Agenda
Stockport Primary Care Commissioning Committee

Date: 8 October 2025
Time: 14:00 — 15:00 pm
Venue: Microsoft Teams
Iltem | Time Duration | Subject Paper/ For Approval/ By Whom
No. Verbal Discussion/
Information
1. 14:00 1 minute | Welcome and Apologies Verbal To Note Chair
2. 14:01 1 minute | Declarations of Interest Verbal To Note Chair
3. 14:02 1 minute | Minutes of previous meetings Pages Chair
e 16 July 2025 03 -22 To Approve
e 21 May 2025 To Ratify
e 31 March 2025 To Ratify
4. 14:03 | 2 minutes | Matters arising Pages
0] Boundary adjustment 23-42 To Ratify
(reduction) for P88044
Bredbury Medical Chair
Practice
(i) Actions Page To Note
43
5. 14:05 10 Update from NHS Greater Pages For Information Gale
minutes | Manchester Primary Care 44 — 130 Edwards
Commissioning Committee:
0] Primary Care Risk
Register (Greater
Manchester)
(i) Annual Primary Medical
Care Commissioning
Activity Report 2024/25
(iii) Extension Request,
Commissioner Post
Payment Verification
(PPV) exercise
(Capacity Access
Improvement
Programme 2024/25)
(iv) Primary Care Blueprint
Y1 Delivery Update
(v) Community Pharmacy —
Public Health
Campaigns
6. 14:15 5 minutes | Update from GP Board Verbal To Note Gale
Edwards
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7. 14:20 5 minutes | Upcoming contractual Verbal To Discuss Gale
requirements Edwards
8. 14:25 5 minutes | Update on Locally Commissioned | Presentation To Discuss Gale
Services (LCS) (year-end) Edwards
9. 14:30 10 GP Patient Survey 2025 Pages To Discuss Shannon
minutes 131 - 148 Wesley
10. 14:40 5 minutes | Advice and guidance enhanced Verbal To Discuss Shannon
service Wesley
11. 14:45 5 minutes | Primary Care Commissioning Pages To Note David
Committee Finance Report for 149 — 152 Dolman
the period ending 31 August
2025 (Month 5)
12. 14:50 5 Any Other Business Verbal To Note Chair
minutes

Date and time of next meeting: Wednesday 19 November 2025, 16:00 — 17:00 pm, via Teams
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DRAFT Minutes

Stockport Primary Care Commissioning Committee

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

Present

Apologies

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

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

In attendance

Adrian Byrne, Advanced Medicines Optimisation
Pharmacist, NHS Greater Manchester (Stockport)
Sydney Jessop, Primary, Community Care &
Neighbourhoods — Project Manager, NHS Greater
Manchester (Stockport)

Abdenour Khalfaoui, Community Pharmacist,
Locality Lead Stockport GM LPC

Peter Marks, Stockport GM LPC

Maria Murphy, Programme Manager Education and
Training, NHS Greater Manchester (Stockport) for
item 9

Tania Ravenscroft, Community Care and
Neighbourhoods Programme Manager, NHS
Greater Manchester (Stockport) for item 7

Kim Roberts, Primary Care Commissioning Lead,
NHS Greater Manchester (Stockport), for item 10
Shannon Wesley, Primary Care Quality Assurance
Manager, NHS Greater Manchester (Stockport)
Nehal Zaman, Primary Care Accountant, NHS
Greater Manchester (Stockport), for item 11

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

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

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

Rebecca Ireland, Rebecca Ireland,
Stockport Local Optometrist, Optometry
Committee

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

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

Iltem | Topic
No.

Action
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Welcome and Apologies
Apologies for absence were received and noted.

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

Declaration of Interest

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

Minutes from the previous meeting
The minutes of the previous meetings held on 21 May 2025 and 31 March
2025 were approved as an accurate record by members present.

RESOLVED

That Stockport Primary Care Commissioning Committee APPROVED the
minutes from the meeting held on 21 May 2025 and 31 March 2025 as a
correct record; to be ratified at the next meeting.

Matters Arising / Actions from previous meeting

020/2025: G Edwards and K Roberts to re-promote the Minor Ailment Scheme
in Stockport. To be included in the GP newsletter. Close action. Remove from
the log.

021/2025: K Roberts to follow up with the NHS GM Communications Lead to
explore appropriate channels for wider dissemination of positive performance
results being communicated to the public. Meeting due to take place on 18 July
2025. Update to be provided at the next meeting. Remain on the log.

022/2025: G Edwards to liaise with the Stockport Council communications
team to consider incorporating positive messages into communications
associated with Live Well. Action completed. Remove from the log.

Update from NHS Greater Manchester Primary Care Commissioning
Committee (PCCC)

G Edwards briefed on a number of items that had been presented at the recent
meeting including:

Minor Ailment Scheme (MAS): ongoing discussions were taking place on
governance and prescribing budgets to align each locality and have one pan-
Greater Manchester (GM) scheme. A paper would be considered at a later
meeting of NHS GM Primary Care Commissioning Committee (PCCC).

P Marks offered to forward any specific questions, in particular regarding
prescribing budgets to him to discuss at GM. G Edwards advised that the paper
would be considered by Deputy Place Based Leads as it was activity based
and there had been increased activity.
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Highlight Report: Members were referred to the paper circulated, providing a
summary of the key highlights from each of the 10 locality Primary Care
Commissioning Committees (PCCCs) in GM.

Key themes across localities included: ongoing reforms, commissioning of
dental and pharmacy, primary care risks, primary care blueprint and delivery
plan, Beyond Core Contract (BeCCor), Locally Commissioned Services (LCS)
and Direct Enhanced Service (DES) contracts — assurance on practice and
quality.

Terms of Reference: the draft Terms of Reference (ToR) for NHS GM PCCC
were considered.

The Chair requested that members submit any comments on the draft NHS
GM PCCC ToR to him and he would feed them back to NHS GM.

T Ravenscroft joined the meeting.

It was noted that once the NHS GM ToR had been approved, locality PCCCs
would need to review and align their ToR to GM, subject to locality committees
remaining in the new model for NHS GM.

Action: Review Stockport Primary Care Commissioning Committee
Terms of Reference following approval of NHS Greater Manchester
Primary Care Commissioning Committee Terms of Reference.

Integrated Care Board (ICB) Delegated Commissioning — Self Declaration
Process 2024/25: to note that substantial assurance had been received for
NHS GM ICB regarding its contractual delegated duties.

Draft — Primary Care Blueprint — Delivery Plan Year 2: a quarterly highlight
report would be presented to each PCCC.

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

Chair/
GED

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

¢ New Stockport GP Ambassador (Dr Jaweeda ldoo) had been appointed
to work one session a week supporting Primary Care Networks (PCNSs)
on specific areas. She had already started on the Frailty programme of
work. It was noted that this was a nationally funded role.

e An update was provided on the community gynaecology and
dermatology bid.

e Primary Care weight management pathway; to be covered later on the
agenda.
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The Chair noted that Stockport sexual health services were integrated with
public health and asked what the implications were for Stockport. G Edwards
explained that this was led by the GP collaborative and not localities. T
Ravenscroft assured members that ICB colleagues were included in the
discussions on the Locala offer for Stockport.

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

Primary Care: Managing Overweight and Obesity:

T Ravenscroft provided an overview of the current NHS GM position regarding
weight management services, drawing attention to a number of key highlights
including:

e There was significant variation in specialist weight management
services across the 10 GM localities with three areas having no
specialist provision.

e The NICE TA (Technology Appraisal) for the prescribing of Tirzepatide
went live from 23 June 2025.

e Provision in primary care to include general practice and community
pharmacy.

¢ NHS GM Stratified offer:

o Cohort 1a Body Mass Index (BMI) = 50, at least 4 comorbidities
(dyslipidaemia, obstructive sleep apnoea, cardiovascular
disease, type 2 diabetes mellitus).

o Cohort 1b BMI = 45, at least 4 comorbidities

o Cohort 1c BMI 2 40, at least 4 comorbidities

0 Reduce by 2.5 for South Asian, Chinese, other Asian, Middle
Eastern, Black African or African-Caribbean ethnic
backgrounds.

It was commented that concern had been expressed that GPs were receiving
referrals from secondary care. A brief discussion took place. It was pointed
out that communications would be sent to consultants advising that referrals
for the weight loss medication would not be approved unless a patient met the
criteria.

T Ravenscroft explained the process for identifying eligible patients, a letter
would be sent to patients to refer into the appropriate service should they not
meet the criteria.

REED wellbeing (existing providers of the Diabetes Prevention Programme)
had been commissioned by NHS England to provide wrap around care
including remote group sessions, digital via Second Nature app and face to
face sessions.

A NHS GM Clinical Commissioning Statement had been produced.
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T Ravenscroft briefed on the patient facing communications and the next steps
including approval of the service specification and monitoring delivery.

Attention was drawn to the options for Stockport. Following discussions held
at Stockport GP Board, members noted the preferred option for delivery; all GP
practices deliver the service.

A further discussion took place on the options presented. In response to a
question, it was likely that there would be one to two patients eligible for each
practice.

Members supported Option 1 — All GP practices to deliver.

RESOLVED:

That Stockport Primary Care Commissioning Committee NOTED the
update on Managing Overweight and Obesity: new Primary Care Pathway
for Tirzepatide and the preferred option for delivery in Stockport: All GP
practices to deliver the service.

Pharmaceutical Needs Assessment (PNA) 2025

A Byrne briefed on the public consultation undertaken by the Local Authority
(LA) every three years to receive feedback on what access patients have to
community pharmacies.

The consultation closes on 26 August 2025. NHS GM (Stockport) would
respond to the consultation.

In response to a question, A Byrne explained that the consultation was live on
the Council website and had been advertised via social media and
Healthwatch. Patients had the opportunity to respond since February 2025.

A link had been included on the NHS GM website for the meeting.
RESOLVED:

That Stockport Primary Care Commissioning Committee NOTED the
update on the Pharmaceutical Needs Assessment 2025.

Workforce Plans
M Murphy provided an update on the NHS GM Primary Care Education and
Workforce plans.

It was noted that as the central budget for training had been removed for
2025/26, a new plan was required to have a bank of experienced GPs /nurses
to support newly qualified GPs and nurses. This would replace the training pod
that was in place in 2024/25 with practices providing the funding when required.

Proposals to mitigate the removal of funding for the training pod included:

e Mentor Scheme: create a bank of experienced GPs and nurses who
meet the criteria to support new staff. Student nurses and Health Care
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Assistants (HCA's) could be supported in-house.

e Diabetes Education Programme: a free online programme.
Programmes due to start in September 2025 included: Pre-insulin
treatment for the management of Type 2 Diabetes, Oral Therapies
(October 2025), Incretin Therapy (November 2025), and additional
modules (from December 2025).

e Training Needs Analysis: to understand gaps in education.

e Masterclass Development: continue to share best practice and include
a track for Practice Managers and HCAs.

e Placements: SMILE — had 106 learners from all disciplines on
placement; continue to encourage placements from primary and social
care.

o Primary Care Network Workforce Audit: to ensure all Additional Roles
Reimbursement Scheme (ARRS) claims fit within the national
guidance.

G Edwards pointed out that Stockport utilised close to 100% of its funding for
ARRS in the previous year.

The Chair thanked M Murphy and colleagues for putting in place an education
programme for 2025/26 with no funding.

In response to a question, it was explained that previously, NHS GM Training
Hub had supported training but this was not viable due to the ongoing
challenges and a separate discussion was taking place at GM regarding Adult
Social Care (ASC).

RESOLVED:
That Stockport Primary Care Commissioning Committee NOTED the
Stockport Primary Care Education and Training update.

10.

Boundary adjustment (reduction) for P88044 Bredbury Medical Practice
K Roberts reported that NHS GM (Stockport) had received a formal application
from Bredbury Medical Practice to reduce its geographical boundary.

The practice list size had increased by 10% in 2024/25 compared to an average
of 0.72% across Stockport. The proposal to reduce the practice boundary was
to support the management of the list size and practice stability.

The two areas proposed for reduction included the Stockport locality boundary
into the Tameside Hyde area, and across the M60 motorway into the
Brinnington area.

K Roberts highlighted the challenges for GPs having to undertake home visits
at peak traffic times.

In response to a question, it was explained that the proposal would not impact
any patient currently registered at the practice.

An Equality Impact Assessment (EqlA) had been undertaken and following a
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challenge at another meeting, further assurance had been received that it
would not impact on other practices in Tameside (5) or Stockport (7).

It was further pointed out that Stockport practices operated open lists therefore
patient choice was available across Stockport. The Local Medical Committee
(LMC) lead and Primary Care lead had been contacted in Tameside with no
objections.

A further discussion took place. Reference was made to Appendix 1 —
Boundary Maps. It was highlighted that the proposal included land that had not
yet been developed. This had been considered in the discussions. It was
commented that any new request for registration outside of the area would be
considered on a case by case base basis. The boundary area could be
reviewed again should there be significant changes in the future.

The Chair sought clarification on the numbers in Brinnington and Hyde that
could be impacted and whether the 10% growth came from out of area. He
was advised that around 200 — 250 patients currently registered were out of
area registrations.

K Roberts explained that following a question from another meeting, should
someone move into the household of a current patient, such as a foster child,
adoption, this would be supported by the practice.

The Committee supported the proposals to reduce the geographical area of
Bredbury Medical Practice.

A Byrne and J Strobl left the meeting.

RESOLVED:

That Stockport Primary Care Commissioning Committee APPROVED the
formal application received from Bredbury Medical Practice to reduce its
practice boundary.

As the meeting was not quorate, approval would be sought virtually from absent
members and Ratified at the next meeting of the Committee.

11.

Primary Care Commissioning Committee — Finance Report for the
period ending 30 June 2025 (Month 3)

N Zaman provided an overview of the Delegated Primary Care Budget
finance report for the month ending 30 June 2025, and referred to Appendix 1
in the pack of papers containing a financial summary. Key highlights included

e NHS Greater Manchester (Stockport) was reporting a £0.145m
favourable year to date (YTD) variance due to claims for ARRS being
lower than anticipated in June 2025.

o NHS Greater Manchester (Stockport) was reporting a £0.037m
adverse forecast outturn variance to an increase in rental costs in
health centres.

e It was forecast that ARRS spend would be 98% for 2025/26, this
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included the general practitioner role, a ringfenced entitlement.

RESOLVED:

That Stockport Primary Care Commissioning Committee NOTED the
outturn position for the period ending 30 June 2025 (Month 3)

12.

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

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

Stockport Primary Care Commissioning Committee

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

Present

Apologies

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

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

In attendance

Rebecca Ireland, Stockport Local Optometrist,
Optometry Committee

Abdenour Khalfaoui, Community Pharmacist,
Locality Lead Stockport GM LPC

Peter Marks, Stockport GM LPC

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

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

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

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

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

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

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

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

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

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

Dharmesh Patel, Chair of Optometry
Provider Board

Item | Topic Action
No.
1. Welcome and Apologies

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

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

Declaration of Interest

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

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

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

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

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

e Update on NHS Greater Manchester (GM) Reforms.

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

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

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

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

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

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

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

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

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

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

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

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

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

Attention was drawn to the two additional papers circulated.

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

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

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

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

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

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

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

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

GED/KR

Primary Care Quality Report

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

KR

GED

Migrant Health — Enhanced Primary Care and GP services

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

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

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

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

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

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

RESOLVED:
That Stockport Primary Care Commissioning Committee

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

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

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

(iv) NOTE the next steps.

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

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

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

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

10.

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

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

Stockport Primary Care Commissioning Committee

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

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

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

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

In attendance

Rebecca Ireland, Stockport Local Optometrist,
Optometry Committee

Eve Mannerings, Chief Executive/Director

Salford, Stockport & Trafford Local Medical
Committee Ltd

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

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

Peter Marks, Stockport GM LPC

Dharmesh Patel, Chair of Optometry
Provider Board

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

¢ Data quality was improving

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

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

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

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

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

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

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

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

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

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

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

The Chair commended the strong performance of practices across Stockport.

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

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

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

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

e CVD/Diabetes — high risk reviews.

¢ Antimicrobial Stewardship.

e Shared Care

o Elective referrals

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

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

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

e Population health outcomes

e Prevention

e Reducing health inequalities

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

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

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

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

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

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

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

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

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

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

The key components of Modern General Practice Access included:

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

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

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

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

RESOLVED:

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

10.

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

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

Key highlights included:

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

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

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

11.

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

Date of next meeting
Wednesday 21 May 2025, 16:00 — 17:00 pm via Teams
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Bredbury Medical Practice Boundary Change
Request

Report To (Meeting): Stockport Primary Care Commissioning Committee

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

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

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

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

Date: 08.10.2025 | Agenda Item No: | 4
Previously Considered by: Stockport Primary Care Commissioning Committee —
16 July 2025
| Decision | x | Discuss/Direction | x | Information/Assurance |

Conflicts of Interests

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

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

Purpose of the report:

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

Key points (Executive Summary):

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

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

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

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

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

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

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

Recommendation:

It is recommended Stockport Primary Care Commissioning Committee:

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

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

e Note and approve the next steps.

Aims (please indicate x)

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

integrated care | There are safe, high-quality services which make best use of the | x

aim(s) is / are Stockport pound

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

this report: We support local social and economic development together

Risk and Assurance:

List all strategic and high-level
risks relevant to this paper

Patient Safety, Patient Access, Good Quality Care,
Patient Experience

Consultation and Engagement:

Local People / Patient
Engagement:

n/a

Workforce Engagement:

Workforce communications have been distributed to
advise of the proposal

Potential Implications:

Financial Impact:

Non-Recurrent N/A
Expenditure

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

Performance Impact:

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

Quality and Safety Impact:

Maintaining quality is a key part of the request by
ensuring the practice can manage list size growth and
deliver all services for patients.

Compliance and/or Legal
Impact:

NHS GM needs to act within the terms of the
Delegation Agreement with NHS England undertaking
the functions relating to Primary Care Medical
Services. NHS GM have followed the processes as set
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out in NHS England Primary Medical Care Policy and

Guidance Manual (PGM)

Equality and Diversity:

General Statement: EQIA completed

Has an equality impact
assessment been
completed?

Yes
X

No

N/A

If Not Applicable,
please explain why

Environmental Impact:

General Statement:

Has an environmental
impact assessment
been completed?

Yes

No

N/A

If Not Applicable,
please explain why
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1. INTRODUCTION

1.1.

NHS Greater Manchester (GM) (Stockport) have received a formal
application from Bredbury Medical Practice to reduce their contractual
boundary, due to a significant increase in registered list size and the large
geographical practice boundary footprint.

2. PRACTICE INFORMATION

2.1.

2.2.

2.2.1.
2.2.2.

2.3.

2.4.

2.5.

2.6.

Bredbury Medical Practice holds a General Medical Services (GMS)
contract, providing services to a population of 5404 (June 2025), delivered
from a single practice site.

The practice has seen a significant increase in their registered list size for
the previous few years with the list size growth highlighted below:

List size Q3 2024 - 5,081

List size Q3 2023 — 4,599

The registered list size is increasing at a faster rate than the Stockport
average, with a 10% growth in registered patients in 2024/2025 against a
Stockport average increase of 0.72%.

If the practice continues to grow at the same rate, this could have quality
impacts for all registered patients, with reduced access and a negative
impact on the quality of services.

The requested reduction to the practice contractual boundary is intended to
support the practice to manage the continued list size growth, maintain
access for current patients, retaining quality of services and practice
stability.

The maps at appendix 1 highlight the current geographical boundary and
the proposed reduced boundary.

3. AREAS IMPACTED

3.1.

3.2.

3.3.

There are 2 geographical areas affected by this request, with travel to both
areas resulting in lengthy travelling times during peak hours, for the
practice team to undertake home visits.

The first area proposed to change is where the current boundary crosses
into the Tameside locality (Hyde area) with the proposed change request
to bring this back in line with the Stockport locality border.

The second area proposed to change is across the M60 motorway ring

road/roundabout into Brinnington area, with the proposal for the boundary
to end in line with the motorway on the practice side of the roundabout.
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3.4.

3.5.

4.

4.1.

4.2.

4.3.

4.4.

4.5.

4.6.

Where the proposal is to reduce the boundary, any resident living in this
area registered with the practice will remain registered with all services
offered.

If the change request is approved, this will enable the practice to decline
any future registrations from residents living within these areas, although
the practice could still choose to register them under an out of area
arrangement at their discretion.

IMPACT ON LOCAL PRACTICES AND SERVICES

The Stockport practices that could be impacted by this application due to
overlapping practice boundaries are:

P88017 Chadsfield Medical Practice
P88009 Woodley Village Surgery
P88019 Alvanley Family Surgery
P88625 Archwood Medical Practice
P88026 Heaton Moor Medical Practice
P88043 Brinnington Surgery

P88615 Vernon Park Surgery

VVVVVVYVYY

The Tameside practices that could be impacted by this application due to
overlapping practice boundaries are:

Haughton Thornley Medical Centre
Hattersley Group practice
Clarendon Medical Centre

The Brooke Surgery

The Millgate Healthcare Partnership

YVVYYVYYV

The practices highlighted above have all been contacted to determine if
there are any objections to the boundary change requested by Bredbury
Medical Practice.

There have been no objections raised on the proposals from practices,
Primary Care Commissioner for Tameside locality or the Local Medical
Committee.

The scope of the proposed changes does not warrant a public consultation
however the practice has provided assurance they will ensure suitable
communications are developed for patient facing communications should
the proposal be approved.

Reducing the boundary area that currently crosses the Tameside locality

will also reduce the need to coordinate patient care with Tameside
community and social care services for a growing number of older age
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patients, which can prove more difficult than liaising with Stockport based
services with the emerging integrated neighbourhood team approach.

5. EQUALITY IMPACT ASSESSMENT

5.1.

5.2.

5.2.1.

5.2.2.

5.3.

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

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

There are 7 Stockport practices covering the M60/Brinnington area all with
open lists

There are 5 Tameside practices covering the Hyde area all with open lists

The EQIA highlighted it is in the best interests of all the current registered
patients to support the practice via this request in managing the pace of
growth to ensure practice resilience, maintaining access and high-quality
patient care for current registered patients.

6. RECOMMENDATIONS

It is recommended Stockport Primary Care Commissioning Committee:

6.1.

6.2.

6.3.

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

Note and approve the formal application received from Bredbury Medical
Practice

Note and approve the next steps

7. NEXT STEPS

7.1.

7.2.

Bredbury Medical Practice to produce a new digital practice boundary map
for submission to NHS Greater Manchester contract team

Inform NHS Greater Manchester contract team of the Primary Care

Commissioning Committee decision to ensure all contract variations and
required contractual steps are undertaken
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APPENDIX 1 - BOUNDARY MAPS

1. Map showing current Bredbury Medical Practice Boundary

2. Map showing proposed reduced practice boundary

APPENDIX 2 — EQUALITY IMPACT ASSESSMENT

-

EQIA - Boundary
change P88044 Bredk
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Equality Quality Impact Analysis Template

Step 1

Evidence

Step 1 Evidence

This equality and quality impact analysis is being undertaken to prevent my policy, plan, or project
from adversely affecting the quality of services and people with different protected characteristics or

at known disadvantage.

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

Name of your strategy/policy/plan/project

Boundary adjustment (reduction) for P88044
Bredbury Medical Practice

Contact details for the person completing
the assessment

Kim Roberts / Sydney Jessup
kimberly.roberts3@nhs.net

Sydney.jessup@nhs.net

Design date for the
strategy/policy/plan/project

June 2025

Date your equality analysis is completed 2025
Does this template form part of a business

. L. Yes No Unsure
case or investment proposal submission?
Are you completing this because of Yes No unsure
organisation change?

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

Contractual change — Practice requesting a change
to their contractual / registration boundary

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

boxes.
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1.

Initial screening assessment

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

Bredbury Medical Practice have requested to reduce their contractual boundary due to a significant
increase in registered list size over the last 12/18 months and the large geographical footprint
covered by the current contractual practice boundary. A reduction of the current contractual
practice boundary will support managing the continued list size growth, maintain access for current
patients retaining quality of services and practice stability.

Part of the current practice boundary proposed to change crosses the Stockport locality border into
Tameside locality (Hyde area), which proves challenging when home visits are required at peak
times of the day due to distance travelled. Reducing the boundary area that currently crosses the
Tameside locality will also reduce the need to coordinate patient care with Tameside community
and social care services for a growing number of older age patients, which can prove more difficult
than liaising with Stockport based services with the emerging integrated neighbourhood team
approach.

