
 

 

Agenda 
 
Place Based Primary Care Commissioning Committee 
 
Date:  24 November 2025 
 
Time:  3.30pm until 4.45pm 

Venue:   Microsoft Teams Chair:  Adrian Crook  
Item 
No. 

Time Duration Subject Paper/ 
Verbal 

For Approval/ 
Discussion/ 
Information 

By Whom 

1.   
 
 
 

3.30 - 3.35 
 
 

 
 
 
 

5 mins 
 

Welcome, Apologies and 
Quoracy  Verbal Information Chair 

2.  Declarations of Interest 
 Paper Information Chair 

3.  Minutes of previous meeting held 
on 28 July 2025 Minutes Approval Chair 

4.  Matters arising and update on 
actions Actions Discussion Chair 

5.  Public Questions Verbal Information Chair 

6.  3.35 – 3.40 5 mins Healthwatch Prescriptions 
Report 2025 Paper Information Salina 

Callighan  

7.  3.40 – 3.50 10 mins GP Out Of Hours Commissioning Paper Information David Latham  

8.  3.50 – 3.55 5 mins Primary Care Programme 
Highlight and Risk Report 

Paper 
 Information Zoe Alderson  

9.  3.55 – 4.00 5 mins General Practice Leadership 
Collaborative Update Verbal Information Mark Beesley 

10.  4.00 – 4.05 5 mins Respiratory Diagnostic Service 
Specification   

Paper 
 Information Rachele 

Schofield 

11.  4.05 – 4.15 10 mins Quarter 2 Contracting Report  Paper Information  Rachele 
Schofield 

12.  4.15 – 4.20 5 mins Beyond Core Contract Review 
(BeCCoR) update   Paper Information  Zoe Alderson 

13.  4.20 – 4.25 5 mins Updated GP Patient Satisfaction 
Survey Results  Paper Information Rachele 

Schofield 

14.  4.25 – 4.30 5 mins Maximising practice income 
(QoF) Paper Information Rachele 

Schofield 

15.  4.30 – 4.35 5 mins  Finance Update 
 Verbal Information Simon O’Hare 

16.  4.35 – 4.40 5 mins  

Any Other Business 
• Pharmacy Needs 

Assessment Verbal Information 
 

 
Jon Hobday/ 

Shenna 
Paynter 

   Date and time of next meeting: 
Monday 26 January 2026 at 

3.30pm 

   

If you wish to attend this meeting, please contact the Bury Corporate Office: gmicb-bu.corporateoffice@nhs.net 

If you would like to ask a question of the Bury Place Based Primary Care Commissioning Committee (PCCC) 
please submit it by email to gmicb-bu.corporateoffice@nhs.net by no later than Friday, 21 November 2025 
at 12 noon. 

mailto:gmicb-bu.corporateoffice@nhs.net
mailto:gmicb-bu.corporateoffice@nhs.net


 

 

Please note that due to the limited time we have, we cannot respond to public 
questions within the PCCC  
meeting. We will acknowledge all the questions we receive and will respond to them formally in writing within 20 days. 



 

 

 
 
MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 2 
 
DATE: 24 November 2025 
 

 
REPORT TITLE: Declarations of Interest 
 
REPORT AUTHOR:  

EXECUTIVE SUMMARY: 
 
NHS GM has responsibilities in relation to declarations of interest as part of their governance arrangements (details 

of which can be found outlined in the NHS Greater Manchester Integrated Care Conflict of Interest Policy version 

1.2). 

 

NHS GM (Bury Locality) therefore, has a requirement to keep, maintain and make available a register of declarations 

of interest for all employees and for a number of boards and committees. 

 

The Local Authority has statutory responsibilities detailed as part of Sections 29 to 31 of the Localism Act 2011 and 

the Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012.  For other partners and providers, we 

understand that conflicts of interest are recorded locally and processed within their respective (employing) NHS and 

other organisations as part of their own governance and statutory arrangements too. 

 

Taking into consideration the above, a register of Interests has been included detailing Declaration of Interests for the 

Primary Care Commissioning Committee. 

 

In terms of agreed protocol, the Primary Care Commissioning Committee members should ensure that they declare 
any relevant interests as part of the Declaration of Interest Standing item on the meeting agenda or as soon as a 
potential conflict becomes apparent as part of meeting discussions.   
 

The specific management action required as a result of a conflict of interest being declared will be determined by the 
Chair of the Primary Care Commissioning Committee with an accurate record of the action being taken captured as 
part of the meeting minutes. 
 
There is a need for Primary Care Commissioning Committee members to ensure that any changes to their existing 
conflicts of interest are notified to NHS GM (Bury Locality) Corporate Office within 28 days of a change occurring to 
ensure that the Declarations of Interest register can be updated. 
 
 



 

 

 

RECOMMENDATIONS: 
 

The Primary Care Commissioning Committee is asked to; 
• Receive the latest Declarations of interest Register; 
• Consider whether there are any interests that may impact 

on the business to be transacted at the meeting on the 24 
November 2025; and 

• Provide any further updates to existing Declarations of 
Interest within the Register. 

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☐ 

Assurance 
☐ 

Discussion 
☒ 

Information 
☐ 

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

 



Financial 
Interests

Non-
Financial 

Profession
al Interests

Non-
Financial 
Personal 
Interests

From To

Ashton on Mersey Football Club Trafford X Direct Chairman 2024 Present
Manchester Football Association X Direct Non Exec Director (Board Champion for 2018 Present
Francis House Hospice (Manchester) Indirect Spouse is a Registered Nurse 2024 Present
University Hospital of Wales Indirect Daughter is a Foundation Year 1 Doctor 2024 Present
Stockport NHS Trust Indirect Daughter is a Foundation Year 1 Doctor

2025 Present

Crook Adrian Director of Adult Social Care and Community Services Bolton Hospice X Direct Trustee Jul-05 Present As per policy - see details above (Y,Y,Y,Y,Y)

Jackson Catherine Associate Director of Nursing, Quality & Safeguarding Northern Care Alliance Indirect Partner is a Director at the Northern Care Alliance 2019 Present As per policy - see details above

Alderson Zoe Head of Primary Care None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Schofield Rachele Primary Care Manager None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

O'Hare Simon Locality Finance Lead Simkat Shore Holdings LTD X Direct Director Apr-19 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Trembath Carolyn Head of Quality None Declared Nil Interest Oct-23 Present As per policy - see details above. (Y,Y,Y,Y,Y)

Ridsdale Lynne Chief Executive for Bury Council Bury Council X Direct Chief Executive Mar-23 Present As per policy - see details above (Y,Y,Y,Y,Y)

Bury GP Practices Limited X Direct Chief Officer & Director Jul-21 Present
Greater Manchester GP Federation X Direct Director Oct-21 Present

Dalal Ali GLMPC Independent Contractor / Bury Locality Lead

Alamaz Limited X Direct Owns and operates Formans Chemist which trades 
from the following address: 12 Park Hill, Bury Old 
Road, Prestwich, M25 0FX 01/10/2011 Present As per policy - see details above (Y,Y,Y,Y,Y)

Hobday Jon Director of Public Health None Declared Nil Interest Nov-23 Present As per policy - see details above

Passman Ruth Chair of Bury Healthwatch None Declared Nil Interest Present As per policy - see details above
GM East Local Optical Committee X Direct Vice Chair 2020 Present
Primary Eyecare Services Ltd X Direct Clinical  Performance Lead 2021 Present
Craven & Murray Opticians       X Direct  Owner  2007 Present
Craven & Murray Opticians  Indirect Husband - Lewis Craven Director 2007 Present

GP Federation X Direct Practice is a member 2013 Present
Tower Family Health Care X Direct Partner in a member practice in Bury Locality 2017 Present
Horizon Clinical Network X Direct Practice is a member 2019 Present
Greater Manchester Foundation Trust Indirect Husband is employed Present
Tower Family Health Care - Primary Care General Practice X Direct GP Partner Jul-18 Present
Bury GP Federation - Enhanced Primary Care Services X Direct Medical Director Apr-18 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable X Direct Medical Director 1994 Present
Laserase Bolton - Provider of a range of cosmetic laser and injectable Indirect Spouse is a Shareholder 2012 Present
Tower Family Health Care - Primary Care General Practice Indirect Spouse is a  Director Jul-18 Present
Healthwatch Bury X Direct Staff Member July 2021 Present
NCA Fairfield Hospital, Bury X Direct Volunteer Apr-20 Present

Poldkivi Annemari Acting Chief Officer, Healthwatch Bury None Declared Nil Interest Present Temp Attendee

Waller Shirley Engagement Officer, Healthwatch Bury Temp Attendee

Deputy Place Based Lead & Executive Director Health and Adult 
CareWillBlandamer As per policy - see details above (Y,Y,Y,Y,Y)

Associate Medical Director and Named GPCathyFinesDr

Wendy Primary Care Provider Representative - Optometry

Beesley Mark Chief Officer

Declaration of interest as per policy as detailed above 
(Y,Y,Y,Y,Y)

As per policy - see details above (Y,Y,Y,Y,Y)

Member of the Locality BoardKiranPatelDr

Declaration of interest as per policy:
- Declare in meetings where relevant
- Not to be sent papers where conflicted
- Not to be involved in any decision making where conflicted (which may then also involve the 
following action to be taken at a meeting)
- Remaining present at the meeting but withdrawing from the discussion and voting capacity
- Remaining present at the meeting and participating in the discussion but not involved in any 
voting capacity

Committees and Sub-Committees

Place Based PCCC

Current Position Declared Interest- (Name of organisation and nature of 
business)

Type of Interest 

Voting Members

Non Voting Members

In attendance

Comments
Is the 

Interest 
direct or 
indirect?

Nature of Interest

Date of Interest

Name

As per policy - see details above. (Y,Y,Y,Y,Y)Craven



 

 

 

MEETING:    Place Based Primary Care Commissioning Committee 
 
ITEM NUMBER: 3 
 
DATE: 24 November 2025 
 

 
REPORT TITLE: 
 

Minutes of the previous meeting held on 28 July 2025 

 
REPORT AUTHOR: 
 

 

EXECUTIVE SUMMARY: 
 
The minutes of the Primary Care Commissioning Committee meeting in public held on 28 July 
2025 are presented as an accurate reflection of the meeting, reflecting the discussion and any 
actions agreed. 
 
