee Members are asked to:

i. Note the requirements outlined in the NHS Planning Framework

ii. Support the approach outlined in the paper
iii. Receive reports on progress and provide constructive challenge to support plan

developments



Appendix 1: Description of the Planning Outputs

Output

Description

Five-year integrated
delivery plans (NHS
trusts and NHS
foundation trusts)

Demonstrates how the organisation will deliver national
and local priorities and secure financial sustainability.
As minimum, plans are expected to set out the evidence
base and organisation’s strategic approach to:
e improving quality, productivity, and operational
and financial performance
e meeting the health needs of the population it
serves and how this approach contributes to
delivering the overall objectives of the local health
economy
e describe the actions that will support delivery of
the trust’s objectives, including key service
development and transformation schemes and
how these will impact quality and support
operational and financial delivery
e summarise how the underpinning capabilities,
infrastructure and partnership arrangements
required to deliver the plan will be developed e.g.
workforce skills, digital capability, and estate.

Providers will be expected to refresh these plans
annually as part of establishing a rolling five-year
planning horizon for the NHS.

Neighbourhood health
plans

These will be drawn up by local government, the NHS
and its partners at single or upper tier authority level
under the leadership of the Health and Wellbeing Board,
incorporating public health, social care, and the Better
Care Fund. The plan should set out how the

NHS, local authority and other organisations, including
social care providers and VCSE, will work together to
design and deliver neighbourhood health services.
DHSC will publish separate guidance to support their
development.

National plan returns

NHSE will engage with ICBs and providers on the
specific requirements for the national plan returns.
Five-year organisational plans will be expected to fully




align with and support numerical returns. The existing
set of annual finance, workforce, activity and
performance templates will be redesigned and
streamlined to better support integrated planning. There

will be separate returns from ICBs and trusts rather than

a single-system return. ICBs and providers will need to
work together to ensure that these are fully aligned.

10



Appendix 2: Roles & Responsibilities across the Planning Phases

Phase One - setting the foundations

ICB

Provider*

Place Partners

In collaboration with providers
and partners perform a
refresh of the
clinical/organisational
strategy as required to ensure
they are updated to reflect
changes in national policy (for
example, the 10 Year Health
Plan) or local context.

Review organisational
improvement capability.

Establish appropriate
governance structures and
agree responsibilities and
ways of working to support
the integrated

planning process, including
engagement with patients and
local communities. This
should include working with
providers.

Assess population needs,
identifying underserved
communities and surfacing
inequalities, and share with
providers.

Review quality, performance
and productivity of existing
provision using data and input
from stakeholders, people
and communities.

In collaboration with ICB
perform a refresh of the
clinical/organisational strategy
as required to ensure they are
updated to reflect changes in
national policy (for example,
the 10 Year Health Plan) or
local context.

Review organisational
improvement capability.

Establish appropriate
governance structures and
agree responsibilities and
ways of working to support
the integrated planning
process, including
engagement with patients and
local communities. This
should include working with
ICBs.

Review quality, performance
and productivity at service
level as well as the
organisation’s underlying
capabilities (workforce,
infrastructure, digital

and technology).

Establish a robust financial
baseline based on underlying
position and drivers of costs.

Identify key sources of

Provide place-
level input on

population needs

and local
priorities
including Joint
Strategic Needs
Assessment
(JSNA)

11




Develop initial forecasts and
scenario modelling for
demand and service
pressures.

Generate actionable insights
to inform service and pathway
design with providers.

Create outline commissioning
intentions for discussion with
providers

unwarranted variation and
improvement opportunities
through benchmarking and
best practice.

Identify service and pathway
redesign opportunities
including reviewing fragile
services.

Undertake core demand and
capacity analysis and develop
initial forecasts and scenario
modelling.

*Individually and jointly across provider collaboratives

Phase Two - integrated planning

ICB

Provider*

Place Partners

Develop an evidence-based
five-year strategic
commissioning plan to
improve population health
and access to consistently
high- quality services.

Bring together neighbourhood
health plans into a population
health improvement plan in
discussion with people,
communities and partners.
Iterate initial forecasting and
scenario modelling for
demand and service
pressures.

Finalise commissioning plans
to inform provider plan
development.