The second area proposed to change is across the m60 motorway ring road/roundabout into
Brinnington area, with the proposal for the boundary to end in line with the motorway on the
practice side of the roundabout, to avoid lengthy travelling times during peak hours for home visits.
(see maps at appendix 1 and 2)

Where the proposal is to reduce the boundary, any resident living in this area registered with the
practice will remain registered with all services offered, however the changing of the boundary will
allow the practice to decline any further registrations from residents living in these areas unless the
practice choose to register them under an out of area arrangement at their discretion.

The practice will continue to accept registration requests for new members joining an existing
patient’s household, such as an older adult moving in or a new addition to the family such as a
foster child.

What is your expected outcome?

Reduce future list size growth for the practice

Maintain access and quality of service for current registered patients

Maintain resilience and stability for the practice

Reduced barriers to arranging and coordinating community services and referrals for
patients registered but living under a Tameside postcode

Reduces demand & pressure on the practice

e Practice able to retain an open list for new patient registrations
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Who will benefit?

e Bredbury Medical practice current registered patients
¢ Practice maintains resilience and stability with an increasing practice list size

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

Yes, this closely aligns with the National, NHS GM and Stockport priorities to ensure high quality
patient care quality and outcomes across the locality.

Are there any aspects/activities of the policy, plan or project that are particularly relevant to equality,
socio-economic disadvantage, or human rights? At this stage, you do not have to list possible
impacts, just identify the areas. (e.g. we are commencing a new programme of health care aimed at
Caribbean men with diabetes)

Accessible GP and primary care services are key to supporting reducing health inequalities. All
Stockport residents have the right to access primary medical services.

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

e Shape atlas

e Contractual boundary documentation to determine the boundaries of nearby practices both
in Stockport and Tameside locality

e Friends and Family test feedback & GP patient Survey results

e Published practice list size information to monitor changes in registered list size

e Practice GP access and appointment data

3. Are there any identified impacts of the proposed change in service provision on the quality of patient
care? Will the change impact positively or negatively on other parts of the health and social care
system?
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Bredbury Medical Practice list size is increasing at a faster rate than the Stockport average, with a
10% growth in registered patients in 2024/2025 against a Stockport average increase of 0.72%. If the
practice continues to grow at the same rate, this could have quality impacts for all registered patients,
with reduced access and quality of services. The practice can request approval to commissioners to
close their list to new registrations, however this may have financial implications, therefore the
practice has requested to reduce the boundary size for new registrations to slow the pace of growth
and support the practice to maintain the quality of patient care for residents already registered to the
practice.

e A number of the recent new registrations are from the Tameside locality (Hyde area) —
therefore this would reduce the need to increase travelling time for home visit further as the
list size grows for residents in this area.

¢ Residents in the areas removed from the contractual boundary will have less choice of where
to register, however there are multiple practices with registration boundaries crossing the

same area to maintain sufficient patient choice as an alternative.
» There are 7 Stockport practice covering the M60/Brinnington area
» There are 5 Tameside practice covering the Hyde area

Additionally, the practice will continue to accept registration requests for new members joining an
existing patient’'s household, such as an older adult moving in or a new addition to the family such
as birth of a child or foster child, even if the household is no longer in the contractual boundary post
boundary reduction. This will ensure continuity of care for families already registered at the practice.

4. Evidence gaps

Are there gaps in information that make it difficult or impossible to form an opinion on how your
proposals might affect different groups of people or the overall quality? If so, what are the gaps in
the information and how and when do you plan to collect additional information? Note this
information will help you to identify potential equality and quality stakeholders and specific issues
that affect them - essential information if you are planning to consult as you can raise specific issues
with particular groups as part of the consultation process. QEIAs often pause at this stage while
additional information is obtained.

No: Please go on to question 6 - (Be sure to have fully considered all stakeholders, communities
and parts of communities — e.g. have you considered the needs of gypsies, travellers and Roma
communities, other transient communities, do you need to better understand take up of your service
by Muslim women or Orthodox Jewish men, for example).

Yes: Please explain briefly how you will fill any evidence gaps. You might want to start with
contacting research or policy colleagues to see whether they can point you in the right direction. Our
third sector colleagues will also be pleased to offer support and direction.
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No evidence gaps identified
this is a contractual process
with no requirement to liaise
with the public at this stage or
wider services than those
already highlighted

5. Involvement and consultation

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

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

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

e Engagement undertaken with neighbouring practices in Stockport and Tameside localities
who have a practice boundary within the same geographical footprint.

e The Local Medical Council (LMC) have been contacted to advise of the proposed changes
with a request for any comments or objections

¢ All practices have directly stated they have no concerns/objections raised to date from any
practice contacted, or the Tameside locality Primary Care Commissioner on the proposed
changes.

Key feedback from consultation:

As above

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

N/A
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Stockport residents living in TBC Website and practice comms
affected areas will be utilised

Step 2
Assessing impact and opportunities to promote quality, equality, and human rights

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

| Not applicable \
7. What barriers have you identified for the different groups listed by your proposals and the potential
impact on the domains of quality?

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

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

No adverse impacts — for current registered patients who are of older
age requiring home visits, the proposal may have a positive impact on t
current registered patients, as it retains strong access and capability
of timely home visits by reducing the pace of the growth of the practice.

No adverse impacts — Stockport and Tameside practices covering the s
geographical areas have strong access and are on good

transport routes. All Greater Manchester GP practices will consider
disability access ensuring reasonable adjustments are made as
required, all offering services such as LD health checks.
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No adverse impacts

No adverse impacts — all Stockport and Tameside practices have
access to the same language/interpretation services that would have
been available at Bredbury Medical Practice

All practices will consider religious and culture
needs as required therefore Bredbury Medical Practice not
being an option for registration is expected to have no adverse impacts

No adverse impacts — all practices will deliver a person-centred approa
identity and sexual orientation

No adverse impacts

No adverse impacts

No adverse impacts — the proposal could have a negative

impact for reduced patient choice for those residing in the impacted
area but these areas have good coverage from neighbouring
practices with ease of access with close transportation links. For the
rea proposed close to the M60/Brinnington there are 7 other practices
that residents from this area can register with. There is only a limited
number of patients currently registered with Bredbury Practice from
this area as the majority will already be registered with Brinnington
Medical practice due to easier access.
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No adverse impacts — all practices have access to maternity services
as required

No adverse impacts

Not Applicable

The proposal reduces the number of practices that residents in the
highlighted geographical areas can choose to register with. There is
however sufficient coverage of other practiecs, all with open lists that
this proposal to reduce the practice boundary does not highlight any
safety concerns/impact.

No adverse impacts

The proposal to reduce the boundary size retains effective high-quality
and access for the current registered patients

The reduced contractual boundary may result in reduced patient choice
for those residing in the impacted area, however these areas have
good coverage from neighbouring practices registration boundaries.

At present the patient satisfaction levels of Bredbury Medical Practice
are positive howvere if the practice continues to grow at the rate of
10% each year, there is a risk that patient satisfaction could reduce
due to access and difficulty securing appointments.

No adverse impacts on the system.

There may be a reduction/reduced growth in financial
commitments/spend if the number of Tameside borough residents
registered with a Stockport practice does not grow any further i.e.
CHC budget
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8. Can the adverse impacts you identified be justified and the original proposals implemented without
making any adjustments to them? If so, please set out the basis on which you justify implementing the
proposals without adjustments.

An identified adverse impact is reduced patient choice of practice registration for those living in the
affected areas. However, there is good coverage from neighbouring practices that mitigate this
Impact and there is not a requirement to have a specific number of practices covering any
geographical area. It is in the best interests of all the current registered patients to support the
practice via this request in managing the pace of growth and practice resilience to reduce the
contractual boundary to ensure quality and ease of access is maintained.

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

Current Bredbury Medical Practice patients will continue to receive high quality patient care.
Practice clinicians will retain sufficient capacity for the demand ensuring that expectations to travel
out of borough does not increase any further, for patients requiring home visits.

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

There is no negative impact on the current registered population.

11. Please provide details of how you will consult and involve stakeholders and communities on the
proposed changes. If you do not plan to consult and involve, please provide the rationale behind that
decision.

Neighbouring practices and Tameside locality have been consulted regarding the proposed change
in boundary size.
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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 and quality impacts you have found?

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

Not Applicable

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

This is where you are taking the opportunity to advance addressing inequalities and quality issues
beyond the mitigations you are putting in place (e.g. your mitigations when moving a service to
digital provision will be to ensure alternatives are available for those who cannot access digital
services. Your opportunity to further promote equality and quality with a new digital service would be
to extend a service to people from their own home where they had previously experienced physical
barriers to reaching your surgery.

The practice already has a range of access opportunities based on patient need and preference
and this will be maintained. The practice currently has a high proportion of face-to-face
appointments as this is the preference of many of their registered patients. Reduction in
contractual boundary will retain this access for all.

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

For example, if you are putting in place improved access to interpreter provision that may enhance
the human rights of those that need it to access public services.
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Assurance that access to specific services such as translation and interpretation services will be
maintained as part of this proposal.

15. Describe how you could further reduce socio-economic disadvantage. What action/s do you
recommend and when?

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

Increased capacity resulting from reduced boundary may support reducing inequity by resulting in
increased access. Current patients of the practice will still benefit from all services from the
practice such as home visits for those unable to travel.

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

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

Not applicable.
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Step 4 — Monitoring and review

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

From July 2025 Check data
Monitor practice list size
Changes
Patient feedback From July 2025 Friends and family test results

Step 5 — Sign off

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

Name: Kimberly Roberts Date: 12/6/2025

QEIA Lead (the person completing this form)

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

Name: Sydney Jessup Date: 09/06/2025

Director or Senior Responsible Owner *

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

Name Date

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

For records, this QEIA will also need to be copied to elaine.mills7@nhs.net and to
michael.robinsonl@nhs.net to ensure we can evidence our legal duties to undertake equality and
quality analysis. However, the original version must be kept with the project documents and pro-
actively used to inform the progress of the work, alongside budget, risk and health and safety
monitoring.
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Appendix 1 — current boundary

Appendix 2 — proposed boundary
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STOCKPORT PRIMARY CARE COMMISSIONING COMMITTEE - Action Log

Current
Status

Action Description

Action Lead

Target Date

Comments

Action Meeting Date |Agenda
Number Item
021/2025 21/05/2024 7
022/2025 16/07/2025 5

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

KR

17/09/2025

Met with GM Comms lead

in progress

Review Stockport Primary Care Commissioning
Committee Terms of Reference

DD/ GED

TBC

Await confirmed approval of NHS GM Terms

of Reference
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GM Primary Care Commissioning Committee

11" August 2025

Required information

Details

Greater Manchester Primary Care Risk Register Updated July

Contact for further information

Title of report 2025
Janna Rigby

Author Assistant Director of Primary Care Operations
Janna Rigby

Presented by Assistant Director of Primary Care Operations
Janna Rigby

Assistant Director of Primary Care Operations
Janna.rigby@nhs.net

Executive summary

This cover paper provides a quarterly update on Primary Care
related risks — including the BAF risk/s and the committee
risks.

The benefits that the population of
Greater Manchester will
experience.

The risk register identifies the key risks relating to Primary
Care at GM-level. The identification of these risks ensures that
mitigation and action is put in place to manage the risk and
ensure the continued delivery of safe, quality care.

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

Through effective commissioning, management and oversight,
primary care services respond to health inequalities across our
neighbourhoods ensuring access to quality services

The decision to be made and/or
input sought

The Primary Care Commissioning Committee is asked to
acknowledge and approve the updated version of the Risk
Register presented

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

Provides an overview of key updates against BAF Risks
relating to Primary Care:

SR2 - by addressing capacity to meet changing demand and
pressures on services and delivery of operational standards
and SR3 - addressing the quality of care and patient
experience.

Key milestones

The risk register is reviewed regularly in conjunction with
PCCC meeting cadence as a minimum.

Leadership and governance
arrangements

The risk register is also shared for information at: Primary Care
Quality Group and Direct Commissioning and Contracts Panel.

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

N/a

Financial or Legal Implications

None to note.

| Public | Clinical | Sustainability | Financial Legal Conflicts of | Report
[ 2higabe it INfosRgEgEnRIRIING i pRRcontent angyeigation of paagice Interest accessible
N Y N N N N Y
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EXECUTIVE SUMMARY INCLUDING KEY MESSAGES

This paper provides a quarterly update on the key significant risks — including the BAF risk/s 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.

KEY AREAS TO BE DISCUSSED:

KEY CHANGES TO COMMITTEE RISKS

NEW RISKS

DE-ESCALATED RISKS

1.0 INTRODUCTION AND PURPOSE

1.1.

1.2.

1.3.

1.4.

2.0

2.1.

This report provides an update to NHS GM Primary Care Commissioning Committee on the
key risks across the organisation in relation to Primary Care at GM level.

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

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.

The Primary Care Commissioning 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 Direct
Commissioning Contracts Panel.

Committee Risks

BAF risk: Primary Care (Board report September 2024) NHS GM currently face significant
challenges to the long-term viability of elements of our Primary Care system in a number of
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areas, including workforce (recruitment and retention), national contract changes, levels of
demand - across all primary care discipline.

3.0 Committee Risks

3.1. The Committee risk register contains the following risks:

PC1 Stability and sustainability of Primary Care

PC2 Resilience of Primary Care workforce

PC3 Provision of core Community Pharmacy Services

PC4 Variable quality requiring consistent performance management of primary
care across GM

PC6 Access and availability of data

PC7 Delivery of primary care estates developments

PC8 Delivery of digital transformation in Primary Care

PC9 Health inequalities

PC10 | Capacity of the ‘central’ pan-Greater Manchester Primary Care team
workforce

PC11 | Delivery of procurements

PC13 | Safer ways of working

° Full details for all risks are included in accompanying risk register version UPDATED July 2025
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4.0

5.0

Focus on any new risks

PC13 — introduced as a new risk following removal of previous risks relating to GP Collective
Action and potential Community Pharmacy Collective Action. Each of these risks had been
previously reviewed and discussed with GM PCCC and agreed for removal due to the end of
formal national action through the BMA. Risk PC13 acknowledges the legacy of the formal
national action and the inherent system challenges to managing safe working between primary
and secondary care.

Highlight de-escalated risks

PC6 — current risk score de-escalated to a likelihood score of 2 (from 3) due to successful
maintenance of data sharing with General Practices across Greater Manchester, reinforced
through challenges raised during GP Collective Action, which were mitigated. Overall risk score
has therefore been reduced from 9 to 6. Ongoing situation review advised to maintain reduced
risk level.

7.0 Recommendations

The Committee is therefore asked to:

Approve the de-escalated risk score for PC6
Agree action for full review of PC7 by risk owner(s)

Agree removal of risk relating to Medical Examiner Rollout due to successful implementation
and management through the Shared Learning Network and Mortality governance.
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Appendices
Appendix 1

Classification: Official-Sensitive m

England

To: = Integrated care board: NHS England
- chief executives Wellington House
- chief finance officers 133-155 Waterloo Road
- executive lead for dentistry London
- heads of primary care /dental SE18UG

commissioners

21 February 2025

= NHS England:
- regional directors
- regional finance directors
- regional medical director
- regional directors of primary care

cc. = Chief dental officer

Dear colleagues

Re: Arrangements for NHS urgent primary dental care during 2025/26 and
confirmation of the closure of the New Patient Premium scheme

The Government’s manifesto committed to securing 700,000 additional urgent dental care
appointments per year for the duration of this parliament. Alongside this, NHS England has
been reviewing current urgent dental care provision, with a focus on the underlying
challenges in the provision of urgent care in the current contract, including issues related to
payment and access for all patients. This analysis suggests that fundamental reform of the
contractual approach to urgent care is required, alongside government’s existing
commitment to rebuild dentistry for the long term. However, these improvements will take
time to ensure proper engagement and consultation, and there is a need to make progress
on urgent care access more swiftly from April 2025. This letter sets out the detail and
requirements of ICBs in securing additional urgent dental care, following its prioritisation in
the NHS 2025/26 priorities and operational planning guidance.

ICBs in parts of England have already embarked on increasing unscheduled dental care
access to meet the need in their areas. NHS England is therefore looking to build on this by
asking ICBs, under the terms of the Delegation Agreement, to commission additional urgent
dental care capacity between April 2025 and March 2026. This is to be funded from within
dental allocations.

For 2025/26 ICBs will be required to purchase additional urgent care appointments over and
above the ICB urgent dental care baseline. The baseline encompasses all urgent care
activity in each ICB covering the 12 months to June 2024. The baseline figure will be
confirmed for each ICB after further work with the NHS Business Services Authority
(NHSBSA) to refine the 2023/24 dataset and ICB return which includes an ICB level report of
unscheduled care activity not reported via an FP17 return.

The additional volume of urgent care appointments each ICB should secure as a minimum is
detailed in Annex A_ Annex A also includes information on how the distribution has been
calculated. ICBs may wish to go beyond this where they consider this appropriate.

Whilst NHS England is not mandating an approach to the purchasing of these additional
appointments, ICBs could consider the following options:

+ buying more appointments through new or recommissioned contracts or modification of
existing contracts, and/or

+ using flexible commissioning (NHS England » Opportunities for flexible commissioning in
primary care dentistry: A framework for commissioners)

ICBs will need to be able to report on this additional urgent care activity if contractors are not
reguired to submit an FP17, and monthly reporting across 2025/26 will be put in place.

Under many local schemes, capacity has been commissioned and used for both immediate
urgent care and for stabilisation of patients. Whilst stabilisation represents an important
element of clinical care for the patient, this is a wider form of ongoing care which is usually
encapsulated in band 2 and 3 claims. It therefore goes beyond the resolution of the
immediate presenting complaint, that is, it is not urgent / unscheduled care. Accordingly,
ICBs should only include urgent/unscheduled care (including initial disease management) in
their reporting and exclude any capacity being used for long-term stabilisation.

A draft national service specification is attached, and clinical guidance will follow. These are
intended to support development of local commissioning plans and the prioritisation of care.
It is expected, where feasible, that any new services are commissioned to this specification
and clinical guidance.

ICBs will be asked to complete a planning template, to be issued shortly and return this via
the regional team. This will include a request for:
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= historic urgent dental care activity that is not included in the national dataset so that the
baseline can incorporate this alongside the national data

+ plans for the commissioning of additional capacity in line with the ICB share of 700,000
appointments

Financial reporting through the Integrated Finance Report should capture the forecast costs
associated with the additional capacity.

For the remainder of 2024/25, ICBs should continue to secure additional urgent care
capacity and to offer contractors providing mandatory services additional funded activity up
to 110% where feasible.

The Government is also committed to introducing a national supervised toothbrushing
scheme in England, targeted at 3, 4 and 5 year olds most in need. The Department of Healtl
and Saocial Care will set out plans for this shortly.

The New Patient Premium (NPP) scheme will come to end as planned on 31 March 2025.
Treatments of eligible patients not completed by this date will not be eligible for a new patier
premium credit. A communication regarding the end of the scheme will be cascaded via the
primary care bulletin and NHSBSA in due course.

Should you have any guestions or queries please contact the regional director of primary
care.

Yours sincerely,

o -

Dr Amanda Doyle

National Director for Primary Care and
Community Services

NHS England

Ali Sparke

Director for Pharmacy, Optometry,
Dentistry and the NHS Standard Contract
NHS England

Annex A: Distribution of 700k additional appointments

Method

When determining how to allocate the 700,000 appointments across ICBs, NHS England has
considered the following factors: unmet need, population size and projected contract
delivery at an ICB level in 2024/25.

Step 1 — Calculate level of unmet demand for NHS urgent dental care for England.

An estimated level of unmet demand for NHS urgent dental care was calculated by
multiplying:

+ the estimated number of people in each ICB who have tried and failed to get an NHS
dentist appointment [source: 2024 GPPS data, multiplied by the population of the
ICB], by

s the estimated proportion of appointments for new patients in each ICB that are not
routine appointments, that is, the proportion of appointments where a band 2 or 3
course of treatment is delivered [source: New Patient Premium Data]

This calculation gives a total estimate of 2.2m people each year (3.5% of the population)
who are currently unable to get an NHS dentist appointment, and who have a treatment
need. It is assumed that these are the people who would require urgent care appointments.

Step 2 — Calculate level of unmet demand for NHS urgent dental care for each ICB as a
propoertion of the 700,000.

Step 3 — Adjust to reflect overall levels of contract delivery.

Where ICBs have a projected delivery 296% of their commissioned UDAs we have reduced
the indicative allocation at step 2 by 50% and re-assigned those appointments to ICBs
delivering <90% of contracted activity, according to their level of unmet demand as identified
in step 2. The threshold has been set at 96% as on an individual contractor level this is the
threshold required to avoid financial recavery.

For ICBs with delivery 90% to <96% the proportion of the 700,000 remains as per the
approach used in step 2.

Region ICB Additional
Urgent care
appts to be
purchased

EAST OF ENGLAND |Bedfordshire, Luton and Milton Keynes ICB 6,041

EAST OF ENGLAND (Cambridgeshire and Peterborough ICB 14,195

EAST OF ENGLAND |Hertfordshire and West Essex ICB 5712

EAST OF ENGLAND |Mid and South Essex ICB 5,098
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APPENDIX 2:

NHS England Escalation process for delivery of 700,000 Urgent Dental Appointments nationally
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APPENDIX 3 — Reprofiled Delivery

Delivery Rating . . . ]
Dental 700k Month |y ICB Re port Tem p late (Based on cumulative data position) ICB Delivery Confidence Regional Delivery Confidence
Immediate Escalation Required Select Regional RAG Rating >>
ICB Name NHS Greater Manchester ICB | Month Completed | Jul-25
Delivery Activity - (Auto Populated) | Latest Delivery Activity Data | Jun-25
Jun-25 Activity Data Cummulative Data Position - April 25 to Date
Trajectory (ICB trajectory + baseline) Actual Difference Data Delivery Rating Trajectory (ICB trajectory + baseline) | Actual | Difference | Data Delivery Rating
23,660 | 20,940 | -2,720 | Performance Under Close Review | 70,979 | 64,887 | -6,092 | Immediate Escalation Required

Revised Delivery Trajectories - For all to complete

Jun-25 Jul-25 Dec-25 Jan-26

ICB Planned trajectory (as agreed through the planning

0 0 0 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000
process)

Number of additional commissioned urgent care appointments
put in place to meet the share of the 700k (which may be 0 0 0 0 0 2570 2570 2570 2570 2570 2570 2570
different from what was planned)

New trajectory - planned appointments to get back on track as

) . ) 0 0 0 0 0 3441 3441 3441 3441 3441 3441 3441
a result of any lower than expected delivery in earlier months

Key Lines of Enquiry - For all to complete

1. Can you confirm you have got a clear pathway for patients through NHS 111 (both online and phone)?

. YES 111 direct any dental patients to the GM local call handling service
- Where No please confirm whether there are plans to implement?
2. Have you implemented communication activity to raise awareness of the services and drive increased NO The GM Get to Know Where to Go campaign is socialised across all of GM localities, via Social media to patients, and our local GP, Pharmacy, Optom, and A&E departments are advised of the pathways.

utilisation of your capacity? - please specify what communications activity has been implimented or planned
3. Whatis the route of access that you publicise for patients ?

-ie if we were to compile a list of ways patients can get an appointment for all the ICBs, what should yours say?
4. Have you made changes to overall extra activity commissioned as a result of any shortfalls in earlier months? YES see revised trajectory

see above - all patients with dental issues are advised to contact the GM local call handing service which is widely advertised across a variety of mediums.

Thorugh our local Patients Access and Quality scheme which is now in its 3rd year we encourage clinically our contractors who are signed up to the sheme to prioritise patient access which includes
consideration of urgent care as well as other factors such as cancer patients and Looked After Children. It would notbe considered appropriate to present a stronger prioritisation across standard GDS

General Delivery Update — For all to complete Any other updates beyond that provided above or below. For Delivery Confidence - whatis your confidence in delivery of your net contribution target to the 700k? Wh?;ls you.r odvel_ra" IC})B
contiaence In aelivery?

Plans are in place to commission additional urgent care as per the above trajectory to meet the demands of the national scheme.