An action log of those actions captured at the meeting has been included for review and update. 
 

 
RECOMMENDATIONS: 
 

• Receive the minutes of the previous meeting held on 
28 July 2025 as an accurate record of the meeting. 

• Review and update the actions recorded on the log 
accordingly. 

 
OUTCOME REQUIRED  
(Please Indicate) 

Approval 
☒ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

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

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

 
 



 

 

 

Minutes 
Place Based Primary Care Commissioning Committee 
 
Date:  28 July 2025 
 
Time:  3.30pm 

Venue:   Microsoft Teams 

Title Minutes of the Primary Care Commissioning Committee  

Author Faith O’Brien 

Version V 0.1 

Target Audience Place Based Primary Care Commissioning Committee 

Date Created 28 July 2025  

Date of Issue 29 September 2025 

To be Agreed 29 September 2025 

Document Status (Draft/Final) Final  

Description Place Based PCCC 

Document History: 

Date Version Author Notes 

6th August 
2025 

v 0.1 Faith O’Brien Draft minutes produced. Sent to Zoe Alderson for 
review and asked for any updates to be shared with the 
Chair. 

15th August 
2025 

v 0.2 Zoe Alderson  Chair approved final minutes, with some small 
amendments from Zoe Alderson.  

    

    

    

Approved:   

 
Signature: 

 
    

Add name of Committee/Chair 
 
 
 
 
 



 

 

 

 
Primary Care Commissioning Committee  

 
 

 
 
 
 

 
 
 
 
ATTENDANCE 
 

Members 
Voting Members: 
Adrian Crook, Director of Adult Services, Bury Council (Chair) 
Will Blandamer, Deputy Place Based Lead for NHS GM (Bury)  
Zoe Alderson, Head of Primary Care, NHS GM (Bury) 
Simon O’Hare, Locality Finance Lead, NHS GM (Bury)  
Carolyn Trembath, Head of Quality, NHS GM (Bury) 
 
Non-Voting Members: 
Dr Cathy Fines, Associate Medical Director for NHS GM (Bury) 
Katie Heslewood, Primary Care Manager, NHS GM (Bury) 
Rochelle Milne, Primary Care Project Manager, NHS GM (Bury) 
Rachele Schofield, Primary Care Lead, NHS GM (Bury) 
Wendy Craven, Primary Care Provider Representative - Optometry 
 
Others in attendance 
Faith O’Brien, Governance Support Officer, NHS GM (Bury) (minutes) 

 
MEETING NARRATIVE & OUTCOMES 
 

1 Welcome, Apologies and Quoracy 
1.1 
 
 
 
 
 
 
1.2 
 

The Chair welcomed all to the meeting. Apologies were received from: 
• Lynne Ridsdale, Place Based Lead for NHS GM (Bury) 
• Catherine Jackson, Associate Director for Nursing, Quality and Safeguarding, NHS GM 

(Bury) 
• Mark Beesley, Chair of GP Leadership Collaborative 
• Jon Hobday, Director of Public Health 

 
For the meeting to be quorate, there is a requirement for five individual voting members to be 
present. The meeting was declared as quorate. 
 

2 Declarations of Interest 
2.1 
 
 
 

The Chair reminded the Primary Care Commissioning Committee members of their obligation to 
declare any interest they may have on any issues arising from agenda items which might conflict 
with the business of the Place Based Primary Care Commissioning Committee. 
 

MINUTES OF MEETING 

Place Based Primary Care Commissioning Committee 
Monday 28 July 2025 
via Microsoft Teams 

Chair – Mr Adrian Crook 



 

 

 

2.2 
 
 
2.3 

Declarations made by members of the Primary Care Commissioning Committee are listed in the 
Register of Interests which is presented under this agenda. 
 
Declarations of interest from today’s meeting 
Will Blandamer noted an updated Declaration of Interest, relating to the employment of his 
daughter. The committee Declaration of Interest register is to be updated.  
 

ID Type The Primary Care Commissioning Committee:  Owner 
D/07/01 Decision Noted the register and declarations of interest.  
A/07/01 Action The committee Declaration of Interest register is to be 

updated with the new Decleration of Interest from Will 
Blandamer. 

FO 

 
3 Minutes of The Last Meeting 
3.1 
 
 

The minutes of the Place Based Primary Care Commissioning Committee meetings held on 27 
May 2025 were agreed as a correct record.   
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/02 Decision Agreed the minutes from the meeting held on 27 May 2025 

as a correct record. 
 

 
4 Matters Arising and Update on Actions 
4.1 The action log was updated, and new actions recorded as shown on the action log.  

ID Type The Primary Care Commissioning Committee: Owner 
D/07/03 Decision Noted the updates provided in relation to the Matters Arising. 

 
 

D/07/04 Decision Noted the updates provided in relation to the Action Log. 
 

 

 
5 Public Questions 
5.1 There were no public questions submitted.  

 
6 Ratification of Decisions made Virtually 
6.1 
 
 
 
 
6.2 
 
 
 
 
6.3 
 
 
 
 
 
 
 

Adrian Crook advised that there were two papers which were supported outside of the meeting due 
to timings of the PCCC and were being brought today for the ratification of those decisions.  
 

1. Special Allocation Scheme  
 
Zoe Alderson explained that the provider of the Special Allocation Scheme gave notice, and a new 
provider was therefore sought. Zoe advised early indications show the service to be working well.  
 

2. Online Consultation Platform Procurement Impact  
 
Katie Heslewood explained that the second paper had been produced in response to concerns 
raised by practices around the procurement exercise for an online consultation platform. Katie 
explained that the paper would be discussed at the GM PCCC meeting in next couple of weeks 
however concerns were also be submitted directly to GM by Horizon PCN and a response 
subsequently received, therefore whilst the issue remains, an alternative option will now be made 
available to practices for those that wish to move system providers. 
 



 

 

 

6.4 
 

Zoe raised concerns about needing to ensure practices Capacity and Access Improvement Plan 
(CAIP) payments are not affected as a result of these central delays.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/05 Decision Noted the report.  
D/07/06 Decision Noted the risk log provided.   

 
7 Primary Care Highlight and Risk Report 
7.1 
 
 
 
 
7.2 
 
 
 
7.3 
 
 
 
 
7.4 
 
 
 
 
 
 
7.5 
 
 
 
7.6 
 
7.7 
 
 
 
7.8 
 
 
 
7.9 
 
 
 
7.10 

The Primary Care highlight and risk report was noted, with Zoe Alderson emphasising several 
areas for the committee to be aware of, including that the Rock Healthcare Radcliffe branch 
closure had taken place and went smoothly, with no issues or complaints so far. As was 
anticipated a small number of patients have reregistered with alternative neighbouring practices.  
 
Zoe also informed PCCC that the GP Federation were leading a series of Clinical Leadership 
Development sessions on behalf of the General practice leadership collaborative (GPLC) in line 
with the Bury General Practice Strategy.   
 
A conversation took place regarding the Bury Locally Commissioned Service BI Dashboard, which 
is now live and contains Q1 performance data, with practices in the process of testing its 
accessibility. Zoe did discuss some minor teething issues which she will raise with Steph in the BI 
Team.  
 
Adrian Crook noted that sharing data is a key driver for improvement, particularly for practices that 
may not be performing as well as others. Adrian asked whether there are plans to discuss this data 
during QA visits to ensure all practices are aware of the results, both to celebrate high achievers 
and to highlight others needing improvement. Zoe advised that there is a variety of different forums 
where this data gets presented and discussed, Zoe agreed the importance of celebrating good 
practice.   
 
Adrian asked a further question around the Workforce Strategy and which practices would be 
chosen. Katie Heslewood explained the process of identifying practices that would benefit from 
workforce strategy support, using various indicators and metrics. 
 
Will Blandamer thanked the Primary Care team for their work on this report. 
 
Will highlighted the work taking place relating to Whitefield Health Centre/the Uplands. Will advised 
the contract has been exchanged and the site has been formally sold to NHS Property Services 
from Bury Council. NHS Property Services can now commence construction.  
 
Will also discussed good progress which has been made against the PCN Toolkit implementation 
through recent successful modernisation funding applications to the sum of £260,000 which will 
also help create some additional capacity. 
 
Will also discussed the Prestwich scheme and the need for NHS GM to prioritise this. Will advised 
he and Lynne Ridsdale have met with Mark Fisher to discuss this further and to try and progress 
this further.  
 
Finally, Will highlighted that Dr Cathy Fines and Zoe Alderson attended the Health Scrutiny 
committee meeting last week and gave an update on the GP strategy work, which was very well 
received.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/07 Decision Noted the report.   
D/07/08 Decision Noted the risk log provided.  



 

 

 

 
8 Bury LCS 2025/26 Contract Variation   
8.1 
 
 
 
 
8.2 

Zoe Alderson presented a contract variation for approval against the 25/26 Bury LCS.  Main changes 
were in relating to where practices should see the latest Medicines Optimisation guidance and details 
around year 2 neighbourhood requirements.  Further information is included in the paper, which was 
circulated to PCCC members in the meeting pack.   
 
All members confirmed there were happy to approve this paper.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/09 Decision Noted the updates provided.  
D/07/10 Decision  Approved Variation 2 for the 25/26 Bury LCS  

 
9 Reducing Unwarranted Variation 
9.1  
 
 
 
 
 
 
9.2 
 
 
 
 
9.3 
 
 
9.4 
 
9.5 
 
 
 
 
 
 
 
 
9.6 
 
 
 
 
 
 
 
 
 
9.7 

Rochelle Milne attended today’s meeting to explain the change to this year’s Primary Care Quality 
Visit (PCQV) process which will move from an overall score based system to looking at 
unwarranted variation.  She explained that unwarranted variation was where differences exist in 
clinical outcomes that cannot be explained. For example, practices of similar demographic makeup 
may have varying levels of performance in health checks, cancer screening, childhood imms etc. 
which can then lead to poorer health outcomes for patients.  

Rochelle advised that the Primary Care Team has identified practices with the largest variation in 
performance once clustered with similar peers.  Contact has been made with these practices and 
the team will work with them to develop and implement actions to address this gap, with outputs 
being reported back to PCCC on a quarterly basis.  