Undertake Quality and

Develop a credible, integrated
organisational five-year plan
that demonstrates how
national and local priorities
will be delivered, including
securing financial
sustainability Iterate core
demand and capacity analysis
and scenario modelling to
reflect service redesign
opportunities.

Develop clear service level
plans that meet national and
local priorities, including
implementation plans best
practice care pathways.

Triangulate and finalise
finance, workforce, activity
and quality plans.

Lead the co-
design of
integrated
service models
at place level.

Develop
Neighbourhood
Health Plan and
supporting
place-based
delivery plans.

12



Equality Impact Assessments
to support informed decision-
making through the planning
process.

Ensure improvement
resources are aligned to the
priority areas of the plan.

Undertake Quality and
Equality Impact Assessments
to support informed decision-
making through the planning
process.

Ensure improvement
resources are in place to
deliver plans.

*Individually and jointly across provider collaboratives

13
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Executive summary

In line with the amended 2006 Act, ICBs are
required to publish the joint capital resource use
plan before or soon after the start of the financial
year and report against them within their annual
report.

This paper describes the background to the Joint
Capital Resource Use Plan 2025/26 and provides
a copy of the plan itself.

The benefits that the population of
Greater Manchester will experience.

e Modern, safer facilities

o Faster diagnostics and treatment

e Expanded mental health and community
services

e Operational efficiency

¢ Digital transformation

e Sustainability and cost savings

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

Improving access in underserved areas,
expanding diagnostic and treatment capacity and
enhancing digital infrastructure

The decision to be made and/or input
sought

The Finance Committee is asked to:
1. Note the content of this report and the
Joint Capital Resource Use Plan 2025-26.
2. Approve the report before publication.

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

The report provides an update aligned to the
strategic risk to achieve financial sustainability for
GM ICS.

Key milestones

Business cases are in the process of being
approved by NHSE and are at various stages in
that process. As at month 5 the forecast is to
spend the full capital allocation.




The responsibility for provider capital sits with
individual Trust Boards. ICB capital is the
Leadership and governance responsibility of the ICB CFO. The system
arrangements position overall is overseen by the Capital
Resource Assurance Group (CRAG) chaired by
the ICB Deputy CEO.

Engagement* to date
The report was presented to Chief Officers in

*Engagement: public, clinical. August 2025, who recommended it being
Analysis: equality, sustainability, presented to the Finance Committee for formal
financial. Comments/ approval by approval.

groups/ committees.

The revenue implications of capital plans are built

Financial or Legal Implications into ICB and provider financial plans.

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

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

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



Background

1.1 The National Health Service Act 2006, as amended by the Health and
Care Act 2022 (the amended 2006 Act) sets out that an ICB and its partner
NHS Trusts and Foundation Trusts:

e must before the start of each financial year, prepare a plan setting out their
planned capital resource use.

e must publish that plan and give a copy to their integrated care partnership,
Health & Well-being Boards and NHS England.

e may revise the published plan - but if they consider the changes significant,
they must re-publish the whole plan; if the changes are not significant, they
must publish a document setting out the changes.

1.2 In line with the amended 2006 Act, ICBs are required to publish these
plans before or soon after the start of the financial year and report against
them within their annual report.

1.3 A copy of the Joint Capital Resource Use Plan is attached as Appendix 1.
Recommendations

2.0 The Finance Committee are asked to:

¢ Note the content of this report and the Joint Capital Resource Use
Plan 2025-26.

e Approve the report before publication.


https://www.legislation.gov.uk/ukpga/2022/31/contents/enacted
https://www.legislation.gov.uk/ukpga/2022/31/contents/enacted

Appendix 1

Joint Capital Resource Use Plan 2025/26

North West
Greater Manchester (ICB)

Following approval by Finance Committee

DRAFT

Introduction

Greater Manchester Integrated Care Board (ICB) has responsibility for
planning and buying NHS services for the 3.3 million people living in Greater
Manchester.

The NHS Trusts and NHS Foundation Trusts that form part of the ICB are as
follows:

Manchester University Hospitals NHS Foundation Trust.
Tameside and Glossop Integrated Care NHS Foundation Trust.
Northern Care Alliance NHS Foundation Trust.

Greater Manchester Mental Health NHS Foundation Trust.

The Christie NHS Foundation Trust.

Wrightington, Wigan and Leigh NHS Foundation Trust.
Pennine Care NHS Foundation Trust.

Stockport NHS Foundation Trust.