Risks and Issues - For all to complete Impacting delivery of additional dental appointments, examples mightinclude commissioning plan not on track, fall in core contractual activity, insufficient demand etc

Risks affecting delivery - due to wider financial governance and oversight for the ICB, sign off of budgetary approval for implementation was delayed, although budgetary commitment has been included within planning arrangements. The delay now
means that our intention to begin delivery is pushed back. Current capacity challenges with year-end, and other competing work present the challenge to commissioning of these additional services.  The recently published consultation regarding
the contract reforms containing national pricing of urgent care appointments from April 2026 may have an impact on the succesful commissioning of the urgent care scheme for 2025 due to the proposed price being higher than our local scheme.

5. Have you asked your contractors to prioritise urgent care over stabilisation? NO

Mitigating Actions to maintain delivery or course-correct - For all to complete Please provide 2-4 focused action points and include any expected changes to delivery trajectories or timelines

Action due date
July - August 2025

1. Expressions of interest sought July 2025. 2 Review responses w/c 4/8/2025. Identify if there is a shortfall, discuss with Dental Provider Board re mitigations. 3. Potential to resort to plan B where we seek to commission additional urgent slots
from our existing Urgent Care Provider.

Expected month of recovery
Sep-25
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GM Primary Care Commissioning Committee

DATE 11" August 2025

Required information

Details

Title of report

Annual Primary Medical Care Commissioning
Activity Report (2024/25)

Author

Gail Henshaw - Senior primary Care
Programme Manager

Presented by

Gail Henshaw

Contact for further information

Gail.henshaw@hs.net

Executive summary

To advise the Greater Manchester Primary
Care Commissioning Committee that the
National submission window to report Primary
Medical Care Commissioning Activity
(referred herein to as ‘PCAR’) for the
reporting period 1 April 2024— 31 March
2025, has opened.

The benefits that the population of Greater
Manchester will experience.

The purpose of this form is to ensure that the
Procurement Approval and Notification
process is managed effectively to support
procurement requests and financial control.

It supports greater assurance and oversight in
line with NHS Greater Manchester primary
medical care commissioning responsibilities.

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

To reduce inequalities between patients with
respect to their ability to access health
services; and

reduce inequalities between patients with
respect to the outcomes achieved for them by
the provision of health services.

The decision to be made and/or input
sought

To note the paper and annual requirements
for PCAR 2024-25

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

- Strengthen our communities

- Recover core health and care services
Support our workforce and carers
Achieve financial sustainability

Meet our statutory obligations

Key milestones

Key dates for the 2024/25 collection are:

-Reporting period (period of activity to be
reported on) 01 April 2024 — 31 March 2025

-Collection opens on SDCS - 01 July 2025
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-Deadline for returns on SDCS - 12th August
2025

Updates on PCAR requirements have been
notified to Direct Commissioning and
Contracts Panel (DCCP) and Primary Care
Leads (DMOG).

Leadership and governance arrangements

Updates on PCAR requirements have been
notified to:

Direct Commissioning and Contracts Panel
Engagement* to date (DCCP) and

Delegated Management Oversight Group
(DMOG - Primary Care locality
commissioners)

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

Table 2 - core information relating to the content and creation of paper
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1.Purpose

1.1To advise the Greater Manchester Primary Care Commissioning Committee that the
National submission window to report Primary Medical Care Commissioning Activity
(referred herein to as ‘PCAR’) for the reporting period 1 April 2024— 31 March 2025,
has opened.

2. Background

2.1 The ‘PCAR’ was introduced in 2016/17 to support greater assurance and oversight of
NHS England’s primary medical care commissioning responsibilities. It replaced what had
often been variable and ad hoc requests for information from local commissioning teams
with a more systematic approach.

2.2 In exercising their delegated primary medical care functions, ICBs must comply with
mandated guidance issued by NHS England, as per Schedule 9 of the delegation
agreement and submit a report containing the aggregate data for their area through the
online collection service. This submission is coordinated by the central NHS GM primary
care contracts team and uploaded via the National Strategic Data Collection Service
(SDCS).

3.Reporting Period

3.1 Key dates for the 2024/25 collection are:

- Reporting period (period of activity to be reported on)
01 April 2024 — 31 March 2025

- Collection opens on SDCS.
01 July 2025

- Deadline for returns on SDCS.
12th August 2025

4.0nline Collection

4.1 PCAR is a commissioner level return and a copy of the PCAR data collection guidance
is attached for your reference (Appendix 1).

4.2 The collection continues to focus on key operational areas for commissioned general
practice services:
- managing contractual under performance (number of contract reviews, contract
breaches, sanctions and terminations)
- procurement activity and expiry of contracts
- availability of services (number of closed GP patient lists, GP practice closures)
- Incorporation requests.
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4.3 The key areas of interest for the 2024-25 reporting round include:

- Procurement and expiry of contracts - This applies to any new procurement
exercise for primary medical services which has completed in the reporting period.

- Availability of services including closed lists - Practice applying to close their
patient list and Practice closures.

- Managing Contractual Reviews- Practices identified for review for contractual
performance and Reviews that have been ‘completed’.

- Contractual notices - The total number of contractual breaches, sanctions and
terminations issued in the reporting period, including the main or common theme.

- Incorporation requests - The number of incorporation requests that have been
submitted and approved or rejected during the reporting period, including ‘at scale’
providers such as PCN Incorporation.

4.4 There has been a minor amendment to the ‘Procurement and expiry of contracts’ since
2023/24 Collection. With the 2024/25 reporting period being the first full reporting period

where procurement is subject to the Provider Selection Regime (PSR), consideration has
been given to possible changes in the collection to better reflect activity under the PSR.

5.NHS Greater Manchester (PCAR)

5.1 The Draft 2024/25 Primary Medical Care Commissioning Activity Report, is included in
Appendix 2. The NHS GM central contracts team is finalising contract review numbers
carried out by locality teams, prior to submission to the national team.

6.Next Steps

6.1 As this collection has run annually since 2016, local processes are already in place to
collect this data.

6.2 To ensure plenty of time is allocated to complete the return and allow for the provision
for any amendments before the closing date, the Central NHS GM Primary care contracts
team reviews the information we hold contractually to support the submission.

6.3 The central contracts team coordinates and ratifies the information submission with
each locality and prior to the deadline for the return on SDCS.

7.Recommendation

7.1 To note the paper and annual requirements for PCAR 2024-25
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Appendices
Appendix 1
Guidance notes for completion on 2024/25 reporting year

24 May 2024, Version 1.0

Appendix 2

Draft 2024/25 Primary medical Care Commissioning Activity Report
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Classification: Official

Publication reference:

Annual Primary Medical Care
Commissioning Activity Report

Guidance notes for completion on
2024/25 reporting year

24 May 2024, Version 1.0

Primary Care Commissioning Activity Report — Guidance notes for completion
Page 60 of 152



Contents

(O70] 01 (=] o | £ PP 2
1. Introduction............. 3
2. Responsibility for completion ... 3
3. ONline ColleCtion .............uuiiiiiiiiiiiii 3
4. Reporting Period ... 4
5. Completion GUIdanCe................coooi i 4
6. Questions and terminology ..o 5
a. Procurement and expiry of contracts ...................ccccooiiii i, 5
b. Availability of services ............cccccoiiiii 6
c. Managing contractual performance...............cccccccevvviiiiiiiiiiiiiiiiiiiiieeeee 7
d. Contractual NOtICeS..............uuuiiiiiiiiiii e 8
7. Incorporation REQUESTS........ooeiiiiiiie e e e e e e eeeees 8
S SR 9

2 | Primary Care Commissioning Activity Report — Guidance notes for completiaage 61 of 152



1. Introduction

The primary medical care commissioning activity report (referred herein to as ‘PCAR’) was
introduced in 2016/17 to support greater assurance and oversight of NHS England’s primary
medical care commissioning responsibilities. It replaced what had often been variable and ad
hoc requests for information from local commissioning teams with a more systematic
approach.

This guidance covers the collection for the annual reporting period 1 April 2024 — 31 March
2025. The collection will open to Integrated Care Boards (ICBs) on the Strategic Data
Collection Service platform on 1st July 2025 and will remain open for a period of 6 weeks.

The collection continues to focus on key operational areas for commissioned general
practice services' with minor changes as detailed in section 5 — completion guidance. The
key areas of interest remain focussed on:

* Management of contractual performance

* Procurement and expiry of contracts

» Availability of services, including closed lists.
* Incorporation requests

2. Responsibility for completion

In exercising their delegated primary medical care functions, delegation agreements are
clear ICBs must comply with mandated guidance issued by NHS England.

This guidance constitutes applicable (data reporting) mandated guidance as per Schedule 9
of the delegation agreement. ICBs will report data for their area in line with this guidance and
submit one return only through the online collection service.

3. Online Collection

This collection continues to be run via the Strategic Data Collection Service (SDCS). The
following web address will take you to the homepage:
https://datacollection.sdcs.digital.nhs.uk/

Each ICB should have a nominated person(s) responsible for completing the report.

e Existing users should be able to use their current username and password to access
the SCDS system straight away.
o New users will need to apply to create an account.

" These are the services expected from all GP practices commissioned under General Medical Services,
Personal Medical Services and Alternative Provider Medical Services contracts.
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Once users have an account, all users will then need to request the PCAR collection be
assigned to their account. To do this please contact ssd.nationalservicedesk@nhs.net and
confirm your name, email address and your ICB’s ODS code and ask to be added to this
year's PCAR data collection. All emails for this request will be managed as promptly as
possible.

4. Reporting period

As with previous collections, the reporting period will be for the previous financial year e.g. in
this case for the previous 12 months ending March 2025

ICBs should ensure they have appropriate ongoing local processes in place for capturing
and recording the requested information.

Key dates for the 2024/25 collection are:

Reporting period (period of activity to be reported on)
01 April 2024 — 31 March 2025

Collection opens on SDCS?

01 July 2025

Deadline for returns on SDCS.

12 August 2025

5. Completion Guidance

Please ensure an answer is provided for every question, including nil returns using ‘0’
value. Any answers left blank will jeopardise the validity of the collection.

Every effort has been made to limit any changes on the previous collection in order to
maintain consistency and establish data trends. However, guidance on questions and
terminology should be reviewed as a matter of course before completing the return. A
summary of where minor changes has been made is provided in the table below.

Key Changes to template since 202324 Collection

Question set Change
Procurement and expiry of contracts Minor amendment
Availability of services No change
Managing contractual underperformance No change
Contractual notices No change
Incorporation Requests No change

2% SDCS dates are estimated at present.
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Prepopulated information on the number of General Practices is sourced from the ODS
(Organisation Data Service) which relies on contacts within the parent Primary Care
organisations to inform of updates and additions to GP Practices within a given area. This
updating is carried out on an ongoing basis, but discrepancies can occur if the necessary
information has not been provided. If you dispute the pre-generated figures provided by the
ODS, please enter the figure you believe to be accurate. Likewise, If a GP practice for your
locality does not appear on the PCAR template drop down list please contact
england.gpcomissioning@nhs.net

6. Questions and terminology

The following is provided as a supplementary overview and explanation of the information

requested.

a. Procurement and expiry of contracts

This question section applies to any new procurement exercise for primary medical services
which has completed in the reporting period.

With the 2024/25 reporting period being the first full reporting period where procurement is
subject to the Provider Selection Regime (PSR), consideration has been given to possible
changes in the collection to better reflect activity under the PSR. A key consideration has
been the impact of possible changes on comparisons with previous year and uncertainty on
the future commissioning landscape. No changes have therefore been made.

Reported procurement activity should therefore include counts of all provider selection

decisions relating to:

Re-procurement of
existing services

Expiring APMS

An expiring Alternative
Provider Medical Services
(APMS) contract

GMS/PMS/APMS Termination

Commissioner termination of
a General Medical Services
(GMS), Personal Medical
Services (PMS) or APMS
contract

GMS/PMS/APMS Closure

Closure of a GMS, PMS,
APMS contract following
provider notice (in case of
APMS, lieu of any contract
expiry date)
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e The award of new contracts
for new GP services to fill an
identified need/gap i.e. not
replacing one of the above.

Procurement of new services to fill identified need or
gap

ICBs should count the selection of a new provider under those scenarios, regardless of
whether the selection is made through the most suitable provider process or the competitive
process.

Any appointments made should be recorded by provider type.

A record should be kept of any exercise that did not appoint on the grounds that they failed

to attract a bidder, or the bids failed to meet set quality standards. If the procurement failed
for any other reason, option d) “other” should be used.

b. Availability of services

This refers to the closure of patient lists and GP practices resulting in reduced access for
patients.

e Practice applying to close their patient list.

This seeks to identify all GP practices which formally applied to close their patient lists during
the reporting period and the outcome of this application.

If the same practice has sent through several formal requests within the reporting period,
please record each application separately.

It should also be recorded if the applications were approved and if so, if the patient list had
reopened at the point of the end of the reporting period 31 March 2025

Please note the reporting template will calculate the aggregate counts for the reporting
period based on the individual practice details submitted.

e Practice closures.

This seeks to identify the number of GP practices that have closed to new patients during the
reporting period due to:

- A commissioner notice (notice from the ICB)
- A contractor notice (notice from the provider)
- A merger (to be able to distinguish contractual closures)

For closures due to commissioner and contractual notice, it should be recorded if this led to
a dispersal of the patient list (e.g. to neighbouring practices).
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The template will calculate the aggregate counts for the reporting period based on the
individual practice details submitted.

When completing the practice closure table please only select one reason per closure. l.e. if
the practice closed due to a contractual merger, then this should be the only reason
provided. “Yes” should be selected from the drop-down list under “merger” and “No” should
be entered for closure due to commissioner or contractor notice.

c. Managing contractual performance

e Practices identified for review for contractual performance.

This question captures, at aggregate level, how many practices were identified for a
contractual review during the reporting period and how many of those were completed.

Commissioners are responsible for overseeing the delivery of services in line with the
contracts they hold. Contractual review can be risk based but, could be triggered as a result
of data or local intelligence including for example, CQC pre-inspection data or post
inspection outcomes, complaints, clinical activity data held (e.g. using national GP Indicators
dataset) alongside any other local or national clinical data and the electronic declaration (E-
dec), serious untoward incidents, performer concerns, friends and family test information.
Commissioners may choose to select practices randomly. Not all reviews will require a
practice visit.

e Reviews that have been ‘completed’

Proposed action towards practices identified for review that have been completed in the
reporting period. If a practice has been highlighted for review but this has not yet been
actioned, this should not be counted here e.g. a practice visit to be scheduled but not
undertaken in the reporting period.
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d. Contractual Notices

The Primary Medical Care Policy and Guidance Manual (PGM) sets out the requirements for
issuing contract breaches, sanctions and terminations. Commissioners are required to
maintain accurate records when issuing contractual notices.

Commissioners are asked to report:

e The total number of contractual breaches, sanctions® and terminations issued in the
reporting period.

e The main or common theme that applied for issuing contractual notices, for example,
failure to meet CQC standards (using the free text box).

Contractual sanctions

ICBs are asked to report the number of times a breach or remedial notice was accompanied
by action to withhold payment or deduct monies from GP practices (in relation the obligation
which was the subject of the breach or remedial notice). Please count the decision to
withhold payment or deduct monies attributed to that notice e.g. if a decision was made to
deduct monies each month until completion of remedial works and this took three months to
complete, please count one (not three).

ICBs are also asked to confirm in aggregate the use of any contract sanctions as an
alternative to termination and identify the proportion of these which relate to payment
sanctions and those which may relate to other sanctions e.g. withdrawing commissioner
obligations.

Further information on the use of contractual notices and sanctions can be found in the PGM
which can be assessed by typing the following URL in to your web browser.

https://www.england.nhs.uk/publication/primary-medical-care-policy-and-quidance-manual-
pgm/

/. Incorporation Requests

The process of ‘incorporation’ comprises a request from an individual or partnership holding
a GMS, PMS or APMS contract, to operate and deliver services through a company limited
by shares (called a “qualifying body” in PMS).

Such a change requires commissioner approval and constitutes a complete change in the
identity of the contracting party, regardless of whether the company is owned and/or run by
the original contractors.
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We anticipate that GP practices operating on a PCN footprint may increasingly adopt this
kind of model to:

. work at scale and benefit from economies of scale.
. deliver an expansive primary and community service model.
. provide employee ownership opportunities to a diverse PCN workforce.

Commissioners are asked to report on the number of incorporation requests that have been
submitted and approved or rejected during the reporting period.

Incorporation requests relate to GP practice incorporation requests only, not

PCNs. However, if the constituent practices of a PCN have formally merged to form a single
contracted GP practice, operating across the PCN footprint, and there is a request from that
contractor (which is still a contractual GP practice) to incorporate, then this should be
considered as a GP practice incorporation request.

8. FAQs

e Why does NHS England need the information in this report?

PCAR helps provide oversight of the state of general practice and supports assurance over
the discharge of NHS England’s direct commissioning responsibilities, both nationally and
regionally.

We also know that general practice primary care is under significant workload and workforce
pressures. PCAR contributes to our understanding and give us information on the impact of
measures announced in response.

The collection also helps to reduce the burden on regional teams and delegated ICBs to
gather information for ad hoc requests (such as Freedom of Information requests, Health
Select Committee hearings, questions from Ministers).

In exercising their delegated primary medical care functions, delegation agreements are
clear Integrated Care Boards (ICBs) must comply with mandated guidance issued by NHS
England.

This guidance constitutes applicable (data reporting) mandated guidance as per Schedule 9
of the delegation agreement.
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e How do | register to complete the return?

If you do not currently have access to the Strategic Data Collection Service, please register
for an account via the following link:

https://login.hscic.qgov.uk/Reqister.aspx?referrer=https%3a%2f%2fdatacollection.sdcs.digital.
nhs.uk%3a443%2fAccount%2fLogln&version=4.

e Are there any tips on completing it?

Sections 6 to 11 detail what questions will be asked and what information will be
required.

Ensure plenty of time is allocated to complete the return, to allow for the provision for
any amendments before the closing date.

e Why do | see the error message “There are errors on the template,
the template will not upload to SDCS with errors”?

By default, on row three the template will show the following red text “There are errors on the
template. This template will not upload with errors”.

As each section of the template is completed you will notice the error messages in column S
disappear. Once all sections are completed and no more red text error messages appear in
column S the template is ready to upload via SDCS

The message on row three will read as “You can now upload this template through SDCS”.

e What happens if | do not submit the return by the due date?

National and regional PCAR reports will be caveated to highlight any ICB that has not
submitted a return. The relevant NHS England region may request this information (and any
additional information) is provided to them directly outside of the collection service in support
of their oversight and assurance responsibilities.

Note, once the reporting period has ended, the collection service will close. Any ICB who

fails to provide a return within this timeframe will not be able to submit through the collection
service.

e Who do | contact if | have any queries?

For any queries relating to the completion of the return, please contact
england.gpcommissioning@nhs.net

For any queries relating to accessing the template or uploading issues via SDCS please
contact ssd.nationalservicedesk@nhs.net
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GM Primary Care Commissioning Committee

DATE 11" August 2025

Required information

Details

Extension Request, Commissioner post

Title of report payment verification (PPV) exercise (Capacity
Access Improvement Programme 2024/25)
Author Gail Henshaw - Senior primary Care

Programme Manager

Presented by

Gail Henshaw

Contact for further information

Gail.henshaw@nhs.net

Executive summary

1.To request approval from PCCC for an
extension to the timeline to report the full
findings of the PCN Network DES, Capacity,
Access and Improvement Payment (CAIP)
Post Payment Verification Process to
October’'s Committee.

2.This request is to ensure NHS Greater
Manchester can fully assess all relevant
information to support assessment of
compliance with the requirements and
expenditure against the Network Contract
DES.

The benefits that the population of Greater
Manchester will experience.

This PPV process supports greater
assurance and oversight in line with NHS
Greater Manchester primary medical care
commissioning responsibilities.

CAIP incentivises practices to adopt a MGP
approach to support improved access for all
populations.

e Optimising contact channels; offering
patient choice of access channel
(telephone, online and in person)

e Structured information gathering at the
point of patient contact

e Using one care navigation (and workflow)
process across all access channels to
assess and prioritise need safely and
fairly, and to efficiently get patients to the
right healthcare professional or service, in
the appropriate time frame

e Better allocating existing capacity to
need.

e Building capability in general practice
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Alison Newton
Cross-Out


teams to work together and to access,
understand and use data, digital tools and
shared knowledge to lead, plan,
implement, improve and sustain change.

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

To reduce inequalities between patients with
respect to their ability to access health
services; and

reduce inequalities between patients with
respect to the outcomes achieved for them by
the provision of health services.

Modern general practice is the foundation of a
transformation journey to better align capacity
with need, improve patient experience and
improve the working environment for general
practice staff

The decision to be made and/or input
sought

To support an extension on reporting the
outcome of the Post Payment Verification
process to PCCC until October 2025

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

- Strengthen our communities

- Recover core health and care services
- Support our workforce and carers

- Achieve financial sustainability

- Meet our statutory obligations

Key milestones

Feb 25 — PPV process presented to PCCC
May 25 — (DCCP) undertook randomised
identification of 10 GM PCNs

June 25 -NHS GM formally wrote to each of
the identified PCNs.

June 25 — DCCP met on the 18th June to
review the National Online Consultation
dataset

June 25 — Evidence received from PCNs for
Faster Care Navigation domain.

June 25 — Meeting with PC leads to review
the initial data set and agree a consistent
approach.

July 25 — Request for further data from
clinical system suppliers.

Leadership and governance arrangements

Updates on the CAIP PPV process
requirements have been notified to NHS GM
locality primary care leads, Direct
Commissioning and Contracts Panel (DCCP)
and Primary Care Access Group.

Engagement” to date

CAIP PPV and MGP transition have been
discussed routinely at:

* Delegated Management Oversight Group
(DMOG - Primary Care locality
commissioners)

Page 72 of 152




* Primary Care Access Group meetings —
the process has been drafted with
support of locality colleagues in
attendance
* An update on CAIP PPV process for 24/25
was brought to PCCC in Feb 2025
* Oversight and assurance has been
managed through:-

- NHS GM Primary Care Leads

- Direct Commissioning and Contracts

Panel (DCCP)

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

Table 2 - core information relating to the content and creation of paper
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Introduction

1.

Commissioner post payment verification (PPV) exercise (June - August 2025)

1.1.To request approval from PCCC for an extension to the timeline to report the full
findings of the PCN Network DES, Capacity, Access and Improvement Payment (CAIP)
Post Payment Verification Process to October’s Committee.

1.2. This request is to ensure NHS Greater Manchester can fully assess all relevant
information to support assessment of compliance with the requirements and
expenditure against the Network Contract DES.

PPV Process
2.1.The PCN Capacity, Access and Improvement Payments (CAIP) PPV Process 2024/25,
was presented to GM PCCC in Feb 2025.
2.2.The paper outlined the PPV verification process to be undertaken between June — Sept
2025. The purpose of the Post-Payment Verification (PPV) is to validate 15% (10 PCNs),
claims made for the Capacity and Access Improvement Payment (CAIP) domains
during 2024/25. This is to ensure they fully meet the requirements, as set out within the
Network Contract DES.
2.3. The following components of Modern General Practice must be in place in every
Practice and declared as such by the Clinical Director, for the full funding to be paid:
¢ Better digital telephony
e Simpler online requests
¢ Faster care navigation, assessment and response

2.4. ALl PCNs had to declare their achievement of the CAIP Modern General Practice (MGP)
domains by the 31 March 2025.
Where a PCN declared as having achieved one or more of the above domains, an
indicative payment has been made in accordance with the National DES.
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Post Payment Verification Process Timeline (June to August 2025):

10 PCNs selected for PPV (one per locality) 21 May 2025
Desktop review / reconciliation of data sources takes 4 June-17 June 2025
place

DCCP panel meeting initial review of evidence 18 June 2025

Further evidence (if required) from the PCN to support 23 June -7 July 2025

PPV assessment

Final evidence and assessment reviewed at DCCP 16 July 2025
Present PPV outcomes to NHS GM PCCC 11 August 2025
Outcome communicated to PCNs 13 August 2025
Inform NHS GM Finance of any alterations to payments 13 August 2025
Alterations to payments transacted if required September 2025

3. Progressto Date

3.1.In line with the agreed timeline, NHS Greater Manchester Direct Commissioning
Contract Panel (DCCP) undertook randomised identification of 10 GM PCNs on 21

May 2025.