The ask of the PCCC is support the approach that's outlined in the paper and note the risks. 

Will Blandamer thanked Rochelle for her work on this.  

Dr Cathy Fines inquired about how it is determined that the variation is unwarranted. Rochelle 
explained that in addition to the peer groupings the determination of unwarranted variation will be 
addressed during quality visits, where in-depth conversations with practices will take place to 
understand the underlying reasons for any differences. She reiterated that practices have been 
grouped into four clusters based on patient demographics and deprivation, which allows for more 
meaningful comparisons. This clustering removes population differences as a primary explanation, 
so when significant gaps are identified within these groups, the team can directly explore with 
practices whether the variation is warranted or not.  
  
Zoe added another key point from the paper is the importance of learning from high-performing 
practices within these peer groups, understanding what they do differently. Feedback from a 
previous member engagement event suggested that some successful practices attribute their 
results to having more compliant patient populations who respond well to invitations. In contrast, 
practices with lower uptake often report their patients are harder to engage. However, as Rochelle 
noted, by benchmarking practices with similar demographics, it becomes clear that some achieve 
better outcomes than others despite serving comparable populations. This highlights the value of 
sharing best practices and pairing high-performing practices with those facing challenges to 
support improvement. 
 
All members confirmed there were happy to approve this paper.  
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/11 Decision Noted the report   



 

 

 

D/07/12 Decision Supported the recommendation to focus PCQV around 
reducing unwarranted variation. 

 

 
10 Direct Commissioning Contacts Paper – Dental Relocation  
10.1 
 
 
 
 
10.2 
 
 
 
 
10.3 
 
 

Katie Heslewood explained that the Dental relocation paper shared with the committee was 
prepared by Cathrine Chambers from the GM Dental Team and had been presented to Delegated 
Contracting and Commissioning Panel (DCCP) for discussion and approval that month. The 
proposal involves two "My Dentist" practices seeking to relocate to The Rock.  
 
The panel supported the relocation in principle, noting that all stakeholder engagement and 
considerations had been addressed. However, final approval was deferred pending further review 
of the financial aspects, specifically whether a reduced Unit of Dental Activity (UDA) rate should 
apply and what that rate should be.  
 
The decision will be revisited at the August DCCP meeting, after which an update will be provided. 
It was confirmed that the relocated practice will accept NHS patients. 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/13 Decision Noted the updates provided.  

 
11 Quarter 1 Contracting Report  
11.1 
 
 
11.2 
 
 
 
 
11.3 
 
 
11.4 
 
 
 
 
 
11.5 
 
 
 
 
11.6 
 
 
11.7 
 

Rachele Schofield noted key points of the report which hadn’t already been discussed as part of 
the highlight report: 
 
Paediatric phlebotomy – Work to assure adherence to the change in acceptance criteria has taken 
place.  Reminders to both the provider and practices have been issued as many inappropriate 
referrals where still be received and actioned.  Rachele confirmed that as this is a block contract, 
there is no financial implication, it's more clinical quality. 
 
Primary Care Network (PCN) Directed Enhanced Service (DES) quarter 1 assurance templates 
have been sent; it is hoped these will be returned given the letter sent by Will Blandamer.  
 
Rachele explained that work has been undertaken to fully understand the enhanced access data 
with a view to trying to address underutilisation.  That work has identified that the historical 
utilisation included Did Not Attends (DNA's) therefore skewing the data. The calculations have now 
been amended and the data now includes both with and without DNAs, more information regarding 
this is documented in the paper.   
 
Zoe went on to state that this is important to understand as initially the problem was being 
considered a lack of referrals into EA by practices whereas in fact DNAs are just as much an issue.  
The improvement work will therefore look at reducing both DNAs and better matching appointment 
supply to demand.   
 
Quality Assured Spirometry (QAS), Rachele confirmed that the STAR form and PSR form have not 
been signed off, but are with GM. The service has started running and the paperwork is to follow. 
 
Adrian confirmed the committee notes and agrees to continue with the QAS funding. 
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/14 Decision Noted the updates provided.  
D/07/15 Decision The committee noted and agreed to continue with the QAS 

funding. 
 

 



 

 

 

12 General Practice Leadership Collaborative Update 
12.1  
 
 
 

Zoe Alderson, in the absence of Mark Beesley, provided a verbal update following the most recent 
General Practice Leadership Collaborative (GPLC) meeting, highlighting the key points including:  
 

• Receiving the papers for today PCCC 
• A discussion around the require changes to the terms of reference for the committee in 

light of the NHS reforms.  
• Weight Management and the preferred delivery model which was supported by those 

present as an alternative single provider model, as direct practice delivery was deemed 
unviable, with the GP Federation confirming their support to act as the provider if required. 
Final confirmation is pending as all PCNs were not represented at the meeting.  

• Additional discussions included neighbourhood contracts, the ICB reconfiguration, a GP 
board update, and current pressures in ADHD pathways.  

 
ID Type The Primary Care Commissioning Committee: Owner 
D/07/16 Decision Noted the updates provided.  

 
13 GP Patient Survey 
13.1  
 
 
 
13.2 
 
 
 
13.3 
 
13.4 
 
 
 
 
 
13.5 
 
 
 
13.6 
 
 
 
 

Katie Heslewood presented a summary of the 2025 GP Patient Survey results which were 
published in July 2025.  The was broken down to PCN level only as locality averages where not yet 
available.  
 
It was noted that there were no significant question changes from the 2024 survey, allowing for 
effective comparison between the 2024 and 2025 results to assess progress. Katie went on to 
highlight some of the results and achievements, all of which are detailed in the paper. 
 
Adrian Crook suggested to Will that these achievements are discussed at the Locality Board.  
 
Dr Cathy Fines added it's important to say that this survey is sent out indiscriminately and many 
patients who receive and respond to the survey may not have been to or tried to contact their GP 
during the last year. Cathy suggested there is an opportunity, now practices have got cloud-based 
telephony, to look at more granular detail about phones and to benchmark against other practices. 
Cathy suggested brining this to a member engagement event.   
 
Will Blandamer suggested a letter be drafted to PCN Clinical Directors to acknowledge and 
highlight examples of good practice, Katie is to produce the letters for Will to review, sign, and 
send. 
 
A lengthy discussion took place regarding communications, especially using social media to 
communicate achievements with the public. The lack of communication resource in GM is an 
issue. Adrian suggested using the Council website or Council Facebook page, Will agreed with this 
suggestion. 
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/17 Decision Noted the updates provided.  
A/07/02 Action Letters are to be drafted to acknowledge and highlight 

examples of good practice in respect of the GP Patient 
Survey.  

KH 

 
14 Finance Update 
14.1  
 
 

Simon O’Hare provided a finance update: 



 

 

 

14.2 
 
 
 
14.3 
 
 
 
 
 
 
14.4 
 

The finance position of the locality at month 3 is a forecast overspend of £3.6m, of which £1.7m 
relates to prior year pressures and the balance relates to complex care £1.4m, ADHD / ASD 
assessments £0.3m, with balance being pressures on estates. 
  
Within this the locality is also forecasting full delivery of £2.7m CIP / savings and it should be noted 
that the locality is forecast to spend the same amount of money as last year, which includes an 
increase in ADHD / ASD assessment costs, which is both a national and GM wide problem and so 
other expenditure has actually reduced. This is very positive performance and shows that the 
locality has suppressed inflationary pressures of around 6.5%, it is just that the settlement received 
by NHS GM was not sufficient to fund 2025/26 out turn. 
  
The locality will continue to work to contain this overspend and reduce it where possible. 
 

ID Type The Primary Care Commissioning Committee: Owner 
D/07/18 Decision Noted that there was no update provided.  

 
15 Any Other Business  
15.1  
 
 

Will Blandamer asked for it to be noted and recognised the potential leadership changes in Horizon 
and Prestwich PCNs are added as a risk on the risk register.  

ID Type The Primary Care Commissioning Committee: Owner 
D/07/19 Decision Noted the risk.  
A/07/03 Action Potential leadership changes in Horizon and Prestwich PCNs 

to be added as a risk on the risk register. 
ZA 

 
16 Date and time of next meeting  

 
16.1 

 
Date and time of next meeting: 

Monday, 29 September 2025, 3.30pm – 4:45pm via Teams 
 



 

28 July 2025 

 
Actions – Place Based Primary Care 

Commissioning Committee Page 1 of 2 
 

Place Based Primary Care Commissioning Committee  

Status Rating 
 

- In Progress   - Completed  - Not Yet Due 
 

- Overdue 
 

Date Reference Action Lead Status Due Date Update 

31 March 
2025 

A/03/01 Will Blandamer and Dr Cathy Fines to liaise 
with NHS GM colleagues regarding funding of 
MoCA training for GPs. 

Will 
Blandamer/Dr 
Cathy Fines  

 
May 2025 May 2025- Will to review and report outcome at the 

next PCCC meeting. 
28/07/25 – Zoe confirmed there is an alternative 
solution for this year, locally we are putting on 
Dementia training but will not be MoCA. There is a 
long-term solution needed, and this is to be 
discussed as part of the future model and how this 
is funded.  This action is therefore still ongoing work 
but for the purposes of the action log this action can 
be closed. 

28 May  

2025 

A/05/01 Zoe Alderson to raise ICE system access with 
IT lead Andrew Carter (new action following 
on from A/03/05) 

Zoe Alderson 
 

July 2025 28/07/25 – this action has been superseded by the 
GM Care Record. Action can be closed.  

28 May 

2025  

A/05/04 GP year end report EA usage calculations- 
separate meeting to be arranged between 
Mark Beesley and primary care team 
colleagues to discuss the percentage of hours 
offered against the EA DES. 

Mark Beesley/ 
Rachele 
Schofield 

 
July 2025 28/07/25 – This has been resolved, details of this 

are in the Q1 Contracting Paper. Action can be 
closed.   

28 July  

2025 

A/07/01 The committee Declaration of Interest register 
is to be updated with the new Decleration of 
Interest from Will Blandamer. 

Faith O’Brien 
 

September 
2025 

 

28 July  

2025 

A/07/02 Letters are to be drafted to acknowledge and 
highlight examples of good practice in respect 
of the GP Patient Survey. 