Bolton NHS Foundation Trust.

Greater Manchester ICB has a draft ICS-wide Infrastructure and Capital
Strategy. This covers years 2024-2034 and sets out the longer-term estates
vision which was endorsed by the ICB Board in January 2024. Work is
currently underway to develop the final version and is expected to be
completed by the end of 2025.

Infrastructure is a key enabler for transforming health and care services. The
initiative represents a significant milestone in the ongoing transformation of
the healthcare estate. The Strategy is central to the ambition of developing




infrastructure that supports integrated care models, addresses essential
backlog maintenance, and ensures efficient asset use. The Strategy also
considers how the system can align with national directives while responding
to local population growth and evolving healthcare needs.

The Infrastructure Strategy sets out some of the longer-term plans across the
system and associated investment required to deliver these (core vision and
principles illustrated in Table 1 overleaf).

Table 1.0 Infrastructure Vision and Core Principles

One of the key strategic priorities included in the Strategy is to reduce critical
infrastructure risk and backlog maintenance to enable secondary care,
primary care and GP Practices to maintain their equipment and premises
safely. Investments in a number of key strategic areas are planned to improve
Urgent Emergency Care, Diagnostics and Elective facilities as well as the
eradication of Reinforced Autoclaved Aerated Concrete (RAAC) from Trust
premises by 2035. Further priorities involve reducing mental health Out of
Area Placements, digital solution implementation and progression of the New
Hospital Programme.

The Greater Manchester ICS Capital Pipeline is made up of current and future
priorities that partners have identified as their key estates needs to provide
health and care for the growing population. The aims will continue to deliver
on strategic criteria such as population benefit, service integration &
alignment, access and operational benefit in conjunction with the Estates,
Clinical, Digital, People and Green plans.




The overall responsibility for estates in the ICB sits with the Deputy Chief
Executive. The Estates Team, headed up by the Programme Director for
Estates support strategic estates and NHSE capital investment planning in
supporting Primary Care.

The Greater Manchester system informs infrastructure planning and agrees
key aims and objectives covering key estate or capital priorities by:

e The NHS Greater Manchester Integrated Care Board. This is a statutory
NHS organisation responsible for managing the NHS budget and
arranging for the provision of health services whilst supporting the
integration of NHS services with our partners.

e Theten Place Based Partnerships work locally to support the integration
of health and care services in support of local Joint Health and
Wellbeing Strategies

e NHS Greater Manchester Finance Assurance Committee supports
oversight of financial delivery and development of financial strategy
including recommendations covering capital, investment and digital
investment priorities.

e GM Capital Resource Assurance Group (CRAG) supports oversight of
resource allocation across GM.

e 10 Strategic Estates Groups - look at strategic objectives for each
Place, integrating health and care, horizon scanning, agreeing future
use of estate /surplus estate and facilitate service moves. These Groups
make recommendations which are endorsed by Localities and individual
NHS Provider organisation.




The ICS has been allocated the following operational capital allocations for
2025/26 by NHS England (NHSE). Public Dividend Capital (PDC) funded
schemes sit outside of the operational capital envelope:

e Provider gross operational capital allocation £207m (net £193m)
e |CB operational capital allocation £12m
e Total operational capital allocation £219m (net £205m)

This is considered to be low risk as all the funding has been confirmed, with
PDC subject to business case approval from NHSE.

Provider breakdown:

Core Allocation m

Depreciation £150,332
Gross Assets £32,461
Backlog maintenance £24,507
Total £207,300
Reductions:

C&M payback -£8,000
Aseptics -£3,000
Fair shares -£10,100
Cap / Collar -£8,460
Requested Capital Freedoms (CFT) £14,986
Total -£14,574

Provider Total - Non cash backed £192,726

The allocation above includes a £10.1m reduction in the operational capital
envelope because of the system delivering a revenue deficit in 2024/25.

A further reduction of £8.4 was applied for cap and collar purposes. The
remaining reduction of £11m was due to locally agreed terms on debt brought
forward: £8m C&M and £3m for Aseptic SFT.

The net allocation includes anticipated Capital Freedoms (£14.9m) but
excludes any additional performance related capital.

