Agenda - Public Meeting

Manchester Locality - Primary Care Commissioning Committee

Date: 27 November 2025
Time: 3.00-4.45pm
Venue: Microsoft Teams

Join on your computer, mobile app or room device:
Click here to join the meeting

Item Time Subject Presenter
No.
1. 3.00 | Welcome, introductions and apologies Chair
2. Declarations of Interest Chair
3. Minutes of previous meeting: Paper A Chair
3.05 e September 2025
4, Matters arising: Chair
5. 3.10 | UEC /Winter Scheme 2025/26 - primary care Presentation B Gordon Reid
6. 3.20 | Healthcare Infrastructure — Estates update Presentation (on day) Gordon Reid
7. 3.35 | PQRRS - Quarter 2 Assurance Presentation C Kay Hussain
8. 3.45 | Interpretation and translation service - update | PaperD Jane Muirhead
9. 3.55 | Vaccination and Immunisations —overview and | Presentation E Darren Parsonage
update
10 4.10 | Manchester Primary Care Quality Update Paper F Caroline Bradley
11. 4.20 | Finance Report—Month 7 Presentation G Damien Heakin
12. 4.30 | Primary Care Risk Log Paper H Caroline Bradley
13. 4.40 | AOB All

Date of next meeting:
Thursday 22 January 2026




Paper A

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

Notes of meeting held on 25 September 2025
Venue: Microsoft Teams

Present

Tom Hinchcliffe — Chair (TH) — Deputy Place Based Lead, NHS GM (Manchester)

Caroline Bradley (CB) — Associate Director of Primary Care, NHS GM (Manchester)

Gordon Reid (GR) — Assistant Director of Primary Care, NHS GM (Manchester) — Chair until c4.30pm
Dr Sarah Follon (SF) - Associate Medical Director, NHS GM (Manchester)

Jane Muirhead (JM) - Primary Care Lead, NHS GM (Manchester)

Gwen Crossley (GC) - PPAG Chair representative

Aneet Kapoor (AK) - Manchester Locality Lead for Community Pharmacy, Greater Manchester
Damien Heakin (DH)- Chief Finance Officer, Manchester

Pina Renzulli (PR) - Primary Care Lead, Manchester

Kathryn Whiteley (KW) - South Cluster Lead Pharmacist (Manchester and Trafford)

Julie-Ann Murray (JAM) - Senior Executive Assistant, Business Support Manager (minutes)

Dr Vish Mehra — GP and Chair of Manchester GP Board

Apologies: Jayne Cooney, Dharmesh Patel, Dr Murugesan Raja, Carolina Ciliento, Muhammed Bhuta

Item Detail
1. Welcome and Introductions
TH welcomed everyone to the meeting.
2. Declaration of Interest
There were no declaration of interest received.
3. Minutes of previous Manchester PCCC meeting - July 2025
Minutes of the last meeting were confirmed as an accurate record of the meeting.
4, Matters Arising
All matters arising are completed.
5. Primary Care Contracts Update Report

PR provided an overview of the current primary care contract arrangements in Manchester, highlighting
that there are multiple primary care contracts which are due to expire at the end of March 2026. These
require formal commissioner action, several contracts are awaiting outcomes from NHS reviews and
formal panel agreements, which may impact implementation timelines.

PR advised that updates and approvals for contracts will be managed through locality governance, with
associated risks and mitigating actions documented in the primary care risk register for ongoing
monitoring and escalation. PR advised that in terms of Tirzepatide there is a launch date of 13 October
2025.

CB advised that the schemes listed align with the 'plan on a page' and commissioning intentions for
nextyear. Some services remain under review and certain contracts have transferred to NHS GM, such
as the migrant health.

TH felt that we need to understand how we use the locally commissioned elements as a lever for
improving population health outcomes. TH felt that primary medical care commissioning is changing
and we need to understand how we bring this together.
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CB responded that there is still a lot of work being undertaken via BeCCoR with an expectation of
further consistency across NHS GM localities for 2026/27. The time scales remain challenging to have
a scheme and funding agreed and engagement undertaken prior to 1 April 2026.

DH advised that BeCCoR funding is within the budget for the year, with the ICB having committed to
funding it despite the absence of a secured national funding route, payments are already being made,
and while the funding is included in primary care budgets, there is a risk that if system-wide financial
pressures increase, NHS England could challenge the sustainability of this investment.

TH suggested that at a future meeting we review the work and the phases of the BeCCoR and stressed
the importance of general practice to maximise uptake and achievement under the existing BeCCoR
scheme, as the data and outcomes from this year will be used to build the business case for sustained
or increased funding in future years.

VM raised concerns about governance for services commissioned by Manchester City Council, such
as sexual health and minor surgery, noting the lack of a clear discussions and the need for better input
from primary care. PR agreed a full comprehensive review needed to be undertaken, however she
advised that not all contracts are held by the locality primary care team but by MCC Public Health.

SF updated on the Diabetes LCS, explaining that the current service is limited but ongoing work with
the Diabetes Pathfinder aims to develop a new Tier 2 service that will eventually replace the existing
LCS.

TH updated that discussions are underway across the locality/MCC and MLCO about how we join up
the financial planning process for 26//27.

VM referred to the services that MCC may be decommissioning and asked how general practice can
get involved in those discussions as he would like an agreed forum across partners.

JO emphasised the importance of having a centralised mechanism to track all contracts impacting
primary care, regardless of whether they are commissioned by the ICB or MCC and proposed
developing a shared forum and timetable for discussing potential changes.

Action
Manchester Primary Care Commissioning Committee:
¢ Noted the information within the report.
e Approve the content of the contracts report.
e Agreed the next steps outlined in section 7.
o Toreceive further updates as appropriate
e CB/PRto bring an update on the phasing of BeCCoR.
e CB/JO to discuss further around a shared forum/timetable.

UEC / Winter plans 2025/26 - primary care

GR provided an update to PCCC on the UEC /Winter plans for primary care 25/26 and confirmed that
funding will be maintained at last year's levels with the addition of £400,000 via PQRRS winter capacity.
Practices will be notified early next week about scheme requirements and funding, with the aim to go
live from early October 2025. GR advised in terms of the GP surge hub element we are waiting for the
NHS GM service specification before launching an expression of interest process.

AK advised that the IP Pathfinder scheme within community pharmacy has been extended to March
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2026. This service provides additional minor illness clinics in Manchester. AK agreed to present a
broader pharmacy update at a future meeting.

TH felt it was important to use data to demonstrate the impact of primary care investment, which was
instrumental in securing sustained funding and felt that ongoing joint working and strategic
reinvestmentin primary care is key.

Action
Manchester Primary Care Commissioning Committee:
o Noted the update.
e AKto provide an update on the IP pathfinder at a future meeting.

Manchester Primary Care Quality, Recovery and Resilience Scheme - Quarter 1 Assurance
JM provided an update on the findings from the Q1 assurance.

JM advised that in total there are 82 Practices — as of 17.07.25 all 82 Practices have submitted Q1
assurance, with a 97% response rate for 2024/25.

JO raised the issue of national pandemic preparedness exercises, stressing the importance of routine
access to FFP3 masks and fit testing. VM responded FFP3 masks are secured centrally, with this there
are logistical challenges and suggested central procurement as a more effective solution. VM also felt
that skills needed to be kept updated. It was agreed a further discussion would be undertaken outside
of the meeting.

Action:
Manchester Primary Care Commissioning Committee:
o Noted the responses provided by practices.
o Noted the response rate with 82/82 practices completing the Assurance questions.
e Noted that further Quarterly Assurance reports will be undertaken and presented to PCCC
as part of the 2025/26 PQRRS
e JO/VM to discuss further around FFP3 and central procurement.

Manchester Primary Care Quality Update

CB provided an update on quality assurance activities, including changes in practices under MDT
review, recent CQC inspection outcomes, and progress on quality schemes such as BeCCoR and
PQRRS.

CB advised that MDTs continue to monitor practices with quality concerns, with recent changes in
the list of practices under review.

In terms of the CQC inspection outcomes, one GP practice has had its CQC inspection

report published: Whitley Road Medical Centre. The inspection took place during February 2025 with
the resulting report was published on 28 July 2025. The practice achieved an overall rating of ‘Good’,
with the practice achieving a rating of ‘Outstanding’ in the Well-led domain. Two additional
Manchester GP practices are known to have been inspected in recent months; these are Urban
Village Medical Practice and St George’s Medical Centre. The inspection reports have been drafted
and shared with the GP practices and will be reported back to PCCC once they are published on the
CQC website.

For BeCCoR 2025/26, CB reported that all milestones have been achieved in shared care of
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medicines and elective care, with rates in quality improvement projects, with ongoing work in
safeguarding and digital inclusion and advised that a more comprehensive update will be brought at a
future meeting.

Action
Manchester Primary Care Commissioning Committee:
¢ Noted the ongoing work of the locality MDT and the status of the current CQC ratings for
Manchester locality GP practices.
e Noted Manchester PQRRS / NHS GM BeCCoR scheme delivery for 2025/26 and the future
intention of the NHS GM BeCCoR work for 2026/27 onwards.

Finance Report-Month 3

DH updated that as of month 5 the locality is reporting a £5.32m adverse variance and assumes all CIP
will be delivered.

The Locality has received its £3.3m share of the Primary Care BeCCoR funding. The following areas
have been identified as high risk and are being closely reviewed and monitored; CHC Placements; LD
& MH Placements; ADHD Services; Oviva Weight Management services; Interpreting Services and
TOPS.

In terms of Primary Care outturn pressure at M5 is £100Kk, this is a £50k adverse movement since M4.
The YTD underspend relates to profiling of CIP as we have delivered and accounted for the PQRRS &
Winter schemes CIP ahead of the planned profile. The Locality received its £3.3m share of the Primary
Care BeCCoR funding in M2 with current pressure that relates to MAS/Optometry Services and a £500k
CIP target for Primary Care has been achieved in full at M5

In terms of outturn pressure which has increased by £42k to £125k at M5. There has been an increase
in Interpreting activity which has resulted in a YTD pressure and are therefore projecting an overspend
in this area. Activity levels will continue to be monitored, and forecasts adjusted as necessary.
Estates costs are projected to budget and will be paid in accordance with the contracted values. There
will be a requirement for ongoing review of property voids and empty spaces to ensure we can release
any potential for savings

CB referred to the increase in interpreting services and ongoing activity and advised this has been
added to the risk register. JM advised that there is increased usage, which is driving higher costs for
interpretation services with a detailed analysis being undertaken with the current provider. JM outlined
that NHS GM is looking to have a standardised offer developed for April 2026, with ongoing efforts to
ensure appropriate service provision and communication.

Action
Manchester Primary Care Commissioning Committee:
¢ Noted the paper.

10.

Primary Care Risk Log
CB provided an update to committee on the primary care risk register, she outlined that in terms of
Hawthorn Walk-in Centre Lease, an extension to the lease has been agreed, allowing time for building

works and transition to new premises, though timelines remain tight and require close monitoring.

In terms of new estates there are additional risks that have been added to the register, including issues
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with practice leases, damp and waterproofing at Simpson Medical Practice, ongoing challenges with
special allocation services and resource constraints and the need for more resources to support
health infrastructure planning and estate improvements.

PCCC noted all the good work that had been undertaken with the Hawthorn Walk In Centre Lease.

Action
Manchester Primary Care Commissioning Committee:
o Noted the update.

11.

Any Other Business
Nothing to report.

Date of next meeting:
27 November 2025 at 3pm - 5pm via teams




Presented by: Gordon Reid



Causes of Winter Pressures in General Practice over the

past 7 years...

« Winter 19/20- First Covid-19 cases in Manchester (Feb 2020) Hepatitis A outbreak in homeless community.
« Winter 20/21- Covid Second Wave and surge of violence against GP staff.

« Winter 21/22 — End of Phase 2 Covid 19 Vaccination and start of ‘Recovering Access to General Practice’.
o Winter 22/23—- Strep A outbreak.

« Winter 23/24— Surge in respiratory cases in Manchester.

* Winter 24/25 — Care home flu outbreaks & respiratory.

* Winter 25/26 — Very early flu outbreak



Manchester Locality Primary Care Winter Scheme 2025/26

MARIS (Acute Same Day Respiratory Appointments for £560,000
Respiratory Infections . y P yAPP (PCN - Back to UEC 3 November
. Children and Adults .
Service) Practice)
Additional GP, Practice Manager, Clinical §i39’449 -UEC
Additional GP Sessions Capacity, with focus on areas hit by £400.000 -Locality From 24 October
Cost-of-Living pressures. ’ PQRRS Winter

(direct to practices)

Same Day Hubs to support Primary Care £426,558

Surge Hubs

UEC Allocation 3 November

Winter Pressures. (Via GP Federations)

-GM Pharmacy Scheme over winter £34,233
GM MAS and CUES (Community UEC allocati N b
Services -NHS 111 direct referrals enabled in Pharmacy and atlocation ovember

Community Urgent Eyecare services Optometry Providers)




Scheme 1: Manchester Acute Respiratory Infections Service
(MARIS)

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

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

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

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

e The timing was important: it is timed to go-live early in the winter period In
advance of anticipated respiratory infections within Manchester.



Scheme 2: Additional Capacity for GP Practices

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

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

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

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



Scheme 3: GP Surge Hubs

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

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

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

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




Expected additional activity and how this will be monitored

 MARIS (PCN Level)

e 20,000 appointments to be offered to patients.

e Evaluation: Full activity breakdown from PCNs, analysis of 111 and UEC referrals and measure
of ‘deflections’ from urgent care.

* ADDITIONAL GP CAPACITY(Practice Level)
* ¢18,000 additional Clinician and non-clinician appointments supporting practice resilience.
* Evaluation: Full activity breakdown at practice level. Financial analysis.

e SURGE HUBS (GP Federation level)
* 9,000 GP Federation Surge Hubs appointments to be offered over the winter period

* Minimum Data Set to provide a consistent method of rﬂoorting_tq demonstrate how additional
funding supports increased capacity and reduction of UEC activity.

* Webform of key info

« SNOWMED code for ‘seen in open access surgery’ to capture key data; reason for appt,
outcome etc



Paper

Manchester Locality Primary Care Commissioning Committee (PCCC)

Report of:

Quarter 2 - 2025/26 Assurance

Paper prepared by:

Kay Hussain — Primary Care Manager (NHS GM Manchester Locality)

Date of paper:

27th November 2025

Item number:

7

Subject:

Quarter 2 Assurance - 2025/26

Outcome of Impact Assessments

Confirmation that an Equality Impact
Assessment has been completed where
there is a change to a service,
[programme or policy:

completed (e.g. Quality IA or Equality IA).

ElAs are undertaken for specific elements of the PQRRS scheme as required.

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

The PQRRS Scheme has been engaged upon through various fora
including Manchester locality PPAG.

Recommendations:

* Note the responses provided by practices.