The following PCN’s were identified for Post Payment Verification.

Bolton U46071 | Westhoughton Network

Bury U49525 | Horizon

HMR U64487 | Rochdale North

Manchester | U13098 | Miles Platting, Newton Heath & Moston
Oldham U14327 | Oldham Central

Salford U57786 | Swinton

Stockport U99971 | Tame Valley

Tameside U01630 | Stalybridge

Trafford U79881 | Trafford West

Wigan U30170 | TABA Wigan

3.2. NHS GM formally wrote to each identified PCN on the 4" June 25 outlining the process
the ICB will be undertaking, including timelines. Within the letter PCN’s were
requested to provide evidence relating to the ‘Faster care navigation, assessment, and

response’ domain by the 20" June 25.
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3.3.Faster care navigation, assessment, and response
3.3.1. Only PCN’s who submitted a claim for ‘Faster care navigation, assessment, and
response’ domain, during the 2024/25 claim period, were required to submit
evidence to support achievement.
3.3.2. NHS GM has now received evidence from each PCN’s member practice to

support their achievement of this domain.
3.3.3. NHS GM central contracts team requires the requested extension in order to
review the evidence to assess its compliance.

3.4.Better Digital Telephony

3.4.1. The Central team is currently reviewing Better Digital Telephony domain to
ensure a digital telephony solution has been implemented, including call back
functionality; and each practice has agreed to comply with the Data Provision
Notice.

3.4.2. NHS GM has now confirmed each PCN core member practice, as having
complied with the Data Provision Notice (DPN).

3.4.3. NHS GM has also received evidence from NHS England to support compliance
with those practices that are being managed under Phase1 & 2 of the Cloud Based
Telephony framework solutions.

3.4.4. NHS GM central contracts team requires the requested extension to finalise
compliance with the following areas:

- Those PCN member practices who have already adopted a better digital
telephony solution

- Those PCN member practices who are unable to adopt at this stage, that there is
a clear and deliverable plan in place to implement an appropriate digital
telephony solution.

3.5.Simpler Online Requests

3.5.1. Inline with the timeline, DCCP met on the 18" June to review the National Online
Consultation dataset. A further meeting was also set up with all primary care leads
on the 25" June to review the initial data set and agree a consistent approach for
requesting further evidence.

3.5.2. To ensure fairness, irrespective of when the PCN declared throughout 2024/25,
the review focused on March 2025, as we believe this is the final point for Clinical
Directors to declare achievement. That being the optimum time that member
practices should have Simpler Online Request utilisation fully operating during
core hours.

3.5.3. Areview of the activity and utilisation for all PCNs suggested that there were no
issues with national data extraction for the two main online system suppliers’
(Accurx and Patches) for the identified PCNs.
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3.5.4. As part of the desktop review for Simpler Online Requests we identified some
discrepancies and gaps within the activity/utilisation data presented.

3.5.5. Due to this, it was agreed with locality primary care leads to review the data
directly from the online clinical system suppliers, to ensure there are no
discrepancies with the National data extraction.

4. Compliance with national guidance
4.1.The National Contract specification 2024/25 - PCN requirements and entitlements

sets out how commissioners must offer to primary medical services contractors the
opportunity to participate in the Network Contract DES, including the rights and
obligations of:
a. primary medical services contractors that participate;
b. the PCNs of which they are members; and
c. commissioners,
for the financial year from 1 April 2024 to 31 March 2025.

4.2.NHS GM has made payment to PCNs in accordance with the national Network DES,
CAIP payment requirements.

4.3. This process provides the additional assurances through post-payment verification
covered under Part.76i8;0._Administrative.provisions.relating.to.payment.

4.4.The commissioner is responsible for post payment verification, and should any
inconsistencies be identified; payment reconciliation will be undertaken.

5. Recommendation
5.1 To support an extension on reporting the outcome of the Post Payment Verification
process to PCCC until October 2025.

5.2 This will provide NHS GM central contracts team the required time to validate:

- Areview of the clinical system supplier data for simpler online requests

- The evidence submitted for Faster Care Navigation to confirm compliance

- Core members practice compliance with Cloud Based Telephony requirements with
NHS GM digital colleagues.
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NHS Greater Manchester

MEETING:

Blueprint Implementation Group and Primary
Care Commissioning Committee (engagement
to culminate in paper released to GM
Integrated Care Board public meeting)

TITLE OF REPORT:

Primary Care Blueprint Year 1 Delivery Update

DATE OF MEETING:

XX September 2025

FILE CLASSIFICATION: Draft
FILE VERSION NUMBER/DATE: Version: v1.0
04/07/2024

AUTHORY/S:

Conor Dowling, Stephanie Fernley
Supported by Primary Care Provider Board
Delivery Team

HAS THERE BEEN PUBLIC OR CLINICAL

ENGAGEMENT? Yes
HAS THERE BEEN AN ANALYSIS OF ANY Voo
IMPACTS ON EQUALITY?

HAVE THE ENVIRONMENTAL

SUSTAINABILITY IMPACTS BEEN Yes
CONSIDERED AND ADDRESSED?

HAS FINANCIAL OR LEGAL ADVICE BEEN
OBTAINED? (IF YES, PLEASE STATE THE VA

NAME OF THE FINANCE OFFICER WHO HAS
PROVIDED THE SUPPORT)

HAS THIS BEEN TO ANY GROUPS OR
COMMITTEES FOR ENGAGEMENT,
COMMENTS OR APPROVAL?

Blueprint Implementation Group — 7" August
Primary Care Commissioning Committee Pt2 —
11t August

ARE THERE ANY POSSIBLE CONFLICTS OF
INTEREST ASSOCIATED WITH THIS PAPER?
(IF YES, HOW WILL THEY BE MANAGED)

N/A

PRESENTED BY:

Manisha Kumar - Chief Medical Officer to present
at GM ICB Board

Conor Dowling — Primary Care Programme
Manager to introduce this item at BIG and PCCC.

PURPOSE OF PAPER:

Decision Requested: Yes X No
For Discussion: Yes X No
For Noting/Information: Yes X No
For public meeting agenda Yes [ No

(if item is for private agenda,
please provide rationale as
to why)

X O 0O O

NB: This is an engagement draft for internal testing within the system before an updated

version goes to public board in September.
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This paper relates to the following BAF risks:

X

Workforce challenges including shortages in many roles across the whole health &
care sector & staff wellbeing & efficiency

X

Demand exceeds available capacity to deliver services in a timely and effective
way

X

Failure to deliver Financial Balance both for NHS GM organisationally and as an
ICS

X

Widening health inequalities due to a reduced focus on prevention for the GM
population

X

Sustaining a strong market for community-based services (including adult social
care and primary care)

An emergency could overwhelm NHS GM'’s ability to respond effectively

XX

There is a risk failure to comply with our statutory duties for quality assurance in
Quality and Patient Safety within the NHS GM system

EXECUTIVE SUMMARY INCLUDING KEY MESSAGES:

The GM Primary Care Blueprint is the agreed model for Primary Care in GM and was signed off
in public by the Board of NHS GM and the GM ICP (both in September 2023). It was an Integrated
Care Board first in terms of developing a unified primary care strategy that was supported by all 4
disciplines — general practice, community pharmacy, dentistry, and optometry. The Blueprint
outlines primary care’s contribution to the Integrated Care Board and Joint Forward Plan and
describes our approach to ensuring the stability and sustainability of the sector for the benefit of
patients and staff.

This update demonstrates the outputs and outcomes achieved within the first year of our 5-year
strategy, as well as the enablers that have supported this work and the barriers and risks
presented to delivery in year 1. Continued improvements in performance across the disciplines
are highlighted, as well as the completion of a series of foundational actions which will put primary
care in the best position to transform and deliver against the 10 Year Health Plan and the primary
care blueprint strategy to 2029.

General Practice is delivering 19% more appointments than in 2019/20 but importantly, GM is
above the national and regional in terms of people’s self-reported patient experience of accessing
GP (78.6% rating their experience as good). Whilst there is still more work underway to improve
GP access and experience and address variation, GM starts from a good foundation of
performance.

From April 2024 to March 2025, community pharmacies across GM completed 306,082 pharmacy
first consultations — an average of over 25,000 per month. Pharmacy First consultations are
following referral into the service via GP surgeries, North West Ambulance Service, NHS 111 and
urgent care centres in addition to walk-in consultations. This early progress has demonstrated the
effectiveness of the business model of community pharmacies in the provision of an accessible
and convenient ways for people to manage their own care where appropriate to do so, whilst
supporting capacity in other parts of the health system through deflection of demand.

The GM Dental Patient Quality Access Scheme continues to successfully deliver additional dental
capacity since it began in 2023. The PAQS was continued throughout 2024/25 - from June 2024
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to March 2025 a total of 87,130 new patients have been seen and 86,722 urgent patients had
been seen. This year the programme has been expanded to offer enhanced access and support
to care leavers, veterans, and people recently diagnosed with cancer or are receiving treatment.

On top of routinely high numbers of sight tests provided across the city region each year,
optometry providers continue to develop means to support people with urgent eye problems
without needing to visit their GP or urgent care where clinically appropriate to do so. This year,
66,498 episodes of the Community Urgent Eyecare Service took place with 79.6% (52,932)
managed within the service and discharged, without a need for onward referral to secondary care.

The Blueprint is fully inclusive of GM’s commitment to the actions set out in the NHS England
Primary Care Access Recovery Plan (PCARP). Significant progress has been made against this
throughout 2024 — 25, placing GM in a positive position to continue to develop under the
operational planning guidance and incoming neighbourhood health guidance aligned with the 10
Year Health Plan. A report on actions and performance against the key PCARP domains as of
March 2025 can be found in Appendix 1.

The strategy is supported by a comprehensive yearly delivery plan, which includes a series of
actions set across the 9 thematic chapters of the GM Primary Care blueprint. This paper features
a summary of progress against year 1 delivery with further details featured in Appendix 2.

Alongside core contract funding for primary care services, a proportion of System Development
Funding was received to support primary care development, although like other areas, the
challenges surrounding the confirmation and release of the funding limited the progress of a
number of workstreams within year 1. Many low or no cost activities did progress as planned, and
a future focus in the delivery plan will be to prioritise deliverables with existing funding streams.

BACKGROUND - THE GREATER MANCHESTER PRIMARY CARE BLUEPRINT

The Greater Manchester (GM) Primary Care Blueprint is a five-year strategy for Primary Care
across Greater Manchester. It describes how we plan to address the risks to the stability and
sustainability of primary care as highlighted in the Fuller Stocktake (2022) and sets out our
prescription for change. Alongside local priorities, the content of the Blueprint is closely aligned
to primary care facing ambitions set out in national strategies such as the Ten Year Health
Plan (2025). Greater Manchester’s response to the 2023-25 NHSE Primary Care Access and
Recovery Plan (PCARP) and 2025/26 operational plan are embedded as actions within the
Blueprint. As such, the publication of the NHS 10 Year Plan, provides an impetus to ramp up
progress on the delivery of our PC Blueprint.

The Blueprint references a number of deliverables and actions across 9 themed chapters
described in the figure below and is fully inclusive of community pharmacy, dentistry, general
practice, and optometry. It has been developed through extensive consultation with the
Voluntary, Community, Faith and Social Enterprise (VCFSE) sector, the Alternative Provider
Collaborative, and the public. The Blueprint was formally supported at the GM Integrated
Partnership Board on 29th September 2023, and the final version can be found on the GM
ICP website here.
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Figure 1: A summary view of chapter titles in the GM Primary Care Blueprint.
DEVELOPMENT AND PUBLICATION OF THE DELIVERY PLAN - YEAR 1

The blueprint outlines the agreed ambitions of Greater Manchester's Primary Care system
and is now supported by a Delivery Plan, which describes the underpinning actions and
implementation approach which will be taken year-on-year to progress toward achievement of
these ambitions.

The Blueprint officially entered its Delivery Phase at a Primary Care Summit in March 2024,
which was attended by the Greater Manchester Primary Care Assembly; our primary care
community which brings together ICB, locality and provider colleagues, via the GM Primary
Care Provider Board, into a single collaborative space. Two years since this event, and over
18 months into formal Blueprint delivery, it is recognised that there has been a large amount
of work underway across each chapter. The next section outlines key areas of progress and
impact across each primary care discipline in relation to the overall blueprint ambitions, further
information under each chapter heading is featured in Appendix 2.

BLUEPRINT PROGRESS UPDATE

General practice providers continue to increase the number of available appointments across
the city region. Throughout the first year of blueprint delivery (April 2024 — March 2025), locality
reported data shows an average of 1,421,284 appointments per month were delivered
compared to averages of 1,372,160 in 2023/24 (Up 3.5%) and 1,191,184 in 2019/2020 (up
19%). Though capacity across general practice services has never been higher, it is
recognised that an increase in available capacity and increased appointment numbers only
tells a partial story.

Through the 25/26 Operational Planning round, perception of experience of GP for people
who tried to contact their GP practice in the last 28 days is now tracked. This is a part of a
wider survey that the ONS work on each month that looks at experiences of NHS healthcare
services in England. Whilst this can only provide ICB level cross-sectional data, findings
indicate that in July 2025, 78.6% of people indicated their experience of GP in the last 28 days
as good, compared to a national average of 72% and North West regional average of 75.7%.
The national NHS GP patient survey results for 2025 have recently been released, which
enable further drill down and PCN and practice level to look at patient experience and areas
of variation. GM level results suggest that patients have an easier time contacting their GP
over the phone and through digital means when compared to the national average. A higher
overall experience of GP practices is also reported - 77% respondents rated their experience
as ‘good’ against a national average of 75%. Patient experience measures will be a key factor
of assessing blueprint impact across future years of the primary care blueprint.

GP quality across GM continues to track higher than the national average, the percentage of
practices rated at each of the Care Quality Commission categories is highlighted in the table
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below, with Greater Manchester having a higher percentage of Good and Outstanding rated
practices than the national average, and a lower number of Requires Improvement or
Inadequate practices.

Q4 2024/25 Inadequate  Requires Good Outstanding No Published
Improvement Rating

Region

0.4% 4.5% 86.4% 4.6% 4.0%

Greater 0.2% 2.4% 88.2% 6.7% 2.4%

Manchester

Figure 2: Table to show the relative percentage per category of CQC ratings of GM GPs vs national average.

Positive progress is reported regarding the adoption of the Modern General Practice Access
model and use of digital means to support patients to access and manage their care. 59% of
the eligible GM population is now registered for the NHS App, with monthly logins increasing
from 1,636,000 in April 2024 to 2,647,772 in April 2025. A significant increase in the numbers
of patients ordering their repeat medications has also been recorded, improving from 186,960
in April 2024 to 287,104 in April 2025 — a rise of 54%. The Digital First Primary Care
programme continues to support patients and staff with the adoption and use of digital means
to take more control of their own care, whilst ensuring that accessible routes remain available
for people who are digitally excluded or require additional support. A detailed summary of GMs
continued positive progress against the digital areas of the Primary Care Access Recovery
Programme is included in Appendix 1.

The important role played by community pharmacy providers continues to expand in addition
to the approximately 270,000 ‘informal’ consultations offered by these providers across the
city region each month. Greater Manchester is the highest performing out of the forty-two
systems in the country regarding the delivery of the national Pharmacy First programme —
which enables community pharmacies to provide prescription medications for seven common
conditions and supplies of urgent medications. It also involves closer working with general
practice and the urgent care system to support availability of capacity at these providers.

The Pharmacy First programme commenced in January 2024, as a development of the
previous Community Pharmacy Consultation Service. From April 2024 to March 2025,
pharmacies across GM completed 306,082 pharmacy first consultations — an average of over
25,000 per month. Pharmacy First consultations are following referral into the service via GP
surgeries, North West Ambulance Service, NHS 111 and urgent care centres in addition to
walk-in consultations. This early progress has demonstrated the effectiveness of the business
model of community pharmacies in the provision of an accessible and convenient ways for
people to manage their own care where appropriate to do so, whilst supporting capacity in
other parts of the health system through deflection of demand.

Progress is also being made to develop the role that community pharmacy plays in
preventative care. From April 2024 to March 2025, community pharmacies in GM conducted
190,640 blood pressure checks as part of the community pharmacy hypertension case finding
service. This service involves people with high blood pressure and pre-hypertension being
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identified and supported in the most appropriate way. For example, those with higher blood
pressure are signposted to their GP for ongoing review and management, reducing the
chances of exacerbations and serious health issues such as heart attack and stroke. This
service has embedded well across primary care, and increasing focus this year has been
devoted to other programmes such as increasing the number of consultations associated with
the emerging community pharmacy oral contraceptive service and supporting patient safety
and quality of care as they are discharged from hospital into the community via the Discharge
Medications Service (DMS).

Community pharmacy continues to offer excellent experience of service — according to the
additional questions in the GP patient survey from 2025, 88% of respondents report an overall
‘good’ experience of pharmacy services.

At time of writing, all 340 of Greater Manchester’s dental practices were signed up to either
the local Dental Quality Access Schemes or the national New Patient Premium offer, in order
to ensure that there is an increase in dental capacity for GM citizens. The Dental Access and
Quality Scheme (PAQS) was launched in June 2023, as part of the scheme, practices are
asked to see a minimum number of patients — new and urgent, new patients for routine care
and urgent care patients for relief of pain and prevention of further deterioration of oral health.
The PAQS was continued throughout 2024/25 - from June 2024 to March 2025 a total of
87,130 new patients have been seen and 86,722 urgent patients had been seen.

The local GM scheme continues to run and appears to be more successful than the national
programme at increasing access. Practices have reported that they are appreciative of the
ability to offer additional capacity, and the additional funding is an enabler to their sustainability
and stability. Further, no contract hand-backs have been recorded since April 2024, which is
deemed a highly significant measure of stability in the system. Based on its recent success,
the PAQS has been updated to offer enhanced access to 3 groups identified at the beginning
of the year — being care leavers, veterans, and people recently diagnosed with cancer or are
receiving treatment.

There were 1,277,900 patients seen by GM primary dental care services in the 12 months
prior to March 2020. In the 12 months prior to July 2024, these services saw 1,408,468
patients. Figure 3 illustrates the recovery of access levels between 2020 and 2024, with overall
numbers of patients but also the patient levels receiving different banded courses of treatment.

Page 84 of 152


DOWLING, Conor (NHS GREATER MANCHESTER INTEGRATED CARE BOARD)
This is holding data from last update - Current information from local reports is being pulled together as national reports are no longer available. 


Figure 3: Unique patients seen in previous 12 months by treatment band.

3.12. The national profile of dental contractual performance as of July 2024 (most recent available

3.13.

3.14.

data), clearly indicates a far stronger position for GM compared to the national profile with
circa 80% of GM contracts delivering over 80% of their contract compared 59% nationally.
Similarly, there are less poorly performing practices compared to the national position.

Figure 4: Contracted UDA delivery profile for dental contracts against % performance band.

According to additional questions pertaining to NHS dentistry in the 2025 GP patient survey,
73% of respondents describe a ‘good’ experience against a national average of 71%, 16%
reporting a ‘poor’ experience of care vs a national average of 18%.

In addition to the high number of sight tests conducted by optometry providers across GM
(754,274 from April 2024-March 2025), optometrists across Greater Manchester are
supporting citizens with urgent eye symptoms via the Community Urgent Eyecare Service
(CUES). This service helps people reporting one of a series of common urgent eye related
symptoms to receive rapid assessment, treatment, or referral with an accredited optometrist
without the need to see a GP first. In 2024/25 66,498 CUES episodes took place with 79.6%
managed within the service and discharged, without a need for onward referral to secondary
care. 97% of patients reported they would recommend the service to their friends and family.
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The CUES showcases optometry as another area supporting with the reduction of demand on
GP and urgent care services where appropriate to do so. The walk-in nature of optometry
providers in GM also enables accessible support to be given to vulnerable and at-risk groups,
such as through the optometry Easy Eye Care service for people with learning disabilities and
autism, as well as continuing to offer homeless and asylum seeker services. An optometry
hypertension case finding pilot was also successfully started this year — whereby 2254 people
were opportunistically screened with a view to identifying possible hypertension during routine
optometry visits.

ENABLERS TO DELIVERY

Our unified primary care system, the first of its kind for an integrated care system, is seen as
a key enabler to the delivery of the Primary Care Blueprint. The approach to the development
and delivery of the blueprint is done in partnership between the Greater Manchester Integrated
Care team, place-based leaders in localities, and the Primary Care Provider Board. Taking a
collective approach to decision making ensures relevant stakeholders are involved and
aligned and programmes are co-designed with clinical leaders and subject matter experts
across all disciplines, which builds trust, leading to stronger engagement.

This structure also enables effective integrated working with colleagues across other
specialties within the Integrated Care Board, — such as population health, mental health and
secondary care. Primary care is considered central to the GM LiveWell model being developed
in partnership between NHS GM and the Greater Manchester Combined Authority and will be
the delivery vehicle for a fully integrated neighbourhood-based approach to support and
preventative care following GM’s designation as the first ‘prevention demonstrator’ for England
in the NHS 10 Year Health Plan.

Though this paper has concentrated on the continued excellent performance, improvements
in available access and new ways of working across the four disciplines of primary care, there
have also been a wealth of enabling actions progressed across the primary care blueprint
themes which put GM in the best position to respond to the three shifts as outlined in the NHS
10 Year Health plan moving into 2025/26. Further information in appendix 2 details actions
undertaken in the past year to progress primary care’s crucial contribution to the reduction of
health inequalities across the city region through adoption of Inclusion Health and Fairer
Health for All principles and utilising the neighbourhood team working model to increase the
focus and wraparound support to citizens in support of proactive care and the prevention of ill
health. Progress against enabling actions across the themes of digital, estates, sustainability,
quality and workforce are also referenced.

RISKS TO DELIVERY

Delivery of the primary care blueprint is supported by an assurance and risk management
function that report and escalate issues to the Primary Care Blueprint Implementation Group
(BIG). The highest scoring risks to the delivery of the blueprint are summarised below:

This update was written amidst the ongoing process to reform the NHS GM system following
the abolition of NHS England in March 2025 and the associated request for the ICB to reduce
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its running costs by 39% by the end of the calendar year. As with all other teams under the
ICB, there is a risk that structural changes could negatively impact the capacity and ways of
working which have been utilised to implement the blueprint thus far.

Concurrent reforms regarding the confirmation of responsibilities of different layers of the
health and care system are underway, as advised by the ICB Model Blueprint document and
the 10-Year Health Plan. Greater Manchester ICB submitted their response to the ICB Model
Blueprint document at the end of May this year, in line with national reporting requests. The
incoming shift of the Integrated Care Board (ICB) to focus more on its role as a strategic
commissioner for population health is welcomed — as is the focus and development of
neighbourhood health services. It will be imperative however that NHS Greater Manchester
maintains a focus on the critical role that the primary care disciplines will play across all three
shifts as highlighted in the 10 year health plan. In order for primary care to facilitate the three
shifts, as well as the development of the neighbourhood health model, it must be enabled with
the capacity and resources to deliver.

The existing financial deficit and priority requirements of Greater Manchester’s Sustainability
Plan are being responded to across the GM Health and Care system which may impact the
ICB’s ability to invest in new models of care which focus on expansion of Primary Care’s role
in population health management, prevention and early intervention.

The late confirmation of Primary Care and Population Health SDF and the associated barriers
to commencing/ formalising programmes of work are flagged, particularly regarding actions in
the Health Inequalities and Prevention chapters. Several actions have not been able to
progress as quickly due to non-confirmation of finances and several milestones have been
adjusted to account for this.

Uncertainty around the resources to continue the work of the GM Digital Facilitators who have
been supporting patients and practices with access to online means such as the NHS App.
Funding is due to cease at the end of financial year and it is uncertain where next year's
funding can be accessed from. Without this resource there is a risk to the system’s ability to
introduce workspace modernisation approaches and expansion of NHS App capability and
utilisation associated with some of the key priorities in the 10 year health plan.