1CB Breakdown:

CoreAllocation | £000 |
BAU Capital Allocation £6,645
Utilisation Fund £5,556
Total £12,201




As shown in Annex A, the total capital programme for 2025/26 is £404m with
the funding for this being as follows:

e Operational capital £205m
¢ Inclusive of Provider Capital Freedoms £14.9m
e |CB Operational Capital £6.6m
¢ |CB Utilisation Fund £5.6

e PDC / other technical £198.6m
e Total Operational Capital and PDC £404m

The plans are, therefore, within the allocations set by NHSE.




National strategic capital investment was administered with support from
the system’s project teams to reflect a prioritisation conducted for each
programme. The GM Resource Assurance Group (CRAG) has set GM
intentions for a fully prioritised capital plan within three years. GM will be
required to agree a process for this so that access to capital is aligned fully
to the GM strategy.

The frontline digitisation EPR funding and New Hospital Project were
awarded via the national, team.

The system operational capital budget is allocated to each provider using
the methodology set by NHS England. Each provider then determines how
it deploys the capital available based on local priorities, such as equipment
replacement programmes and backlog maintenance.

The main areas of spend within the plan are as follows:
e New build £121m

e Equipment £40.9m

¢ Routine maintenance £40.3m

o ITE71m

e Backlog maintenance £86m

e Primary Care £12m

The total capital requirement to remove Backlog and Critical Infrastructure
Risk in the Trusts in Greater Manchester is £601m (2023/2024 ERIC
figures).

Overview of ongoing scheme progression



2025/26 capital plans include the continuation of a number of schemes that
commenced in previous years. These are funded by PDC and are as follows
in 25/26:

e Eradication of RAAC (Bolton FT, NCA & MFT) - £62m

e New Hospitals Programme (Manchester University Foundation Trust) -
£10.3m

e Continuation of Electronic Patient Records projects (SFT & TGICFT)
£31.2m

e Patient safety — ligature PCFT £650K

Risks and contingencies

The main risk to capital plans in 2025/26 is inflation creating an in-year
pressure on budgets. The risk will be managed through tight monitoring of
spend in-year.

The other main risk is the ability to spend capital in year given that formal
approval is required from NHS England before spend on the Return to
Constitutional Standards and Critical Infrastructure Risk schemes can
commence. This will be managed through early engagement with NHSE
and tight monitoring of spend once the schemes are formally approved.

Business cases in 2025/26

NHSE requested Programme of works / short form business cases to
approve the Return to Constitutional Standards bids.

e For UEC the largest projects are a co located UTC on the
Oldham site of the Northern Care Alliance (£4.9m) and an A&E
Diagnosis refurbishment in Wrightington, Wigan and Leigh NHS
Foundation Trust (£3.7m)

e The diagnostic schemes are mostly new equipment with the
biggest areas of spend being new CT scanners at MFT (£3.2m)
and Digital Pathology platform enhancement across GM
(£1.9m).

e For Elective the main projects are the creation of 5 new
procedure rooms at the NCA (£2m) and an additional procedure
room at TGICFT (£1.2m).




e The main projects for Mental Health Out of Area placements is a
GM community rehab centre (GMMH £8.3m).

Cross-system and collaborative working

The capital allocation for Northwest Ambulance Service NHS Trust
(NWAS) is held by NHS Lancashire and South Cumbria ICB. NWAS
operates across all ICBs in the Northwest region and as such the
capital expenditure incurred directly impacts all three systems.

GM CRAG has advisory oversight on capital resource allocation. This
group is made up of multi-disciplinary members from different Trusts to
actively encourage effective collaboration.

Net zero carbon strategy

The ICBs Green Plan was endorsed by Board in July. The Infrastructure
Strategy also refers to the Green Agenda and the requirements to achieve
carbon neutrality. The NHS England Green Plan highlights the respective
timescales to achieve 80%, Net Zero (2040) and Net Zero + (2045) whilst
the NHS GM Green Plan sets out the vision and priorities for the healthcare
system to reach net zero carbon emissions by 2038 for the NHS carbon
footprint.

The Green Plan was endorsed by Board in July.

The ICB and its partners continue to seek and apply for funding where
available to reduce its carbon footprint. Recently, NHS GM Providers have
been successful in receiving £20.8m in grants toward decarbonising their
estate. Some of these grants require differing levels of match funding
which need to be assessed at the time against competing capital
pressures.