* Note the response rate with 80/82 practices completing the
Assurance questions.

* Note that further Quarterly Assurance reports will be undertaken and
presented to PCCC as part of the 2025/26 PQRRS.







PORRS 2025/26 — Quarter 2 Assurance
Overview

As part of the PQRRS process for 2025/26, Practices are required to complete an assurance formon a
quarterly basis.

The Quarter 2 assurance was conducted in September 2025, with Practices asked to submit their
responses via Microsoft Forms by 8™ October 2025.

A structured process is in place to support the assurance cycle, including the agreement of
questions, development of the form, and communication to Practices. A follow-up process was also
implemented to maximise completion, consisting of two reminder emails and an extended
submission deadline. The form closed on 24 October 2025 at 5:00pm.

This report provides an overview of the responses received and any subsequent actions taken.
A total of 82 Practices were required to complete the Quarter 2 assurance. As of 27t October 2025,

80 Practices (97.5%) had submitted their returns. Two practices have not submitted their form.

For comparison, the response rate for 2024/25 was 97%.



1. Medicines Optimisation

Have you activated Optimise Rx on your practice system?

79 practices confirmed they have activated Optimise Rx on their practice system with 1 practice who
confirmed they have not.

No practices indicated they needed any further support with Optimise Rx activation.

As discussed at the Primary Care Operational Group (06.11.25) —the Medicines Optimisation team confirmed
that 81/82 Practices have activated Optimise Rx, the 1 Practice who has not activated are discussing this with

the team.



2. Advice and Guidance (A & G)

What does your practice have in place for claiming payments for using A&G in
their practice?

e Over 95% of Practices use Ardens and EMIS searches to support A&G claiming.

e Allresponding Practices that submit claims do so via CQRS.

e Two practices requested further clarification on claim eligibility/coding standards.

e One practice is not currently claiming and requires support to implement a process.



3. Infection Prevention and Control (IPC)

All providers of health care and adult social care should meet or exceed the Health and
Social Care Act 2008 code of practice on the prevention and control of infections and
related guidance. Please can you confirm:

a) Whois the desighated responsible and accountable person for IPC at your practice (including
completion of the annual IPC report)?

This response was a mixture of nurse leads, practice managers or operations managers, though the majority
was the practice nurse lead.

b) Who is responsible for monitoring and conducting IPC audits at your practice? (Please include
their name, role, and email if different to the above)

Same as 3a - This response was a mixture of nurse leads, practice managers or operations managers, though
the majority was the practice nurse lead.


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Fthe-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance%2Fhealth-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance&data=05%7C02%7Ckay.hussain%40nhs.net%7C465e3170df0d4ce0b3e408ddff3444a8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638947322463501487%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JXNjamRBsGIIS83xkVnOs%2F09X8E6DQbWHNtxVbjabv8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Fthe-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance%2Fhealth-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance&data=05%7C02%7Ckay.hussain%40nhs.net%7C465e3170df0d4ce0b3e408ddff3444a8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638947322463501487%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JXNjamRBsGIIS83xkVnOs%2F09X8E6DQbWHNtxVbjabv8%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fpublications%2Fthe-health-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance%2Fhealth-and-social-care-act-2008-code-of-practice-on-the-prevention-and-control-of-infections-and-related-guidance&data=05%7C02%7Ckay.hussain%40nhs.net%7C465e3170df0d4ce0b3e408ddff3444a8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638947322463501487%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JXNjamRBsGIIS83xkVnOs%2F09X8E6DQbWHNtxVbjabv8%3D&reserved=0

4. Nursing

We have recently welcomed a new GPN Lead Nurse into post part-time in the locality. We are
looking to update our records of the Nursing and HCA workforce in Manchester Locality. This
will enable us to better target support, tailor future training and maximise professional
development opportunities for this highly valued group.

Has the practice completed the survey link below: https://forms.office.com/e/K6dxLY 3|Sx

e /2 —-Yes
e 8-No


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fforms.office.com%2Fe%2FK6dxLY3jSx&data=05%7C02%7Ckay.hussain%40nhs.net%7C465e3170df0d4ce0b3e408ddff3444a8%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638947322463533293%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=BX4A5WWxvRAv5O7VvPvdI18wTweRd85ZPGmtv2OLYjg%3D&reserved=0

5. Vaccinations and Immunisations

The guidance for the RSV vaccination catch-up cohort has been updated to reflect the
recommendations made by the JCVI earlier this year.

Please confirm you are aware of the above expansion to the RSV catch-up programme.

80 -Yes
0-No

100%

Please confirm you have ongoing plans in place to invite eligible people for this year-round
vaccination programme.

80 -Yes
0-No

100%



6. GP Contract Changes

Online consultation tools must be switched on for
@ . 77

the duration of core hours

You and Your General Practice must be on practice

websites

GP Connect Access Record (HTML and Structured)

and Update Record must be enabled within GP...

78

78

Have you implemented the GP Contract changes which are required to be in place by the 15t October
2025?

e Online consultation tools must be switched on for the duration of core hours - At the time of
completing the form only 78 practices confirmed they had switched this on. However, the 2 practices
have since switched on their Online Consultation from 15t October 2025.

* You and Your General Practice must be on practice websites — One practice confirmed that they do not
have this on their practice website.

e GP Connect Access Record (HTML and Structured) and Update Record must be enabled within GP
Practice clinical systems — One practice indicated that they have not completed this.

Further work is taking place to confirm implementation of the GP contract Changes and support
Practices and their patients where needed.



7. Protected Learning Time (PLT), Resilience
Domain PQRRS 25/26

Has your Practice had a PLT session within Quarter 2 (July - September 25)?

52 practices reported holding an Individual practice PLT session, while 28 did not.

Has your PCN had a PLT session within Quarter 2 (July - September 25)?
56 practices reported that their PCN PLT held a session, while 24 did not.



If you did have a PLT Session what topics were covered?

e Majority of practices completed Basic Life Support (BLS) and other mandatory training (Safeguarding, Fire
Safety, Conflict Resolution).

e Clinical topics covered include antimicrobial stewardship, referral management, chronic disease care,
and quality improvement audits.

 Many focused on preparing for October 2025 GP contract changes, with training on online consultations,
digital tools (NHS App, GP Connect), and workflow changes.

e Safeguarding and inclusion training included IRIS (domestic abuse) and Oliver McGowan (learning
disabilities/autism) programs.



If you did have a PCN PLT Session what topics were covered?

* Respiratory health, COPD, cholesterol and diabetes education sessions.

e Online consultation, triage, access planning, and digital tool use (NHS App).

e GP contract changes effective from October 1, 2025, including workflow and demand/capacity planning.
* Peer reviews for antimicrobial stewardship (AMS), referral management, and telephony.

e Staff training on safeguarding, Oliver McGowan (learning disabilities), and conflict resolution.

* Population health initiatives focusing on lifestyle coaching and chronic disease management.

* Planning for enhanced access and recall/recoding systems.

e Quality improvement activities including elective referrals, bowel cancer training, and antibiotic audits.

* PCN financial updates, 10-year NHS plan discussions, and practice management topics.

* Preparation for CQC requirements and readiness.



Is there any wider learning from either PLT session that
could be shared with other Practices?

e Some practices shared learning within PCNs and practice manager meetings.

* Key learning on staff resilience and patient-facing skills, especially conflict de-escalation and active
listening, and improving patient experience.

» Effective use of telephone systems and keeping patients updated.

 Managing triage inbound for same-day access and care navigation in digitally mature practices.
 Promotion and use of the NHS App and digital tools.

e Elective Quality Improvement, Antibiotic Audits, and Sepsis updates shared.

 Online access and triage systems improving timely patient treatment.

e Some sessions used for mandatory training and CQC information sharing.



Summary

This is the second assurance for 2025/26. Practice responses have been shared with the relevant teams to ensure that
quarterly assurance data aligns with other data collected and provides an accurate reflection of practice activity and
engagement.

* Medicines Optimisation - Data from practices has been shared with relevant colleagues, this ensures that the
medicines optimisation leads have up-to-date information to support practices accordingly.

* Advice and Guidance (A&G) - Practice responses have been shared with colleagues supporting this element. Work is
ongoing to ensure practices are properly supported to claim payments for using A&G within their practice.

* Nursing/IPC - The data has been shared with colleagues supporting the nursing / IPC element of PQRRS. This will
help leads maintain relevant information regarding nursing activities, workload and practice engagement.

* Vaccination and Immunisations - Practice data has been shared with colleagues supporting this area, ensuring that
leads maintain and update records of immunisation and vaccinations. The data will also be used to inform future
training and support offers.

e GP Contract Changes - Data has been shared with the relevant leads. Practices will continue to be supported in
implementing changes arising from the GP contract.

* PQRRS - Protected Learning Time (PLT) - Data on PLT has been shared with colleagues to sglpport ongoing
development, monitoring and tracking of this element. Overall, most practices engaged in PLT during Q2, either through
their own practice PLT session or via PCN level sessions. Practices that have not yet held an individual practice PLT
and/or a PCN-level PLT have plans to do so during Quarters 3 and 4. These PLT questions will continue to be asked on a
quarterly basis to support ongoing assurance and development.

*|It should be noted that this data was collated at a pointin time and is a Practice self-assessment.



Paper D

Report of:

Paper prepared by:

Date of paper:

Item number:

Subject:

Outcome of Impact Assessments
completed (e.g. Quality IA or
Equality IA). Confirmation that an
Equality Impact Assessment has
been completed where there is a
change to a service, programme or
policy:

Outline public engagement -

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

Recommendations:

Manchester Primary Care Commissioning Committee (PCCC)

Update on Interpretation and Translation Provision within
Manchester Primary Care

Jane Muirhead - Primary Care Lead (Manchester)

Finance: Anthony Ashworth - Finance Business Partner — Primary
Care (Manchester)

27" November 2025

8

o provide an update on Primary Care Interpretation and
ranslation including:
e The GM-wide plans regarding Primary Care Interpretation
and Translation delivery
e |mplications for the Locality Budget 2025/26
e Engagement work with GM-wide users of Interpretation and
Translation

An Equality Impact Assessment is being undertaken as part of the
wider GM commissioning exercise of equitable Interpretation and
Translation services across Primary Care.

This has taken place as part of the wider process for developing
consistency across all NHS GM Primary Care Interpretation and
Translation arrangements and is included with this paper.

he Manchester PCCC is asked to:

Receive this report for information.

Note the next steps related to Interpretation and Translation
provision across Primary Care within Greater Manchester and
that a further update will be shared.

Note the implications for the Locality budget regarding
Interpretation and Translation for 2025/26.




1.0 Introduction

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

A report was shared in July 2025 regarding the plans to ensure provision is consistent across Greater
Manchester Primary Care from April 2026. This report addresses the progress taking place as well as the
engagement and challenges for the Manchester Locality in relation to Interpretation and Translation
provision.

Silent Sounds continues to provide all Interpretation and Translation services for Manchester Primary
Care (GP Practices, Pharmacy, Optometry and Dental), this is in place until 31 March 2026.

The NHS GM-wide primary care offer for Interpretation and Translation is intended to be in place from 1
April 2026. The new Shared Business Services (SBS) Framework is to ‘go live’ in early November 2025 and
suppliers have been required to undertake a procurement process to secure a place on the new
framework. A timeline of key activities surrounding the NHS GM competitive process has been developed
in support with SBS, focusing on November/December for the competitive process to take place and
mobilisation within Quarter 4.

Timescales to undertake the required work are limited; however, the timeline remains on track for having
a new Service Level Agreement in place with a single new supplier from 1 April 2026. To ensure provision
and capacity, in particular for British Sign Language; the flexibility of sub-contracting will be included
within the agreement. NHS GM will work closely with the lead supplier when considering any sub-
contracting arrangements.

The NHS GM working group will continue to focus on:

1. Resubmission of the STAR form for the project to reflect the averages of the latest pricing from the
new SBS I&T Framework.

2. Working closely with SBS/project group to progress with the outline timeline and finalise any key
documentation.

3. Call-off/competitive process expected to commence from the new SBS framework — November
onwards.

4. Continue to engage with NHS GM groups and committees —including sign off or the new Supplier.

5. Work closely with the new lead supplier to mobilise the new service via clear and concise
mobilisation plans.

6. Engage and communicate clear messages with service users, public, primary care staff - utilising

platforms such as the new primary care staff portal and the NHS GM ICP website for FAQ’s, guides,
resources and training sources. Guidance about using interpreters has already been shared via the
Primary Care Bulletin.



3.0 Data and Financial Implications

As discussed in the previous paper in July 2025:

A detailed data analysis of the General Practice usage of Silent Sounds was conducted and shared at the
Manchester Primary Care Operational Group (PCOG) in February 2025.

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

The detailed data provided by Silent Sounds covered April 2023-March 2024 and April 2024-November
2024. Following the analysis, it was clear that there is a rising cost of interpretation services associated
with a rapidly growing population and increased utilisation. This analysis demonstrated that the provider
is delivering services as agreed within the contract and contractual pricing.

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

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

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

All costs are based on activity with the key details listed below:
e Each BSL activity costs £150 (charged at £50 per hour for a minimum of 3 hours).
e Faceto Face interpretation - £23 per hour (whether the full hour is required or not).
e Telephone interpretation —45p per minute.
e Translation is a small proportion of the total costs — 8p per word.

Latest Data — Quarter 1 and 2 of 2025/26
Following the previous discussions regarding increasing activity, an analysis of Quarter 1 and 2 of 2025/26
has taken place, the data is shown below.

F2f/Video Telephone BSL Translation
Month Cg;)t;cfts No. of Contacts Clc:/rcr)t.acz:fts No. undertaken
Apr-25 636 5051 89 24
May-25 695 5266 45 19
Jun-25 609 5289 60 16
Jul-25 670 5781 81 14
Aug-25 467 4881 65 33
Sep-25 630 5467 82 10




TOTAL 3707 31,735 422 116

There have been concerns that if utilisation continues to increase as in previous years this could put
pressure on the current locality budget for Interpretation and Translation for 2025/26.

However, using the last 6 months as a base, it is estimated that if utilisation continues at the same level
for the next 6 months then the total cost for 2025/26 will be slightly above the current locality budget.

It should be noted that once the NHS GM-wide Primary Care Interpretation and Translation contractis in
place (1 April 2026) this will be via an NHS GM budget rather than Locality budgets.

4.0 Engagement

Earlier this year the NHS GM Engagement team worked with patients across the NHS GM footprint that
require Interpretation and Translation services including BSL. The engagement team sought feedback on
the existing services within primary care to gain insight from people about where interpreting and
translation services are working well and where improvements are needed.

An online survey was available for patients to access however, the main focus of the engagement was
reaching out to groups across all 10 GM localities who spoke 27 different community languages or used
BSL, interpreters were provided during the engagement exercises if required.

The engagement report including a detailed report regarding d/Deaf engagement is included in Appendix
1.