Katie 
Heslewood   

September 
2025 

 

28 July  

2025 

A/07/03 Potential leadership changes in Horizon and 
Whitefield PCNs to be added as a risk on the 
risk register. 

Zoe Alderson 
 

September 
2025 
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Executive Summary 
 
In May 2024, a project exploring patient experiences with prescription processes in Bury was undertaken by 
Healthwatch. The project aimed to identify key issues and good practice with several recommendations for 
consideration. 
 
A follow-up to this report was conducted in July 2025. A total of 41 responses were collected through brief 
surveys and community conversations.  
 
Key findings to note include: 

• Most participants felt comfortable asking questions about their medication. 
• Many use the NHS app, however further awareness of the support to use digital tools is needed. 
• Most understand the importance of regular medication reviews, though some uncertainty remains, and 

further work is needed to ensure clear communication about medication changes is received. 
 
Recommendations 
 
The Primary Care Commissioning Committee is required to: 

 
• Receive the Healthwatch Prescriptions Project follow-up report, October 2025. 
• Consider the collective response to the key findings and recommendations. 
• Support the ongoing Bury wide implementation of patient-led ordering (PLO). 

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☒ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 



 

 

Links to Locality Plan priorities  
                
  

Scale our work on Population Health Management - Improve population health and reduce 
health inequality of those in the most disadvantaged areas 
 

☐ 

Drive prevention, reducing prevalence and proactive care – supporting Demand Reduction 
through primary intervention, secondary preventions and tertiary prevention 
 

☒ 

Transforming Community Care in Neighbourhoods - fully realising the benefit of 
neighbourhood team working with a focus on the assets of residents and communities and 
providing proactive care 
 

☒ 

Optimise Care in institutional settings and prioritising the key characteristics of reform. 
 ☐ 

 

Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☒ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☒ 

N/A 
☐ 

Are there any quality, safeguarding or patient 
experience i mplications? Yes ☒ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☒ No ☐ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted ? Yes ☐ No ☒ N/A ☐ 

Are there any conflicts of interest arising from the 
proposal or decision being requested? Yes ☐ No ☒ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☒ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☒ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? Yes ☐ No ☐ N/A ☒ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 
An Equality Impact Assessment has been completed for the Patient-led ordering work by NHS GM, the work is 
supported by the overarching GM framework. 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☒ N/A ☐ 

 
 

 



 

 

Governance and Reporting 
Meeting Date Outcome 
N/A 
 

       

 
 

       

 
 
  



 

 

Healthwatch Prescriptions Project Report 
 
1. Introduction 
 
1.1. A project exploring patient experiences with prescription processes in Bury was 

undertaken by Healthwatch in May 2024. 
 

1.2. The project aimed to identify key issues and good practice with several 
recommendations for consideration. 

 
1.3. An engagement exercise was undertaken to explore early patient experience with the 

implementation of Patient-led ordering in the Bury North neighbourhood. A follow-up 
report was conducted by Healthwatch in July 2025. 

 
1.4. This engagement was conducted in collaboration with Bury Integrated Care partners to 

support ongoing improvements in the Bury-wide implementation of PLO. 
  

 
2. Background 
 
2.1. Patient-led ordering (PLO) is a process by which patients, or their carers request repeat 

prescriptions directly from their GP practice. This aims to reduce medicines waste, 
improve safety & empowering patients by having more control over their medication 
ordering. 
 

2.2. There were several recommendations form the Healthwatch report in May 2024. A 
collaborative response was issued by NHS Greater Manchester (GM) Bury, Bury IDC & 
GM LPC. 
 

2.3. The table in appendix I demonstrates the collaborative work across the system in 
response to the May 2024 report recommendations. 

 
2.4. The follow-up report includes several recommendations. In collaboration with NHS GM, 

the locality continues to adapt the implementation of PLO and make improvements to 
ensure patients’ needs are met. 

 
3. Key findings and recommendations 

 
3.1 The NHS App allows for carers to access proxy accounts for patients, to order 

medication on their behalf. Strengthening messages on the NHS App features for proxy 
access will be included in the training and implementation during this roll-out. Currently, 
the NHS App requires both patient and carer to be registered at the same practice for 
proxy access. The recommendation regarding flexibility with linked accounts and 
availability to access tools has been fed back to NHS digital. 
 



 

 

3.2 Processes around prescription management, including communication of medication 
changes is managed by individual practices and based on their workforce composition 
to ensure it is efficient and safe. Several methods are in place to support awareness of 
medication reviews e.g. helplines, text messages and community pharmacies continue 
to help patients with concerns around medicines. We will further explore ways in which 
medication reviews can be promoted and raise the awareness of their importance to 
patients. 

 
3.3 There is a continued commitment through partnership working in Bury, in collaboration 

with NHS GM, to learn and adapt based on patient feedback, user experience and adopt 
good practice. Bury Integrated Care partners will continue to collaborate with 
Healthwatch Clinical Advisory Group during the remaining phases of the Bury-wide PLO 
rollout. 

 
4 Recommendations 

 
4.1 Support the system approach and collaborative efforts to date. Support the continued 

roll out of Patient-led ordering in Bury. 
 
 
5  Actions Required 

 
5.1   The Primary Care Commissioning Committee is required to: 

• Receive the Healthwatch Prescriptions Project follow-up report, October 2025. 
• Consider the collective response to the key findings and recommendations. 
• Support the ongoing Bury-wide implementation of patient-led ordering (PLO). 

 
 
Salina Callighan 
North Cluster Lead Pharmacist and Head of Medicines Optimisation, Bury 
Salina.callighan@nhs.net  
November 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Salina.callighan@nhs.net


 

 

 
 
 
 
Appendix I: Local actions to support recommendations from May 2024 report. 
 
Recommendations from the “Healthwatch Prescriptions 
Report” for Bury in May 2024 

Local Actions implemented to support this 
 

Improve 
Communication 
and Coordination 

Better Collaboration: Improve 
communication between GP surgeries, 
pharmacies, and patients to avoid delays 
and reduce prescription mistakes. 

Communication and engagement have been carried out at both local and 
neighbourhood level to ensure messaging is being delivered effectively and 
consistently. Information has been shared regarding the planned rollout of PLO 
via the NHS App. Below are some examples of who we have collaborated with 
and how we have achieved this: 
 
1. Local Pharmaceutical Council (LPC) & GM PLO Task & Finish group 
2. Bury GP Webinar 
3. Neighbourhood Clinical Advisory Group 
4. Bury North and Prestwich PCN/ Neighbourhood meetings 
5. North Neighbourhood Workshops 
6. Written communication shared with Community Pharmacies and General 

Practices 
7. Community Pharmacies and General Practices are informing patients of 

prescription changes 12-weeks ahead of implementation through 
appropriate means of communication. 

8. Communication/ messaging being shared via local community groups e.g. 
Healthwatch.  

9. Development of an NHS Tile on the Bury Directory, aimed at raising 
awareness and encouraging use of the NHS App, promoting self-care. 

10. Wider system partners including the VCFA, Age UK, Healthwatch, Bury 
Carers Hub, Social Prescribers, the Older People's Network, and Digital 
Inclusion Team have been engaged to help shape messaging and provide 
support with the development of the NHS Tile. 

11. Q&A learning session held for General Practice and Community Pharmacy 
teams in the North neighbourhood to facilitate shared learning and support 
the broader system rollout. 

12. Monthly meetings with Healthwatch to share regular updates on 
improvements and to discuss any blockages/ barriers. 

Regular Training: Keep staff up to date The Primary Care Digital Facilitator has provided hands-on support to general 



 

 

with ongoing training on the latest 
procedures and technologies. 

practice staff, offering training on the NHS App to enable them to assist patients 
effectively. Additionally, a GM toolkit is available and shared to guide staff, 
integrated within the local Standard Operating Procedure (SOP). 

Upgrade Digital 
Systems 

Modernise Tech: Update and integrate 
digital systems to manage prescriptions 
better, ensuring medicines are always 
available when needed. 

GM toolkit is shared with Community Pharmacy colleagues to enhance the use 
of the NHS app prescriptions functions. Presented at a GM Community 
Pharmacy webinar to share learning. Improved communication methods 
between General Practice and Community Pharmacy to support challenges 
around stock availability. 

Support and Educate: Offer thorough 
technical support and training so patients 
and staff can make the most of digital tools 
like the NHS app. 

Technical support is available to staff through the Primary Care Digital Facilitator, 
complemented by guidance within the GM toolkit. This ensures access to tailored 
advice and assistance. 
To help patients, we have been collaborating with system partners to deliver and 
promote digital support across community settings. This support is available 
through: 
 
• General Practice 
• Community Pharmacies 
• Social Prescribing drop-in sessions, supported by Healthwatch 
• Digital Buddy Volunteers via “Digital for All” community sessions 
 
Additionally, a dedicated “NHS App” tile has been created on the Bury Directory 
to help residents navigate the NHS App. It offers guidance on setup, 
troubleshooting, accessing online and in-person support, connecting with wider 
community resources, and promoting digital inclusion. 
NHS App | Bury Directory 

Make the NHS 
App Easier to Use 

Fix Technical Problems: Sort out any 
technical issues quickly so the NHS app 
works well across all NHS trusts. 

A dedicated “NHS App” tile has been created on the Bury Directory which 
includes to help around account recovery should patients experience any 
problems. Alternatively general practice and community pharmacy may be able 
to support or direct you to local community groups and offer Re: digital support. 

Promote the Benefits: Highlight the app’s 
advantages and provide clear instructions 
to encourage more patients to use it 

The benefits of the NHS App are actively promoted through ongoing 
communications circulated across the borough for staff. In addition, wider system 
partners including the VCFA, Age UK, Healthwatch, Bury Carers Hub, Social 
Prescribers, and the Older People's Network etc. have been engaged to help 
shape messaging and provide support with the development of the NHS Tile on 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.theburydirectory.co.uk%2Fhealth-and-wellbeing%2Fnhs-app&data=05%7C02%7Csalina.callighan%40nhs.net%7C6df5bb86355a4f28062008de0b386493%7C37c354b285b047f5b22207b48d774ee3%7C0%7C1%7C638960533996338576%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=zeY2cwl%2B8Y8O4is6rnxiVWEnDGdXRao%2BME1Tp9N19y4%3D&reserved=0


 

 

the Bury Directory, aimed at raising awareness and encouraging use of the NHS 
App, promoting self-care. 