Annex A — NHS GM 2025/26 Capital Plan

CDEL

Backlog maintenance

Operational Capital

Total System Operational Capacity
2025/26 Cancer LINAC Replacement
2025/26 Estates Safety

Diagnostics

Elective Recovery/Targeted Investment Fund

2025/26 Mental Health: Reducing Out of Area Placements
NHP

RAAC

STP - Hospital Upgrades

Technology Schemes

UEC Capacity

Net Zero

Other adjustments (Technical Accounting)

Total System CDEL

12
12

45
45

11

27

96

11
11

28

49

30
30

66

16
16

10

35

PCFT SFT
£'000 £'000
49 4 17
49 4 17
2
1 3
0
0
3
15
1 2
1
0 0 0
51 10 37

WWL Total Full Year

£'000 Plan £000
7 13 205
7 13 205.0
2
2 3 37
7
1 10
14
10
62
0
16 31
18
2 0 7
28 25 404

*figures exclude Trust over-programming
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themes from the Month 5 2025/26 ICS financial
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The benefits that the population
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consider whether any items should be escalated to
another ICB Committee or the Board.

How this supports the delivery
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the Board Assurance
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The report provides an update aligned to the strategic
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Key milestones
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Public Clinical Sustainability | Financial Legal Conflicts of | Report
engagement | engagement | impact advice advice Interest accessible
N N N Y N N Y

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




1. Introduction

1.1 The purpose of the report is to summarise the key themes from the Month 5 2025/26 ICS financial
position which are relevant to the open NHSE Undertakings.

2. Key Messages
2.1 Open NHSE Undertakings

The ICB has 4 open undertakings, of which two are related to financial performance (highlighted in bold)
and are the focus of this report:

Ref No Action Description
2.5 Delivery of 2025/26 We jointly recognise the challenging nature of the
Financial plan financial plan, and this remains a key risk to the
successful exit from Undertakings
2.6 Resolution of all historic The remaining outstanding action is the resolution of the
commissioning decisions major trauma service model, for which we have a roadmap
2.7 Development of the This is scheduled for approval in Quarter 3 in line with
medium term financial plan | NHSE national planning guidance
3.1.2 UEC performance This continues to be a story of broad improvement
recognising continued challenges

3. Delivery of 2025/26 Financial plan

3.1 As at Month 5 the total ICS year to date deficit is £92.3m, a £19.8m adverse variance against the plan
(Month 4: variance of £9.7m), which is a deterioration of £10.1m from the previous month. This is mainly
related to MFT, who are reporting continued pressures due to increased premium staffing costs, industrial
action and non-pay overspends.

3.2 The NHS GM position has remained on plan, reporting a £3.1m YTD deficit this month. There are
continuing pressures relating to ADHD, Autism and s117 within Mental Health, increased costs associated
with All Age Continuing Care and delays in the identification and delivery of savings for a number of
schemes. There is also overperformance of Independent Sector elective plans requiring activity
management processes to bring back in line. These pressures are offset partially with some areas of
under spend in the overall position.

3.3 The ICS gross risk has been estimated at £189.9m at M5, which is a decrease of £33.9m
from M4. Of the total:
o £89.7m relates to Providers
o £100.2m relates to NHS GM
The majority of this relates to risk associated with the delivery of efficiency targets and the GM system is
currently reporting that all risk will be fully mitigated, resulting in zero net risk.

3.4 The ICS has a savings target of £656.0m; YTD savings of £218.2m have been delivered
against a target of £209.2m, of which 52.9% has been delivered recurrently. Delivery is currently
£9.1m ahead of plan YTD.



Full year savings of £656.0m are forecast, albeit with risks and at this stage unidentified CIP of
£15.9m being reported by GM providers.

3.5 ICB Recovery plans have been developed against the following risk areas:

e CHC/IPoC

e ADHD / Autism

e Independent Sector over performance
e CIP programme

3.6 The following providers have also developed financial recovery plans:
e NCA

MFT

Bolton

Stockport

Tameside & Glossop

WWL

4. Development of the medium term financial plan

4.1 A new multi-year planning framework was published by NHS England (NHSE) on the 8th September
2025. The framework set out a new model of planning in response to the 10 Year Health Plan and is
intended as a guide for local leaders responsible for shaping medium-term plans covering the period
2026/27 to 2030/31. The framework provided clarity on roles and responsibilities within the context of the
new NHS operating model and set out core principles, key planning activities and indicative timescales.