Key considerations from the engagement are detailed below, these continue to be discussed as part of
the NHS GM Working Group and will feed into the call-off process. Itis the intention that the engagement
report, ‘You Said, We Did’ and a more accessible form of the report will be shared via the public-facing
NHS GM website.

Key Considerations are:

e The development of communications campaigns around the availability of interpretation and
translation services in NHS primary care — information available on the public facing website,
communications campaign to take place with Primary Care Services once new arrangements
agreed including use of the Primary Care Portal.

e The development of communications around the need for a neutral interpreter to safeguard
patients — As above, this information has already been shared as part of the Primary Care
Newsletter but will be reiterated in future communications.

e The acknowledgement of gaps in interpretation services awareness in dentistry and optometry —
Communication with wider Primary Care Services will take place as part of the new contract,
having a consistent service across all areas will help to support messaging.

e When surgery appointments are running late, patients using the services of a communication
professional should be seen as near to their timeslot as possible due to the time constraints of
their communication support —this can be included within guidance for Primary Care.

e The introduction of simple language and plain English in written communications — accessible
communication is part of wider work taking place within NHS GM and NHS-wide
communications.

e The training need across primary care around d/Deaf awareness, how to best communicate
through Interpreters and cultural sensitivities as examples — the skill level and training for
interpreters are key questions as part of the NHS GM-wide call-off process.



e Ensure that interpreters/translators have training or knowledge on basic medical language and
terminology to support the appointments - the skill level and training for interpreters are key
questions as part of the NHS GM-wide call-off process.

e That the Accessible Information Standard is being followed by primary care services — Primary
Care Services are aware of the Accessible Information Standard and delivery varies across NHS
GM.

e Forvirtual interpretation to be of value, Wi-Fi connections need to be sufficiently strong, and the
size of the screen needs to be large enough that the patient can clearly understand - patients
unable to use digital access (for whatever reason) need to be considered. Wider discussions are
taking place regarding the use of Al/Digital options.

e |mproving patient choice around the method of interpretation (virtual or face to face) and which
language or dialect — the importance of recording patient preferences in their patient record will
be reiterated as part of the Primary Care communications. There has been a national shortage on
interpreters for some languages and BSL therefore, virtual or telephone interpretation has had to
be used. As part of the competitive process suppliers will be expected to provide details about
the service and types of interpretation they can provide as part of the call-off process.

Silent Sounds have also confirmed that the top 10 languages requested within the Manchester locality
for Primary Care are:

1 | Arabic

Urdu

Farsi

Kurdish Sorani
Chinese - Cantonese
Somali

Bengali

Polish

Tigrinya

Chinese - Mandarin

OO NO|O|~|W]|N

-

However, recently there have been many more requests for rarer languages and therefore, whilst the
languages listed above reflect the highest volume, the variety of languages required continues to
increase. This has also been reflected within discussions at the NHS GM working group and the
expectation that suppliers can support a variety of languages will be integral to the appointment process.

Risk Mitigation

Interpretation and Translation provision must be
available across primary care.

The provider invoices have been reviewed to ensure
that charges meet the agreed contract.

Increased utilisation of interpretation is a positive as
more patients will be able to access primary care
appropriately.

The NHS GM-wide commissioning exercise will ensure
consistency and value for money across all GM
localities, however, it is expected that Manchester will

Increasing costs and utilisation of
Interpretation services

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




continue to see rising utilisation rates due to
population diversity.

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

No

provision in place due to extended period | March 26, the timeline for the NHS GM-wide provision
required for NHS GM-wide provision. has been agreed with SBS and any revisions to this

Manchester Locality primary care | Silent Sounds are in place for Manchester until the 31

timeline will be discussed as part of the working group.

6.0 Next Steps

The next steps are:

Silent Sounds will continue to be the current provider for Interpretation and Translation within
Manchester Primary Care until the end of March 2026.

The NHS GM working group will continue to develop the guidance and process related to re-
commissioning of Interpretation and Translation in preparation for the new framework with the
competitive process intended to commence in November 2025.

Sharing the information from the engagement exercise will continue to take place with the
Communications and Engagement Team, as well as ensuring any future public facing
communications reflect the queries raised by patients.

The interpretation and translation costings for Manchester will continue to be reviewed for the rest
of this financial year (2025/26), the process for reviewing utilisation and costings for April 2026
onwards will be agreed as part of the NHS GM Working group.

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

7.0 Recommendations

The Manchester Primary Care Commissioning Committee is asked to:

Receive this report for information.

Note the next steps related to Interpretation and Translation provision across Primary Care within
Greater Manchester and that a further update will be shared.

Note the implications for the Manchester locality budget regarding Interpretation and Translation
for 2025/26.



Appendix 1 - Engagement Report
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1. Introduction and Background

Between April and July 2025, the NHS Greater Manchester (NHS GM) engagement team was asked to
engage with people who use the interpretation and translation services provided by the NHS for primary
care appointments. This included targeting engagement at people who speak community languages
other than English and British Sign Language (BSL) for Deaf communities.

When defining Deaf communities, using ‘D’ signifies a person who is culturally Deaf or a Deaf BSL user.
d/Deaf is the term used to describe all people who live with some form of hearing loss from hard of
hearing to profoundly deaf and Deaf BSL users.

The engagement team spoke to voluntary, community, faith and social enterprise organisations
(VCFSE) to understand their experiences of interpretation and translation needs for the service users
that they support.

This engagement was primarily around people’s experiences within primary care. Primary care
appointments include visiting a general practitioner (GP), a dentist, an optician or a community
pharmacy.

NHS Greater Manchester sought feedback on the existing services within primary care to gain insight
from people which will help them understand where interpreting and translation services are working
well and where improvements are needed.

Image 1: Kashmir Youth Project Men’s Group
2. Aims

This engagement helped us to understand if people were aware they were entitled to access
interpretation and translation within primary care, how simple the process of requesting it was and if
accessed, if their experiences were positive or negative. The aim of the engagement with the Deaf
community was to check whether the insight previously gathered about peoples’ experiences was still
accurate and to build on our understanding of what is working and not working for people who use BSL
interpretation to access primary care.



The engagement exercise also asked about what improvements NHS GM could make for people who
may need the service in future, for both community languages and BSL. We noted what languages
people spoke to further understand our GM population, and whether the written information they
receive was available to them in a language they can understand.

NHS GM particularly wanted to make sure the views and lived experience of people who don’t speak
English as their first language was heard within this engagement exercise.

Image 2: Debutterfly CIC in Stockport

3. Approach

The NHS GM engagement team worked with VCFSE organisations supporting minority communities
including refugees or migrants across GM to organise focus groups with their service users, as well as
visiting ESOL (English for speakers of other languages) classes to conduct interviews with attendees. It
was felt these groups were well placed to give insight on the current services for translation of
community languages.

Members of the engagement team attended Deaf clubs and organisations across Greater Manchester
to use the opportunity to ask what is most important to Deaf people when they are using interpreters
and sense-checking this against previous feedback. Members of the engagement team also conducted
1-1 conversations with BSL interpreters. Deaf support and advocacy workers have also contributed to
the discussions.

There was an online survey available for service users which gained a small number of responses
should anyone wish to engage digitally, but this was not the main focus of the engagement. We
promoted this survey with a QR code at public facing engagement stalls across GM and were able to
take people through the paper copies at those opportunities.

A bespoke focus group for VCFSE colleagues was organised online in partnership with Community
Health Equity Manchester. This was for organisations from across GM to attend, and we asked about
their experiences of supporting their service users.



The NHS GM communications team promoted this project on social media throughout the engagement
period. They did 10 posts across NHS GM social media channels (5 on Facebook and 5 on Instagram;
one on each platform in Arabic, Polish, Portuguese, Romanian and Urdu. Facebook and Instagram are
the channels NHS GM use to reach members of the public.

In summary:

J The social media posts were shown on people’s screens or devices 1,155 times and were
seen 966 times by different people (reach)

J The biggest reach was on Facebook (760). The posts were broadly similar in terms of reach,
with the Portuguese post performing slightly better than the others on both Facebook and
Instagram

. The average engagement rate was 4.5% which is considered above the industry average

Image 3: A screenshot of KYP Rochdale social media post

We engaged with 418 people, at 22 different engagement opportunities. 117 of those people were Deaf
BSL users and 8 were professionals including BSL interpreters and Deaf support workers.

We reached people from across all 10 GM localities who spoke 27 different community languages or
used BSL. We provided interpreters to attend and support the engagement, or some groups were
supported with translation by their VCFSE organisations. Attendees of the ESOL classes were able to
practice speaking English when engaging with us, whilst being supported by their teachers.

We engaged with a wide range of people from different backgrounds and ages, including a south Asian
males’ group, a number of black African women’s groups, younger people beginning their ESOL journey,
older generations, family members and friends who support people with their interpretation needs and
people who had been through the process of learning English and were now able to communicate for
themselves at appointments.



Table 1: Numbers of people reached and/or engaged with

Method of engagement Public engagement numbers

Focus Groups and Interviews 418 people
VCFSE Focus Group 34 attendees
Online survey for VSCFE organisations 8 completed
Online survey for service users 10 completed
Social mediareach 966 people

4. Findings

The people we met with had very different needs but for most of those who accessed interpretation and
translation services they were very thankful to be able to do so. They described the difficulties they
experience in everyday life and how grateful they were for the additional support at primary care
appointments as health is such an important topic.

A large number of Deaf people shared how issues with needing an interpreter for medical appointments
caused a great deal of stress and anxiety. The biggest cause of this is whether an interpreter will be
there or not.

“l had to go for a check-up at the GP but because the interpreter hadn’t arrived, I kept
looking and looking every time someone walked in, my heart rate was up, and my blood
pressure was high.”

Many Deaf people shared experiences of the inflexibility of systems at GP practices. People often told
us they are asked to use online services when they struggle to read and fully understand English.

“Unfortunately, your appointment's been cancelled because you've not picked up your
phone, but they can't speak on the phone.”

Many people told us that their family members are not allowed to telephone on their behalf, but they
are not offered an alternative method of communication. This results in people having to attend the
practice in person. However, some people have been asked not to do this and have been directed to the
online booking system instead.

Some people were not aware that interpretation and translation for community languages could be
provided, and a high volume of people mentioned their confusing and differing experiences with taking
family or friends along to translate for them. In some cases, services allowed this, but some people told
us they had previously had their appointments cancelled and rescheduled due to the person attending
with them not being a neutral interpreter, sometimes with a new appointment being several weeks
later. This would disadvantage minority groups compared to English-speaking patients.



This suggests a need for clarity and consistency on the requirement for ‘professional’ interpretation and

communications to patients on this, to safeguard patients’ needs and reduce wasted appointments for
both clinicians and patients.

“Are family members allowed to interpret? Because once | took my mother to an
appointment at the GP which was then cancelled because | wasn’t allowed to interpret and
rescheduled for a month later, which is a long time. When that appointment came back
around, | attended with her again and came in (because | wasn’t told | wasn’t allowed to go
in) and because my mother was looking at me, | ended up interpreting and the official
interpreter just sat there. | was frustrated and confused at the delay that had been caused
when | ended up doing it anyway!”

“I've worked in the deaf community for a long time and I've had students at colleges saying,
oh, my mum goes to the appointment with me, they'll explain it later. And I'm like, does the
mum really explain it to them? Do they have the same level of sign language as the child,
forinstance?”

Discussions were had around the use of simple language within the health system, and promoting

interpretation needs. This would be beneficial for Deaf communities who can struggle with ‘full’ English.

Therefore, when speaking about the service, ‘translator’ was more widely understood in these focus

groups whereas the term ‘interpreter’ needed to be explained. When creating communications for

community languages translator could be used instead.

There were a wide range of languages and dialects spoken in this engagement project of which the full

listis included as follows:

Afghani

Ambharic

Arabic

Aramaic

Bengali (Bangla)
British Sign Language (BSL)
Czech

Dutch

Farsi (Persian)
French

Hungarian

Igbo

Indonesian

Italian

Kurdish

Luganda

Mandarin (Chinese)
Pidgin English (often quoted as a very simple understanding for people who cannot read or
write)

Portuguese

Punjabi

Russian



e Shona

e Spanish
e Swahili

e Tigrinya
e Ukrainian
e Urdu

e Yoruba

The engagement with d/Deaf communities was focused on Deaf BSL users who frequently use BSL
interpretation to access primary care services. The engagement did not target people who require the
services of a deaf/blind guide communicator or a lip speaker. It can be assumed that much of the
information gathered could also apply to these cohorts of patients too, it is important to understand
that the numbers of communication professionals with these skills and qualifications are limited.

The NHS GM engagement team had personal conversations with over 400 people in total, which
provided insight into people’s experiences of using NHS interpretation and translation services in
primary care. The common themes from the engagement can be found below.

Image 4: SAWN in Oldham

4.1 Access to Interpreters

Most participants regularly used interpreters, especially for GP and hospital appointments but access
is inconsistent — some always get one, others face delays, refusals, or cancellations. There was also
evidence that, depending on where you live in Greater Manchester, the experience may be different.

There was a lack of access to interpreters in hospital and emergency settings which was described as
increasing distress and frustration. In terms of primary care, most of the participants had not accessed
or been offered an interpreter at dental or optometry appointments.



Over recent years, it has been reported that several branches of a high street optician in Salford have
refused to provide BSL interpreters for appointments. The commissioning team have been proactive in
trying to manage this issue. During this engagement similar stories emerged in Trafford, with all 3 of the
Trafford branches of the high street optician having reports of not providing BSL interpretation when
requested. However, Deaf people in Bolton shared that they had received BSL interpretation for their
eye tests at the same chain.

“Yeah, so for us it’s opticians where interpreters aren't available. So, we work with
unaccompanied asylum-seeking children in our team, and they're entitled to the 316 plus
eye tests and stuff, but we have to book the interpreters ourselves for those. We've not
ever, to my knowledge, had interpreters provided by those services. It's always something
we have to do. And for dentists, it's really 50/50. Although interpreters are meant to be
booked, it's not always the case and there's quite often delays or rescheduled
appointments.”

During the VCFSE focus group, attendees were asked about their experience, or the experience of their
service users, to rate the reliability of NHS-provided interpreting services in primary care. The average
score was 5.1/10 (with 1 being the lowest and 10 being the highest).

For the Deaf community, the majority of people who participated said they would like their GP practice
to have a text number that they can contact them on, and that the practice can use to communicate
with them. This could also be used to check if an interpreter had been booked before arrival at the
appointment.

4.2 Neutral Interpretation Requirements

Family members are often used due to a lack, or perceived lack, of professional support. This raises
privacy and accuracy concerns.

“Bringing a family member into the appointment as a chaperone is acceptable, this may
help with building trust, however an impartial interpreter must be present either in person /
telephone / video. Each case is different and will need to be considered what's best in the
interest of the patient - noting considerations to coercive control, abusive behaviours
being of concern.”