The Primary Care Medical budget is recurrently overcommitted. The overcommitment for
2024/25 was established to be c£5.2m at planning stage and the GM Primary Care team have
been working hard to identify Cost Improvement Programmes (CIPs) to deliver savings within
the medical budget. To date c£1.5m of savings have been delivered in year, however further
work is required to bring recurrent expenditure back in line with the recurrent allocation.
Delivering the programme whilst scaling back investment in Primary Care is extremely
challenging. The primary focus is delivering savings through the elimination of waste. An
example of this would be to remove all void estate as it does not add any value. Workforce -
despite the work being done to recruit, retain and develop our staff, there remain significant
risks surrounding all parts of our workforce, all of which will require ongoing attention to enable
successful implementation of the Blueprint.
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NEXT STEPS

The Year 2 Blueprint Delivery Plan has been drafted and updated following release of the 10
Year Health Plan in July 2025. Early reporting on the draft actions is being managed and
engaged on via the GM Blueprint Implementation Group which is attended by provider, NHS
GM and locality colleagues. The strategy for and delivery of primary care will be considered
by PC BIG further as the key priorities from the 10 Year Health Plan become clearer and as
we move through NHS Reform.

Priorities in the year 2 plan have been mapped to national drivers such as those underpinning
the three shifts and neighbourhood health service development in the 10 Year Health Plan.
The year 2 delivery plan also speaks to local GM ambitions such as the role of primary care
in the development of GM LiveWell. Examples of key priorities as featured in early drafts of
the year 2 plan are:

e Developing consistent primary care commissioning approaches (BeCCoR)

o Progressing ‘left shift of some services out of hospital where they can be delivered
appropriately in the community.

o Support to the development of the Neighbourhood Model in line with national guidance
and connected to local ambitions such as GM Live Well and Greater Manchester’s
designation as a prevention demonstrator for England in the 10 Year Health Plan.

e Using the PCB-led engagement across the 4 Primary Care disciplines to outline the roles
and responsibilities for Primary Care providers in the delivery of GM Live Well — an offer
of great everyday support in every neighbourhood - delivered from LiveWell centres,
spaces and places alongside wider public services.

o Embedding the Modern General Practice approach and population risk stratification in GP
practice to support continuity of care (set out as part of Capacity Access and Improvement
Payments for 2025/26).

o Transition to and use of digital means, GP provider workspace modernisation and
utilisation of Artificial Intelligence.

¢ Interface actions to support relationship building and alleviate pressures across provider
types and between primary and secondary care

e Continuing to improve access to and maximising opportunities in Pharmacy, Optometry
and Dental.

The triumvirate approach to blueprint management as described in Section 1 of this paper will
be revisited and strengthened to deepen relationships between place-based locality
colleagues and provider groups including primary care disciplines, the voluntary, community,
faith and social enterprise sector, and the alternative provider collaborative.

Further work will be done to improve the system’s recognition of the difference the blueprint is
making across primary care in Greater Manchester, with a particular focus on demonstrating
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the meaningful impact being driven through the delivery plan for the benefit of patients and
system partners.

RECOMMENDATIONS
The Integrated Care Board is asked to:
e Note the report for information.

e Note the risks to delivery as highlighted in section 5.
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Appendices

Appendix 1: Update on Primary Care Access Recovery Programme

NHS Greater Manchester

MEETING:

Blueprint Implementation Group and Primary
Care Commissioning Committee (engagement
to culminate in paper released to GM
Integrated Care Board public meeting)

TITLE OF REPORT:

2025 report: NHSE Primary Care Access and
Recovery Plan (PCARP)

DATE OF MEETING:

Click or tap to enter a date.

FILE CLASSIFICATION: Draft
FILE VERSION NUMBER/DATE: Version: v1.0
07/07/2025

AUTHORY/S:

Steph Fernley
Conor Dowling

HAS THERE BEEN PUBLIC OR CLINICAL
ENGAGEMENT?

Clinical and public engagement through delivery
of the work that sits under PCARP

HAS THERE BEEN AN ANALYSIS OF ANY
IMPACTS ON EQUALITY?

This has been undertaken in respect of
workstreams that sit under PCARP, particularly in
respect of access to primary care and digital
inclusion

HAVE THE ENVIRONMENTAL
SUSTAINABILITY IMPACTS BEEN
CONSIDERED AND ADDRESSED?

Sustainability is a key theme which sits within the
GM Primary Care blueprint, which PCARP is
embedded within.

HAS FINANCIAL OR LEGAL ADVICE BEEN
OBTAINED? (IF YES, PLEASE STATE THE
NAME OF THE FINANCE OFFICER WHO HAS
PROVIDED THE SUPPORT)

No

HAS THIS BEEN TO ANY GROUPS OR
COMMITTEES FOR ENGAGEMENT,
COMMENTS OR APPROVAL?

The areas covered in the paper have been
discussed with locality primary care
commissioning colleagues via Delegated
Management Oversight Group (DMOG).
Previous updates on PCARP and
primary/secondary care interface work were
submitted to ICB board in:

e November 2023

e January 2025
This paper will compose part of an appendix of
details to the ICB Board meeting of September
2025 as part of a broader primary care
substantive update item.

ARE THERE ANY POSSIBLE CONFLICTS OF
INTEREST ASSOCIATED WITH THIS PAPER?
(IF YES, HOW WILL THEY BE MANAGED)

No

PRESENTED BY:

Manisha Kumar at September ICB.

PURPOSE OF PAPER:

Decision Requested: Yes O

For Discussion: Yes X

No X
No O
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For Noting/Information: Yes X No O

For public meeting agenda Yes X No [I
(if item is for private agenda,

please provide rationale as

to why)

This paper relates to the following BAF risks:

Workforce challenges including shortages in many roles across the whole health &
care sector & staff wellbeing & efficiency

X

Demand exceeds available capacity to deliver services in a timely and effective
way

X

Failure to deliver Financial Balance both for NHS GM organisationally and as an
ICS

X

Widening health inequalities due to a reduced focus on prevention for the GM
population

X

Sustaining a strong market for community-based services (including adult social
care and primary care)

X

An emergency could overwhelm NHS GM’s ability to respond effectively

There is a risk failure to comply with our statutory duties for quality assurance in
Quality and Patient Safety within the NHS GM system

X | X

EXECUTIVE SUMMARY INCLUDING KEY MESSAGES:

This paper is featured as an appendix to a substantive update on delivery progress related to
year 1 of the primary care blueprint.

NHS GM has made strong progress on delivery of the Primary Care Access Recovery Plan
(PCARP) throughout 2023 to 2025, which is embedded within the year 1 delivery plan
underpinning the GM Primary Care Blueprint.

A Primary Care operational planning return was submitted to NHSE in June 2025 to confirm
our ongoing commitment to the key ambitions set out in the Primary Care Access Recovery
Plan

PCARP will continue into 2025/26 with associated service delivery funding (SDF) to support
this, which has now moved into ICB baseline allocations.

The NHSE PCARP and reporting have previously been broken down into 10 key areas, which
Integrated Care Boards (ICBs) are measured against. A refresh NHSE Primary Care Access
delivery plan is expected imminently, although it is not anticipated that the measurables will
be altered.
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BACKGROUND

This paper is an update to the Board on the NHS GM contribution to the delivery of the NHSE
Primary Care Access and Recovery Plan (PCARP). This follows on from an update on
progress delivered to GM ICB in January 2025.

In May 2023, NHS England (NHSE) published the national delivery plan for recovering
access to primary care or also known as the Primary Care Access and Recovery Plan
(PCARP). Integrated Care Boards were required to develop system-level access
improvement plans. This aligns with their leadership responsibilities and accountability for
commissioning general practice services and delivery as well as, community pharmacy,
dental and optometry services.

On 9th April 2024, NHSE released an update on the PCARP and actions for systems in
2024/25, asking systems to go further on the aspirations it outlines. The main ambitions of
the PCARP are to:

Cut Bureaucracy by improving the primary and secondary interface and building on the
‘Bureaucracy Busting Concordat’

Empower Patients by improving the NHS app functionality, increasing self-directed care
and expanding the range of services

Implement A New Modern General Practice Approach by the roll out of better digital
telephony; making it simpler to make online requests; faster navigation, assessment and
response

Build Capacity by establishing larger, multidisciplinary teams; have more new Doctors
in General Practice and support the transition of Doctors to General Practice; retention
and return of GPs, and higher priority for primary care in new housing developments

PCARP and the deliverables within it are embedded within the NHS GM Primary Care
Blueprint, which was presented and approved by the NHS GM Integrated Care Board in
September 2024. The Blueprint sets out the Primary Care contribution to delivery of the GM
Integrated Care Partnership (ICP) strategy. The overall aim of the Primary Care Blueprint is
to ensure that Primary Care survives and thrives, allowing us to address the needs of our
citizens and communities as part of our wider GM Integrated Care Partnership. We will focus
equally on the Physical and Mental Health of our citizens, with all elements of the Blueprint
focussing on these twin priorities.

The NHSE PCARP and reporting has previously been broken down into 10 key areas, which
Integrated Care Boards (ICBs) are measured against. The remainder of this report will
provide an update on progress against each of these key areas.

CUTTING BUREAUCRACY

Primary Care and Secondary Care Interface (PCSCI)
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Improving this interface is a key measure of success for systems. The relationship between
these services is vital to our objectives to recover access and productivity by improving
patient flow in and out of hospital and better managing patients in the community. Nationally,
practices estimate they spend 10% to 20% of their time on interface work. Additionally, the
Policy Exchange Report published 29th June 2023 estimates “at least 15 million GP
appointments each year are wasted due to the poor interface between GPs and hospitals”.
Therefore, cutting bureaucracy and reducing time spent by practice teams on lower-value
administrative work and work generated by issues at the primary-secondary care interface
will allow practice teams more capacity to focus on patients’ clinical needs.

To improve interface working, NHS England commissioned the Academy of Medical Royal
Colleges (AoMRC) to undertake a rapid and clinically led review. Their report — General
Practice and Secondary Care: Working Better Together — is published alongside the delivery
plan. It is a compendium of more than 50 practical solutions designed by local systems that
have resulted in improved working between primary and secondary care. The solutions are
low or no cost and have been proven.

A cross-system interface group of clinical leaders has been established to drive the delivery
of this work, chaired by the Deputy Chief Medical Officer. Membership of the group includes
stakeholders and leaders from across localities and from primary and secondary care;
associate medical directors from the ten places, executive medical directors from acute and
mental health trusts and colleagues from pharmacy and other community services. The
group is supported by representation from the GM Association of LMCs. The group oversees
the delivery and implementation of this work.

This forum enables sharing of good practice and local and system wide initiatives, and also
functions as a clinical reference group to establish principles about specific interface issues.
A second trust capability assessment (following the original assessment in April 2024) was
completed with results shared with the system group and reported formally to NHS GM Board
in January 2025.

A third NHSE assessment reported at the end of March 2025. The output of the review
pointed to continued variation across different specialties, sometimes within the same trust.
There has been limited improvement in the self-assessed scores from providers across the
other pillars of the PCSCI, but the narrative themes describe an approach to improvement
across the interface, including education, use of audit to monitor progress and the use of
digital systems to improve patient experience at the interface.

There has been a reported improvement in the provision of fit notes due to the removal of
the requirement that fit notes must be electronic, which should improve patient experience
and primary care workload by having the appropriate fit note issued at the point of discharge
from secondary care.

Providers remain engaged in interface improvement work through additional means, such as
through a very successful workplace exchange programme in the Stockport locality, which
has helped to improve understanding of challenges across the interface. Extending this
programme to other localities is being explored throughout 2025/26.

Make Online Registration Available in all Practices by October 2024

Page 93 of 152


https://policyexchange.org.uk/publication/medical-evolution/
https://www.aomrc.org.uk/wp-content/uploads/2023/05/GPSC_Working_better_together_0323.pdf
https://www.aomrc.org.uk/wp-content/uploads/2023/05/GPSC_Working_better_together_0323.pdf

2.8.

2.9.

3.0

The commitment for 2,000 practices to make an online registration service available was met
in November 2023, one month ahead of schedule. In 2024/25, GM committed to roll this out
to all practices by 31 December 2024 with more than 90% practices to be actively utilising
the online registration system by the end of 2024/25.

An update received in April 2025 confirmed that GM has now achieved 100% of enrolment.
There is a single practice in the Bury locality that is currently being supported by the GM
Primary Care Team to troubleshoot some final barriers to participation. Next steps will focus
on increasing the adoption and uptake of the use of online registration as well as maintaining
high rates of practice enrolment.

EMPOWERING THE PATIENT

NHS App usage and digital channels

3.1.

3.2.

3.3.

There continues to be a national commitment is to enable patients in over 90% of practices
to have prospective record access, view practice messages, book appointments and order
repeat prescriptions using the NHS App (originally by March 2024). This was being measured
by measuring increases in NHS App record views and GM was exceeding this according to
the previous report to board in January 2025. This measure has since changed to the
recorded number of ‘app logins’. Data from March 2025 shows that 2,776,087 logins were
made in-month, suggesting sustained high utilisation of the app across the GM ICB footprint.

Also 59% 13+ years old GP patients in GM are signed up to the NHS App. This is comparable
with our North West neighbours who also have sign up levels at 59% and 60% of their
population.

NHS App repeat prescription numbers are still reported via PCARP. The target was to reach
3.5 million per month nationally by March 2025, giving a GM ‘target’ (based on GM being
5.13% of the England population) of 179,550 per month. Recent figures continue to show a
month on month increase in repeat prescription ordering with the GM figure for March 2025
being 284,422 - exceeding the national proportion target by a large margin (Figure 1). In
more recent months it is noted that the rate of increase is slowing as more people are now
routinely using the NHS App.

2023/24 2024/25

National ambition GM Target GM Activity National GM Target GM Activity

ambition March 2025

2.7m

138,510 173,696 3.5m 179,550 284,422

Figure 1: A table to show relative GM performance against national weighted target for repeat prescription ordering via the NHS App.
*GM targets in this paper have been calculated based on GM being 5.13% of the England population
*GM activity taken from NHS Digital reports from data for up to March 2025

3.4.

3.5.

Figures indicate that GM is doing well in encouraging use of the NHS App and functionality
such as repeat prescription ordering. Digital facilitators that are supporting practices with
implementation of cloud-based telephony services and have also been able to support
practices and patients with encouraging use of the NHS App.

GM Digital facilitators, medicines management colleagues and the primary care team have
also been instrumental in the growth of NHS repeat prescription ordering done via the NHS
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3.6.

app through the work of the Patient Led Ordering of Medications Group at the ICB.
Communications have been developed to support PCNs with standard operating procedures
for patient led ordering based on best practice within the system.

Work around the NHS App will need to be prioritised in line with the 10 Year Plan for Health
and to ensure general practice are maximising use of NHS App appointment booking,
messaging and prospective record access views as part of embedding the Modern General
Practice approach (MGPA).

Continue to Expand Self-Referrals

3.7.

3.8.

3.9.

Self-referrals to community services are viewed as a way to reduce the demand on primary
care by enabling self-referral where this is deemed appropriate based on clinical need and
demand. Like other ICBs, NHS GM has inherited legacy community services, previously
commissioned through CCGs and LA’s and so there is variation in respect of self-referrals.
Furthermore, a number of these services are already facing unprecedented demand and so
are working collaboratively with providers to understand / manage any impact of self-referral
in line with the national guidance/directive.

Our trajectory to date has been on track to increase self-referrals to 50% (where this is in
place). The GM monthly self-referral target across all community service lines is 10,112. We
have seen a decline in from November to February 2025 (although mainly still above the GM
target). This may be seasonal as data from the same period in 2024 shows a similar trend.
Data from March 2025 shows a self-referral figure of 12,173 against the 10,112 target. It is
worth highlighting though that in 2024/25, NHSE expanded to community service line
definition to include all community services rather than the main 7 (podiatry, weight
management, audiology, musculoskeletal and physiotherapy, community equipment
services, falls and wheelchair services).

Work is ongoing with our data and intelligence team to better understand the data that is
flowing into the Community Services Dataset (CSDS), starting with the 4 main providers of
community services — Bolton NHS Foundation Trust, Manchester University Foundation
Trust, Northern Care Alliance NHS Foundation Trust and Stockport NHS Foundation Trust.
By aligning our GM and NHSE methodologies in terms of collecting this data, we have been
able to assess variance in levels of self-referral, with the next step to break this down to
service line. This work will enable further analysis and discussion regarding any next steps.
It is recognised that delivery of the 10 Year Health Plan and the Neighbourhood health model
will require increased closer working between primary and community care.

Expanding uptake of Pharmacy First Services

3.10.

The Community Pharmacy Advanced Service: ‘Pharmacy First’ launched on 31st January
2024 replacing the Community Pharmacist Consultation Service (CPCS). The full service
consists of 3 elements:
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3.11.

3.12.

3.13.

Figure 5: Boxes to show the different parts of the Pharmacy First programme

The ‘Clinical Pathways’ element included 7 clinical pathways to enable patients to be referred
to a community pharmacist for advice and first line treatment for a series of conditions: Acute
Otitis Media, Acute Sinusitis, Acute Sore Throat, Impetigo, Infected Insect Bites, Shingles
and Uncomplicated UTI.

The national ambition was to increase the number of Pharmacy First pathway consultation
appointments per month by at least 320,000 by March 2025, this translates to a GM weighted
proportion of 18,560/month. There has been a significant and sustained increase in referrals
to the service from General Practice, showing improved engagement since the replacement
of the CPCS service by the Pharmacy First service after February 2024.

As of March 2025, 597 out of 623 (96%) of community pharmacies were registered to deliver
the service. From April 2024 to March 2025, pharmacies across GM completed 306,082
pharmacy first consultations according to NHSE data showing referral numbers from GP,
Urgent care, NHS 111, signposting from other providers and self referral. This translates into
an average of 25,506 consultations per month, showing huge engagement and referral
completion rates between community pharmacies, GP practices and wider system partners.
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3.14.

3.15.

3.16.

3.17.

Figure 6: A graph to show Pharmacy First engagement and referral information over the past
year.

From April 2024 to March 2025, circa 77% of the referrals for April had been completed by
Community Pharmacy. Work continues at system and provider level to continue to embed
this new service and to maximise completed referrals to ensure that patients are able to
access care services most appropriate for their needs.

Progression of the Pharmacy First programme continues alongside the ambitions to expand
the Community Pharmacy Oral Contraception (OC) and Blood pressure (BP) community
pharmacy advanced services to increase access and convenience for patients, as well as to
support prevention through increasing hypertension case finding.

The national monthly ambition for the number of oral contraception prescriptions coming
directly from a community pharmacy without GP referral by March 2025 is at least 25,800,
translating to 1324 for GM (Taking GM as 5.13% of the population of England at this time).
466 pharmacies out of 623 pharmacies (75%) are now signed up to deliver the oral
contraceptive (OC) service. Of the 12 months to March 2025, 20,179 instances of initiation
and ongoing/continuing provision had taken place at community pharmacy — a monthly
average of 1682. Greater Manchester ICB currently sits as the 4" highest provision out of 42
ICBs in England.

FIGURE 7: A graph to show the engagement and referral information for the oral contraception service in GM.

According to the PCARP guidance, the national monthly target number of community
pharmacy blood pressure checks is 71,000, meaning the target for GM is 3678 (taking GM
as 5.13% of the population of England). As of March 2025, 575 out of 623 (92%) of GM
community pharmacies are signed up to deliver the hypertension case finding service. Data
from April 2024 to March 2025 shows that a total of 12,124 blood pressure checks (clinic
checks and ambulatory blood pressure monitoring) have been conducted in GM community
pharmacies — an average rate of 15,886 checks per month.
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3.18.

4.0

Figure 8: A graph to show the referral information for ABPM and clinic checks associated
with the community pharmacy hypertension case finding programme.

Continued development, engagement, and success of the implementation of national
community pharmacy services is supported by a GM Community Pharmacy Services
Working Group which is attended by colleagues from the primary care and medicines
management teams at GM ICB, as well as provider colleagues through the Primary Care
Provider Board and Community Pharmacy Greater Manchester.

GM Target GM Activity
(Monthly average) | (Monthly average)
Pharmacy First 18,560 25,506
Hypertension Case Finding | 3678 15,886
Oral Contraceptive 1324 1,681

Figure 8: A table to show the GM weighted target vs GM actual activity for Pharmacy First,
Hypertension Case Finding Service and Oral Contraceptive services.

IMPLEMENTING THE MODERN GENERAL PRACTICE APPROACH

Capacity and Access Improvement Payments process

4.1.

In 2024/25, the CAIP payments were explicitly tied to the implementation of modern general
practice. PCN Clinical Directors were asked to make a self-declaration to the ICB when they
had achieved either one or more of the 3 modern general practice criteria, to enable payment
for the criteria to start flowing. Localities oversaw this process, so they were fully sighted on
which PCNs have implemented components of the MGP approach. This in turn supported
local discussions on improving access and identifying practices that may benefit from
national and GM support offers to enable implementation of MGP.

Page 98 of 152



4.2.

4.3.

4.4.

4.5.

4.6.

Whilst implementation of MGP brings significant benefits, anecdotal feedback from practices
and PCNs indicates that it is a significant undertaking, and the move can create initial
increased demand and pressures within the practice at a time when general practice is busier
than ever. In some instances, there have also been issues around cost of changing
telephony as the cost of cloud-based telephony is often higher than some practices were
previously paying.

The final 24/25 year end position on CAIP achievement is shown below:

e 61 out of 65 PCNs have claimed for Better Digital Telephony

¢ 50 out of 65 PCNs have claimed for Simpler Online Requests

¢ 60 out of 65 PCNs have claimed for Faster Care Navigation, Assessment and
Response

A GM post payment verification (PPV) process is currently underway. There is the potential
that this position may change following the PPV process.

In 2025/26 CAIP payments will continue but will change from three domains down to two —
focusing on embedding modern general practice access and incentivising PCNs to use the
intelligence gained from practice population risk stratification tools to stratify their patients to
identify people that would benefit most from continuity of care. NHSE have indicated to ICBs
that an ICB-led approach is expected towards this and that systems should support the digital
tools required to undertake this work. This was part of primary care operational planning
sign-off with NHSE.

PCN Clinical Directors will complete a self-declaration and will be able to claim their funding
for 2025/26 CAIP at any point in the year. A summary of what is included in the PCN Direct
Enhanced Services for CAIP requirements was presented to the GM Primary Care
Commissioning Committee in summer 2025. PCNs were asked to flag any issues early so
they can be worked through by the Primary Care Access Group.

Better Digital Telephony

4.7.

4.8.

4.9.

4.10.

The ambition is to support all practices on analogue lines to move to digital telephony,
including call back functionality, if they had signed up by July 2023. The programme
continued throughout 2024 and into 2025.

Digital facilitators across greater Manchester are working with practices to fully exploit the
functionality in existing tools such as call back functions in telephony where available. This
work will continue as practices move from their existing suppliers to a new cloud-based
telephony suppliers.

In terms of analogue practices moving to CBT, 46/47 have now signed contracts and 44 have
gone live. Of those practices moving to enhanced CBT, all have signed contracts but 82 are
waiting to go live because of supplier delays.

Some delays are particularly affecting practices in LIFT buildings. A couple of practices that
have opted out of this programme as they disagreed with the terms and conditions of the
contract — a follow up process is being undertaken to understand what these practices have
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done instead. Some practices have yet to submit claims for the funding and there are 30
practices still to go live.

Online Consultation and Faster Care Navigation

4.11.

4.12.

4.13.

4.14.

Since 2024, there has been significant engagement with GP to understand the online
consultation (OC) tools in operation, including those practices have self-funded outside of
the engagement process for supplier contract. At the present time, there are 6 main suppliers
of OC that GM are funding. In March 2025, NHSE indicated that the ringfenced funding for
digital tools would no longer be available to systems. This has introduced an NHS GM cost
pressure, which is currently being managed. There will be a need to conduct a full
procurement exercise for GM funded OC solutions by the end of 25/26 to enable practice to
access a funded solution in 26/27. Given the varying levels of costs and functionality across
the different platforms, it is likely there will be some rationalisation to ensure the best service
to patients and value for money for the GM health and care system and GM citizens.

Work has also been underway to review practice websites and offer advice and support
around improvements. A since the initial survey earlier in the year, two additional audits have
taken place with around 50% of GM practices having been engaged. Practices have been
supported to improve following each audit and have significantly improved their scores
around functionality and patient accessibility, as shown by the figure below.

The outputs of the audits have also advised procurement of new products to further support
accessibility and access to services. Work currently being led by the Online Consultations
Procurement Board will support practices to adopt new and improved methods in order to
improve the patient journey and online consultations in the future.