4.2 The boards of individual ICBs and providers are accountable for the development and delivery of their
plans. Boards are expected to play an active role in setting direction, reviewing drafts, and constructively
challenging assumptions. Boards are also expected to set the conditions for continuous improvement,
ensuring there is a clear data-driven and clinically led improvement approach in place.

4.3 The more detailed planning guidance has not yet been issued, but the indication is that ICBs and
Providers will still be expected to have approved the medium term financial plan by the end of December
2025.

4.4 NHS GM is therefore progressing the development of its own integrated plan and key activities are
underway, including;
o refresh of population demand assumptions
¢ refresh of our medium-term plan, underpinned by commissioning and clinical strategies
¢ review of productivity, performance and quality
¢ development of an approach for neighbourhood population health plans, linked to a GM population
health improvement plan
development of forecasts, scenarios and planning assumptions
e development of commissioning intentions and work programmes to underpin delivery
e development of a communication and engagement approach (in addition to drawing from the
robust intelligence held already)

The ICB is also working collaboratively with GM NHS providers and will be issuing draft planning
assumptions and an indicative timetable by mid-October.



5. Recommendations
a. The Finance Committee is asked to:

¢ Note the key themes relating to the financial position at Month 5 and to escalate the key risks
identified by the ICB and GM NHS providers to the Board, noting the actions taken to develop
financial recovery plans to mitigate the risks in full.

¢ Note the planning framework update and escalate to the Board that approval of the medium term
financial plan may be delayed if the publication of the planning guidance and associated

allocations to ICBs are delayed.
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EXECUTIVE SUMMARY INCLUDING KEY MESSAGES:

Key Messages

For 25/26, the key high-level metrics have been categorised as follows based on latest available
data:

High risk

A&E 4-hour performance remains worse than plan.

GM providers continue to have patients waiting over 65 weeks for elective treatment. The
national expectation is to eliminate the small number of patients by mid-December.

The proportion of patients waiting more than 52 weeks for treatment was worse than
August’s plan. The target reductions required over the coming months will become more
challenging.

The average length of stay in a mental health acute inpatient bed for GM registered adults
and older adults was worse than July plan.

The number of adults with autism (with no learning disability) in an inpatient bed is not on
track to reduce to the levels expected by the end of quarter two.

Moderate risk

GM providers performed better than planned for July for the cancer faster diagnosis
standard. However, for August and September GM is forecast to be slightly worse than
planned.

The proportion of patients receiving cancer treatment within 62 days — GM performed worse
than July plan. The forecast for August and September is that performance will remain worse
than plan.

The proportion of patients waiting less than 18 weeks for treatment was better than the July
plan. However, delivering the year-end plan will be challenging.

The proportion of patients waiting less than 18 weeks for their first appointment was slightly
worse than August plan. Delivering the year-end plan will be challenging.

The proportion of patients waiting over 12hrs in a type 1 emergency department was slightly
worse than the August plan.

The number of children and young people accessing mental health services — GM was
slightly worse than July plan.

Low risk

Average response time for category 2 ambulance calls — GM continues to achieve the 30-
minute target.

Average handover time from ambulance arrival to handover at GM acute hospitals was
better than plan for August.

The number of adults with a learning disability (and may also be autistic) in an inpatient bed
is achieving the quarter 2 plan as of August.



1.1

2.1

2.2

2.3

24

2.5

2.6

2.7

2.8

Delivery 25/26

This section advises the Committee on NHS Greater Manchester's (GM) performance
focussing on high-risk areas for 25/26. It references the most recent published data but also
highlights more up to date but unvalidated data or forecasts where we have it.

Urgent and Emergency Care (UEC)

In August, 71.2% of patients attending A&E were admitted, transferred, or discharged within
four hours, which was worse than August plan. More recent unvalidated data shows that
between the 15t and 215t of September performance was at 68.2%, worse than September
plan of 72.6%. The target is to achieve 78% in March 26.

In August, 9.2% of patients waited over 12 hours for admission or discharge from a type 1
emergency department, which worse than plan by only 0.2%. More recent unvalidated data
shows between 15t and 18! September, performance was at 10% which is currently worse
than September plan. There is variation across providers.