Improve Patient 
Support 

Provide Extra Help: Offer additional 
support for patients managing their 
prescriptions, including help from family or 
carers 

General practices and community pharmacies are working together to support 
patients who may struggle to manage prescriptions via the NHS App due to 
medical conditions, sensory impairments, or lack of digital access. Alternative 
ordering options are available for these individuals, and the local council is 
helping to tackle digital exclusion by offering SIM cards and exploring ways to 
provide access to digital devices. Patients with support from carers or family 
members can also receive help through general practice, pharmacies, the Bury 
Directory, and community groups. Where carers are registered at the same GP 
practice, dual NHS App accounts can be set up to allow them to order 
prescriptions on the patient’s behalf. 

Set Up Helplines: Signpost to or set up 
helplines or support centres to assist 
patients with any prescription-related 
questions or problems. 

Support for the NHS App is available through the dedicated team at 
https://www.nhs.uk/nhs-app/ . Additionally, a Q&A section on the Bury Directory 
helps guide patients with common queries, while specific prescription-related 
concerns can be addressed by contacting community pharmacies or general 
practices. 

Encourage 
Holistic Health 
Approaches 

Suggest Non-Medication Options: 
Encourage GPs to recommend alternatives 
like exercise, social prescribing, and other 
holistic health practices. 

Social prescribers are integrated into neighbourhood teams, with strong links to 
prescribers, to support non-medical options and support for patients. Social 
prescribing teams have also opportunistically supported with NHS App 
promotion and supporting patients to use the NHS App. 

Raise Awareness: Increase 
understanding and use of alternative 
prescribing methods to give patients more 
comprehensive support. 

Electronic prescribing through the NHS App is the preferred method for ordering 
repeat prescriptions and is currently being implemented across the borough. To 
support this, proxy ordering is available, allowing carers or family members to 
manage prescriptions on behalf of patients via linked NHS App accounts. For 
individuals identified as vulnerable, general practices and community 
pharmacies will explore alternative ordering options to ensure their needs are 
met. This information is being communicated with public facing staff/ community 
teams. 

Commit to 
Ongoing 
Improvement 

Keep Monitoring: Continuously monitor 
and research to ensure changes are 
working well and address any new issues 
that come up. 

An evaluation is planned in the North neighbourhood following 12 months of the 
NHS App’s Prescription Ordering Line (PLO) go-live, aiming to capture key 
outcomes.  
 
The locality will continue to monitor uptake and usage of the NHS App.  

https://www.nhs.uk/nhs-app/


 

 

Gather and use Feedback: Regularly 
collect patient feedback to find areas for 
improvement and make sure the 
prescription process meets their needs 

Collaborative work with Healthwatch has been ongoing since the initial report in 
May 2024, and a further request has been made for Healthwatch to conduct an 
additional evaluation in 2025 to assess the impact of the PLO since its 
implementation in the North. 
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Introduction to Healthwatch Bury 
 

This report has been produced by Healthwatch Bury. The Healthwatch network 

consists of 152 Healthwatch organisations across each of the local authority areas in 

England. It also has a national body called Healthwatch England based in London. 

We are all independent organisations who aim to help people get the best out of 

their local health and social care services, whether it’s improving them today or 

helping to shape them for tomorrow. 

Everything we say and do is informed by our connections to local people and our 

expertise is grounded in their experience. We are the only body looking solely at 

people’s experience across all health and social care in Bury. As a statutory 

watchdog, our role is to ensure that local decision makers put the experiences of 

people at the heart of their care so that those who buy (commissioners) and provide 

our services (NHS Trusts, GPs, the voluntary sector and independent providers) can 

benefit from what Bury people tell us. Our reports on various elements of health and 

social care in Bury can be found on our website at the following link: 

healthwatchbury.co.uk or by contacting us directly using the details on the back 

cover. 
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Executive Summary 

As a follow-up to Healthwatch Bury’s initial research into the local prescription 

process, an engagement exercise was carried out to explore early patient 

experiences with patient-led prescription models in the Bury North area. This short-

term engagement, conducted in collaboration with Bury Integrated Care, aimed to 

gather quick insights into whether recent changes are beginning to address 

previously identified issues. 

A total of 41 responses were collected through brief surveys and community 

conversations. This snapshot builds on the original project, which highlighted 

concerns around communication breakdowns, prescription errors, and the usability 

of digital tools like the NHS app. 

This follow-up highlights that while some progress may be underway, key challenges 

remain. Continued efforts are needed to improve digital access, strengthen 

communication between healthcare providers and patients, and ensure timely, 

reliable access to medications. These insights will inform future recommendations 

and support ongoing improvements in patient-led prescription services across Bury 

North.  
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What is Patient Led Ordering 

 

 

 

 

 

 

 

 

Patient-led ordering is a model that empowers individuals to take direct control of 

their repeat prescriptions, typically through digital platforms such as the NHS App. 

Instead of relying on pharmacies or GP practices to automatically reorder 

medications, patients are responsible for requesting their prescriptions when 

needed. This approach is being promoted across Greater Manchester as part of 

efforts to improve safety, reduce waste, and increase patient autonomy. 

In Greater Manchester, patient-led ordering has been shown to: 

• Reduce medication waste by preventing unnecessary or duplicate 

prescriptions. 

• Improve safety by ensuring patients only receive medications they actively 

request and still require. 

• Improve efficiency for GP practices and pharmacies by streamlining 

prescription workflows. 

• Empower patients to manage their own health more proactively, increasing 

engagement and confidence. 

• Support digital transformation through increased use of the NHS App, while 

recognising the need for inclusive alternatives for those unable to use digital 

tools. 

Importantly, the model includes exemptions and support for vulnerable groups, 

such as those with cognitive impairments, language barriers, or complex 

medication needs, ensuring that patient-led ordering remains accessible and 

equitable. 
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• Confidence and Cost: Most participants feel comfortable asking 

questions about their medication and do not report financial barriers to 

accessing prescriptions. 

 

• Social Prescribing: Traditional medication remains the primary 

recommendation from GPs, with limited evidence of broader social 

prescribing practices being implemented. 

Key findings 
  

 

• Access and Communication: Some patients continue to face 

challenges in securing GP appointments and receiving clear 

communication about medication changes. 

 

• Pharmacy Delays: Delays in obtaining medication persist, often due to 

stock issues or supply chain problems at pharmacies. 

 

 

• Digital Engagement: While many respondents use the NHS app, a 

significant number do not. This suggests a need for greater awareness 

and clearer guidance on how to use digital tools effectively. 

 

• Medication Reviews: Most patients understand the importance of 

regular medication reviews, though some uncertainty remains—

indicating a need for better education and promotion of these 

reviews. 
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Our recommendations:  
 

The key recommendations to local service providers and commissioners include the 

following: 

1. Improve communication by notifying patients of prescription changes 

via SMS/email and provide clear updates during GP/pharmacy visits. 

 

2. Enable carer-linked accounts to support patient-led prescribing by 

improving NHS App accessibility and simplifying digital navigation for 

carers and dependents — with the flexibility for linked accounts to be 

established even when patients and carers are registered with different 

GP practices. 

 

3. Promote pharmacy delivery services and make patients aware they 

can change their nominated pharmacy if they are having an issue.  

 

4. Promote info on transport options by utilising what is available locally.  

 

5. Promote Medication Reviews by raising awareness of the importance of 

medication reviews. 

 

6. Streamline repeat prescriptions by improving app reliability and 

guidance and support people with access tools (e.g. speech to text, 

interpretations services etc.) 

 

7. Develop better awareness amongst GPs of social prescribing option 

within the local community.  

 

8. Engage underrepresented groups in patient participation groups 

and/or consultations.  

 

9. Provide options for translation services for patients and improve 

outreach and communication.  
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Background 

This report builds on Healthwatch Bury’s previous work exploring patient experiences 

with the prescription process, with a specific focus on the Bury North area and the 

introduction of patient-led ordering prescription model. The primary aim of this 

follow-up engagement was to assess whether recent changes—particularly those 

promoting patient autonomy in ordering prescriptions—are beginning to address 

longstanding issues such as communication breakdowns, prescription delays, and 

digital access barriers. 

The Bury Metropolitan Borough, home to 193,846 residents (2021 Census)1, presents a 

diverse and aging population with significant healthcare needs. Chronic conditions 

such as cardiovascular disease and diabetes are prevalent, especially among older 

adults, many of whom rely on regular prescriptions to manage their health23. In Bury 

North, where this engagement was concentrated, these challenges are 

compounded by mobility limitations, digital exclusion, and a growing reliance on 

carers. 

Previous research highlighted systemic issues including poor coordination between 

GP practices and pharmacies, administrative errors, and limited usability of digital 

platforms like the NHS app. These concerns remain relevant, as 33% of respondents 

in this follow-up still do not use the NHS app, and 41.5% require assistance from family 

or carers to manage their prescriptions. 

While national studies have shown that electronic prescribing can improve 

efficiency and reduce errors, they also reveal inconsistencies in implementation and 

user experience across regions. This localised engagement provides valuable insights 

into how these systems are functioning in practice within Bury North, and whether 

they are meeting the needs of patients. Initial findings suggest that while some 

improvements are evident, particularly in pharmacist confidence and prescription 

collection, key barriers persist. These include digital literacy gaps, inconsistent 

communication, and procedural delays. The feedback gathered will inform future 

recommendations and support ongoing improvements in patient-led prescription 

services, ensuring they are inclusive, efficient, and responsive to the needs of Bury 

North’s population. 