As part of the operational planning round for 2025/26, GM had to commit to support GP with
digital tools that enable the MGP approach, which included online consultation (OC) tools.
As referenced above in regard to CAIP for 2025/26, GM practices made progress with
utilising online consultation tools in 2024/25, with the recommendation that these are
available for patients to use for non-urgent appointment and administrative requests
throughout core hours. In 2025/26, this will now be made a contractual requirement from 1st
October 2025.

National Transformation and Improvement Support

4.15.

4.16.

The General Practice Improvement Programme (GPIP) or Practice Level Support (PLS) is a
national offer designed to scale learning and strengthen locally owned delivery of
transformation in partnership with ICBs. It involves online support delivered alongside
flexible, hands-on advice such as on site visits and group based learning sessions. The
support offer involves practices signing up to the programme and being allocated to a cohort
over the year a specified programme of support. In 2024/25 there was greater flexibility
around the length of support a practice could receive as the PLS budget was being managed
by NHSE.

In 2023/24, 79 practices across GM engaged with the programme. In 2024/25, 41 GM
practices participated. At time of writing, 40 practices have the opportunity to receive support
(8 cohorts of 6 practices), with 14 currently signed up to receive the support offer for 2025/26.
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4.17.

4.18.

4.19.

4.20.

5.0

A majority of general practices across GM have now participated in this national offer to
varying degrees depending on need. Offers to participate were shared with practices
following a stocktake to understand gaps in capacity and utilisation of the modern general
practice model within the localities. Support from locality teams was also requested in order
to ensure that practices were receiving appropriate national and local support packages
where the requirement was indicated.

Links were also established with the GP Excellence team hosted via the Primary Care
Provider Board. Practices as part of multiple phases of the 2024/25 intake were brought
together into an online celebration event on 29" January 2025. Regular meetings with the
programme’s delivery partner were also arranged so any engagement issues were
addressed up or extra support requirements discussed. These sessions proved to be very
useful in terms of sharing intelligence and developing relationships.

Planning for 2025/26 programme has commenced. 40 practices have signed up and will
receive the support offer across 8 cohorts of 6 practices. Key support offers are with regards
the embedding of modern general practice — which is a key component of 2025/26 CAIP,
and of the NHS England Neighbourhood Health guidance. Uptake at this stage will also
support contractual requirements for improving online consultations from 1st October 2025.
The primary delivery partner for this work is Qualitas — though the scheme is delivered with
input from wider partners.

In 2024, NHSE requested that a number of Peer Ambassadors (PAs) were identified across
each Integrated Care System who would support their peers in taking forward change and
engage with existing networks of distributed leadership to share expertise and best practice
in the local area. Expressions of interest to become a Peer Ambassador for GM were
submitted to NHS GM and the Primary Care Provider Board in April 2024 - four PAs were
identified for Manchester, Tameside, Oldham and HMR. It has taken some time for the
initiative to filter down to local systems. Funding has been allocated to the Primary Care
Provider Board for the delivery of an 18 month programme. The proposal is to recruit 11 PAs
— one PA per locality and an additional PA for Manchester due to its number of practices —
with the recruitment taking place at locality level and managed by the locality GP Boards,
with involvement from locality Primary Care Leads. Appointments, including those already
made at Manchester, Tameside, Oldham, and HMR will be ratified by a panel of NHS GM
and PCPB representatives.

BUILDING CAPACITY

Delivering Associated Actions within the NHS England Long Term Workforce Plan

5.1.

5.2.

Nationally, £385 million was made available in 2023/24 to employ 26,000 more direct patient
care staff and deliver 50 million more appointments by March 2024 (compared to 2019). For
GM (based on GM as 5.13%), this translated to 1334 roles.

In 2023/24, a total of 1933 WTE additional staff were recruited via the Additional Roles
Reimbursement Scheme (ARRS), which is a 96% utilisation of the GM maximum entitlement
under this scheme. There is monthly oversight of ARRS spend against allocation by each
locality to ensure full utilisation of the monies available. Localities have been supported by
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the GM team on areas such as underspend, looking at different employment models and
also with retention activities.

5.3. ARRS funding in 2024/25 totalled £534m with an additional £82m made available with the
inclusion of newly qualified GPs as part of the ARRS scheme (claimable from 15t October
2024). The national commitment as part of the 2024/25 PCARP action was to increase the
number of GP training places by 50% up to 6000 by 2031/32.
5.4. The ARRS utilisation rate across GM for 2024/25 was 98% across GM, translating into an
increase of 1,848.4 whole time equivalent additional staff within Primary Care. The 2024/25
ARRS General Medical Practitioner role utilisation rate was 66% across GM; an additional
headcount of 143 which represents an additional 58.3 FTE GPs within GM. NHS GM has
received recognition from the national team around this achievement.
5.5. The primary care workforce workplan for 2025/26 is currently being reviewed to ensure
alignment with indicative workforce actions in the 10 year plan for health and delivery of the
GM Primary Care Blueprint, supported by service delivery funding (SDF). The priority is
around improving data quality and completeness to establish a workforce baseline which can
then be used to support strategic workforce planning in the future.
6.0 COMMUNICATIONS PLAN
6.1. Greater Manchester’s Primary Care Communications strategy document is mapped primarily
to the chapter headings and deliverables outlined in the GM Primary Care Blueprint.
Performance against the Primary Care Access Recovery programme is featured in Chapter
1 of the strategy: Demand, Access and Capacity. The below table shows a summary of
activity in service of the delivery of the primary care access recovery programme.
Blueprint | Blueprint Why a Communications Priority
chapter deliverable communications action
priority
Demand, e Promoting e Ongoing public v" Deliver Get to High —
access Pharmacy frustration about Know Where to Go | essential
and First, GP access. Many campaign for
capacity Community patients do not v' Create case improving
Urgent Eye know they can studies showing patient flow
Care (CUES), access care how Pharmacy and
Dental Quality through First has reduced reducing
Access alternatives such GP pressures and | system
Scheme, Child as pharmacies or improved patient pressures
Friendly optometrists experience
Dental e Digital services v' Create case
Practices and like the NHS App studies on Digital
NHS App could be utilised First to
e Increasing GP even more demonstrate
access via e Behavioural impact
cloud-based change v" Develop/share
telephony and campaigns are digital
triage systems needed to support guides/videos
e Ensuring public demonstrating how
timely,
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appropriate understanding of to use the NHS
patient current services. App

navigation to

the right

service

6.2.

7.0

7.1.

7.2.

7.3.

7.4.

8.0

8.1.

8.2.

8.3.

Greater Manchester ICB remains committed to understanding the needs of the people we
serve and developing future plans in partnership with the public. Continued connection will
be particularly important in light of the development of neighbourhood health centres as
indicated in the 10 Year Health Plan and the abolition of Healthwatch.

FINANCE

For 2024/25, £1.75million was assigned to Greater Manchester for modern general practice
transition; 75% of the previous year’s allocation. GM spent the full allocation, so drew down
a total of £2.3m to support practices moving to the MGP approach. This particular stream of
funding came to an end in 2024/25.

GM also received an allocation of £4.69million to support the transition to digital telephony.
The spending allocation to localities is being managed by a programme team. The entire
balance is allocated to supporting this transition from analogue phone lines along with the
cost of any remedial works associated with the installations and line migrations.

In 2024/25, Primary Care SDF was also used to support the infrastructure and delivery of
programmes and projects via the GM Primary Care Provider Board (PCPB) and GM Training
Hub. Both system partners continue to support nationally mandated areas of work including
system leadership, education and training, including PLS and Peer Ambassadors and GP
and GP Nurse Fellowships.

In 2025/26, Primary Care SDF has moved into ICB baseline allocations. Plans for the
utilisation of these funds to continue work aligned to the NHSE Primary Care Access
Recovery plan are currently moving through GM system governance.

ASSURING DELIVERY

Up to April 2025, progress against each area of the plan was reported monthly to NHS
England North West Region via a highlight report — development of responses is supported
by a number of workstream leads identified via the NHS GM Primary Care team. Progress
against the PCARP is supported by the Primary Care Access Group and via the GM Blueprint
Implementation Group. Reports are also received by the public GM Primary Care
Commissioning Committee (PCCC) meetings which take place every two months. The
previous update was included to PCCC in November 2024.

A new NHSE Primary Care Access delivery plan document for 2025/26 is expected
imminently with refreshed reporting aligned to this, although it is anticipated this will be similar
to 2024/25 reporting.

Based on the trend of recent highlight reports, the table on the next page shows a RAG rated
summary of the PCARP actions, delivery progress and confidence as a summary of the
narrative information described in this report.
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PCARP
Programme

National Programme

Commitment

Metric

National

GM Progress

Delivery
Confidence

Empowering the Patient

Priority

Increase the use
of NHS App and
other digital
channels to
enable more
patients to access
to their
prospective
medical records
(including test
results) and
manage their
repeat
prescriptions

Enable patients in over
90% of practices to
~see their records and
practice messages
~book appointments
~order repeat
prescriptions using the
NHS App by March
2024.

Data relating to repeat
prescriptions will be
shared with PCNs
alongside working with
General Practice teams
and PPG to understand
how barriers can be
overcome and increase
adoption can be
obtained

Target

96% of GM
practices offer
patients the
ability to view

>90% detailed
Percentage of practices C%ded rlgcords
with prospective record >90% ?Nn&ﬁ ﬁréce
access enabled .
contract is
33%vs
regional
average
compliance of
57%.
769,500/ | App logins
month are now
Increase NHS App National: recorded over
records views from 9.9m 15m per. views —
to 15m per month by month March 2025
03/25 data shows
2,776,087
logins in
month)
179,550 284, 422
Increage_NHS AP e National: (March 2025
prescription numbers from 3.5m data)
2.7m to 3.5m per month ~oM per
month

by 03/25

Amber/green
(Further work
to do on
contract
compliance)
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Implementing

Continue to . Increase the number of 10,112 12,173
Ensure integrated care L
expand Self- boards (ICBs) expand self-referrals across a additional
Referrals to P wider range of pathways 15,000 per
) self-referral pathways by )
appropriate September 2023 by at least 15,000 patients month
services P per month by March 2025
Increase number of
community pharmacy additional 3678 BP 15,886
Expand pharmacy oral blood pressure check 2.5m by checks Checks
P ph: y appointments per month 03/25 (NHSE Data
contraception (OC) and )
blood pressure (BP) by at least 71.000 by 71,000/month Average April
d press 03/25 2024 - March
services this year, to
. 2025)
increase access and
convenience for millions | Increase the number of
Expand uptake of patlent.s, subject to oral cqnt_raceptlon. additional 1324 1681
of Pharmacy consultation. prescriptions coming
- . : . 25800 (NHSE Data
First services directly from a community .
. by 03/25 Average April
pharmacy without GP by 2024 - March
at least 25,800 by 03/25 2025)
Launch Pharmacy First
so that by end of 2023 Increase number of PF 25,506
community pharmacies | pathway consultation additional 18,560/ | (NHSE Data
can supply prescription- | appointments per month 320,000 month | Average April
only medicines for by at least 320,000 by by 03/25 2024 - March
seven common 03/25 2025)
conditions.
Support all practices on
| Complete analogue lines to move TBC
implementation of | to digital telephony, % of practices on Cloud TBC TBC Awaiting
better digital including call back Based Telephony (CBT) update from
telephony functionality, if they sign programme
up by July 2023. lead

Amber/green

Amber/green
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94% of GM

Amber/green

PCNs
i(-r\’r?r;reprfetitation of Perce;ntage of practices received
betier digital meeting CAIP payment >90% >90% payment for
telephony criteria Better digital

telephony
Complete 77% of GM
ir:pprlltlementslt e %f Provide all practices Percentage of practices PC.N S d
alc?cegsl;tflae oen?irr:e with the digital tools and | meeting CAIP payment >90% >90% pgifne;\rll? for
- care navigation training | criteria :
journeys for for Modern General i
patients ) journeys
Complete Practice chess and 92% GM
implementation of fund transition cover for PCNs
faster care those thgt commit to Perce;ntage of practices received
navigation adopt this approach meeting CAIP payment >90% >90% payment for
’ before March 2025. criteria
assessment, and faster care
response navigation
To scale the learning ] PIEEHEES
from GPIP and su Woerrtzd in
strengthen locally ggz 4/25
SN SO @ Programme milestone inc TBC
National transformation support shared evidence ' 40 Practices
transformation/ | in partnership with ICBs. tandards. best ’ i rrentl
improvement To provide an online S adn ar s’rt ?S Iprachpi TBC Cl:) enty
support for support offer alongside ﬁ]ntuf:zﬁ?]angg z :’ielni- su elcr;]r?ed
general practice flexible, hands-on led targeted supp}(l)rt o acE)rE))ss 8
and systems support to a proportion . CN
of practices as part of practices and PCNs prog;aﬁme
the transition to a (382?, /236
system-owned delivery
plans)

model.
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Reduce time spent
liaising with hospitals —
by requiring ICBs to

Make further report progress on
brogress on 3 improving the interface Sl [ 02028 Ueg TBC | See narrative
four Primary with primary care assessment tool and undate in
Care Secondary primary ’ monitoring ICB progress TBC pde Amber/green
especially the four areas . section 2
Care Interface o based on provider returns
we highlight from the
AoRMC . every 6/12
. Academy of Medical
recommendations .
Royal Colleges report, in
a public board update
this autumn.
The commitment for
2,000 practices to be
using this service was
met in November 2023,
Make online one month ahead of 100%
. ] schedule. More than 1 More than 90% of >90% (April 2025)
reg!stratl_on million patients have practices using the on-line
available in all >90% Amber/green

practices by
October 2024

used a national online
service to register with a
GP since its launch 18
months ago. In 2024/25,
we will roll this out to all
practices by 31
December 2024

registration system by
31st December 2024

Page 107 of 152



9.0

9.1.

9.2.

9.3.

SUMMARY

Greater Manchester remains committed to the national ambitions for primary care
recovery, adherence to operational planning guidance and preparation to adopt
structures and models of health and care in line with those recommended alongside
the shift to neighbourhood health as outlined in the 10 Year Health Plan.

This paper also demonstrates significant progress in delivery of PCARP, with GM
exceeding national targets in many areas. However, we are cognisant there is more
to do. High priority is being afforded to work to improve the primary and secondary
care interface to improve service efficiency, effectiveness and ultimately outcomes
for the people utilising services in GM. There is also more to look at around areas
such as self-referral — both to understand the data and consider clinically appropriate
models to expand this.

Linking back to the start of this report, the PCARP is embedded within the GM Primary
Care Blueprint, which makes commitments to recovering access, whilst also seeking
to go further on areas such as prevention, reducing health inequalities and the
sustainability of our primary care system.

Page 108 of 152



Appendix 2: GM Primary Care Blueprint Narrative Summary: April 24 — March 25

1.0

1.1.

1.2.

1.3.

1.4.

1.5.

ACCESS, CAPACITY AND DEMAND

Chapter 1 of the blueprint focuses on our ambition to provide timely appropriate
access to care delivered by a system which has sufficient capacity to meet the needs
of service users, where processes are simple and straightforward and operate in a
neighbourhood which promotes prevention, self-care and early diagnosis. The core
of this chapter focuses on our response to the national Primary Care Access
Recovery Programme, including the positive progress made on the move to Modern
General Practice and the implementation of Pharmacy First. Further information can
be found in Appendix 1.

In addition to the continued good performance of the dental Patient Access and
Quality Scheme in GM, 2024/25 saw the expansion of the scheme to include care
leavers, veterans and people with cancer to increase ease of access to NHS dentistry
for people in these groups. A pathway has also been developed for Looked After
Children in order to ensure security and continuity of care for this group. This work
involves co-working with local authority safeguarding teams and looked after
children’s nurses as they are designated to refer these children into the services.

On community pharmacy, major successes are being reported in the embedding of
the national Pharmacy First service, which has seen massive uplift in referrals from
GP, positive GP engagement with the service and seeing the value of the clinical
pathways — further information can be found in Appendix 1. A Community Pharmacy
PCN Engagement team is now in place and actively working with practices and
community pharmacies to improve referrals for the Pharmacy First, blood pressure
checks and contraception services and working across the interface between general
practice and community pharmacy. Best practice case studies are being compiled
and top tips are being drafted to support shared learning. There is good engagement
in most localities with the team who are taking a data driven approach to targeting
the resource.

12 out of 17 hospital sites in GM are now live with the Discharge Medicines Service
(DMS) and are actively referring to community pharmacy — helping to optimise the
experience and safety patients as they are discharged from hospital into the
community. Conversations are underway with GM system leaders to demonstrate the
value of DMS referrals to community pharmacy to continue with engagement and
supporting improving referrals.

Further work is underway moving into year 2 of the blueprint to progress the UEC
Pharmacy First service, the New Medicines Service and Smoking Cessation service
in line with the Community Pharmacy Contractual Framework announced in March
2025. The excellent progress in year 1 of the blueprint in this area has been supported
by a Community Pharmacy Services Working Group, attended by colleagues from
the GM ICB, medicines optimisation, Community Pharmacy GM (formerly GMLPC),
and community pharmacy provider board (CPPB).
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1.6.

1.7.

1.8.

1.9.

2.0

2.1.

The Community Urgent Eyecare Service (CUES) enables patients to access an
urgent assessment for a sudden onset eye problems across all 10 localities of Greater
Manchester. In 2024/25 66,498 CUES episodes took place with 79.6% managed
within the service and discharged, without a need for onward referral to secondary
care. 97% of patients reported they would recommend the service to their friends and
family.

Using Greater Manchester Winter Pressures funding in Winter 2023 Primary Eyecare
Services successfully incorporated a new referral pathway from NHS 111 into CUES.
Rather than just signposting patients to the CUES service, it was facilitated that NHS
111 colleagues could now complete a direct referral to Primary Eyecare Services.
Telemedicine Optometrists would then perform a telephone consultation, and then
where appropriate find the patient a face-to-face appointment in practice. This
collaborative working closes the loop and ensures the patient is followed up in the
CUES directly following their call to NHS 111. In 2024/25, 2032 patients were referred
to CUES directly from NHS 111, an increase of 175% from 738 patients in 2023/24.

The GM Glaucoma Enhanced Referral Service (GERS — also referred to as an
Enhanced Case Finding Service) has now been embedded across all 10 of the GM
localities. In the traditional model, referral for suspected glaucoma is routed via the
GP. In the GERS pathway, however, following a patient examination, qualified
glaucoma-care accredited optometrists will either discharge the patient from the
service or make a direct referral to a local specialist ophthalmologist for diagnosis
and treatment. In 2024/25 there were 4585 patients examined within the GERS
service with 48.9% discharged as not requiring onward referrals saving 2242 first
attendances in secondary care ophthalmology. The Single Point of Access (SPoA)
system for GERS was a finalist for a HSJ Award - to highlight the collaborative
working between Primary Eyecare Services, Manchester Royal Eye Hospital and
Greater Manchester Integrated Care Board in relation to a shared care approach to
NHS Glaucoma Referral Services.

Positive practice has also been reported in relation to the role that optometry services
play in support of providing sight tests and glasses to homeless and asylum seeker
populations. These programmes have been embedded across GM since 2021. In
both above cases there is no cost to the patient, and glasses are issued where the
prescription indicates a need. Very positive feedback from the staff and service users
is reported from the locality sites which accommodate these services.

INTEGRATED WORKING IN NEIGHBOURHOODS

The GM Primary Care Provider Board has overseen the delivery and completion of
two cohorts of the Proactive and Personalised Care programme between September
2023 and March 2025. This programme aims to develop the integrated
neighbourhood approach to health by shifting focus from a reactive model of support
to a more preventative one. Along with the BeCCoR work outlined below in section
5, proactive care is seen as a key factor in progressing the GM approach to
Population Health Management delivery and primary care sector’'s approach to
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2.2.

2.3.

24.

2.5.

2.6.

reducing health inequalities and providing preventative care closer to where people
live.

Cohort 1 (September 2023 to March 2024): 15 Primary Care Networks were
supported through funding, structured workshops, face to face sessions and
workforce redesign to develop new models of proactive care focusing on 3 cohorts:
High Intensity Service Users, Frailty, and people living with dementia.

Cohort 2 developed on the success of cohort 1, featuring 30 PCNs selected and
supported to develop novel approaches to support people with cardiovascular
disease and diabetes. Further work was done amongst cohort 2 to align proactive
care approaches with PCN priorities and contractual requirements. The PCNs
selected for cohort 2 was informed by an evidence-based approach to reviewing
patient outcomes data through risk stratification — focusing on those most at need of
support through proactive care. The support offer was managed by the PCB Delivery
Team in partnership with GM ICB, the GP Excellence team and Peak Health
Coaching.

Overall, 50 out of GM’s 67 PCNs were involved across both cohorts, resulting in the
development of 34 new models of care, tailored to people in the community who are
at high risk of exacerbation and poor health. The majority of participating primary care
networks have plans to adopt their current methodology to continue the approach in
future. The programme attracted national attention and has been shared across
many national and regional networks and ICBs. To sustain the approach a toolkit has
been developed to secure spread across the system.

As well as improving outcomes for some patient groups, PCNs responded very
positively to the programme, with colleagues reporting higher job satisfaction,
development of new skills and workforce enthusiasm with new ways of working.
Relationships both within the PCN and beyond, such as with the voluntary sector,
have also been developed — providing a strong foundation moving into 2025/26 and
development of primary care’s role in GM LiveWell. This work has also received
national recognition whereby primary care provider board colleagues were asked to
present this excellent work to the NHS England and NHS Scotland national teams.
This included University College London, Kings College London, and recently the
national neighbourhood improvement team.

As mentioned above, early work has begun moving into year 2 of the blueprint to
clarify the role of all primary care disciplines in the Greater Manchester Combined
Authority commitment to develop a GM-wide ‘LiveWell’ model, a shared commitment
to great everyday support in every neighbourhood. LiveWell will change how health
and other public services work with communities in a person centred and integrated
way across the city region. Greater Manchester will create a radical shift in how public
services work with communities, prioritising prevention, economic inclusion, and
social connection — with all 4 of the primary care disciplines and the integrated
neighbourhood team working approach as a key partner in delivery.
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3.1.

3.2.

3.3.

3.4.

4.0

41.

4.2.

HEALTH INEQUALITIES

Chapter 3 of the blueprint focuses on developing a system of shared accountability
for creating fairer health and tackling the root causes of inequalities and working in
partnership with our communities to create healthier, greener and fairer places.

In support of this, an Inclusion Health Toolkit has been developed by colleagues in
the population health team which provides commissioners and providers with a series
of principles to utilise when supporting vulnerable and underserved groups in our
communities. The toolkit has been tested throughout this year and can be found on
the GM ICB website here. The existing case studies developed during the testing
phase have proven to be powerful engagement tools, but it will be more important to
normalise these approaches to ensuring parity of care for inclusion health groups as
business as usual in future.

The first cohort of the Fairer Health for All fellowship, a programme to support
colleagues across primary care and the VCSE to develop their knowledge and skills
in population health, equality and sustainability, has been live since February 2024
and will support the system to build workforce capacity and capability to deliver Fairer
Health ambitions for GM. The first cohort, consisting predominantly of fellows across
general practice and the voluntary sector, delivered their projects this year and were
recognised at a celebration event in January 2025. Work continues in partnership
with the GM Population Health team to link blueprint actions into the NHSE Fairer
Health for All delivery plan to ensure there is connection and focus in this area across
the system.

Inclusion health and Fairer Health for All principles will be utilised throughout future
years of blueprint delivery, particularly in relation to primary care’s role in the delivery
of GM LiveWell ambitions.

PREVENTION

Closely linked with the integrated approach to reducing health inequalities across the
city region, this chapter focuses on the early detection, and primary and secondary
prevention of ill health. This section lists a number of examples of areas in which
primary care providers are playing a key role in supporting citizens across a series of
conditions.

Greater Manchester has grown a network of 265 Social Prescribing Link Workers,
working with primary care and other health and care services to collectively support
approximately 50,000 residents each year to improve their wellbeing. Emerging
evidence is supporting the impact of working in this way; a recent evaluation of the
social prescribing approach in Tameside showed a significant 42.2% reduction in GP
appointments for those accessing the service. GM's Green Social Prescribing
programme evaluation shows marked improvements in participant mental wellbeing
and an impressive social return on investment to be described in further detail
following the publication of the evaluation (due in Summer 2025).
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4.3.

4.4.