GM continues to achieve the 30-minute target for Category 2 ambulance calls. In August,
the average response time was 22 minutes and 30 seconds. Unvalidated data shows that
between the 15t and 17" of September the average response time was 21 minutes and 52
seconds.

To support delivery of the category 2 target, ambulance handover times are closely
monitored. In August, the average handover time from an ambulance arrival to handover at
GM acute hospitals was 19 minutes and 35 seconds, almost 2 minutes better than plan.

Elective

In August, 58.8% of patients seen by GM Acute Trusts were waiting less than 18 weeks for
a first appointment, which was worse than August plan of 61.9%. The GM plan is to
achieve 68% by March 26.

In July, 55.3% of GM Trust patients were waiting less 18 weeks for treatment, which was
better than the July plan. The GM plan is to achieve 61% by March 26.

In July, 3.4% of the patients in GM Trusts, were waiting over 52 weeks for treatment, slightly
worse than the July plan. The national target for March 26 is to achieve less than 1% of the
total waiting list.

As of the 17t of September, GM Trusts are forecasting 111 patients wating over 65-week
for treatment at the end of September and then 139 patients waiting over 65 weeks at the
end of October, with 0 forecast for November. 138 of the 139 patients forecast for October
are from Wrightington, Wigan and Leigh NHS Foundation Trust (WWL). The national
expectation was to eliminate all these waiters by March 2025. There is 1 patient forecast to
be over 78 weeks by the end of September, due to capacity in WWL, in plastic surgery.


https://www.bing.com/ck/a?!&&p=177fc28e03027f342440d32755552cd4276ed1d9744c408a41b6495139b59c59JmltdHM9MTc0NjU3NjAwMA&ptn=3&ver=2&hsh=4&fclid=36912cd3-b28c-6cb6-1064-3969b3d56ddd&psq=wigan+trust&u=a1aHR0cHM6Ly9lbi53aWtpcGVkaWEub3JnL3dpa2kvV3JpZ2h0aW5ndG9uLF9XaWdhbl9hbmRfTGVpZ2hfTkhTX0ZvdW5kYXRpb25fVHJ1c3Q&ntb=1

Diagnostics

2.9 Atthe end of July, 17.1% of patients were waiting more than six weeks for a diagnostic test
at GM NHS providers. This measure has been gradually deteriorating since March 25. Local
targets have been set with providers. This metric is no longer an operational planning metric,
but GM will continue to closely monitor performance to ensure it does not have an adverse
impact on the national cancer and elective waiting time targets.

Cancer

2.10 GM providers were better than plan for the cancer faster diagnosis, with 78.2% diagnosed
within 28 days in July 25, against June plan of 77.1%. Local data shows GM is forecast to
be slightly worse than August and September plan. The target increases to 80% by March
26.

2.11 In July 70.6% of cancer patients received treatment within 62 days, worse than July plan of
71%. Local data shows GM is forecast to be worse than plan for August and September.
The target increases to 75% by March 26.

Mental Health

2.12 The average length of stay in a mental health acute inpatient bed for adults and older
adults discharged in the three months to July 25, was 67.5 days for GM registered patients
worse than July plan. The plan is to reduce to 57 days by March 26.

2.13 The number of patients in an adult acute bed who are clinically fit for discharge (CRFD)
remains high. In August there was an average of 70.6 patients delayed per day, and the plan
is to reduce to an average of 59 patients delayed throughout 2025-26. This is not a national
planning metric but is closely monitored to help improve patient flow.

2.14 The number of children and young people accessing mental health services in the 12
months to July 2025 was 54,935, which was worse than July plan of 55,000.

Adults with learning disabilities and/or autism in a mental health inpatient setting

2.15 At the end of August, there were 65 adults with autism (with no learning disability) in an
inpatient bed, which is currently worse than the quarter two plan of no more than 54
adults. It is important to note that nationally published data for this metric is rounded to
nearest five to prevent identification of vulnerable individuals. Larger numbers are also
rounded to ensure uniformity across the national datasets. Access to the unvalidated and
unsuppressed data up to the 14" of September, show a much-improved position, but
remaining slightly worse than quarter 2 plan.

2.16 At the end of August, there were 45 adults with a learning disability (and may also be
autistic) in an inpatient bed, currently achieving the quarter two target of no more than 55
adults.



3. Recommendation

3.1 The Committee is asked to note the current and forecast position against these high-risk
performance areas.
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