 
1 Bury (Metropolitan Borough, United Kingdom) - Population Statistics, Charts, Map 

and Location 
2 Home - Office for National Statistics 
3 Local Authority Health Profiles - Data | Fingertips | Department of Health and 

Social Care 

Further context:    

• Pharmacy Report 2023-24 (parliament.uk) 

• Patient Led Ordering of Medicines | Greater Manchester Integrated Care 

Partnership 

• Patient-led ordering 

• NHS App | Bury Directory 

• We’re all community pharmacy 

 

https://www.citypopulation.de/en/uk/northwestengland/wards/E08000002__bury/
https://www.citypopulation.de/en/uk/northwestengland/wards/E08000002__bury/
https://www.ons.gov.uk/
https://fingertips.phe.org.uk/profile/health-profiles/data#page/1/ati/302/are/E08000002
https://fingertips.phe.org.uk/profile/health-profiles/data#page/1/ati/302/are/E08000002
https://committees.parliament.uk/publications/45156/documents/223614/default/
https://gmintegratedcare.org.uk/campaign_resource/campaigns/patient-led-ordering-of-medicines/
https://gmintegratedcare.org.uk/campaign_resource/campaigns/patient-led-ordering-of-medicines/
https://gmpcb.org.uk/general-practice/working-with-community-pharmacy/patient-led-ordering/
https://www.theburydirectory.co.uk/health-and-wellbeing/nhs-app
https://greatermanchester.communitypharmacy.org.uk/wp-content/uploads/sites/118/2025/01/CPGM-PLO-final.pdf
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Methodology  
 

 

 

 

 

  

To explore patient experiences with the evolving prescription process, 

particularly the introduction of patient-led ordering models in Bury North, 

Healthwatch Bury developed a short survey aimed at capturing real-time 

feedback from local residents. 

The survey was officially launched in March 2025 and promoted through a 

variety of community-based engagement methods, ensuring accessibility and 

inclusivity. These included: 

➢ Face-to-face outreach, such as park bench surgeries, coffee mornings, 

and community events held across Bury North. 

➢ Visits to local support groups and community hubs, including: 

➢  

• Speakeasy 

• Ramsbottom Christ Church Food Bank 

• Cozy Corner at Tottington Methodist Church 

• Parkinson’s Support Group 

• Bolton Road Methodist Church Food Bank 

• Greenmount Cuppa and Chat 

These activities enabled Healthwatch Bury to gather insights from a broad 

cross-section of the community, including older adults, carers, and individuals 

managing long-term health conditions. A total of 41 responses were collected, 

forming a valuable snapshot of early experiences with patient-led prescription 

services. 
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Findings 
 

As part of a short-term engagement exercise 

conducted between March and July 2025, 

Healthwatch Bury gathered feedback from 41 

residents in the Bury North area regarding their recent 

experiences with the prescription process. All 

participants had received a prescription from a 

healthcare professional within the past 12 months, 

ensuring that the insights reflect current and relevant 

experiences. 

Respondents were asked to rate their overall 

satisfaction with the prescription process, including 

aspects such as ease of access, efficiency, and 

communication. The responses provide a valuable 

snapshot of how patients are experiencing the 

evolving patient-led prescription model, and whether it 

is beginning to address previously identified 

challenges.  

How satisfied were you with the process of getting 

a prescription overall? 

 

 

 

41 
responses to 

the survey 

 

 

 

 

78%  

said they were 
satisfied with 
the process 

overall.  

Overview 

Very 

satisfied

32%

Satisfied

46%

Neither 

satisfied 

nor 

dissatisfied

7%

Dissatisfied

15%



 

  

PRESCRIPTIONS FOLLOW UP PROJECT REPORT 10 

 

Initial Contact with Healthcare Professionals 

We assessed quality and satisfaction with the first 

point of contact before receiving a prescription. 

71% of respondents were very satisfied or satisfied 

with their initial contact with the healthcare 

professional prior to getting a prescription. This is 

slightly higher than reported last year (65%), which 

is a positive trend. 

 

Only 8% of respondents reported being dissatisfied 

with initial contact, and nobody reported being 

very dissatisfied. This figure is much lower than the 

2024 report, where 17% were dissatisfied or very 

dissatisfied. Thus, this is also a positive trend. 

However, 23% are neutral.  

 

Some respondents reported difficulty in getting a 

GP appointment, which is an issue that was also 

reported last year. Thus, this is an ongoing difficulty.  

 

 

 

 

Initial 
Contact 

 

 

“It can be difficult 

to obtain the 

appointment prior 

to [getting a] 

prescription”  

Survey Respondent  

 

Initial 
Contact 
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Have you ever encountered challenges or delays in 

getting your prescriptions approved? 

 

 

 

 

 

 

 

 

48% of respondents reported no challenges or delays 

in getting their prescriptions approved, but 48% did. 

Last year 52% reported challenges, thus indicating 

that this is still an ongoing issue.  

Lack of Communication 

“[...] I felt there was a lack of communication from 

the practice.” - survey respondent  

Some of the comments made about delays related 

to lack of communication. One respondent said 

they were not informed of changes to their repeat 

prescription and as a consequence, nearly ran out 

of tablets. Another mentioned about lack of 

communication regarding their batch prescription 

being discontinued on several occasions. This shows 

that patients may not always be aware about 

changes made to their prescriptions.   

Lack of communication was also identified last year; 

this therefore remains an ongoing issue. 

Issues with medication 

Some respondents reported issues such as items 

being out of stock or the chemist not being able to 

get hold of the medication. Another mentioned that 

they’ve been told to order earlier as their 

medication now takes longer to deliver. Thus, there 

appears to be practical barriers that patients face, 

potentially causing inconveniences.  

 

 

 

48% 
had not 

experienced 
delays in 

getting their 
prescription 
approved.   

 

Getting 
prescriptions 

approved Yes

48%

No

48%

Other 

(please 

specify):

23%



 

  

PRESCRIPTIONS FOLLOW UP PROJECT REPORT 12 

 

The majority of respondents (68%) were very 

satisfied with their latest experience of collecting a 

prescription, encountering no issues. This is a higher 

figure than reported last year (54%). This suggests 

that there may have been improvements with the 

process. 

A few respondents mentioned that they had their 

prescriptions delivered.  

However, there are still some reported issues. 8% 

said they had to wait due to the pharmacy being 

very busy, 5% said their prescriptions were not 

ready, and 13% were told to return at a later time to 

collect it. This shows that there are still some issues 

regarding delays, as reported last year.  

 

 

Most respondents (92%) felt comfortable and 

confident asking for further information about 

medication or their condition from their 

pharmacists. This is very positive and illustrates that 

confidence in pharmacists is high. 

This figure is slightly higher than reported last year 

(84%), indicating a positive trend. 

 

 

 

 

 

 

 

 

 

 

 

 

68% 
reported being 
very satisfied, 

experiencing no 
problems in 

collecting their 
prescriptions.  

Collecting 
prescriptions 

92% 
felt comfortable 
and confident 

asking for further 
information about 
medication from 
their pharmacist.  

 

Confidence 
in 

pharmacist
s 
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92% of respondents said that they felt the 

information they received about their medication 

was in an accessible format. This is a higher 

percentage than reported last year (83%), 

indicating a positive trend.  

Insights from the Speakeasy NHS App Focus Group 

further highlight the importance of accessible 

formats, especially for individuals with aphasia, 

visual impairments, or cognitive limitations. 

Participants expressed significant challenges using 

the NHS App due to complex login procedures, lack 

of simplified language, and physical barriers such as 

reduced motor skills. Many relied on carers to 

manage prescriptions and preferred traditional 

communication methods like phone calls or in-

person visits.  

 

Are there any transport issues that affect your 

ability to access your prescriptions? 

 

Transport-related challenges in accessing 

prescriptions have shown modest improvement 

between 2024 and 2025. In the initial report, 8% of 

respondents reported difficulties due to transport, 

whereas in the follow-up engagement, this figure 

dropped to 5%. This reduction may be attributed 

to the increased use of delivery services, which 

were utilised by 29% of respondents in 2025. These 

services play a crucial role in supporting patients 

with mobility issues or limited access to transport, 

helping to ensure more equitable access to 

medications across the Bury North area. 

92% 
indicated they 

received 
medication 

information in an 
accessible format. 

 

 

 

 

 

Yes

5%

No

66%

I get my prescription 

delivered

29%

Accessibility 

 

 

 

 

 

 

Transport 
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The proportion of patients reporting financial 

concerns related to prescriptions has decreased 

significantly—from 6% in 2024 to just 2.5% in 2025. 

This positive shift may reflect improved awareness 

of prescription charge exemptions, better access 

to financial support information, or more 

consistent application of eligibility criteria. While 

the number remains small, it highlights progress in 

reducing cost-related barriers to medication 

access, particularly for vulnerable groups.  

 

 

 

 

 

 

In 2025, 30.8% of people reported difficulties 

arranging their repeat prescriptions, showing a 

slight improvement from 34% in 2024. Despite this 

progress, many still face challenges, particularly 

with app functionality and communication 

between patients and healthcare providers.  

Whether managed personally or by a family 

member, the process can be frustrating when 

digital tools fail to work reliably or when updates 

and confirmations are unclear.  

Continued improvements in technology and 

clearer communication channels are essential to 

make repeat prescriptions more accessible.    

 

97.5% 
of respondents 

reported no 
financial barriers or 
concerns related to 

the cost of their 
prescriptions.  

 

Cost of 
Prescriptions 

 

 

Repeat 
prescriptions 
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53% of respondents reported a good 

understanding of the importance of regular 

medication reviews. However, there appears to be 

a lot of uncertainty here. 25% reported they 

understood the importance somewhat well, and 

the remaining respondents were either unsure or 

did not really understand the importance of such 

reviews. 

Thus, there arguably needs to be more awareness 

of the importance of regular medication reviews. 

Experience of scheduling and attending 

medication review appointments 

46% of respondents found this easy to very easy, 

compared to 42% last year. 

20% of respondents reported a neutral experience, 

which is a higher figure than last year (12%). 

However, 23% of respondents found this difficult to 

very difficult (the same figure as last year). This 

illustrates that whilst a lot of respondents had no 

issues with the process, there are still some who do. 

One reported that they had not had a medication 

review for a long time, and another could not 

recall having one. 

 

 

 

 

 

 

 

 

 

 

 

46% 
of 

respondents 
found it Easy 

or Very Easy to 
schedule and 

attend 
medication 

reviews.  

 

 

 

 

Medication 
review 
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We asked patients to share with us if and how they 

use the NHS app, the results below:  

Almost half of the respondents (40%) use the NHS 

application to order repeat prescriptions. 33% use it 

to access their medical records. These appear to be 

the most popular reasons for using the app. 