There was a lack of trust within the healthcare system from some minority communities and they
described language barriers as leading to feelings of powerlessness, being dismissed or
misunderstood.
“A lot of communities distrust the system, try self-medicate and end up at crisis point.”
Some, usually older, Deaf people say they prefer a family member to support them. However,
rather than interpret, this is to ensure they understand what they are told and to ensure that
what is interpreted accurately reflects what the clinician has said.

Several people who are d/Deaf shared that they always asked a family member to call the practice on
their behalf to book appointments. However, a small number of people said that their GP practice does
not allow family members to act on their behalf due to patient confidentiality and safeguarding issues.

People understood why family members were not permitted to interpret on their behalf but felt that not
being able to telephone to book an appointment for them was too restrictive. The result being that some



Deaf patients reported having to wait over a week before they can ask professional support staff to call
on their behalf, causing further unnecessary delay for medical appointments.

4.3 Booking and System Barriers

People told us they had experienced booking and system barriers. They reported some GPs proactively
asking about interpretation needs, with others leaving it to patients to make requests for assistance.
Many told us they felt that their interpretation or translation needs are often not recorded in their patient
records, resulting in repeated requests.

Ideas were given around using flags for interpretation needs and ensuring this is also applied to written
communications including text messages and booking systems.

Despite the Accessible Information Standard being introduced in 2016, Deaf people consistently told
us that they can see no improvement to the access they have to services. Many told us that their being
Deaf is still not flagged on systems and little effort is made to record or meet their communication
needs.

“Being Deaf should be flagged on the system but it is not, what happened to the

Information standard, we were promised that we would have our communication needs
met but we are not.”

Image 5: Bury Deaf Club

Some receptionists were felt to act as gatekeepers to care and are perceived as unsupportive.
Examples of being denied interpretation due to reception staff judging language skills as 'good enough'
were frequently cited. This had led to misunderstandings within the appointment itself, or the patient
leaving feeling they hadn’t fully understood their conditions or treatment plans.



“When | had an interpreter booked, | got there, and the hospital said no because you’re
English is good enough. | needed to be able to understand the complicated information.”

“Sometimes doctor said no, because | can speak pidgin English. He said my English is good
enough.”

Many people felt that systems of booking appointments and communicating with the practice are often
rigid and have little flexibility to allow for individual communication needs, including when booking
appointments where a BSL interpreter is required. Interpretation providers and preferred interpreters
are not included in appointment scheduling.

“Now I have changed doctors they don’t know me, and | have to explain every time and
they don’t understand that | need an interpreter.”

In terms of pharmacy, people reported a lack of support for interpretation when pharmacists are
explaining the correct way to take medication. This was highlighted by the VCFSE focus group, where
we heard that that if they hadn’t had explained the instructions to the people that they support they
could be causing themselves harm by taking medication incorrectly.

4.4 Interpreter Quality & Fit

There was general satisfaction expressed with interpreters, but issues were often raised about dialect
mismatches, most commonly in the various south Asian and African dialects. This was described as
different accents being challenging to understand, similarly to various accents across regions of the UK
and how different terminology can be understood. People told us that sometimes the interpreter
provided had spoken the wrong dialect because many are similar and staff who are making the booking
don’t understand the differences. For example, Kurdish could be Kurdish Arabic or Kurdish Afghani.

“Could there be a list of languages, including the various dialects for people to select from
rather than the NHS choosing or booking which one they think is the right one?”

Several Deaf people shared experiences of being asked by healthcare staff to ‘manage’ without a BSL
interpreter. This often happens when an interpreter is not found to be available or has not been
requested. People can they be asked if they can lipread or write things down during an appointment,
which are not skills which all d/Deaf people have. Some people said that they are still, on occasions,
being asked for a family member to interpret.

It was important to many of the people who contributed to the engagement that they can request the
gender of their interpreter for a medical appointment for reasons of dignity. This did not apply to
dentists or optician appointments for people who took part, but it may be important to others for
religious or cultural reasons.

“l would feel not comfortable with man interpreter, Doctor is man but that is not the
same.”

4.5 Training

Interpretation is more than just words. It was felt by some people that cultural sensitivity is often
lacking. This was referred to in terms misunderstanding of the words used by patients or trauma triggers
for culturally sensitive issues such as female genital mutilation which were unknown to staff.



Many patients reported miscommunication due to cultural misunderstanding. One lady gave an
example where she had used the word ‘drugs’, meaning prescription medication to describe some
tablets she had brought back from Nigeria. As a result of that she was asked to do a urine test and the
nurse did not allow her to do the urine sample in private, she was told to leave the door open so she
wouldn’t ‘water it down’. The sample came back clear, but it was the terminology she had used that
meant the nurse jumped to conclusions.

The need for interpreters to have a basic training of medical terminology or knowledge was discussed at
a number of focus groups as the impact of some interpreters paraphrasing or misrepresenting
symptoms, could affect diagnosis and care. Medical terminology often doesn't translate well, creating
further confusion. This could cause serious health implications, misdiagnosis, or inappropriate
treatment.

Another example was given about someone trying to describe a feeling, like an internalitching /
uncomfortable feeling. She described it like she had bugs inside her and used her body language to
show the health professional, the translator said that the patient was describing experiencing
psychosis, and she said that was not what she was describing at all. The translator had made an
assumption about her condition and not described the symptoms for the doctor to diagnose.

Linking to the issue of family members being able to translate for patients, on occasions where family
members had attended alongside the neutral interpreter, they described the patient using complete
sentences to describe their health condition and the interpreter only communicating to the clinicianin
one or two words which caused concerns about the accuracy of interpretation and strengthening the
desire for family members or other advocates to attend as well.

The majority of people who took part in the engagement around BSL translation were of the opinion that
if practice staff including reception staff and clinical staff were Deaf aware, most of the issues and
barriers that Deaf people face such as, the ability to book appointments and ability to communicate
with the practice effectively, would be rectified or be able to be worked around.

Training for primary care staff was also discussed, on how to speak through an interpreter most
effectively. For example, allowing enough pauses, speaking slowly and ensuring there is enough time in
the appointment were cited as being crucial to getting a successful outcome for the patient. People
often described the challenges when the interpreter hasn’t been booked for a long enough timeframe,
but the clinician has, meaning they must leave part way through an appointment.

4.6 Preferences

When asking people if they preferred interpretation to be face-to-face, over the phone or over video, this
was entirely down to their personal preferences. There seemed to be a lack of choice in the format and
people told us this was generally decided by the provider (based on availability), not by the patient.
There was support for including this element of choice in the booking.

In terms of community languages, telephone interpreters were described as being more commonly
used in GP settings.

Face-to-face interpreters were often preferred for emotional or complex situations, especially by older
patients.



“Mine was face to face and needed to be because of what | had. GP asked me what |
wanted”

People often described the value in being able to read body language and describe symptoms
physically, which could be seen by the interpreter, and would not be visible over the phone.

A number of Deaf people, mainly of a younger age, valued the ability to have virtual interpretation for
their medical appointments. However, the majority of Deaf people who participated shared that they
did not want or trust virtual interpretation.

Reasons for this included poor Wi-Fi connection and screen size being too small. Everyone who spoke
about virtual interpretation said that the size of the screen is crucial. The screen needs to be large
enough for people to see clearly all the *sign space as well as the interpreters’ facial expressions, it
needs to be light enough on the screen but with no reflection from the room. It needs to be situated
directly in front of the Deaf patient.

*(The sign space is the area in front of and around a person where signed communication happens)

Many Deaf people reported that they are often asked to lipread by medical professionals and that it
sometimes gets recorded that they were happy to lipread and understood the conversation, even if this
was not the case.

Every Deaf person involved in the engagement told us that they don’t fully understand anything by
lipreading alone. Most all of the Deaf people who took part in the engagement shared that they have
experienced being asked to write or read information during consultations in place of an interpreter.
People shared that they struggle with this for several reasons, they have poor literacy skills, and English
is their second language so when ‘full’ English is used they struggle to understand the complexity of the
language. This is exacerbated by the use of medical terminology they are unfamiliar with. People felt
that if staff were d/Deaf aware, they would understand this.

In relation to keeping a record of who requires an interpreter or using a flag system, interpreter
continuity was discussed (using the same interpreter across multiple appointments). This was
described as being critical for mental health care, as it was retraumatising for the patient to start from
the beginning at each appointment. People felt that if a flag system for interpretation and translation
could be used, ideally this would follow patient journeys past primary settings and into secondary care.



Image 6: ESOL Class in Oldham

4.7 Support Wider than the Primary Care Appointment

People’s experiences of interpretation and translation services were varied and inequitable, but
problems experienced often related to processes or systems, or that wider experience of having the
primary care appointment not during the appointment itself. Booking was an issue discussed as above,
but people we spoke to also told us improvements could be made with the wider support within
healthcare to improve the experiences for people whose first language is not English.

4.8 Written communication

Letters and health leaflets are almost always in English, and most people told us they make use of
family or translation apps (e.g. Google Translate) to understand them. The majority of people we
engaged with were unaware they could request translated materials.

A small number had seen the information on the back of letters where translated information could be
requested. A discussion was had at one focus group about whether this sentence could be the first
thing the patient sees, to enable them to be aware they could request it. A colleague in the VCFSE focus
group raised a similar point about contacting NHS 111 and at which point the patient can request an
interpreter.

“l was just to add as well with NHS111, we had the same issue that when you callit 111,
you've got to navigate the full menu 1st and get through to the agent. Butit's like 3, 4 or 5
steps before you can get through to someone and say can | have an interpreter?”



Another discussion was had similarly about the registration forms or health questionnaires.
Suggestions were made about including QR codes to webpages, using simplified English in the first
instance, and using the flag system mentioned to translate documents by default.

“It’s a privacy issue. It’s always English but it’s not nice for me. | send my daughter a
picture and she translates it. Sometimes she struggles to translate the NHS terminology”

Interestingly, there was a strong view expressed that having written information was ‘fine’, and that
people needed to learn what the terminology of conditions or treatments was for pharmacies and
treatment plans. One person said she preferred it in English because she needed to learn and to
practice her English. A large proportion of people said they didn’t mind getting family members to
translate the information for them, as letters were commonly shared within the household.

Many Deaf people reported that they often still receive letters and text that ask them to contact their GP
practice via telephone which they say they find increasingly frustrating as this often results in them
resorting to attending the surgery in person.

4.9 Using Technology

The majority of people we spoke with were confident at using online apps or websites to translate
written information for them. The VCFSE organisations also use them to communicate with or support
their clients. A suggestion was made about utilising translation technology more within healthcare, due
to a lack of staff or interpreters to hand, for places like A&E.

Free translation apps like SayHi and Google Translate are widely used but it was felt they should not be
used as a substitute for professionals. Some translating apps can be spoken into and the response is
verbally replied which is helpful for languages which are commonly spoken but not written as
effectively.

Older or less digitally literate patients told us they find tech-based solutions difficult to navigate, which
is why they still felt healthcare staff needed to be adequately trained to provide support.

“Most of the Roma community, the elder don't read and write, don't know how to read and
write even in their maternal language, and they don't have computers.”
5. Conclusion

To summarise, people want NHS GM to use simpler healthcare language which will make translation of
information easier, including written information and during the appointment. For community
languages, using the word ‘translator’ rather than interpreter was deemed easier.

“Yes there are many assumptions that people are literate and in all communities, there are
varying levels of literacy.”

“Can words be simplified? Because NHS words are not easy”



Work to ensure patients are aware that they can book translators within primary care needs to be
improved, especially within dentistry, pharmacy and optometry. This could be done, for example, via
posters within primary care spaces, available in different languages.

Communications should be developed to explain more effectively the requirements around having a
neutral interpreter at NHS appointments and the attendance of family members. This would potentially
reduce the number of cancellations or rescheduled appointments for both the patient and clinician.

Healthcare professionals within primary care need to allow patient choice around their requirements,
including language and specific dialects. These preferences should be flagged on the patient record to
avoid the process being repetitive. This could follow a patients healthcare journey ensuring it runs
smoother.

“Can the interpreter bookings be shown on the MyMFT or NHS apps?”

Training has been highlighted as a key theme. Firstly, training for primary care staff is important around
Deaf awareness. Including that lipreading and written ‘full’ English is not suitable for all in the absence
of a BSL interpreter as it is an entirely different skill. What Deaf people say would help, is that all staff
who work in primary care have the same level of Deaf awareness.

Training for clinicians around how to communicate effectively through an interpreter would also be
beneficial, particularly around accurate pauses and appointment times. A free resource link has been
included in the appendices which may be helpful to circulate.

Cultural sensitivity training for the Interpreters and practice staff was commonly mentioned as being
crucial for the patient to have a successful outcome from their health appointment. This would reduce
misdiagnoses or treatment and ensure the patients feel more confident that they are being listened to.
Basic training around healthcare for interpreters would be positive too, as not all medical terminology
translates well.

The Deaf people who took part in the engagement were keen that combining arrangements across GM
would mean that everyone would have access to the best level of service available. They said it should
not mean that some areas would lose services they have previously had access to, such as a video-
relay service to contact GP and other primary care services. It was widely agreed that if reception and
clinical staff were d/Deaf aware, the majority of issues encountered by Deaf patients would not happen
and they would not be expected to ‘manage’ in a hearing world.



Image 7: Silent Voices focus group

6. Key considerations
Based on this engagement the following key considerations should be considered:
e The development of communications campaigns around the availability of interpretation and
translation services in NHS primary care

e The development of communications around the need for a neutral interpreter to safeguard
patients

e The acknowledgement of gaps in interpretation services awareness in dentistry and optometry.
The wider need for more dentist places could have an influence on this

o When surgery appointments are running late, patients using the services of a communication
professional should be seen as near to their timeslot as possible due to the time constraints of
their communication support

e Theintroduction of simple language and plain English in written communications, including
putting important information in bullet points (where, date, time, who), whether their interpreter
is booked and perhaps the name of the interpreter

e Thetraining need across primary care around d/Deaf awareness, how to best communicate
through Interpreters and cultural sensitivities as examples

e Ensure that interpreters/translators have training or knowledge on basic medical language and
terminology to support the appointments

e Thatthe Accessible Information Standard is being followed by primary care services



e Forvirtual interpretation to be of value, Wi-Fi connections need to be sufficiently strong, and the
size of the screen needs to be large enough that the patient can clearly understand

e Improving patient choice around the method of interpretation (virtual or face to face) and which
language or dialect
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8. Conclusion

1. Introduction and Background

Historically, with any engagement with the *Deaf community or BSL users, the insight gathered has
highlighted issues with booking, receiving and the standard of BSL interpretation.

*(Deaf, using ‘D’ signifies a person who is culturally Deaf or a Deaf BSL user)

It has also shown that due to the nature of the Deaf communities communication needs, the
services they receive are generally not equitable with those received by hearing patients.