4.5.

4.6.

4.7.

Innovative local models are flourishing, such as Wigan's proactive Frailty Service
integrating social prescribing for older adults and Stockport's accessible 'Wellbeing
Prescription' focused on exercise. New multi-language social prescribing leaflets and
videos have been produced and launched, increasing accessibility for diverse
communities across GM.

As anchor institutions within communities, primary care providers can play a key role
in supporting people with wider determinants that impact their health — this is a
relationship which is being explored through social prescribing offers and through
early development of GM LiveWell. This year saw the development of relationships
between primary care providers and the Tackling Poverty Delivery Group managed
by population health colleagues at the ICB. A training offer from Resolve Poverty,
aimed at frontline and strategic staff, has now completed for another year. To date,
some 1262 staff have undertaken the training, which is currently under evaluation. In
addition, an agreement is in place with The Shared Health Foundation to deliver
specialist training and workforce development opportunities to Primary and
Secondary Care clinicians, and a ‘Tackling Poverty Toolkit’ is under development via
the Fairer Health for All Academy and due to go-live in May 2025. Primary Care
colleagues remain engaged in the population health committee’s work to recommend
that the Socio-Economic Duty for reduction of poverty is voluntarily adopted via the
GM Health and Care System.

Connections are also established between the primary care community and the GM
Cancer Alliance in support of early cancer diagnosis. The Greater Manchester
Targeted Lung Health Check (TLHC) programme continues to expand at pace, with
eligible patients from 100 GP practices invited for the first time during 2024/25. Over
600 lung cancers have been diagnosed through the programme with approximately
80% at an early stage. GPs and colleagues from across primary care have been
supportive of the programme through their involvement in locality mobilisation groups
and making the GM team aware of any areas for improvement.

Work has also taken place with localities and PCNs to develop and support the
delivery of bespoke sessions focusing on priority pathways for early diagnosis; being
bowel, lung and breast based on volume of presentations as well as deprivation,
inequality gaps and the relative position of Greater Manchester’'s performance in
these areas against other areas. The uptake of the education offer was monitored
with additional support being provided by the Cancer Alliance to PCNs where uptake
is low. The Cancer Alliance has now established a series of support roles drawn from
primary care including GPs, a practice nurse, and a practice manager who will provide
professional and clinical feedback from, and expertise to, both the Cancer Alliance
and PCNs to enable the continued development of the Cancer Alliance’s programme
of work.

The proportion of the eligible population across GM receiving an NHS Health check
in primary care has increased year-on-year since the pandemic. It is now above pre-
pandemic levels, and significantly higher than the England average.
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4.9.

A series of actions have been developed and delivered over the past year with the
aim of supporting the GM population to manage their long-term health conditions —
with particular focus on cardiovascular disease, diabetes, chronic obstructive
pulmonary disease and asthma. These have required a full system approach
involving work between the GM and Eastern Cheshire Strategic Clinical Network, GM
ICB, the Primary Care Provider Board, Health Innovation Manchester and wider
partners such as the Greater Manchester Neurorehabilitation and Integrated Stroke
Delivery Network, and the North West Kidney Network. These approaches include:

e HeartBeat — 13 GP Practices and community projects focusing on improvement
of cardiovascular health through utilising assertive outreach approaches. Key
themes revolve around the upskilling of workforce and utilising colleagues from
wider primary care in support of CVD Prevention. Associated work with the
VCFSE is also being explored.

e Arange of CVD Prevention Toolkits for Health and Care professionals in Greater
Manchester have been created. This includes the Proactive care toolkit
(referenced above). The latest CVD Prevention Resources can be found at
resources.gmcvd.com.

¢ MyWay Diabetes - a free online platform helping people with all types of diabetes
to learn about and manage their condition. Throughout the year, introductory
sessions have been delivered to ICB, PCN and GP colleagues to provide a
demonstration of the personalised patient data platform, offer practical support to
practices to onboard patients and explains how to identify, invite and help patients
to self-register for the platform.

e The Strategic Clinical Network team has steadily progressed the provision of
spirometry tests, which are now being offered in all 10 GM localities. The Network
has produced guidance, facilitated staff training and worked closely with locality
colleagues to implement various local service delivery models. Although variation
in provision of these diagnostic tests remains, the number of tests done is
increasing, helping to reduce the backlog following pause of these tests during
the pandemic. The Network is also working on how Greater Manchester will
ensure that all spirometry procedures are quality assured, and work is underway
to explore options for a city region model of delivery from April 2025.

The above approaches to are supported by the continuing development of services
across wider primary care, such as the continued rollout and success of the
hypertension case finding service in community pharmacy (additional information in
appendix 1). NHS Greater Manchester Integrated Care Board (ICB) working with the
Optometry Provider Board and Confederation of Greater Manchester Local Optical
Committees successfully obtained the bid for access to central NHS funding to pilot
an optometry-based Hypertension Case Finding service for people living in areas of
deprivation. The service aims to offer patients who would likely not have presented
to GP or Pharmacy or had their Blood Pressure measured before and can be
delivered by non-clinical staff members. 86 practices are now delivering the service

Page 114 of 152


http://resources.gmcvd.com/

4.10.

4.11.

4.12.

5.0

5.1.

with 2254 people supported between the launch of the service in November 2024 and
the most recent data from March 2025. This success has been attributed to the
collaborative approach taken involving interaction with community pharmacy, Local
Medical Committees and GP Board colleagues. Work is ongoing regarding to ensure
safety of patients who need a same day GP referral in the case that their blood
pressure is high — a work around via 111 has been established for this, with those at
highest severe risk to be sent to A+E.

Primary Care providers continue to play a key role in the delivery and administration
of COVID and flu vaccinations, a new national vaccination strategy was released last
year which outlined activities for community pharmacy to become more involved in in
this space. Primary care providers are also linked into ongoing efforts to eliminate
Measles, Mumps and Rubella across the city region by increasing vaccination rates.
A total of 21 additional Access schemes brought forward by localities were
commissioned in 2024-25; these offer hyperlocal, place-based services including
outreach to community hubs, places of worship, homeless services and local VCSE
partner organisations. A majority of these were led by local Primary Care Networks.

At year-end 19,075 people with severe mental illness received a full physical health
check from their GP (out of 27,215 registered). This represents 70% coverage, well
above the national ambition of 60%. Every locality across Greater Manchester
achieved above the national 60% target, reflecting a strong collective effort across
primary care, mental health, and community services to tackle health inequalities and
improve outcomes for people with severe mental illness. An engagement worker
approach is also used to support people with broader determinants of health such as
housing, healthy eating, smoking cessation as well as sexual health and cancer
screening. Actions in year 2 of the blueprint will seek to develop the relationship
between mental health and primary care.

Dentistry teams across the NHS and local authorities also contribute to prevention of
poor dental health through the oral health improvement programme, whereby work is
undertaken with oral health teams in GM local authorities to provide brush and paste
packs to children and young people across a number of localities in order to elicit
culture change around regular tooth brushing. Dentistry providers have also been
supporting the oral health needs of children at residential SEND schools as part of a
national offer. This year also saw the commencement of year 2 of the ‘Working Well:
Oral Health’ programme, which supports referral of customers of the GMCA Working
Well programme into dental hospitals for timely treatment and dental care advice from
dental students.

SUSTAINABILITY

This chapter of the Blueprint focuses on actions to develop a Primary Care system
which is viable for the long term financially, structurally and environmentally in
contribution to the city region’s net zero ambitions.

Page 115 of 152



5.2.

5.3.

5.4.

5.5.

5.6.

5.7.

A key action across the sustainability and chapters of the blueprint this year has been
in relation to the progression of the Beyond Core Contract Review — also known as
BeCCoR. A group was established in June 2023 to review existing GP Quality
Schemes and to recommend a way to move from 10 CCG commissioned schemes
to a single GM scheme. The development of three areas of GM consistency for
2024/25, as a transition year towards a single scheme, was the key output from the
Phase 1 BeCCoR work. Phase 1 completed in 2024/25 and involved the development
of specifications for CVD, diabetes and antimicrobial stewardship.

Phase 2 of this work saw the graduation into these specifications into an incentivised
population health management approach to drive improvements for those with the
greatest need — beginning with CVD and diabetes. GP practices were incentivised to
undertake ‘high risk’ reviews on a cohort of around 140,000 people based on clinical
parameters signalling poorly controlled diabetes, hypertension and atrial fibrillation.
Practices were advised and supported by a range of GM resources and toolkits, such
as the CVNeed tool, which helps to identify high risk people based on routinely
reported GP data.

Review of available data from the first year of this work show encouraging signs that
incentivising secondary prevention of high-risk individuals has already made a
positive impact. Comparison of impact data from March 2024 to March 2025 shows
that incentivising a package of support across the areas of hypertension, atrial
fibrillation and diabetes has resulted in a stepdown of 5,461 patients from the ‘high
risk’ group (1.6%).

Phase 3 of the BeCCoR transformation programme will aim to drive additional
investment into general practice to support sustainability; deliver improved patient,
quality and population health outcomes; and support delivery of system priorities.
This approach will also ensure fair funding for the work delivered and cement general
practice as a valued system partner. The approach outlined in BeCCoR should be
considered as a delivery vehicle for the parts of the GM Primary Care Blueprint which
focus on demonstrating the impact on population health, inequalities in outcomes,
experience and access, and proactive care outcomes. BeCCoR is also seen as a
mechanism to enhance productivity and provide value for money — thus contributing
to system sustainability and resilience in the future. Robust methods for evaluating
and evidencing impact and benefit will be developed in support of this work as part
of phase 3. Further areas will also be added to future phases of the programme —
including enhanced chronic kidney disease, respiratory, elective care and shared
care of medicines.

There remains an ambition to extend this approach to wider primary care in future
years of blueprint delivery, and a plan has been developed to ensure that the
BeCCoR approach is featured throughout GM ICB’s reform into a strategic
commissioner in line with the 10 Year Health Plan and development of
neighbourhood health models.

Outputs of earlier phases of BeCCoR have been applied to the proactive care pilot
programmes as mentioned in Section 2. As part of the second proactive care cohort,
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5.10.

5.11.

5.12.

30 PCNs across GM included projects based on CVD and diabetes in line with the
priorities of this work, with links to reducing health inequalities.

In recognition of the high levels of demand and pressure experienced across the
whole system, a series of actions are also being progressed to support joined up,
integrated working between primary and secondary care (see appendix 1), and
across primary care provider disciplines such as GP and community pharmacy.
These will also support the continued development of integrated neighbourhood
working.

In 2024/25 the Greater Manchester Minor Ailments Service (MAS) was expanded to
cover an expanded patient eligibility list (i.e. all people who receive free prescriptions)
across all 10 localities. GM MAS enables community pharmacies to provide advice
and support to people on the management of minor ailments, including where
necessary, the supply of OTC medicines. Increasing the numbers of people who can
benefit from this service also supports capacity in general practice as patients can be
supported primarily via community pharmacy for minor issues. This expansion allows
eligible patients across GM convenient access to minor illness support and a supply
of NHS-funded over the counter (OTC) medicines without the need for a GP
appointment or intervention. The agreement for all localities to expand their eligible
groups was a positive step forward in terms of equity of access to the service for
citizens across the GM footprint, as well as its role in helping to release capacity at
GP practices and urgent care settings. Work continues to commission a consistent
single MAS on a recurrent basis to ensure that the offer to GM citizens is sustained
and delivers to its full potential, in turn supporting maximal benefit can be gained from
engagement with the pharmacy first programme.

There are actions underway relating to the GM Primary Care system’s contribution to
the Greater Manchester ICP Green Plan. Key actions include progress to make the
switch to ‘greener’, lower carbon emitting inhalers for people managing their
respiratory conditions. This year has seen gradual improvement in reducing the
carbon footprint of salbutamol inhalers — from 17.96kgCO2e in Quarter 2 to
18.38kgCO2e in quarter 3.

2024/25 was the first year of the use of an updated sustainability key performance
indicator in the Salford locality locally commissioned service scheme. This has driven
a focus on action in practices to deliver high-quality low carbon asthma care and has
resulted in overall 8.6% reduction in prescribed inhaler carbon footprint and a
significant shift towards optimising asthma care through prescribing a higher
proportion of dry powder inhalers as per the Greater Manchester Medicines
Management Group guidelines.

On training and workforce, this year saw the launch of a new introduction to Primary
Care course which now features modules focusing on environmental sustainability.
There is intention to extend this training to feature green social prescribing in future
subject to team capacity.
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Primary Care is also linked into the broader GM net zero actions such as promoting
lower carbon and sustainable travel via Transport for Greater Manchester and GM
Moving. The Healthier Greener Travel toolkit is now live for download from Primary
Care Provider Board Sustainability webpages to support. The toolkit aims to
encourage sustainable travel for Primary Care providers by identifying travel
opportunities near the site, surveying patients and staff to find out how they are
currently travelling and creating a plan using the findings to boost sustainable travel
and improve staff and patient wellbeing too.

Optometry Provider Board (OPB) have developed a resource library to encourage
optical practices to undertake practical changes to reduce the carbon footprint and
waste impact of optometry practices

DIGITAL

This chapter of the blueprint highlights our efforts to empower the system and GM
citizens with high quality and digitally enabled Primary Care.

GM IT have been leading a piece of work to modernise GP workspaces — developing
a clear picture about how many devices are available per practice in support of agile
working for staff and to support effective business continuity for years to come.

This chapter has seen huge progress in efforts to maximise digital inclusion across
GM — working to ensure that citizens feel enabled to access care digitally featuring
system wide communications and community in-reach from Digital First Primary Care
digital facilitators. The focus on digital inclusion also extends to primary care provider
staff to ensure that they feel confident to interact with and operate new software and
hardware as it is released into systems, particularly with relation to the Modern
General Practice Access model.

The digital facilitators have developed a wide array of toolkits to support staff with
digital inclusion and digital means. Toolkits containing best practice information and
guides have been developed and are due to be hosted via the Primary Care Provider
Board website and an NHS futures platform. The toolkits feature themes such as
NHS App, optimising cloud telephony, online cons, smart messaging. Several case
studies have been developed featuring examples of good practice approaches across
GM. A GM-wide Digital Inclusion Heatmap was completed in early 2025, providing a
visual representation of digital exclusion risk across all 10 localities and details of
capacity held locally which can help address it.

A primary care digital strategy has been developed over the course of year 1 of the
blueprint, featuring digital inclusion as a golden thread throughout. Also featured in
the strategy is an ambition to keep GM ahead of the curve in digital technology in
primary care; actions will be featured regarding the creation of an environment where
we are perpetually ready for innovation and are able to adopt it at pace. This is
particularly relevant in relation to the focus on the safe and effective implementation
of Artificial Intelligence and Robotic Process Automation as reflected in the 10 Year
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Health Plan. The primary care digital strategy is currently undergoing system
engagement with release planned later in the year.

Health Innovation Manchester have been leading work to support the patient journey
through development of the GM Care Record. Data from primary care, community
services, mental health, social care and secondary care flows into the care record,
meaning that people do not need to repeat their medical history when interacting with
different organisations, and that clinicians are equipped with the right information at
the right time in the right place — information currently utilised through the care record
include medications, allergies, test results, care plans and social care support.

A large project is currently underway to extend the GM Care Record (GMCR) to
community pharmacy to further support continuity of care. 22% of GM community
pharmacies are now on board, with view to expand this capability to dentistry and
optometry in the future. Work to increase the number and types of care plans
accessible via the GMCR continues, with an initial focus on its use when supporting
the continuity of care for people living with dementia, frailty, and people receiving
palliative care. At time of writing, care plans for Electronic Palliative Care Co-
ordination System (EPaCCS) are live in 8 out of 10 GM localities. As of May 2025,
6500 care plans were live, with the intention of improving patient and carer experience
and enabling more patients of end of life care to die in their preferred place of death.

Linked to the GMCR, the MyGMCare App is a secure and convenient mobile
application designed for residents to help them take more control over their own
health information and care. It acts as a personal health record (PHR) that gives
patients access to view and update information held on their GM Care Record. The
MyGMCare App was successfully piloted in the Tameside locality this year.

Focus in the year 1 blueprint digital chapter has also been given to supporting GP
practices with their contractual requirements, such as the development of the Modern
General Practice Access model and promotion of the NHS App in support of digital
access — further information on progress in-year is featured in Appendix 1.

ESTATES

Chapter 7 of the blueprint focuses on our combined efforts to ensure that primary
care estate is suitable for now and for future service delivery. The GM Primary Care
Estates team have supported with the development and completion of PCN Clinical
plans and estates strategies — these are now being factored into existing locality and
GM level prioritisation plans — the expected outcomes of planning in this way are to
improve the utilisation of the existing primary care estate and to reduce void costs
associated with underutilised buildings. An initial ‘core, flex and tail’ premises
categorisation process was completed this year which will underpin the work to
decrease the use of ‘tail’ estate, shift of more activity into ‘core’ estate and upgrading
of ‘flex’ estate to improve efficiencies Work will also play into the NHS GM
Infrastructure strategy in the longer term where there is also a strong emphasis on
optimising use of existing estate.
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99% of PCN Estates Toolkit outcomes have been completed which has advised
prioritisation and submission of project documents within the localities. Initial
schemes are now in progress following the securing of capital grants. A number of
GP practices are now moving from the design stage into the tender stage to appoint
construction partners.

NHS GM has also made a successful bid against c£100m additional national NHSE
‘Utilisation & Modernisation’ capital grant funding subject to completing relevant
processes.

An aide memoires guide is being developed, providing assistance to GP practices
when dealing with Premises Cost Directions and other estates matters. Primary Care
states plans are also developed to ensure alignment with GM’s 10 year infrastructure
strategy and net zero aspirations as highlighted in section 6 above.

QUALITY, IMPROVEMENT AND INNOVATION

This chapter of the blueprint focuses on actions to be taken in the delivery of safe,
effective primary care services, with a focus on quality improvement. At present, there
is only a single General Practice rated as ‘inadequate’ by the Care Quality
Commission (CQC) — showing that GM is currently performing above the national
average in terms of this measure of quality. Efforts to ensure that the maximal number
of GP practices are rated good or outstanding is supported by a series of offers
delivered by the GM PCB through the GP Excellence programme. The programme
offers training around regulation to prepare practices for inspection, bespoke support
to meet the needs of practices who self-refer and intense support for practices who
are rated inadequate. Year 2 will show additional offers to support practices rated
requires improvement. Dental Provider Board has designed the dental excellence
programme which includes similar offers for dental practices.

This work has been supported and enabled through a number of key GM initiatives
all working together to drive up quality and share innovation:

e BeCCoR, supporting practices to understand their performance data on the
intelligence hub,

e Development of the peer ambassador network.
e Practice Manager forum
e Practice Manager Mentor programme

The PCB oversees a ‘Building Ql Capability’ programme (the programme itself has
been running since 2017) which aims to create sustainable improvement across
General Practice in GM by embedding a culture of continuous learning and change.
The programme takes a systems-based approach to ensuring that Ql principles are
understood, applied, and embedded across the workforce.
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8.4.

8.5.

8.6.

8.7.

8.8.

8.9.

9.0

9.1.

The QI programme focuses on building shared capability across teams and
organisations. QI capability is not defined as technical expertise in a few hands, but
as a widespread understanding of:

e Diagnosing what needs to be improved, which includes supporting people to
understand what data is telling them about the quality of care they provide

e Designing and testing changes

e Measuring and responding to results

¢ Understanding system culture and complexity

The approach has been embedded in a number of programmes referenced
throughout this appendix including:

e Early Diagnosis of Cancer (GM Cancer): Support to practices to use
improvement tools to tackle variation and test new approaches.

e Proactive and Personalised Care (PPC): QI methods are central to delivery and
evaluation.

e Cervical Screening: QI methods were fundamental to the success of the
programme to reduce the number of rejected cervical screening samples across
GM over the last 12 month

e Optimising the number of GP Practices across GM who participate in the
National GP Improvement Programme (GPIP, now known as Practice-level
support)

Building QI Capability has been a foundational element in embedding sustainable
improvement practice across Greater Manchester general practice. By focusing on
culture, leadership, and integration rather than isolated expertise, the programme is
creating conditions where improvement is part of daily work.

GM met the nationally mandated Medical Examiner process for all non-coronial
deaths in the community in September 2024 — ensuring that all deaths in any health
setting that are not investigated by a coroner will be reviewed by NHS medical
examiners.

Localities are also being supported to implement the Learning from Patient Safety
Events platform to ensure a consistent approach is taken across GP practices
throughout 2024/25, before expanding to the rest of the primary care disciplines in
2025/26.

PCB delivered a complaints handling training programme in collaboration with NHS
GM’s Head of Primary Care complaints and the Stakeholder Engagement Manager
from the Parliamentary and Health Service Ombudsman for GP and Dental Practices.

WORKFORCE

The workforce chapter describes a wide-ranging programme of work across all
primary care disciplines. Actions are split into three key themes of focus: Retention,
Recruitment and Training and Development. The chapter is also underpinned by
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9.2.

9.3.

9.4.

9.5.

9.6.

9.7.

efforts to improve workforce data across all four disciplines to advise strategic
workforce planning in the future.

Under the theme of staff retention, an NHS Leaders Health and Wellbeing
programme pilot for Primary Care was developed (led by PCPB) and commenced in
October 2024. Four cohorts have gone through the programme; approximately 60
delegates who were mainly Practice Managers and GPs). Positive feedback has
been received; learning from the pilot will inform the development of the programme
going forward. The offer has now been expanded to dental providers. This year,
support was received from all four discipline boards to progress with a wider
occupational health call-off framework delivered via a single provider, Stockport
Foundation Trust, the current BBW/needlestick provider.

The Primary Care Integrated Development Programme (IDP) was launched in
October 2024. The programme features a variety of interlinking and fully funded
educational programmes for clinical and non-clinical primary care staff across all
disciplines. 471 people participated in the programme in 2024/25, and a new intake
was welcomed in April 2025. Work has also been undertaken with the GM training
Hub to redesign the GP Fellowship programme, of which 122 GPs completed in
2024/25.

GM colleagues have also supported local management of the NHS England GP
Retainer Scheme which reopened to applications. This is a package of financial and
educational support to help eligible doctors remain in clinical general practice where
otherwise they may have left the profession. There are currently 27 GP retainers on
the scheme in GM, with GP practices engaged in 8 out of the 10 GM localities.

Introduction of GP ARRS role from October 2024 which aims to help alleviate the
issue around unemployment for newly qualified GPs; principles agreed and a process
to respond to queries consistently with commissioner and provider input is in place.

Regarding key recruitment actions delivered this year, HMR Academy was
commissioned to deliver a recruitment drive programme, and the GM Training Hub
delivered a pre-employment programme.

The HMR Academy recruitment and onboarding offer supports recruitment needs for
entry level roles such as reception and administration roles, apprenticeships, and
health care assistants. It provides support with writing job descriptions/person
specifications; creating eye catching adverts; advertising vacancies widely to attract
excellent candidates and hosting a candidate database of screened applicants. It also
offers an induction/onboarding which includes dealing with challenging
conversations, both one to one and face to face, telephone techniques, chaperoning,
signposting, safeguarding, software, accredited customer service qualification and
accredited mental health awareness certificate. At the end of November 2024, 98
people had been offered employment and there were 200 fully screened candidates
looking for part time and full time work.
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9.8.

9.9.

9.10.

9.11.

9.12.

9.13.

9.14.

NHS GM is linked into discussions at ICB level with Higher Education Institutions.
Working with the University of Bolton, a new module has also been developed that
focuses on primary care. HMR Academy is also working with the further education
providers in dental nursing to look at placements as part of their training and try to
match up potential trainees with vacancies.

Greater Manchester Training Hub, in partnership with NHS GM, hosted a series of
webinars for PCNs and practices focusing on prescribing rotations for foundation year
trainee pharmacists — resulting in an increase in expressions of interest from PCNs
and practices wishing to host trainee pharmacists during their prescribing rotations.

The Primary Care Provider Board has led the recruitment of three dental specialist
advisors in development of future leaders in GM primary care, and the GP Excellence
Programme has delivered mentorship sessions to support new and aspiring primary
care managers who are under two years in post.