20% use it to set up a preferred pharmacy for 

collection. 

However, 33% reported that they do not use the NHS 

app. This is a similar figure to what was reported last 

year (38%) which shows that digital accessibility 

remains an issue. Therefore, it may be recommended 

to raise more awareness regarding the app or seek 

to improve access to it. 

The NHS app and accessibility for patients with 

aphasia: 

Healthwatch spoke to individuals living with aphasia, 

many of whom reported difficulties navigating the 

NHS app. Some also mentioned that they had older 

devices, which also made the app harder to use. 

Carers often take over digital health tasks, but they 

are frustrated with the lack of support linking family 

accounts. 

As a result, patients with aphasia prefer more 

traditional communication methods such as phone 

calls or in person contact. 

 “I cannot use the NHS app to access my prescription 

since having a stroke. There is just too many steps in 

the registration process, the authentication, 

password, email address all are difficult steps, and I 

hit a wall. I have difficulty reading, typing and 

understanding information. So, my husband has to 

deal with all my prescriptions with the GP as he 

doesn’t understand technology to use the app.” - a 

patient living with aphasia. 

More information about Speakeasy group further 

down this report.  

 

 

40%  
of respondents 
use the NHS 
app for 
ordering their 
repeat 
prescriptions.   

 

 

“[The] NHS app 
[is the] most 
complicated 
thing, I don't 
use it. I have 
tried.” - survey 
respondent   

NHS 
application 
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We asked if patients had ever been directed to 

anything else other than medication.  

A significant majority of respondents (72% 

compared to 76% last year) indicated that they 

have not been directed to anything other than 

medication. This suggests a predominant reliance 

on medication in their treatment plans. 

Exercise is the most common non-medication 

recommendation, with 16% of respondents 

reporting this. It indicates a recognition of the 

benefits of physical activity in managing health. 

Social prescribing, where individuals are directed 

to non-medical support such as community 

activities, was mentioned by 8% of respondents. 

This suggests some awareness and use of holistic 

health approaches. 

The data highlights a significant reliance on 

medication, with exercise being the most 

common alternative recommendation. There is a 

diversity of other interventions, but their relatively 

low mention suggests an opportunity for broader 

implementation of holistic health strategies.  

 

 

 

72%  
of respondents 
have not been 

directed to 
anything other 

than medication. 

 

 

16% 

 of respondents 
have been 
prescribed 

exercise by their 
health 

professional.  

Alternative 
prescribing 
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Patients report mixed experiences when 

accessing prescriptions. Positive relationships with 

pharmacies highlight helpful, respectful service 

and good communication. However, systemic 

pressures on GP surgeries and pharmacies are 

evident, affecting service consistency despite 

their continued compassion and care. 

Challenges include unclear prescription 

transitions (e.g., from prescribed to 

OTC), centralised dispensing that reduces 

transparency, and staff changes that impact 

service quality.  

Digital tools like the NHS App are seen as overly 

complex and inaccessible, limiting their 

usefulness. While email communication and 

delivery services are appreciated, overall 

accessibility remains a concern. Patients feel the 

process is fragmented and in need of 

improvement to ensure clarity, convenience, 

and better support. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Positive 
feedback was 

received about 
helpful, 

respectful 
services and 

good 
communication 

Accessing 
prescriptions 
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The demographic survey data reveals a 

predominantly older, female, White British, and 

Christian population. The high percentages of 

long-term conditions and disabilities align with 

the older age distribution. There is a notable 

presence of carers. The respondents are diverse 

in marital status. The respondents are mainly 

heterosexual and White British. This shows the 

responses represent may not be representative 

of all different groups of population.  

Gender and Age Distribution 

The majority of respondents were female (77%), 

with males making up 23%. This may affect the 

survey's results, potentially highlighting issues 

and treatments more relevant or accessible to 

women. 

The age distribution shows a predominantly 

older population: 

• 58% are 75+ years 

• 20% are 65-74 years 

• 12% are 55-64 years 

• 8% are 45-54 years 

• Only 2% are under 45 years  

This indicates that the survey results are more 

reflective of the experiences and needs of an 

older demographic. 

Geographical distribution  

The respondents are primarily from 

Ramsbottom, Elton, and North Manor (93%), 

followed by Redvales (5%), and Radcliffe (2%).  

Ethnicity  

A large majority (93%) identify as White British. 

Other notable groups include: 

• 2% White Irish 

• 2% Asian and White 

47% 
of respondents 

live with a 
long-term 
condition. 

 

16%  
of respondents 

have a 
disability.  

 

  

Demographics  
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This may mean the survey findings might not fully 

capture the experiences of minority ethnic 

groups. 

Sexuality  

Most respondents are heterosexual (94%), with 

smaller percentages identifying as asexual (3%) 

and 3% preferred not to say. This suggests the 

data is predominantly reflective of heterosexual 

experiences. 

Religion: The respondents are mostly Christian 

(86%) or have no religion (11%), 3% prefer not to 

say  

This indicates a significant Christian 

representation, but also a notable proportion of 

people with no religious affiliation. 

The respondents are varied in their marital status: 

• 43% widowed 

• 34% married 

• 11% divorced 

• 6% single 

• 3% separated 

• 3% prefer not to say  

This diversity suggests that a wide range of 

personal circumstances are represented. 

Health Conditions and Disabilities 

• 47% have long-term conditions, which is 

significant considering the age distribution 

• 19% consider themselves to be carers. 

• 16% have a disability 

These figures highlight the high prevalence of 

long-term conditions and disabilities, reflecting 

the likely health challenges faced by the 

respondents. 

 

 

 

 

 

19%  

of respondents 
are carers.  

Demographics  
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Healthwatch Bury’s Visit to Speakeasy 
 

In addition to visits to community groups mentioned above, Healthwatch 

Bury engaged with attendees at the Speakeasy Charity in Ramsbottom, an 

organisation supporting individuals living with aphasia. A total of 45 

participants, including people with aphasia, carers, and relatives, shared 

their experiences and views in group discussions. 

Questions asked:  

•  How easy and accessible is the NHS App for you to download and use? Do 

you have any barriers with the NHS App, and if so, what difficulties are you 

experiencing? 

• How do you feel when ordering on behalf of the person you care for/ 

relative? Is it relatively easy or do you experience any challenges? 

Key Findings: 
 

Digital Access Barriers: 

• Many participants with aphasia reported difficulties navigating the NHS 

App due to complex login procedures, multi-step authentication, and 

cognitive or physical limitations (e.g. difficulty reading, typing, and 

processing information). 

• Older devices hinder functionality (e.g. facial recognition unavailable), 

making alternative authentication steps (passwords, emails) 

burdensome. 

• Visual impairment and reduced motor skills also prevent effective app 

usage. 

Support from Carers: 

• Carers often take over digital health tasks but express frustration at 

lack of support linking family accounts. 

• Some are switching GPs due to perceived lack of assistance post-

COVID. 

• Pharmacy support (text alerts, deliveries) is widely appreciated, 

compensating for the app’s shortcomings. 

App Usability and Access Alternatives: 

• Participants prefer simpler, more traditional communication methods 

(phone or in-person). 

• Concerns were raised over the decreasing availability of these 

methods, particularly for those who can't use digital tools. 
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Suggestions from the group:  

➢ Simplify the NHS App interface: 

Introduce an "Easy Read" or "Aphasia-Friendly" version of the app with fewer 

steps, simplified language, and visual aids. 

Implement a low-tech alternative login system for those with older devices or 

cognitive impairments. 

➢ Strengthen carer support: 

Offer clearer guidance and assistance for carers to manage accounts and 

prescriptions on behalf of relatives, including linking profiles.  

Explore an “authorised carer” feature within the NHS App.  

➢ Improve accessibility beyond the app: 

Ensure non-digital options remain available, such as prescription requests by 

phone or at the surgery. 

Reintroduce or improve dedicated phone lines for vulnerable patients (e.g. 

aphasia, sensory impairments). 

➢ Collaborate with local pharmacies and GPs: 

Recognise and promote successful pharmacy models that provide home 

delivery and clear communication. 

Encourage GPs to proactively identify patients with aphasia or similar 

conditions and tailor their communication channels accordingly.  

➢ Training & awareness: 

Train healthcare staff in communication techniques for people with aphasia.  

Consider co-producing materials and digital solutions with people who have 

aphasia to ensure relevance and usability.  

“I cannot use the NHS App since having a stroke. There are too 

many steps—authentication, passwords, emails. I struggle with 

reading and typing. My husband handles my prescriptions but 

doesn’t understand technology either.” 

“My daughter set me up on the NHS App. Thankfully, with her 

help, I can now tick the box for my prescription—it’s easier.” 
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please contact our office via the details below. 
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Executive Summary 
Further to a review of the commissioning options in line with national guidance, this paper presents 
the proposal for GP Out of Hours Commissioning Intentions for 2026-27. 
 
Recommendations 
 
Having reviewed the options available with commissioning, finance, contracts and procurement 
leads, it is recommended that Bury commences a, direct award process C.  This should be for 1 year, 
2026-27, because the 2025-26 contract was only approved for a 1 year time period.   
 