2. Aims

The aim of the engagement with the Deaf community was to check the insight previously gathered
with peoples’ current experiences to understand what is working and not working for people who
use BSL interpretation to access primary care.

3. Approach

Members of the engagement team attended Deaf clubs and organisations across Greater
Manchester using the opportunity to find out what is most important to Deaf people when they are
using interpreters and sense-checking this against previous feedback.

Members of the engagement team have also conducted 1-1 conversations with BSL interpreters.
Deaf support or advocacy workers have also contributed.

This is what Deaf BSL users have already told us about BSL interpretation for medical appointments:

v' Booking a GP appointment — You have to book GP appointments in person to request a BSL
interpreter.

v' Lack of Deaf awareness - Staff at GP practises and other primary care services are not Deaf
aware.

v/ Communication without an interpreter - Not having a BSL interpreter at an appointment leads
to mistakes in diagnosis and understanding, make it necessary for repeat appointments and
caused unnecessary stress and anxiety for patients.



v' Qualified interpreters - It is important that BSL interpreters are qualified when in medical
appointments.

v Lack of control - Feeling a lack of control over whether there is a BSL interpreter or not and who
that interpreter is.

v' Gender - It is extremely important to patients that the interpreter is of the appropriate gender,
especially if the appointment is of a sensitive or personal nature.

v" Family and friends - The NHS is clear that family and friends are not to act as interpreters for
medical appointments, some patients preferring family members or friends to act as
interpreters on their behalf and some say this is not acceptable. Staff do still ask for family and
friends to interpret.

v" The Professionalism of the Interpreter — The relationship between Deaf person and interpreter
is important. BSL interpreters should be professional, trustworthy, there on time and for the
whole appointment.

v Remote on screen interpreter —- Some Deaf people are happy with remote interpretation via
technology and some Deaf people only want face to face interpretation for medical
appointments. Most Deaf people agree that for an emergency, remote interpretation would be
acceptable to them.

4. Keythemes
117 Deaf BSL users and 8 professionals including BSL interpreters and Deaf support workers
took part in and contributed to the engagement regarding interpretation services for primary
care. Using previous engagement as a starting point the following key themes emerged.

Any quotes used in the report are written in English translated from British Sign Language.

4.1 Lack of Deaf awareness
The majority of people who took part in the engagement were of the opinion that if practice staff
including reception staff and clinical staff were Deaf aware, the majority of the issues and
barriers that Deaf people face such as, the ability to book appointments and ability to
communicate with the practice effectively, would be rectified or be able to be worked around.

4.2 Accessible Information Standard
The Accessible Information Standard came into being in 2016. It gave people hope that the
issues they have faced in the past would be rectified and their communication needs would be
met by NHS services. Unfortunately, 9 years on, people are reporting that they see no difference
to the access they have to services. Many people are finding that their being Deaf is not flagged
on systems and little effort is made to record or meet their communication needs.

4.3 The need for flexibility
Systems of booking appointments and communicating with the practice are often rigid and have
little flexibility to allow for individual communication needs.

This is also the case when booking appointments where a BSL interpreter is required.
Interpretation providers and preferred interpreters are not included in appointment scheduling.
Appointments are made without discussion with language professionals which resultin



cancellations, often at the last minute when it is disclosed by the agency that no interpreters are
available.

4.4 Virtual interpretation
A number of Deaf people, mainly of a younger age, valued the ability to have virtual
interpretation for their medical appointments. However, the majority of Deaf people shared they
did not want or trust virtual interpretation. This was for several reasons, poor Wi-Fi connection
and screen size being too small, being the two main issues.

4.5 Contacting the practice
Many Deaf people shared that their only means of contacting the GP practice is to attend in

person. People feel that this is their only option for booking appointments or requesting
interpreters as other available means are not accessible to them.

4.6 People asked to manage without interpreter
Several people shared experiences of being asked to manage without a BSL interpreter. This

happens when an interpreter is not found to be available or not requested. People are asked if
they can lipread or write things down during an appointment. Some people said that they are
still, on occasion, asked for a family member to interpret.

4.7 The impact of one arrangement for interpretation services in Greater Manchester
The majority of people hoped that having one arrangement for BSL interpretation across Greater
Manchester would improve services as it would be fairer. All Deaf people would receive the
same standard of service across the boroughs instead of some getting a better service than
others.

However, a number of Deaf people raised some concerns about there only being one
arrangement for interpretation services across Greater Manchester.

5. What people want from a service
5.1 Lack of Deaf awareness
5.1.1 Mandatory Training
Deaf people would like to see annual mandatory *d/Deaf awareness training throughout primary

care. Those that shared their good experiences of accessing GP practices and interpreter
services shared that this was due to particular members of staff who knew them and who were
d/Deaf aware. Piecemeal d/Deaf awareness training was deemed not to be sufficient as staff
move on.

*(d/Deaf is the term used to describe all people who live with some form of hearing loss from
hard of hearing to profoundly deaf and Deaf BSL users)

5.1.2 Specific staff dependent service
Many people who shared that their experience of accessing GP services and having BSL
interpreters present for appointments was due to specific staff and clinicians who were d/Deaf
aware.



“Now I have changed doctors they don’t know me and | have to explain every time and they
don’t understand that | need an interpreter.”

Deaf people shared that staff who are d/Deaf aware and understand the barriers that Deaf
people face, are more helpful and supportive making their GP experiences better. However,
when the staff concerned move on, all the same issues re-emerge.

What Deaf people say would help, is that all staff who work in primary care have the same level
of Deaf awareness and that any reasonable adjustments made to reduce the barriers they face
are properly recorded and become the norm rather than the exception.

5.2 Accessible Information Standard

5.2.1 Disappointment
There is a general feeling of disappointment that the Accessible Information Standard is not

followed as a matter of course.

Many Deaf people shared that they still have to request a BSL interpreter but feel that this
should happen automatically when an appointment is booked. A few shared that this is the case
for them because the staff understand and are d/Deaf aware. Both d/Deaf service users and
primary care staff need clear, accessible ways to report when interpreting provision is working
well or failing.

The majority of Deaf people reported that they often still receive letters and text that ask them to
contact their GP practice via telephone which they say they find increasingly frustrating as this
often results in them having to visit the surgery in person.

5.2.2 Implementation of Accessible Information Standard
People want the fact they are Deaf, flagged on the system so that everyone who works at the
practice can see that they are Deaf and what their communication need is. Any contact should
be via the appropriate communication style.
The flag should ensure:

e Staff know what style of communication professional is required.

e To bookthe appropriate communication professional automatically at the time the
appointment is made.

e That Deaf people are not requested to telephone the practice but contacted via their preferred
method.

“Being Deaf should be flagged on the system but it is not, what happened to the Information
standard, we were promised that we would have our communication needs met but we are not.”

The majority of Deaf people agreed that for simple situations such as a blood test, as long as staff were
deaf aware there would be no need to book a communication professional. Many citing that they
understood that interpretation is expensive, and they do not wish to cost the NHS more money than is
necessary.



Where possible, language and dialect should be recorded on the interpretation request to ensure
patients can understand their interpreter.

5.3 The need for flexibility
5.3.1 Inflexible systems
Many Deaf people have shared experiences of the inflexibility of systems at GP practices. People are
asked to use online services when they struggle to read and understand “full’ English.

People are told that their family members are not able to telephone on their behalf, but they are not
offered an alternative method of communication.

This results in people having to attend the practice in person. However, some people have been asked
not to do this and have been directed to the online booking system.

An accessible means of booking appointments and contacting the practice should be available. Sign
relay and a text number were both mentioned as alternatives.

5.3.2 Appointment times
When a patient is reliant on the services of a communication professional it is important that
their appointment falls within the time that the communication professional is booked for.

When appointments are running late the Deaf patients and their interpreter are often expected
to wait to be seen in turn, even when this means the allotted time available to the interpreter
has passed and they must leave before the appointment has taken place. This then results in
cancellations or unproductive appointments that require re booking, increasing the cost to the
NHS.

When surgery appointments are running late, patients using the services of a communication
professional should be seen as near to their timeslot as possible due to the time constraints of
their communication support. Whilst this at times will mean that Deaf patients are seen ahead
of hearing patients in the waiting room, it will still allow the service to be more equitable.

5.3.3 Gender
It was important to many of the people who contributed to the engagement that they are able to
request the gender of their interpreter for a medical appointment for reasons of dignity. This did
not apply to dentists or optician appointments to people who took part but it may be important
to others for religious or cultural reasons.

5.3.4 Preferred interpreter
People also felt that the system should be more flexible to allow them to have their preferred
interpreter even if they are not registered with the contracted interpreter agency. People do not
understand that if they have an interpreter who is available, the practice still say they can’t be
used because they can’t be paid for.



5.3.5 Continuity
Many Deaf people felt that for GP appointments, if they could see the same GP each time it
would support their communication during appointments. They would develop a shared
understanding of each other’s communication; this would help prevent assumptions being
made and misunderstandings going unchecked.

Communication and rapport can also be achieved with continuity of communication
professionals for medical appointments. It was understood that it would not always be possible
to have the same BSL interpreter, however people did feel they should be able to refuse the
services of an interpreter they did not feel comfortable with. This could be for reasons of gender,
signing dialect, signing style or personality.

5.3.6 Qualified Communication Professionals
The majority of people who took part in the engagement, agreed that for medical appointments
it was important that the communication professional was fully qualified (had a yellow badge).
Several people shared experiences of when the person assigned to interpret for them had been
a student interpreter or not been an interpreter at all but only had a low level qualification, as
low as level 2 BSL in one instance.

“l went to an appointment and the interpreter was level 3, level 3! that is no good for something
like a medical appointment.”

5.4 Virtual interpretation

The majority of Deaf BSL users, particularly those who were older, shared they did not want
virtual interpretation, but they wanted a face-to-face interpreter. This appears to be mainly due
to dissatisfaction with the standard of virtual interpretation for a number of reasons;

Poor Wi-Fi connection

Size of the screen

Distrust of confidentiality

Locality of the interpreter (regional signs)

It was widely agreed that in an emergency situation having access to virtual interpretation was
acceptable.

5.4.1 Wi-Fi connection
One of the main reasons that people are uncomfortable with using virtual interpretation is the
poor Wi-Fi or broadband connections people have experienced. The interpreter freezing and
running behind or jumping makes following their signing difficult and disjointed. This results in
people leaving their appointment without fully understanding therefore not getting the
information they should have received.

People ask that if they are expected to use virtual interpretation, the broadband or Wi-fi should
be suitable for the task.



“l thought, great! the interpreter is here. Then | saw she was holding a mobile phone, it was
a nurse with a mobile phone in her hand. It was a tiny screen, it kept freezing and cutting
out. We kept getting moved round the room to find the best signal.”

5.4.2 Screen
People shared their experiences of using virtual interpretation for a medical appointmenton a

smart phone screen. They explained that the small screen is difficult to see due to its size.

Everyone who spoke about virtual interpretation said that the size of the screenis crucial. The
screen needs to be large enough for people to see clearly all of the *sign space as well as the
interpreters facial expressions, it needs to be light enough on the screen but with no reflection
from the room. It needs to be situated directly in front of the Deaf patient.

*(The sign space is the area in front of and around a person where signed communication
happens)

5.4.3 Confidentiality
A few people have concerns about the confidentiality of a virtual interpreter. People

commented that they didn’t know who else was in the room with a virtual interpreter. People
also shared concerns that they may be focused on other things, such as children or pets.

5.4.4 Regionally appropriate
Itis recognised that using virtual interpretation means that they have access to a larger pool of

BSL interpreters. However, this also raised concerns about the interpreter using regionally
appropriate signs as BSL has regional dialects that some find difficult to understand.

5.4.5 Emergency Interpretation
Everyone agreed that virtual interpretation was acceptable in an emergency situation, such an

urgent, same day, medical appointment or a visit to A&E.

A few, mainly younger people were happy to use virtual interpretation for standard medical
appointments.

5.5 Contacting the practice
5.5.1 Barriers
Deaf people described several barriers to contacting their GP practice.
e People are asked to telephone the practice
e Some are told that family members are not allowed to phone on their behalf
e People are directed to the website which is in ‘full’ English
e People are sent text but unable to reply
e Only some areas of GM have access to sign relay

“My GP practice won’t let me book an appointment face to face, receptionist says | have to go
online to do it, | can’t do on line so | can’t have a GP appointment.”



5.5.2 Text number
The majority of people who participated said they would like their GP practice to have a text
number that they can contact them on, and the practice can use to contact them.

It was important that any text number was constantly monitored in the same way that the
telephones are and that if someone does text the practice they are replied to in a timely fashion.

5.5.3 Sign relay service
There are some localities where Deaf patients have access to a free sign relay service to contact
their GP practice, in other areas if a person wishes to use sign relay they must pay themselves
as it is not commissioned.

“l think it is a good idea that everywhere is the same especially if it means that everywhere
gets access to sign relay like they do in Salford, it’s not fair that in Trafford we have to pay if
we want to use it.”

5.5.4 Calls by family members
Several people shared that they always asked a family member to call the practice on their
behalf to book appointments.

However, a small number of people said that their GP practice do not allow family members to
call on their behalf due to patient confidentiality and safeguarding issues. People understood
why family members were not permitted to interpret on their behalf but felt that not being able
to telephone to book an appointment for them was too restrictive. The result being that some
Deaf patients are having to wait over a week before they can ask professional support staff to
call on their behalf, causing further unnecessary delay for medical appointments.

5.6 People asked to manage without interpreter
5.6.1 Asked to lipread
Many Deaf people report that they are often asked to lipread by medical professionals and it
sometimes gets recorded that they were happy to lipread and understood the conversation.
Every Deaf person involved in the engagement said that they don’t fully understand anything by
lipreading alone.

It was suggested during the engagement that incidents of people being asked to lipread has
increased since a TV drama depicting lipreading being used by the police. If staff were d/Deaf
aware they would understand that less than 30% of the English language can be understood via
lipreading alone, this is why people whose main form of communication is lipreading use a
*‘lipspeaker’ for interpretation purposes.

“Since the Rosie Ayling-Ellis drama people just think lipreading is easy and that people can pick
up all the information from lip reading but it justisn’t true.”

*(A ‘Lipspeaker’ is a hearing person who has been professionally trained to be easy to lipread.
Lipspeakers reproduce clearly the shapes of the words and the natural rhythm and stress used



by the speaker. They also use facial expression, gesture and, if requested, finger spelling, to aid
the lipreader’s understanding. Some lipspeakers can also use BSL and Sign Supported English.)

5.6.2 Asked to write things down
Almost all the Deaf people who took part in the engagement shared they have experienced
being asked to write or read information during consultations in place of an interpreter.

People shared that they struggle with this for several reasons, they have poor literacy skills,
English is their second language so when ‘full’ English is used they struggle to understand the
complexity of the language and that during consultations medical words are used that they have
no knowledge or understanding of. Again, it was highlighted that if staff were d/Deaf aware they
would understand this.