The Community Pharmacy Provider Board have worked with Woodspeen - an
apprenticeship scheme provider to support college leavers, unemployed and new
entrants to develop a career in CP and provide employment opportunities in
pharmacy. This includes a Skills Bootcamp in Community Pharmacy - a fully
funded pharmacy specific training programme that runs for 10 weeks for 1 day per
week. Completion of the Skills Bootcamp in Pharmacy training programme will
support learners access an interview with a community pharmacy employer for an
entry level role. Existing staff such as medicines counter assistants and dispensers
also can access the scheme to develop their skills to progress from MCA to a
Pharmacy technician. This scheme support community pharmacy workforce
resilience and supports GM residents to access employment opportunities to help the
local economy.

On the theme of education and development, as in addition to the rollout of the
Integrated Development Programme, the GM Training Hub have been undertaking
work to identify gaps in knowledge and CPD uptake to inform commissioning and
training at scale in the future.

GM have played their part in the North West regional Teach and Treat programme —
which supports the development of independent prescribing capacity within the
community pharmacy workforce. Through an expression of interest process, 111
applications were received and offers of funding were made to 25 Community
Pharmacists. This supports the increase in system capacity around numbers of
Designated Prescribing Practitioners which is needed to meet foundation year
learning requirements.

2024/25 also saw the progression of the NHS Community Pharmacy Independent
Prescribing Pathfinder Programme. This approach aims to establish a framework for
the future commissioning of NHS community pharmacy clinical services that
incorporate independent prescribing for patients in primary care. 9 out of 10
pathfinder sites across 6 GM localities are now live and actively prescribing for

patients with minor illness and respiratory conditions. To date over 600 patient
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9.15.

consultations have been completed. NHSE is conducting an evaluation of the
programme which will inform next steps for scaling and potential rollout of
independent prescribing in community pharmacy as this work is critical to the future
workforce recruitment pipeline.

PCB’s ‘Responding Well to Conflict’ programme was developed following recognition
of the significant impact on staff wellbeing and retention for front line GP staff who
experience conflict with patients, and a similar programme for dental practice staff is
being designed and piloted in year 2.
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GM Primary Care Commissioning Committee

DATE
Required information Details
Title of report Pharmacy Public Health Campaigns for 2025/26
Author Lindsay La Vantae

Presented by

Lindsay La Vantae

Contact for further information

Lindsay.lavantae@nhs.net

Executive summary

This briefing paper is to update Committee on to the
two preferred local Pharmacy Public Health
Campaigns during 2025/26.

In April 2023, NHS England delegated responsibility for
the commissioning of Pharmaceutical services to ICBs
aiming to shift local healthcare delivery which can be
tailored to specific community needs more effectively.

As part of the delegation of the commissioning of
Pharmaceutical services the decision on the local
campaigns across Greater Manchester is the
responsibility of NHS Greater Manchester.

As part of the National Health Service (Pharmaceutical
and Local Pharmaceutical Services) Regulations
Terms of Service Pharmacies must participate in the
campaigns and were requested to do so, provide
details as to the number of patients the pharmacy has
given information to regarding each campaign.
Following the regulations changes for 25/26 in March
2025 each pharmacy must participate in 2 local
campaigns and 2 national campaigns each year.

The benefits that the population
of Greater Manchester will
experience.

These campaigns will support the promotion of healthy
lifestyles for the whole population and reduce health
inequalities. They help to raise awareness about
important health issues by providing key health
messages and encourage individuals to seek
information and services.

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

e Consistent messages being delivered.

e Access to preventative services

e provides additional support to patients to help
identify and manage health risks

The decision to be made and/or
input sought

To note the contents of this paper and the details of

two preferred Pharmacy Public Health Campaigns for

NHS Greater Manchester in 2025/26:

e Blood pressure awareness — link to Know your
Numbers week Sep 8-14"

¢ AMR and pharmacy first link to antimicrobial
resistance awareness week — Nov 18-24.
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How this supports the delivery of
the strategy and mitigates the
BAF risks

The delivery of public health campaigns helps to
deliver the prevention ambitions in the 10 year plan by
promoting health and preventing ill health. This will
support the ICB to deliver services in line with
constitutional targets and standards.

Key milestones

June 2025

e scope out list of possible Public Health Campaigns
for GM with links to national campaigns.

July 2025

e discussion and decision on top 2 public health
campaigns for GM with working group.

August 2025

e Update GM PCCC regarding the preferred
campaigns.

e Agree data collection process and confirm with
CPGM

e Send out communication to all community
pharmacies for both campaigns

¢ Prepare PharmOutcomes modules for data
collection for Campaign 1

e Prepare and send out resource pack to community
pharmacies for Campaign 1

September 2025

e Review Pharmacy returns and chase non-
responders for Campaign 1

e Prepare summary of the impact of Campaign 1

October 2025

e Agree data collection process and confirm with
CPGM

e Prepare PharmOutcomes modules for data
collection for Campaign 2

e Prepare and send out resource pack to community
pharmacies for Campaign 2

November/December 2025

¢ Review Pharmacy returns and chase non-
responders for Campaign 2

e Prepare summary of the impact of Campaign 2

Leadership and governance
arrangements

GM Primary Care Committee, Direct Commissioning
and Contracts Panel

Engagement* to date

¢ GM Communications Team
e Community Pharmacy GM (CPGM)
e LPC
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Introduction
1.0 Background

The National Health Service (Pharmaceutical and Local Pharmaceutical Services)
Regulations 2013, Terms of Services Schedule 4, Part 2, Paragraph 18 Public Health
Campaigns, states that Pharmacies must participate in annual Public Health Campaigns and
are requested to record the number of people to whom they have provided information as
part of the campaigns.

As part of the terms of service Community Pharmacies were originally required to take part
in 6 public health campaigns per year however, as a result of the Covid-19 pandemic, in
2020/21 the requirement for campaigns was put on hold. In March 2025 several legislative
changes were agreed through the Community Pharmacy Contractual Framework: 2024 to
2025 and 2025 to 2026, including to reinstate the public health pharmacy campaigns.

In 2025/26 the requirement is for all pharmacies to engage in 4 public health campaigns, 2
of which will be nationally determined and 2 which will be locally determined by the integrated
care board (ICB).

In view of the reinstating of public health campaigns this year, discussions began on both a
national and local perspective on the potential campaigns. Through the National Pharmacy
Contract Network, ICBs were encouraged to progress and agree on their 2 campaigns whilst
awaiting confirmation of the national campaigns.

In Greater Manchester, discussions have been undertaken between Primary Care
Contracting, Community Pharmacy Integration and Commissioning Portfolio and Community
Pharmacy Greater Manchester (CPGM) and Local Pharmaceutical Committee (LPC).

An initial list of potential campaigns was created which included a number of national
campaigns. The listis as follows:

e Blood pressure awareness — link to Know your Numbers week Sep 8-14

e Asthma awareness — link to Ask about Asthma week Sep 9-16" — can link to overuse of
SABA (blue inhalers) and PQS

Healthy eating link to national cholesterol month Oct 1-31

AMR and pharmacy first link to antimicrobial resistance awareness week — Nov 18-24
Alcohol awareness — link to Dry January

Contraception — link to international women’s day in March or Sexual Health Week 8-14
September.

e Stoptober — 1-31 October.
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This list of potential campaigns was shared across Primary Care, Community Pharmacy GM
and NHS GM Communications to identify the preferred campaigns to take forward in 2025.
Links were also made with pharmacy colleagues across the ICBs in the North West to look
at opportunities for scale.

All comments received regarding the list of potential campaigns were collated and reviewed
and the 2 campaigns that were highlighted as the preferred options are:

e Blood Pressure awareness — link to Know your Numbers week Sep 8-14"

This campaign will link with the NHS community Pharmacy hypertension case-finding
advanced service, which will help community pharmacies to fully engage and participate with
the campaign. The early detection of hypertension is vital to prevent heart attacks and
strokes and there is evidence that community pharmacy has a key role in detection and
subsequent treatment of hypertension and CVD, improving outcomes and reducing the
burden on GPs.

e Anti-Microbial Resistance (AMR) and Pharmacy First link to antimicrobial
resistance awareness week — Nov 18-24

This has been identified and listed on the UK Government’s National Risk Register due to
the challenges that AMR brings. AMR occurs when the microorganisms which cause disease
(including bacteria, viruses, fungi and parasites) are no longer affected by antimicrobial
medicines such as antibiotics, antivirals, antifungals and antiparasitics that we use to Kill
them, prevent and treat the disease. Inappropriate supply of antimicrobials can lead to
increasing Amr, which can impact future ability to successfully treat infections. As the
Pharmacy First service includes the supply of several antibiotics under Patient Group
Directions (PGDs), public awareness of AMR and only supplying antibiotics when clinically
appropriate is of vital importance.

2.0 Finance and resources

The requirement for pharmacies to take part in 2 local public health campaigns is part of their
Terms of Service in the NHS pharmaceutical Regulations therefore no additional payments
are required to be made to pharmacies.
Resources to support the campaigns

Working collaboratively with the NHS GM communications team, a list of resources will be
made available to all pharmacies to support them during the campaigns. Furthermore, links
are also being made across the North West to look at resources available that can be shared
across all Pharmacies.

As these are both national campaigns there is also information available for pharmacies on
the Department of Health & Social Care website: Search | Campaign Resource Centre

There will be a requirement to provide pharmacies with hard copies of the public health
campaign materials, therefore this would require additional funding. The guidance below has
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been provided by CPE which states the responsibility of the provision of materials is with
NHS England.

Community Pharmacy England guidance on provision of materials for the public
health campaigns

If leaflets and posters or other patient literature are to form part of a public health campaign,
these should be provided to pharmacy owners by NHS England. It is not a requirement of the
service for the pharmacy owner to purchase leaflets or to go online and download and print
leaflets.

3.0 Reporting

Pharmacies are required, as part of the Terms of Service, to record the number of people to
whom they have provided information and/or advice as part of these campaigns. A reporting
mechanism will be provided to Pharmacies through PharmOutcomes, this is the secure
clinical services platform that all GM community pharmacies use to report all their outcomes
for advanced and enhanced services. CPGM are in agreement that PharmOutcomes can be
used to collect this data and we do not anticipate any issues or barriers to completion by
pharmacies. CPGM have agreed to support pharmacies with reporting.

4.0 Summary

Primary Care Commissioning Committee is asked to note the contents of this paper and the
details of two preferred Pharmacy Public Health Campaigns for NHS Greater Manchester in
2025/26:

e Blood pressure awareness — link to Know your Numbers week Sep 8-14t"

¢ AMR and pharmacy first link to antimicrobial resistance awareness week — Nov 18-24.
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Locality Benchmarking
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GP Patient Survey Highlights 2025

« Across all the question’s (9) GM ranked PCN’s, Stockport Locality had at least one PCN within the
top 10.

e 7 out of the 9 questions ranked, had two or more Stockport Locality PCN’s within the top 10.
o Stockport East and South was consistently within the top 5 PCN’s across all ranked questions.

Total Number of Stockport PCN’s
within Top 10

Overall Experience of GP practice 3 PCN’s
Ease of contacting GP practice on the phone 1 PCN

Ease of contacting GP practice using their website 2 PCN’s
Ease of contacting GP practice using the NHS App 2 PCN’s
Next step in dealing with request after contacting GP practice 2 PCN’s
Time taken to know next step 1 PCN

Overall experience of contact GP practice 2 PCN’s
How patients felt about appointment wait time 2 PCN’s

Support with managing conditions or illnesses 3 PCN’s Page 133 of 152



Overall Experience of GP Practice

» 83.2% of Stockport patients describe ‘your experience of your GP practice’ as good (very good or
fairly good) compared to 75.4% nationally and 77.2% as an ICS.

» Stockport East and South PCN is the best performing PCN across all localities for overall

experience.

Stockport East and South 92% 91% 65/65 65/65
Bramhall & Cheadle Hulme 83% 81% 58/65 55/65
Cheadle 77% 74% 31/65 30/65

Heatons 82% 91% 52/65 64/65

Tame Valley 81% 81% 50/65 57/65
Victoria 83% 78% 57/65 48/65

* PCNs are ordered from lowest to highest score, with

PCN 1 being the lowest score.

I
I
l
l
I

Marple Bridge Surgery
The Village Surgery
Springfield Surgery

Marple Medical Practice

Vernon Park Surgery

98.8%

95.6%

95%

94.9%

94.6%

1/10
7/10
8/10

9/10

10/10
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Accessing GP Services

Bramhall & Cheadle Hulme 50% 48% 15/65 21/65
headl % % .
cheade o 4 S B T Q1. 63.4% of Stockport patients when
iSEilone S T e S l asked ‘easy or difficult to contact GP on
Stockport East and South 86% 84% 64/65 64/65 ; the phone’ describe their experience as
S 5o 6290 Y B l easy (very easy or fairly easy) compared
to 52.9% national and 57.3% as an ICS.
Victoria 64% 57% 47/65 45/65
_----- Q2. 63.4% of Stockport patients when
Bramhall & Cheadle Hulme ~ 70% 62% 62/65 59/65 asked ‘easy or difficult to contact GP via
I 569 29% - - 1 their website’ describe their experience
o o o a5/6 J1/6s ) as easy (very easy or fairly easy)
eatons % % .
compared to 51.2% nationally and 54.4%
Stockport East and South 71% 63% 63/65 60/65 T as an |CS
Tame Valley 60% 57% 48/65 53/65 l
* PCNs are ordered from lowest to highest score, with
Victoria 64% 46% 54/65 27/65 7 PCN 1 being the lowest score.
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Accessing GP Services

Bramhall & Cheadle Hulme 59% 48% 51/65 43/65

! Q3. 59.5% of Stockport patients when
Cheadle 52% 38% A | I asked ‘easy or difficult to contact GP via
Heatons 52% 77% 33/65 65/65 l NHS App’ describe their experience as easy
1 (very easy or fairly easy) compared to 49%
T
l

nationally and 51.5% as an ICS.

Stockport East and South 77% 75% 65/65 64/65
Tame Valley 64% 57% 63/65 59/65

Victoria 51% 46% 30/65 33/65

* PCNs are ordered from lowest to highest score, with

PCN 1 being the lowest score.
Page 136 of 152



Further Key Messages:

In relation to access, there is significant variation between Stockport GP Practices across all three types of access:

* For access via telephone, variation ranged from 39.3% to 99.4%, 11 GP practices are below the national average of

52.9%

* For access via website, variation ranged from 30.9% to 88.1%, 5 GP practices are below the national average of

51.2%

e For access via NHS App, variation ranged from 42.7% to 87.2%, 4 GP Practices are below the national average of

49%

78.4% of Stockport patients described their experience of contacting their GP practice as ‘good’ (very good or fairly

good) compared to 69.6% nationally and 71.8% as an ICS.

Bramhall & Cheadle Hulme 76%
Cheadle 70%

Heatons 73%
Stockport East and South 91%
Tame Valley 80%
Victoria 79%

76%

66%

87%

89%

74%

71%

42/65
30/65
34/65
65/65
54/65

58/65

56/65
25/65
64/65
65/65
51/65

42/65

* PCNs are ordered from lowest
to highest score, with PCN 1

being the lowgst scores,



Overall Experience of Pharmacy Services

» 88% of Stockport patients described ‘your experience of Pharmacy Services’ as good

(very good or fairly good) compared to 88% nationally and 88% as an ICS

Bramhall & Cheadle Hulme

Cheadle

Heatons

Stockport East and South

Tame Valley

Victoria

88%

89%

88%

88%

88%

95%

90%

90%

84%

89%

83%

91%

40

28

33

38

65

52

16

44

14

57

— > — > — —

* PCNs are ordered from lowest
to highest score, with PCN 1
being the lowest score.
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Utilisation of Pharmacy Services in the last 12 months (average)

80% 76% 76% 759,
70%
60%
50%
44%
40% 38% 39%
30%
22%
20% 20% ~ " 19%
20% 17% 17%
13% 129% 12%
10% 8% 9% 8% 8% 8% 79
| ] | ] II
0% BN I -
% To address an issue % To pick up a % To buy medication % To get advice (for % To have my blood % To get a vaccine (for % To get contraception % To monitor my % None of these
which my GP practice, prescription (such as paracetamol example, about pressure checked  example, flu or COVID) without a GP medication or get
NHS 111 or A&E or eye drops) prescription prescription other support for a
referred meto a medicines, a health long-term health
pharmacy for issue or other health condition
services)

M Locality mICS m National
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Overall experience of NHS dental services
GREATER MANCHESTER INTEGRATED CARE SYSTEM

Q52. Overall, how would you describe your experience of NHS dental services?

ICS result ICS result over time Comparison of results

=05 GOOd === Poor ICS National

100 -

90 A

6% = Very good - 72 73
) 70 -
= Fairly good 60 -

50 A
40 -

= Neither good nor poor

. 30 4
= Fairly poor . 17 16 73% 16% 71% 18%
™ V 10 b
ery poor
0 T
2024 2025
Base: Asked of patients who have tried to get an NHS dental o .
: . ) . %Good = %Very good + %Fairly good

appointment in the last 2 years. National 2025 (368,026); ICS 0 %Poor= %Very poor + %Fairly poor

2024 (26,526). ICS 2025 (27,056);

1
0
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For Further Detall:

2025 GP Survey Headline Findings

GP Patient Survey 2024/25 (Key Questions) | GM ADSP

GP Patient Survey — for latest survey and results

Page 148 of 152


https://curator.gmtableau.nhs.uk/dashboard/gp-patient-survey-2024-key-questions-
https://gp-patient.co.uk/latest-survey/results

Stockport Primary Care Commissioning
Committee (PCCC) Finance Report for the
period ending 31 August 2025 - Month 5

Report To (Meeting):

Stockport Primary Care Commissioning Committee

Report From (Executive
Lead)

David Dolman, Associate Director of Finance, NHS Greater
Manchester (Stockport)

Report From (Author):

Nehal Zaman, Finance Advisor, NHS Greater Manchester
(Stockport)

Date:

17" September 2025 | Agenda Item No: | 11

Previously Considered by:

This is the first time the report has been presented

Decision

Assurance v Information v

Conflicts of Interests

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

GP Practice in Stockport.

Purpose of the report:

The purpose of the report is to provide an overview of the financial performance of the
Primary Care Delegated Commissioning budget as at 315t August 2025.

Key points (Executive Summary):

e The NHS Greater Manchester (Stockport) is reporting a £0.260m favourable year
to date (YTD) variance.

e The NHS Greater Manchester (Stockport) is reporting a £0.039m favourable
forecast outturn variance.

Recommendation:

(i) Note the YTD and forecast outturn.

Aims and Objectives:

Which Corporate aim(s) is / are Lead Well

supported by this report:
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Which corporate objective(s) is /
are supported by this report:

Deliver financial balance

Risk and Assurance:

List all strategic and high-level
risks relevant to this paper

Failure to manage costs within the delegated allocation
may result in NHS Greater Manchester failing to
achieve financial balance.

Consultation and Engagement:

Patient and Public Not Applicable

Involvement:

Clinical Engagement: Not Applicable
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1.0

2.0

3.0

Introduction

The purpose of the report is to provide an overview of the financial performance of
the Primary Care Delegated Commissioning budget as at 31 August 2025.

Financial Performance

As at 31 August 2025, NHS Greater Manchester (Stockport) is reporting a
£0.260m year-to-date (YTD) favourable variance and a £0.039m forecast outturn
favourable variance against the Primary Care Delegated Commissioning budget.

The YTD and forecast outturn positions are summarised in Appendix 1.

The YTD favourable variance primarily reflects additional in-year allocations and
lower than anticipated claims for the Additional Roles Reimbursement Scheme
(ARRS). It is expected that backdated ARRS pay uplifts will be processed in the

coming months; consequently, the forecast remains slightly below the annual plan.

The forecast outturn favourable variance is mainly attributable to in-year
allocations received.

Next Steps

1. Continue to monitor actual spend against the Primary Care Delegated
Commissioning budget for 2025/26.
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Appendix 1 — Financial Summary as at 31 August 2025

b 1o Yo COLTT] Forecast i;’:ft:ar:t
Budget Actual Variance Budget "
Variance
Service Line £m £m £m £m £m £m
General Practice - GMS 6.330 6.320 (0.009) 15.333 15.302| (0.031)
Global Sum 6.330] 6.320 (0.009) 15.333 15.302 (0.031)
General Practice - PMS 9.582 9.582 (0.000) 23.047, 23.047 0.000
Contract Value 9.582| 9.582 (0.000) 23.047, 23.047| 0.000;
QOF 1.837 1.837 0.000 4.409 4.409 0.000
QOF Aspiration 1.471 1.471 (0.000) 3.531 3.531 0.000
QOF Achievement 0.366 0.366, 0.000, 0.878 0.878 0.000
Enhanced services 2,988 2.983 (0.006) 7.032 7.022 (0.010)
DES- Individual Practice Payments
Learn Dsblty Hith Chk 0.089 0.078, (0.011) 0.214, 0.187| (0.028)
Minor Surgery 0.166 0.166 0.000. 0.399 0.399, 0.000:
Violent Patients 0.013 0.013 0.000 0.030 0.030. 0.000:
PCN DES-Participation 0.238 0.237, (0.000) 0.570 0.570. (0.000)
Advise & Guidance Enhanced Service 0.100, 0.100, 0.000| 0.100, 0.100, 0.000
Primary Care Network DES Expenditure (Payments to PCN's]
PCN DES Enhanced Access 1.184 1.186 0.003 2.841 2.847, 0.006
PCN DES Care Home Premium 0.120 0.122 0.002 0.289 0.29 0.007:
PCN DES IIF Achievement 0.030 0.030 0.000. 0.072 0.072 0.000:
PCN Capacity and Access Support 0.446, 0.447, 0.001 1.069| 1.072 0.002
PCN CAIP 0.191 0.191 0.000. 0.458, 0.459 0.001
PCN DES Core Support Payment 0.413 0.413 0.000 0.990 0.991 0.001
ARRS PCN DES Additional Roles 3.562 3.367. (0.195) 8.548 8.542 (0.006)
ARRS PCN DES Additional Roles 3.562| 3.367, (0.195) 8.548 8.542 (0.006)
Premises Cost Reimbursement 1.613 1644 0.031 3.870 3.946 0.076
Prem Notional Rent 0.507 0.506 (0.001) 1.216 1.215 (0.001)
Prem Healthcentre Rent 0.770, 0.799, 0.029 1.848 1.919 0.071
Prem Actual Rent 0.094 0.094, 0.000, 0.226, 0.226 0.000
Prem Cost Rent 0.000 0.000; 0.000, 0.000; 0.000 0.000
Prem Rates 0.193 0.194 0.001 0.462, 0.466 0.003;
Prem Water Rates 0.024, 0.024, 0.000, 0.058 0.059| 0.000
Prem Clinical Waste 0.025 0.026, 0.001 0.060; 0.062 0.002
Other Premises Cost 0.003 0.003 (0.000) 0.008| 0.008 0.000
Prem Other 0.003 0.003, (0.000) 0.008, 0.008 0.000
Dispensing/Prescribing Drs 0.051 0.048, (0.003) 0.249 0.254 0.005
Prof Fees Prescribing 0.051 0.048 (0.003) 0.249 0.254, 0.005
Other GP Services 0.573 0.585 0.012 1.375 1378 0.003
Legal / Prof Fees 0.013 0.013 0.000. 0.030] 0.030 0.000
cac 0.086, 0.085, (0.000) 0.205 0.205 (0.001)
PCO Doctors Ret Scheme 0.044. 0.054] 0.011 0.105, 0.105 0.000
PCO Locum Adop/Pat/Mat and Sickness 0.377, 0.377, 0.000 0.906, 0.906 0.000|
Sterile Products 0.002 0.004] 0.001 0.005 0.009 0.003
Translation Fees 0.052, 0.052 0.000. 0.124] 0.124, 0.000
Business Rules / General Reserves Non Pay Reserves 0.091 0.000 (0.091) 0.142 0.068 (0.074)
Business Rules / General Reserves Prior Year Benefits/Pressures 0.000 0.000 0.000 0.000 0.000 0.000
Total PCR Excl. Non Del PRC Scheme & Pass through costs 26.629 26.369 (0.260) 64.014 63.975 (0.039)
Non-Del d PRC Sch Non-Del d PRC Schemes 0.514 0.514 0.000 1.234 1.234 0.000
Void & Subsidy NHS Property Services 0.324 0.325 0.000 0.778 0.778 0.000
Total PRC Cost Centre 27.468 27.208 (0.260) 66.026 65.988 (0.039)
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