5.6.3 Family members asked to interpret
Although no longer as common, Deaf people said they are still sometimes asked if a family
member can interpret on their behalf when an interpreter is not available.

Some, usually older, Deaf people say they prefer a family member to support them. However,
rather than interpret, they want the family member present. This is for reasons, to support them,
to ensure they understand what they are told and also to ensure that what is interpreted is
accurate to what the clinician has said.

5.6.4 Stress and anxiety
A large number of Deaf people shared how issues with around needing an interpreter for
medical appointments caused a great deal of stress and anxiety. The biggest cause of this is
whether or not an interpreter will be there.

“l had to go for a check up at the GP but because the interpreter hadn’t arrived, | kept looking and
looking every time someone walked in, my heart rate was up and my blood pressure was high.”

Misunderstandings of whether an interpreter has been booked or requested can cause patients
to believe that a booked interpreter has not turned up, when the likely cause is that a requested
interpreter was not found so no booking was made.

5.7 The impact of one arrangement for Greater Manchester
5.7.1 Equal service across Greater Manchester
The majority of people involved in the engagement agreed that all areas of Greater Manchester
should receive the same level of interpretation service to access primary care and that the same
system of booking and managing interpretation services should be being used by all staff. It is
hoped that this would mean that all staff would know about and understand the need for and
how to book interpreters.

5.7.2 Service improvement
The Deaf people who took part in the engagement were keen that the combining of
arrangements across GM would mean that everyone would have access to the best level of
service available and not that some areas would lose services they have previously had access



to, such as a video-relay service to contact GP and other primary care services. Deaf people
must be able to request access to health services directly in BSL, without relying on hearing
intermediaries.

5.7.3 Number of available BSL interpreters

A concern that was raised on several occasions was that if there is only one agency being used
to book BSL interpreters would they have enough interpreters on their books to provide the
interpretation services necessary.

There was also concern that interpreters would be required to travel further across GM resulting
in more travel time and less time for interpretation.

5.7.4 Deaf organisations

There was a suggestion that any contract to provide BSL interpretation across Greater
Manchester should be with or involve a Deaf support charity. The reasons given for this were:
Greater understanding of Deaf culture and Deaf issues

Any profit goes back into the charity concerned. This enables the Deaf support charity to provide
services to the Deaf community that fill the gaps not provided by services by local authorities
and NHS organisations.

6. Additional insight

During the engagement for Interpretation and Translation for primary care people shared other
insight that they believe NHS services should know.

6.1 Interpretation for Hospital services
Deaf people have many of the same issues with hospital appointments as they do with GP
appointments.

» Anxiety over interpreters being booked or not
» Their Deafness not flagged on the system
» No means of contacting to ask for interpreter

It was shared by a participant at one of the sessions that Deaf people have been working with the
Northern Care Alliance to improve access for Deaf people.

a.

Letters
People shared the difficulty they have understanding medical letters that they receive from both
primary and secondary care services for the following reasons:

Written in “full’ English

Too much information

Medical words people don’t understand
Doesn’t tell us about interpreter

Y VVYVY

What people would like in their medical letters is:



Plain English

Important information in bullet points (for appointments, where, date, time, who)
Say that interpreter is booked

Give name of interpreter

VVVYVY

b. Greater Manchester Deaf Hub
The was a suggestion that what Deaf people need is a GM wide Deaf Hub, whether that is a physical

space or a GM wide team that Deaf people can contact or attend to get help and support on all
health and care related matters, no matter where they live in Greater Manchester.

Image 8: A diagram showing what they believe a GM
wide Deaf hub should look like was drawn by a
Participant from Bury.

c. GPandNHS Apps
Some people shared that they had the GP or NHS Apps but they did not understand them, they

found them too complicated.

There was a suggestion that there should be training for Deaf people on how to use the Apps.

‘Instead of just saying ‘use the App’ show us how to do, help us understand what we need to
do.’

7. Key considerations

7.1 Awareness of Deaf Culture
Itis clear from the engagement that more understanding of Deaf culture and the barriers that Deaf
people face accessing services will improve the experience of Deaf people, but it is recognised in
this report that this may not be in the gift of the Interpretation and Translation contract team to
implement this.



It is important however, that primary care staff are aware of how to book BSL interpretationin a
timely fashion and what virtual interpretation is available if face to face engagement is not possible.

7.2 Flexibility of systems
Flexibility of systems is a key aspect of improving access to interpretation services for Deaf BSL
users.

7.3 Patient Choice
The choice between face to face and virtual interpretation should be that of the Deaf patient.
However, access to a good Wi-Fi or broadband signal and a suitable sized screen (not a mobile
phone) should be available if virtual interpretation is to be offered.

If an emergency appointmentis required, it should be made clear to the patient that to
accommodate this it is more likely that virtual interpretation will be the only available option.

7.4 Representation
The engagement targeted Deaf BSL users who frequently use BSL interpretation to access primary
care services, the engagement did not target people who require the services of a deaf/blind guide
communicator or a lipspeaker. It can be assumed that much of the information gathered could also
apply to these cohorts of patients too, it is important to understand that the numbers of
communication professionals with these skills and qualifications are limited.

8. Conclusion

It was clear from the engagement that the biggest barrier to access primary care, faced by Deaf BSL
users is the lack of d/Deaf awareness by staff. It was widely agreed that if reception and clinical staff
were d/Deaf aware the majority of issues encountered by Deaf patients would not happen:

Their communication needs would be understood and reasonable adjustments would be made.
Their lack of understanding of ‘full’ English would be recognised.

They would not have to explain that they are Deaf and what that means at every contact.

They would not be expected to ‘manage’ in a hearing world.

YV VYV

While people were comfortable with the idea of services being commissioned across GM they were
keen that this meant that everyone received the highest level of service currently available and not that
some areas would lose aspects of their current provision.

The key conclusions from the engagement are:

» Primary care services should be d/Deaf aware and have access to annual d/Deaf awareness
training.
» The Accessible Information Standard should be being followed by primary care services.



» Systems should have the flexibility to ensure that Deaf patients receive the communication they
need to have an equitable service to hearing people.

» Forvirtual interpretation to be of value, Wi-Fi connections need to be sufficiently strong, and the
size of the screen needs to be large enough that the Deaf person can see the whole of the sign
space easily.

> The use of virtual or face to face interpretation should be the choice of the Deaf patient unless it
is an emergency appointment.

» The inability to find and book a BSL interpreter should be declared in advance of any
appointment. This would give the opportunity to agree whether the appointment is rearranged,
or avirtual interpreter is booked instead.

Appendix b) TS4SE Training Toolkit — Module 2 Communications Skills

The toolkit quoted in the above report around communicating using Interpreters which might be
helpful for healthcare colleagues

- https://tsd4se.org.uk/index.php/training-toolkit/module2-communication-skills



https://ts4se.org.uk/index.php/training-toolkit/module2-communication-skills

Presentation by:
Vaccination & Immunisation PMO



The following report covers several work areas currently being supported by the Vaccination PMO
(former COVID19 PMO) and Health Protection Team in relation to immunisation and vaccination
uptake across primary care and the city of Manchester. The report includes the following:

Winter vaccination 2024/25 end of phase overview
COVID19 Spring Booster 2025 end of phase overview
Winter vaccination programme 2025/26

MMR programme to improve uptake outcome 2024/25

A detailed vaccination and immunisation report was presented to Manchester City Council Health
Scrutiny Committee in September 2025 and can be found here Agenda for Health Scrutiny Committee
on Thursday, 4th September 2025, 10.00 am



https://democracy.manchester.gov.uk/ieListDocuments.aspx?CId=142&MId=4932&Ver=4
https://democracy.manchester.gov.uk/ieListDocuments.aspx?CId=142&MId=4932&Ver=4




Manchester uptake — Winter vaccinations (March 2025)
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» Reduction in Covid uptake is
reflective of all NHS GM localities

» Flu vaccination uptake in all NHS
GM localities is behind where it
was last year

» Reduction in over 65’s and under
65 at risk flu uptake.

» Increase in 2/3-year-old flu uptake
— 4 low uptake practices were
contacted (11-16% uptake)

> Increase in flu uptake in pregnancy

» All GP’s deliver RSV vaccine

» Monitoring delivery of RSV in low
uptake practices continues

» NHS GM RSV uptake

» Catch up 54.1%
» Routine 28.8%
» Maternity 18.7%

* The programme was not phased at
this point (Spring/AW) and was a
rolling programme of 152" and
booster doses to a wider population




Covid 19 — Spring 2025

Campaign start/end date

e Visits to all cohorts to begin on 1 April 2025.
e Programme end date 17 June 2025.
Eligible cohorts in Spring 2025

The government accepted JCVI advice regarding the eligible
cohorts for the Spring 2025 programme and NHSE has
published ‘Preparing for a successful spring 2025,COVID-19
vaccination programme’ system letter which can be found
here. JCVI advised that a seasonal COVID-19 vaccine
should be offered to:

* Individuals aged 75 years and over (including individuals
who turn 75 years old by 17 June 2025)

* Residents in a care home for older adults (as defined
through CQC registration), irrespective of the individual's age

* Individuals aged 6 months and over who are
immunosuppressed (as defined in the immunosuppression
row of Tables 3 or 4 in Chapter 14a of the Green Book).

Further details on JCVI advice can be found in the UKHSA
press release here and in the revised Green Book, Chapter
14a.

Delivery

4 PCN's are delivering the programme plus the 4 practices within the
gtd ‘COVID PCN'. They will be supported by commissioned third party
providers to deliver to care home and housebound patients where
there are ‘gaps’ across the city.

* 64 community pharmacy sites have been confirmed for the Manchester
Locality.

« Site locations can be found via the following link to an
interactive map: Spring 25 Sites

Patient Count vac_cines DIl delivered LG .
2025 delivered  programme 2024 programme Difference
2025 2025 2024
Age >+65 and care
home resident 1,823 962 52.77% 50.95%
1,291 1.82%
Adults aged 75 and
over 24,344 9,055 37.20% 43.75%
10,280 -6.55%
Age 6 mnths and
over who are 10,496 893 8.51% 9.87%
immunosurpressed 055 -1.36%
Manchester Total
uptake 33.43% 38.84%

-5.41%

GM Total Uptake
P 47.73% 52.63% -4.90%


https://www.england.nhs.uk/long-read/preparing-for-a-successful-spring-2025-covid-19-vaccination-programme/
https://www.gov.uk/government/news/jcvi-advises-on-eligible-groups-for-2024-spring-covid-19-vaccine
https://www.gov.uk/government/publications/covid-19-the-green-book-chapter-14a
https://www.gov.uk/government/publications/covid-19-the-green-book-chapter-14a
https://www.google.com/maps/d/u/0/viewer?hl=en&mid=1G4TOftEQz0naiRSDbSS0-imhenvZnZU&ll=53.50688735436078%2C-2.3200715000000116&z=10

National Winter programmes 2025/26

The UK COVID-19 vaccination programme will enter its fifth autumn season in 2025. Vaccination continues to be a high priority action
for the NHS, with the NHS England » Urgent and emergency care plan 2025/26 highlighting the importance of increasing vaccination
rates to help deliver a better winter for both patients and staff, and the shift from treatment to prevention seen in the NHS 10-year plan.

February 2025: the national flu immunisation programme 2025 to 2026 letter was published. This sets out the importance of vaccination
to provide direct protection to those who are at higher risk of flu associated morbidity and mortality and to reduce transmission to all
age groups through the vaccination of children. The letter confirmed that the eligible cohorts for the flu programme remain unchanged.

June 2025: The government accepted JCVI advice and announced the cohort eligibility regarding a COVID-19 Autumn/Winter 2025/26
vaccination programme. As in Spring 2025, the government has chosen not to extend this offer to health and social care professionals.

The start date for Flu vaccinations will again be staggered, reflecting previous JCVI advice that the vaccines effectiveness can wane
over time in adults and therefore, a later start date is preferable. Vaccination of all COVID-19 cohorts will start on 1 October 2025 to
align with the start date for the main adult Flu cohorts and thereby support vaccine co-administration.

The Flu vaccination programme will run until 31 March 2026; however, it is anticipated that most vaccinations will be completed by the
end of November 2025. The Covid-19 programme will run until 31 January 2026 with most vaccinations to be completed by 19
December 2025. This will provide the best possible protection going into Winter.

There has been an ask for providers to ensure they have robust plans in place to identify and address health inequalities for all
underserved groups, and it is expected progress will be made on reducing unwarranted variation and improving uptake.

Further information is available in the Flu and COVID-19 Seasonal Vaccination Programme letter: autumn/ winter 2025-26



https://www.england.nhs.uk/publication/urgent-and-emergency-care-plan-2025-26/
https://www.gov.uk/government/publications/national-flu-immunisation-programme-plan-2025-to-2026/national-flu-immunisation-programme-2025-to-2026-letter
https://www.gov.uk/government/news/advice-accepted-on-autumn-2025-covid-19-vaccination-programme
https://www.gov.uk/government/news/advice-accepted-on-autumn-2025-covid-19-vaccination-programme
https://www.england.nhs.uk/long-read/flu-and-covid-19-seasonal-vaccination-programme-autumn-winter-2025-26/

Manchester offer and access 2025/2026

Primary Care

* Covid: 4 PCN'’s are delivering the programme plus the 4
practices within the gtd ‘Covid PCN'. They will be supported
by commissioned third party providers to deliver to care
home and housebound patients where there are ‘gaps’
across the city.

* Flu: All practices will make a Flu offer to their registered
patients.

Community Pharmacy Sites

* 64 community pharmacy sites have been confirmed for the
Manchester Locality.

Manchester Site Offer

» Site locations can be found via the following link to an
interactive map. This can also be filtered to view the
pharmacies taking part in the new CP Flu offer for 2—3-year-
olds.

Peripatetic Offer

* Will be delivered in partnership with the commissioned
provider, local neighbourhood teams and wider health
partners. This will commence from w/c 13 October.

They can call 119 free of charge now or book online via Book,
change, or cancel a COVID-19 vaccination appointment online -
NHS. Translators can be accessed via 119.

A BSL service is also available.

The online walk-in finder will be live for the programme start
date: Find a walk-in Covid 19 vaccination site

The Care Gateway will again be supporting for those who need
additional support to make an appointment, find a walk-in or
access a housebound vaccination- 0161 947 0770/0800 092
4020-

New for Autumn Winter 2025/26: To help support
improvements in access and uptake, community pharmacies will
be able to offer children aged 2- and 3-years flu vaccinations
during the 2025 to 2026 flu season. Community pharmacy
service delivery will begin from 1 October 2025, supplementing
the offer in General Practice who will start vaccinating from the
1 September 2025, or as soon as vaccine is available.


https://www.google.com/maps/d/u/0/viewer?mid=1MG0phCktKC25u1KovT8y4rK1DgPFBCQ&ll=53.50688735436078%2C-2.3200715000000116&z=10
https://www.nhs.uk/nhs-services/vaccination-and-booking-services/book-covid-19-vaccination/
https://www.nhs.uk/nhs-services/vaccination-and-booking-services/book-covid-19-vaccination/
https://www.nhs.uk/nhs-services/vaccination-and-booking-services/book-covid-19-vaccination/
https://signvideo.co.uk/nhs119/
https://www.nhs.uk/nhs-services/covid-19-services/covid-19-vaccination-services/find-a-walk-in-covid-19-vaccination-site/

Access and inclusion funding (Covid 19) 2025/26

An NHS GM-commissioned Peripatetic Model delivered by a third-party provider is available during
Autumn Winter 2025/26. The PMO work in partnership with the provider and wider partners to offer a
targeted equity approach, consistent with the vision laid out in the newly published UKHSA
Immunisation Equity Strategy: commitments for 2025 to 2030.

Due to narrowing of cohorts for Covid-19 there will not be a Calm Clinic offer during this programme.

There is additional A&l funding for 2025/26, although this is 70% less than was available in 2024/25
across NHS GM. In previous years, the funding has been used to enable a comprehensive
neighbourhood approach to vaccine engagement including a series of MECC events, as well as
comms tailored to our local communities.

Manchester submitted a bid for 2025/26 in partnership with our local communications teams and
neighbourhood leads. This year's bid focuses on the lowest uptake PCN/neighbourhoods due to the
reduction in funding across NHS GM. Confirmation of funding was only received in November 2025
from NHS GM and work has nhow commenced.



Care Home Flu Sprint

» Nationally, last year saw a drop in uptake of over 65 Flu and COVID vaccines.

» To address this, we are monitoring and overseeing uptake as we progress through the season with a particular focus on
Care Home residents to highlight the importance of the Winter vaccination programme to all residents and staff.

« Working across population health, medicines optimisations, care home groups and primary care will allow the
addressing of uptake issues immediately and directly with providers.

« The programme will use data led intelligence, education for all staff and communication with care homes directly.

Risk/lIssue Mitigation

Varying data across several platforms available to the team Issue has been highlighted to NHS GM awaiting a resolution. Team is
(inform/tableau/FDP) exploring using Care Home bed base as the total number of patients

No correlation between PCN Care Home records for patient numbers  Highlighted by EHCH teams/PCN’s. PCN’s without Care Homes also

and available data have patients indicated. Working with the NHS GM data quality team
re the issue
Access to some homes resulting in delays in provision The team has worked with the City Council quality team and health

protection team alongside telephone calls and site visits to gain
access. All homes now have a visit date



Big Vaccination Week 17 - 23 November 2025

As part of our coordinated effort to maximise Flu vaccination uptake this winter,
we are taking targeted steps to support practices and pharmacies during the
planned national Flu Big Week between the 17 — 23 November.

We have seen an early spike in confirmed influenza cases across England, which
is why we need to help more patients access Flu vaccinations.

Daily percentage of tests
positive for influenza.
Source: National flu and
CQOVID-19 surveillance
report: 6 November 2025
(week 45) - GOV.UK

Within GM ICB we are creating more local momentum and offering additional
resources to support you:

A communications toolkit is available to help promote flu vaccinations across your
channels. [Keep Protected WinterVax 2025 Communications Toolkit | Greater
Manchester Integrated Care Partnership] We have upweighted our community
engagement, including enhanced social media activity and tailored messaging
across multiple formats. We have refreshed our messaging to VCSE and
community groups.

New community focused resources will be shared shortly, including printable
materials in the most spoken languages across Greater Manchester.

National press and TV advertising will run throughout November and really ramp
up for the big week, highlighting the risks of flu and how to access vaccination.
This will have big impact and create more requests for vaccinations.

The ask of providers by NHS GM

Contact remaining eligible patients via the NHS App, text message, or letter to invite
them for Flu and COVID-19 vaccination.

Provide your weekly walk in vaccination times to -
england.gm.massvaccpmo@nhs.net.

Get in touch if you have any good new stories to share

Access our leaflet and poster resources with information for each eligible cohort on
when and where to get their winter vaccines Keep Protected WinterVax 2025
Leaflets, Posters and Digital Screens | Greater Manchester Integrated Care
Partnership

Create additional vaccination appointments during the Big Week to accommodate
expected increased demand and visibility.

Manchester additional approach

The PMO have written to 27 practices in November where uptake is lower this season
amongst the following groups this is in addition to the 13 practices contacted in
September/October re their uptake plans

. Children aged 2—-3 years

. Adults aged 65 and over

. Those under 65 who are clinically at risk
We have asked practices to review their plans and consider what more can be done.
Suggested actions included:

. Re-inviting patients via the NHS App, text message, or letter

. Telephone call and recall for those most at risk

. Opportunistic offers during routine appointments
Asked for decline codes to be used where a patient declines vaccination
We have offered support or asked for any feedback or ideas the practices may have.



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fcampaign_resource%2Fresource%2Fkeep-protected-wintervax-2025-communications-toolkit%2F&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324451264%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=2hkJ8pSD6RfqDZHGgS%2F8tFIYfHfnuhhayaRQqwQuCqQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fcampaign_resource%2Fresource%2Fkeep-protected-wintervax-2025-communications-toolkit%2F&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324451264%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=2hkJ8pSD6RfqDZHGgS%2F8tFIYfHfnuhhayaRQqwQuCqQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fstatistics%2Fnational-flu-and-covid-19-surveillance-reports-2025-to-2026-season%2Fnational-flu-and-covid-19-surveillance-report-6-november-2025-week-45&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324406207%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhTyXoOyj3XuTkYAtqxoRntBXUHX8m73KPjWu2vMztU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fstatistics%2Fnational-flu-and-covid-19-surveillance-reports-2025-to-2026-season%2Fnational-flu-and-covid-19-surveillance-report-6-november-2025-week-45&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324406207%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhTyXoOyj3XuTkYAtqxoRntBXUHX8m73KPjWu2vMztU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fstatistics%2Fnational-flu-and-covid-19-surveillance-reports-2025-to-2026-season%2Fnational-flu-and-covid-19-surveillance-report-6-november-2025-week-45&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324406207%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhTyXoOyj3XuTkYAtqxoRntBXUHX8m73KPjWu2vMztU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fgovernment%2Fstatistics%2Fnational-flu-and-covid-19-surveillance-reports-2025-to-2026-season%2Fnational-flu-and-covid-19-surveillance-report-6-november-2025-week-45&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324406207%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhTyXoOyj3XuTkYAtqxoRntBXUHX8m73KPjWu2vMztU%3D&reserved=0
mailto:england.gm.massvaccpmo@nhs.net
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fcampaign_resource%2Fresource%2Fkeep-protected-wintervax-2025-leaflets-posters-and-digital-screens%2F&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324474225%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=TcM3ohbT9ydLkS1%2FTSxROT1hcF1NrfnyUfbsEB1uQS0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fcampaign_resource%2Fresource%2Fkeep-protected-wintervax-2025-leaflets-posters-and-digital-screens%2F&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324474225%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=TcM3ohbT9ydLkS1%2FTSxROT1hcF1NrfnyUfbsEB1uQS0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgmintegratedcare.org.uk%2Fcampaign_resource%2Fresource%2Fkeep-protected-wintervax-2025-leaflets-posters-and-digital-screens%2F&data=05%7C02%7Cdarren.parsonage%40nhs.net%7C2f88f5679b5440a5b5b208de274d5990%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638991410324474225%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=TcM3ohbT9ydLkS1%2FTSxROT1hcF1NrfnyUfbsEB1uQS0%3D&reserved=0




MMR Business case — Manchester Approach

June 24 - August 25

Making Manchester Fairer is the cities five-year plan to reduce health
inequalities in its resident's health and well-being. Collaborative
working with residents and organisations is a crucial component of this
plan. Championing this concept, MCC Department of Public Health,
NHS GM locality primary care team and Manchester local care
organisation worked as an integrated team at a citywide and
neighbourhood level to develop and deliver a programme of work,

designed to drive uptake of MMR within the City of Manchester.

Manchester was one of the few Local Authorities that saw MMR
immunisation rates drop below 74% in 2022/2023. Since this work
began in June 2024, we have seen a consistent monthly increase in
immunisation delivery rates. We have used a data driven approach to
develop a programme of work to tackle inequalities in the delivery of

MMR within the programme.

Jewish communities in
Manchester, Salford and Bury
collaboration.

University MMR
communications campaign
and pop-up vaccination offer.

Integrated Neighbourhood
Team- collaborative approach
to improving immunisation
uptake from within the
neighbourhood.

New ways of MMR delivery
within Primary Care
Networks (PCN).

Insight work and testing new
concepts of vaccine delivery
with East African
Communities.

Looked After Children's team
delivery of immunisations.

Improving Parental
Understanding of Childhood
Immunisations Pilot (Health
Visitor team).

All supported by a robust and
flexible Manchester focused
communication campaign.




Uptake June 2024-2025

¢83.3%
25,400
(unvaccinated)

*74.4%
34,500
(unvaccinated)

85.4%
22,000
(unvaccinated)

*76.9%
31,000
(unvaccinated)

The continued focus on the delivery of MMR vaccinations in the
last 12 months have reduced the number of children aged 0-19
by 3400 (MMR 1) and 3500 (MMR 2) children in the city.

Manchester's plans have been targeting all age groups, but
data isn’t available for the adult population to demonstrate

improvement.

Programme start date

!

Coverage of MMR 1 and 2 vaccination in Manchester Locality, at 24
months and 5 years since June 2022 (combined data).

Demonstrating a similar upward trend to that for the 0-19-year age

groups over the last 12 months.



Key learning as a City

DNA rate very high, more hyper local engagement needed in communities.

Noted that when the GP attended some community engagement events, the complexity of
questions being asked was high. It is felt that these questions would require clinician level
knowledge as well as additional confidence in vaccination training.

Some communities were not willing to even talk about MMR vaccine- this demonstrates the level
of mistrust in the vaccine.

Perceived links to autism remains of high concern.

PCN’s felt that a consistent funded approach to this work is needed, given the extra activity
involved in reaching underserved groups.

Further learning would be to support Health visitors and nursery staff to have training to open
vaccine conversations as uptake of the second MMR vaccination is lower than the first.

Health champion support was crucial — providing access to multilingual and representatives of
the community

Collaborative work with Neighbourhood teams and schools produced good results and
discussions.

Volunteers were delivering complex information to diverse groups, needing intensive support
(although some were familiar with presentation, well-informed and provided friendly, confident
teaching).




Key learning as a City

Support of the University was crucial- students identify this is a trusted source of advice and
many of those who attended, had heard about the offer via the university networks.

Direct easy access approach to delivery (Pop up van) on the student campus’s during fresher's
week enabled discussions around vaccination (248 delivered), GP registration and how to
access health services appropriately.

Demonstrated how community-led initiatives can address complex health issues like
vaccination hesitancy. By creating a welcoming space, empowering parents to have
conversations they might otherwise avoid.

Engagement is key the work undertaken. Alfurqan saw more than 1400 individuals engaged
with across schools, universities and community networks. With their annual health and
wellbeing event being attended by 400+ individuals.

Increase engagement with schools and community centres and organisations

Strengthen partnerships with key organisations to help engage with communities

Tailor approaches dependent on the communities targeted

Maintain the approach across the city with vaccination/health awareness events across
communities and faith groups.







Factors affecting all vaccination programmes

Access barriers: Obstacles can include inconvenient appointment times, difficulties with
booking systems, and challenges for women with low English literacy. The COVID-19
pandemic also exacerbated feelings of unsafety when accessing healthcare.

Communication issues: Insufficient, or unclearly communicated, information from
healthcare providers can lead to vaccine hesitancy. Studies have shown that communication
IS less effective among certain ethnic and socioeconomic groups.

Lack of trust: Historical mistrust in healthcare systems and government institutions,
exacerbated by past discriminatory practices, is a significant factor in some minority ethnic
and migrant communities.

Misinformation: Misleading information, spread via social networks and family members,
can influence decision-making. This is especially relevant during the introduction of new
vaccines, such as those for COVID-19.



Key challenges and opportunities

There are significant opportunities in terms of national and local policy alignment to support improvements in local delivery of vaccination
programmes and improvements in overall coverage for our population, within the context of the NHS Ten Year Plan. In addition to
protecting and improving population health, every additional vaccination is a potential illness averted, or life saved, and cost avoidance to
the system. Our offer needs to be as efficient, cost-effective and sustainable as possible, while recognising that these highly effective
preventative services deliver considerable downstream benefits using their allocated resources to address public health and inequalities.

The work underway in Manchester to revise the neighbourhood model for health and care (Neighbourhoods 2.0), alongside wider public
service reform work and ‘Live Well’, will provide a strong delivery vehicle for progressing local vaccination and immunisation work. Making
vaccination a central role of integrated neighbourhood teams could support a more joined-up offer to the public, alignment with other
prevention services and joint working with other sectors. The vaccination event could play a greater role in promoting and delivering other
evidence-based public health interventions to adults, children and young people; similarly, other contacts with health and care services
could be used to promote vaccination, aligned with wider person-centred healthcare delivery.

Manchester is well positioned to take this work forward. The approach requires need clear leadership and a strong and engaged
workforce in its widest sense, beyond health and care staff to VCSE organisations, community groups and volunteers. Local systems
need to be given responsibility and flexibility to design and deliver vaccination services to meet their population needs, commissioning the
optimal provider network and continuing to utilise the expertise and agility of primary care providers. Simplifying and widening access,
alongside a co-ordinated effort across all system partners to improve vaccine confidence are critical factors in reversing declining
coverage levels.

However, the national commissioning and delivery system for vaccination remains complex and fragmented, with current structural
changes within NHS England and GM Integrated Care Boards present a risk to realising the ambitions set out in national strategy. Our
efforts to improve vaccination uptake will be most effective if national barriers are addressed in tandem and we need to continue to use
our local and national influence to enable this.
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Manchester Primary Care Commissioning Committee (PCCC)

Report of: Primary Care Quality Update

Paper prepared by: Caroline Bradley - Associate Director of Primary Care
Justine Vernié - Quality Improvement Manager (Primary Care)

Date of paper: 27 November 2025

Item number: 10

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

Outcome of Impact Assessments

completed (e.g. Quality A or Addressing health inequalities runs through the core of the

Manchester Locality quality scheme e.g. Equality Impact
Assessments are required to be undertaken by practices during digital
Ql projects. This is to ensure any changes to practices’ digital
developments meet the needs of the diverse Manchester population
and do not adversely affect those most at risk of exclusion.

Equality IA). Confirmation that an
Equality Impact Assessment has
been completed where there is a
change to a service, programme or
policy:

Primary Care Quality, Resilience and Recovery Scheme 2025/26 has
Outline public engagement — been launched with engagement from clinicians and stakeholders.
clinical, stakeholder and The scheme includes NHS GM-wide components and Manchester

I T EL TR I o) o Lo X M\ I s 1 Locality-specific elements. The core purpose of the scheme has been
public and patient engagement determined by those areas which are likely to have the greatest

and consultation requirements: impact on the health of our populations.

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

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

2. The Manchester PQRRS / NHS GM BeCCoR scheme delivery for
2025/26 and the future intention of the NHS GM BeCCoR work for
2026/27 onwards.

Recommendations:
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1.0 Background

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

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

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

2.0 Overview of issues being managed at the Locality MDT

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

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

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

There are currently a total of eight practices on the MDT agenda, which has remained consistent when
compared with eight reported in the September 2025 update to PCCC.

The reasons for inclusion at the MDT ranges from ongoing support to one-off incidents; as such the MDT
agenda is split into Intensive, Moderate and Minimal support categories.

In addition, the MDT may seek ad-hoc quality assurance from practices in relation to patient safety
incidents that are brought to the attention of the locality team.

Changes to CQC ratings in Manchester GP practices since the previous report to PCCC

Since the previous PCCC Quality update report in September 2025, two GP practices have had their CQC
inspection reports published:

Urban Village Medical Practice - rated as overall ‘Outstanding’

St. Georges - rated as ‘Requires Improvement’.

The inspection reports can be viewed here Urban Village MP and St. Georges MC



https://www.cqc.org.uk/location/1-545479391
https://www.cqc.org.uk/location/1-22099376305
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In response to the requires improvement rating, St. Georges will complete a CQC Action Plan and an NHS
GM contractual compliance plan. Members of the locality primary care team have reached out to the
practice to offer support with the process.

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

One additional Manchester GP practice is known to have been inspected in recent months:
e Florence House Medical Practice

The inspection report is still in draft and will be shared with the GP practices and will be reported back to
PCCC once they are published on the CQC website.

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

The table below gives an overview of CQC ratings across the 82 GP practices in the Manchester locality.
Table 1: CQC ratings of GP practices in the Manchester locality (September 2025)
CQC Rating

e TheDocs

e Barlow Medical Centre

e Urban Village Medical Practice
o Five Oaks Family Practice

e West Gorton Medical Centre

e Hawthorn Medical Centre

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

e The Park Medical Centre — Effective Domain

e Beacon Medical Practice — Responsive Domain

e Valentine Medical Centre — Responsive Domain

e St. Georges Medical Centre

Requires Improvement (RI) NB. Droylsden Road Medical Practice was previously rated Rl by
CQC. Due to a change in provider (following an NHS GM-wide
(1 practice) APMS procurement exercise), there is now a new provider

delivering from that site. The practice is now known as All Saints
Medical Centre; this practice will therefore undergo CQC
inspection as a new provider predicted to be within the next 12
months as per the usual CQC processes.

n/a

Not yet rated/undergoing e Florence House Medical Practice
inspection
(1 practice)
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3.0 Quality Scheme 2026/27 update

Overview

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

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

3.1 NHS GM BeCCoR elements

To date there have been several NHS GM-level BeCCoR webinars to support implementation and
understanding of the BeCCoR ask, as well as provide access to Tableau data dashboards for practices.

e Shared Care of Medicines (Forerunner Scheme) - GP practices were asked to complete a Quarter 1
survey. There was an 89% response rate to the survey. The feedback provided is helping understand
and make necessary improvements in the delivery of Shared Care.

A further Shared Care of Medicines webinar took place on 5 November 2025

e Elective Care — practices across all localities have submitted their Quarter 1 quality improvement

returns.

3.2 Manchester PQRRS Quarter 3 update

Quality Domain:
For the Manchester locality there have been three GP lead Safeguarding Forums that were well attended
and covered a wide range of topics including:

e Was Not Bought to appointments — audit and policy updates

e Adultification

e Honour Based Violence presentation

o REFRAME service (For women who have experienced multiple child removal)
e High Risk Protocol

e Domestic Abuse Protection Orders (DAPO)

e Obesity Steering Group

e Home Education — information sharing

e Domestic Violence (Case Study)

The Safeguarding ‘Was Not Brought’ first audit submissions was expected from practices by the end of
September 2025 (quarter 2) and all but 6 practices submitted their audits.

Digital domain:
For 2025/26, digital inclusion is the focus for practices within PQRRS. The Digital Facilitators have held a
Digital Launch webinar and a staff awareness training session for practices, as well as providing guidance
on how to conduct an Equality Impact Assessment (EIA). The Digital Facilitators also hosts regular drop-
in sessions for practices to support them with their digital improvement agendas.

4
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Recovery domain:

Achievement against the Recovery metrics within the scheme are broadly similar to previous years at this
point, with activity expected to increase during quarters 3 and 4 in line with the clinical requirements for
the national Quality and Outcome Framework (QOF) measures.

Practice recording of Protected Characteristics is showing positive engagement and at a NHS GM level is
helping to contribute to a Demographics and Protected Characteristics dashboard demonstrating that the
on-going collection of this data is helping to better understand our population make up, that in the longer
term will support improvements in commissioning decisions and allocations resources appropriately.

Resilience domain:
The Resilience domain for 2025/26 has continued from previous years and includes:

Part A: Meeting attendance

To date there have been a Practice Manager Q&A session, one Citywide All-practice meeting, one
education sessions and 2 Practice Nurse fora. These meetings have been tailored to the audience and
have all featured a broad range of topics that have been well received by practice staff.

Part B: Protected Learning Time (PLT)

The introduction of Protected Learning Time this year has been well received by practices, and they have
been liaising closely with the locality Primary Care Team around their plans and to give assurance of
continued patient access to primary medical services whilst these sessions take place. A future PCCC
report will update on the PLT sessions with feedback and how good practice / learning is being shared
across the locality.

The Manchester Locality PQRRS Oversight Group continues to meet on a regular basis to monitor the
scheme’s implementation and to review achievement, as well as to respond to in-year queries, and plan
for future years, aligned to the NHS GM BeCCoR 2026/27 approach.

3.3 NHS GM GP Quality Schemes: Plans and next steps

An evaluation of the clinical BeCCoR elements of the 2024/25 scheme has been undertaken by the NHS
GM level team and shared via various governance routes. This evaluation is helping inform the NHS GM-
wide approach for the 2026/27 scheme. There is an ongoing financial evaluation to demonstrate how
BeCCoR indicators are improving population health, benefiting patient outcomes and demonstrating a
return on investment

The ambition is to have a consistent NHS GM-level quality scheme, however as previously reported, the
historical variation in funding levels across localities and the complexities of reaching consensus on
agreed metrics, whilst still allowing for some local flex where possible, remains challenging and is an on-
going area of work.

The final approach, and level of funding, for 2026/27 is still to be determined. An overarching BeCCoR
phase 3 Group is meeting regularly and leading the implementation underpinned by 6 ‘pillars’ that make
up the BeCCoR approach.

The intention is to have a multiyear scheme, with the structure remaining stable from year to year, but with
the ability to flex, apply stretch targets and shift to new areas of focus depending on population and system
need and national direction/contracts.
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A business case has been developed, that is currently working through NHS GM governance throughout
November and December 2025, based on the following 6 ‘pillars’:

e Local Service Delivery

e Medicines Optimisation

e General Practice Transformation, Quality, Sustainability and Resilience

e Supporting system priorities: Elective Programme/Urgent and Emergency Care (UEC)

e Population Health Management

e Neighbourhood Transformation

A triumvirate approach is being taken to development of the BeCCoR approach. The overarching BeCCoR
Group and 6 ‘pillars’ all have leadership agreed from the localities, NHS GM central team and the NHS GM
Provider Board.

The figure below provides a diagrammatic overview of the approach being taken:

Whilst there are still decisions to be made in relation to the requirements of an NHS GM BeCCoR approach
for 2026/27 and financial viability, there remains a risk to the delivery of locality quality schemes from 1
April2026. In readiness, localities are reviewing their existing local quality schemes. A decision is expected
soon to support this process and help determine the scope an NHS GM BeCCoR approach for 2026/27 and
the implications requirements for locality quality schemes.

4.0 Recommendations

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

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

e The Manchester PQRRS / NHS GM BeCCoR scheme delivery for 2025/26 and the future intention
of the NHS GM BeCCoR work for 2026/27 onwards.






Purpose of the paper

* Present the Month 7 reported position

* Present the key variance analysis

« Highlight high level risks in 2025/26

« Summary of Delegated Primary Care — unavailable at M7



NHS GM (Manchester) — Month 7 Position Reported

At Month 7 the Locality is reporting a YTD £2.442m adverse variance and a forecast £3.21m adverse variance
assuming all CIP will be delivered. This now includes £1.3m recovery assumptions reduction.

Forecast Mo M6 Forecast
Forecast QOutturn FOTvariance Forecast  Outturn
Annual Budget ~ YTDBudget YTD Actual  YTD Variance Outturn variance Move ment Outturn(£'0 \Variance

Board Area (£'000) (£'000) (£'000) (£'000) (£'000) (£'000) (£'000) (00)] (£'000)
Acute 3,931 2,252 2,164 89 3,943 (12) 0 3,943 (12)
Community Health Services 41,813 25,431 25,373 58 41,507 307 (112) 41,496 318
Continuing Healthcare 64,280 39,391 40,107 (716) 65,717 (1,438) (1,016) 64,702 (422)
Mental Health 48,368 28,512 30,926 (2,415) 50,601 (2,233) 820 51,421 (3,053)
Primary Care 20,566 10,766 10,237 529 20,366 201 302 20,667 (101)
Other Commissioned Services 940 548 581 (32) 1,042 (103) 19 1,061 (121)
Other Programme Services 2,623 1,530 1,484 46 2,558 65 65 2,623 0

182,521 108,431 110,873 (2,442) 185,734 (3,213) 179 185,913 (3,392)

The Locality has received its £3.3m share of the Primary Care BeCCoR funding. ADHD/Autism budgets have moved to GM from M7.

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

CHC Placements

LD & MH Placement

Oviva Weight Manage services

Audiology
Interpreting Services

TOPS

£4.90m remaining CIP balance to be delivered




NHS GM (Manchester) — Month 7 Position

Summary

The ADHD & Autism budgets moved to GM in M7. This previously contributed £1.40m pressure to the localities £4.79m M6 forecast
overspend. The M6 overspend restated would there have been £3.39m.

The locality has reported a £3.21m forecast overspend at M7 which is a net favorable movement of £0.18m since M6 due the inclusion
of a £1.3m recovery assumption, £0.3m Primary Care, £0.3m CHC & £0.7m Mental Health.

Forecast variance position summary;

- £1.43m overspend CHC placements which is £1.01m adverse movement since M6. In the main this is due to a high-cost transition case £0.47m (We have
only included 50% due to value dispute) a new high-cost nursing c£0.38m package, a new £0.08m Homecare package & other smaller case mix changes
and includes £0.3m recovery reduction in Q4.

- £2.33m overspend MH which is a £0.82m favourable movement since M6. This relates to £0.44m Favourable FOT adjustment relating to Prior Year offset
by an increase of £0.32m in in year placements FOT (case mix changes across a number of packages) and includes £0.7m recovery reduction in Q4.

- £0.31m overspend Community Services (Oviva, Audiology and TOPS) — no change since M6

- £0.62m underspend on Children's Services — no change since M6

- £0.20m underspend Primary Care (£0.1m Optometry CUES & Minor Ailments pressure offset by £0.3m recovery reduction)



NHS GM (Manchester) — Month 7 Position

Summary cont.

The locality has reported a £2.44m YTD overspend M7 which is a net adverse movement of £0.80m since M6

YTD Forecast variance position summary;

£0.71m Overspend CHC, £0.51m adverse movement — new high-cost case YTD cost backdated in M7 offset by CIP acceleration to date

£2.41m Overspend Mental Health, £0.27m adverse movement — mainly CIP slippage related

£58k Overspend Community (including Children’s services £0.38m underspend), £0.36m adverse movement — mainly CIP slippage related

£0.52m underspend Primary Care, £0.23m favourable movement— due to recovery adjustment in M7

At Month 7 we have delivered £2.247m CIP against a £7.154m full year target and forecast outturn assumes additional £4.906m CIP
delivery in full but carries significant financial risk.



NHS GM (Manchester) — Month 7 Primary Care Services

Cost Centre YTD Annual Forecast Forecast
Board Area Code Cost Centre Description YTD Budget YTD Actual Variance Budget Outturn Variance
Primary Care 35601D QOP - Primary Care Standards - Manchester £995,518  £770,768  £224,750 £1,223,699 £1,317,738 -£94,040
35604D QOP - Out Of Hours - Manchester £2,931,394 £2,931,390 f4 £5,025,241 £5,025,241 £0
35605D QOP - Primary Care Locally Commissioned Sche ~ £721,294  £726,560 -£5,266 £1,383,808 £1,389,095 -£5,287
35608D QOP - GP Investment - Manchester £6,117,922 £5,808,263  £309,659 £12,933,471 £12,633,471  £300,000
Primary Care Total £10,766,128 £10,236,981  £529,147 £20,566,218 £20,365,545 £200,673

Primary Care Services

» Forecast variance is now £0.20m underspend. This is a £0.3m favourable movement since M6 due to £0.3m

recovery assumption.

 The YTD underspend relates to profiling of CIP as we have delivered and accounted for the PQRRS & Winter

schemes CIP ahead of the planned profile & £0.30m YTD recovery related adjustment.

» The Locality received its £3.3m share of the Primary Care BeCCoR funding in M2 — risk around this to be

explored.

» The current pressure of £94k relates to MAS/Optom Services.

« £500k CIP target for Primary Care has been achieved in full at M5.




NHS GM (Manchester) — Month 7 Other Commissioned Services

Cost Centre YTD Annual Forecast Forecast

ird Area Code Cost Centre Description YTD Budget YTD Actual Variance Budget Outturn Variance
Other Commissioned Services  35504D QOP - Interpreting - Manchester £506,100 £556,454 -£50,354 £867,604 £992,604 -£125,000
35506D QOP - Healthcare Travel Costs - Manchester £42,126 £24,121 £18,005 £72,214 £49,726 £22,488
Other Commissioned Services Total £548,226  £580,575 -£32,349  £939,818 £1,042,330 -£102,512

Other Commissioned Services

e Qutturn pressure is £102k at M7.

« We have seen increases in Interpreting activity which has resulted in a YTD pressure and are therefore
projecting a forecast overspend in this area. Forecast cost is unchanged at M7.

* We have seen activity reductions in Patient Transport Services resulting in a YTD underspend & are therefore
projecting a forecast underspend in this area.

We will continue to monitor activity levels in both areas and adjust the forecast as necessary.



2025/26 Risks & Pressures

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

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

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

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

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

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