 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan priorities  
                
  

Scale our work on Population Health Management – Improve population health and reduce 
health inequality of those in the most disadvantaged areas 
 

☒ 

Drive prevention, reducing prevalence and proactive care – supporting Demand Reduction 
through primary intervention, secondary preventions and tertiary prevention 
 

☐ 

Transforming Community Care in Neighbourhoods – fully realising the benefit of 
neighbourhood team working with a focus on the assets of residents and communities and 
providing proactive care 
 

☐ 

Optimise Care in institutional settings and prioritising the key characteristics of reform. ☐ 



 

 

Links to Locality Plan priorities  
                
  

 
 

Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☒ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☒ 

N/A 
☐ 

Are there any quality, safeguarding or patient 
experience i mplications? Yes ☒ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☒ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted ? Yes ☒ No ☐ N/A ☐ 

Are there any conflicts of interest arising from the 
proposal or decision being requested? Yes ☐ No ☒ N/A ☐ 

Are there any financial Implications? Yes ☒ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☒ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? Yes ☐ No ☒ N/A ☐ 

If yes, please give details below: 

• This is a patient facing service 
• Consulted teams confirmed in the paper 
• Financial implications athis is acommissioned service 

 
If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 

• Low risk due to following the PSR guidance 
• Continuatuion of current arrangement, would engage with the public if commissioning a new 

service 
• Impact Assessments to be completed as part of the GM STAR process 

Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☒ N/A ☐ 

 
 
 
Governance and Reporting 
Meeting Date Outcome 
Bury UEC Locality Meeting 
 

October 
November 

Support for PART C process based on verbal update 
Paper to be presented 

PCCC 
GP Board 

November 
November 

Paper to be presented 
Paper to be presented 



 

 

GP Out of Hours Commissioning Intentions 2026-27 
 
1. Introduction – History 

 
GP out of hours services (OOH) have been provided by Bury and Rochdale Doctors On Call (BARDOC) 
in Bury for a number of years.  BARDOC is not for profit social enterprise organisation, with a significant 
amount of local knowledge and experience.  Over this period there have been multiple reviews and 
contract extensions for a variety of reasons, primarily associated with NHS reorganisations, the need 
for system stability over the COVID period and potential for a GM wide OOH offer.  
 
2. Recent History 

 
For 2024-25 the Bury Locality, as part of NHS GM, requested approval for a 1+1 year extension to the 
current arrangement.  This was done in line with the NHS Provider Selection Regime (PSR) direct 
award process C, allowing the current provider to be offer an extension to the current arrangement.  
Following the GM STAR process Bury was only approved to offer a 1-year extension, as such the 
current arrangement concludes at the end of 31.3,26.   Please see appendix 1 for core contract details. 
 
3. The Provider Selection Regime (PSR) 

 
The Department of Health and Social Care (DHSC) PSR regulations came into force on 1 January 
2024.  From this point forward all contracts and procurements are governed by the new arrangements.  
As such any local decisions with regards to GP OOHs commissioning intentions are now required to 
be compliant with the PSR regulations.  When considering the new PSR regulatory requirements 
certain courses of action become immediately excluded as explained below.   

The new PRS regulations afford three options to choose from with the first option ‘Direct Award 
Process’ having three variants as shown below: 

 



 

 

4. NHS GM Position 

With the Provider Selection Regime in mind locality leads have reached out to the NHS GM UEC 
Leads to ascertain the current GM level commissioning intentions. NHS GM have confirmed their, 
2026-27 commissioning intentions, for GP OOHS as follows: 

 

 
5. Provider Selection Regime Options Appraisal 
 

PSR Option Applicability Option 

Direct Award Process A Not applicable as there are other GP OOHs providers 
across GM and nationally 

Not an Option 

Direct Award Process B GP OOHs requires a single provider approach Not an Option 

Direct Award Process C Current provider is satisfying current contract and will 
likely satisfy the proposed new contract 

This is an Option 

Most Suitable Process Would likely be evoked if the current provider 
collapsed or voice desire to not be further considered 

Not an Option 

Competitive Process To be used if no other process is viable. Direct Award 
Process C is a viable process. Current organisational 
uncertainties make a competitive exercise difficult.  
The Bury Locality would support if taken forward on a 
GM level. 

Not an Option 

Further to the above the only two possible options are direct award process C and Competitive 
Process.  Given the feedback from GM that a GM level approach is being planned it would be wrong 
to commence a localised procurement.  The Bury locality has previously and maintains the position 
that it would welcome a GM level approach and would want to be part of any such exercise. 
 
5.  Recommendations 
 
• Having reviewed the options available with contracts and procurement leads, it is recommended 

that Bury commences a direct award process C.  This should be for 1 year, 2026-27, because the 
2025-26 contract was only approved for a 1 year time period.   



 

 

• The direct award process C process to be completed in time to allow the new arrangement to 
commence on 01/04/26. 

 
• Ensure that this process passes through local governance and the GM STAR process. 

 
• Bury to engage with any future, GM level, commissioning exercise for GP OOHs. 

 
 
David Latham 
Programme Manager 
David.latham@nhs.net 
3/11/25 
 
 
 
Appendix 1: Current Provider Core Contract Summary 
 
Details of the current service offer 
Included within the current GP OOHs Core Contract: 

• GP Out of Hours Services 
• Prescribing Audits 
• Alternative To Transfer (during the out of hours period) 

 
Bury also co-ordinates: 

• Adastra (shared with Oldham and HMR) 
• Rent and Rates (shared with Oldham and HMR) 

 
Non-Core Contract Activity:  

• Pre-ED Streaming – Variation into contract  
• Learning time Initiative – Via Primary Care, no contact, letter dated April 2022 
• GM Clinical Assessment Service (CAS) – BARDOC and GM arrangement 
• Winter Care Home Swabbing Service (seasonal) 
• Homeless support scheme  

 
 
 
 

 

mailto:David.latham@nhs.net


PROGRAMME HIGHLIGHT REPORT  

1 
v0.2 

Programme / Project:  Primary Care SRO: Mark Beesley as GPLC Chair Lead: Zoe Alderson Month November 2025 RAG Status1:  

Key achievements / deliverables completed this period: Key deliverables / milestones planned for next period: 
Prog.1 - Alternative at Scale Solutions 
• Winter surge and Acute Respiratory Hubs live as of 3rd November 25. 
• Respiratory Diagnostics Service – Specification to be submitted to GP Board/PCCC in November 

 
Prog.2 – Communications and Engagement 
• GPPS – Deeper dive of locality data going to GP Board this month and PCCC in November (deferred from September and GP 

board meeting cancelled in October)  
• Friends and Family Test – IPLATO Pro effect caps practices at 50 responses now effecting several practices 

 
Prog.3 – Data and Digital Ambition 
• CQRS local – Implementation discussions and set up of system (to support streamlined claims/approvals and reimbursement) 
• Diabetes Myway now in place in 76% of practices (was 48% in 24/25) 
• Cloud Based Telephony - Ongoing support being given to last outstanding practice  
• Reducing unwarranted variation – Update to GP Board/PCCC in November 
• QOF - Maximising GP Income Paper to be submitted to GP Board / PCCC in November 

 
Prog.4 – Effective Pathway Navigation 
• A&G consultant connect data sharing agreements with practices (20 out of 25 practices now in place) 
• Community Services – Self-referrals to be discussed as part of a wider workshop (date to be arranged).  This and Pharmacy 

First options are supportive enablers detailed within the recovering access to primary care requirements first published in 
2023.  Without these deflection routes it will be difficult for practices to manage new contractual requirements which came 
into force from 1st October 2025 (Patient Charter published on websites, GP Connect changes, Online consultations 
requirements). 

• Online Consultation Compliance – regular assurance is being provided and areas of concern flagged and addresses as 
necessary 

 
Prog.5 – Current and Future Estate 
• No further updates this month 

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• No further update this month 

 
Prog.7 – Quality and Assurance 
• CAIP – PPV process now complete with confirmation to PCN audited they meet the faster care navigation domain 
• CQC – New contact confirmed as Adam Webb (previously of Health Watch) 
• PCN DES see November Q2 Board/PCCC paper for full details: 

o ARRS 24/25: Bury PCN March 24 claims outstanding finance ratification and payment 
o ARRS 25/26: All PCNs to submit March 25 and September 25 claims for ratification and payment 
o 111 utilisation and usage conversation taking place with Bury PCN 
o Enhanced Access data September Bury PCN outstanding 
o Enhanced Access data October due for all PCNs,  
o Whitefield EA Utilisation Update Report to be submitted to GP Board/PCCC in November 
o Risk – Bury PCN is unable to identify a practice to cover Highbank Care Home as part of the PCN DES.  Discussions 

regarding a response to this are ongoing. 
 

Prog. 8 – System Leadership 
• BeCCoR 26/27 – see November GP Board/PCCC paper for full update  

 
Prog.9 – Workforce (recruitment/development and retention)  
• Active practice achievement – Good progress being made 16% 24/25 position – currently at 32% of Practices 
• Good Employment Charter – Good progress being made 4% 24/25 position – currently 8% of Practices 
• Workforce Strategy - Retention survey changed to Workforce Experience to gain wider insight. Promoted at PM forum 
• Update given to wider system partners at Strategic Workforce Group  
• CPD Funding for the equivalent of 64 nurse places for 25/26 confirmed.   
 

Prog.1 - Alternative at Scale Solutions 
• Paediatric Phlebotomy – will need to consider 26/27 arrangements due to 3mth notice requirements 
• SAS – 25/26 PSR form to be submitted once STAR form approved. Discussion to be had with GM re options for 26/27 model to progress 

any procurement that may be required. 
• Minor Surgery – planned implementation of CQRS local in January for claims and reporting  
• Respiratory Diagnostics Service – Implementation of GM specification for 26/27 

 
Prog.2 – Communications and Engagement 
• Champion Programmes – Continued push on uptake to be undertaken across the programmes/practices 
• Member Engagement December – to include Public Health introduction/overview, Vaccinations and Pathology 
• GPPS deep dive data to be shared with practices more widely to aid knowledge and improvement  

 
Prog.3 – Data and Digital Ambition 
• Reducing unwarranted variation plans – Continue to review plans as they are submitted and undertake PCQVs. GP Board/PCCC update 

planned for November 25. 
• Practices to be asked to support amendment to DSA for EMIS Enterprise access to include NHS Health Checks data 
• Continue to promote NHS App usage through PLO work. 
 
Prog.4 – Effective Pathway Navigation 
• Community Self referral road map needed – waiting for update from community services 
• Pharmacy First – arrange attendance at future GP Webinar / clinical masterclass 
• DOS – Meeting to ensure all services are up to date on the directory of services in preparedness for winter 

 
Prog.5 – Current and Future Estate 
• Rock Moorgate conversations re lease / contract ongoing 
• Ongoing discussions with various practices re UMF schemes for both 25/26 and 26/27 

 
Prog.6 – Integration (Wider PC/Neighbourhoods/PSR) 
• Continue PLO roll-out in Prestwich, include Whitefield practices & pharmacies. 

Prog.7 – Quality and Assurance 
• Bury LCS 25/26  

o LTI/PLT changes still not confirmed (original deadline July) - PLT Paper to be submitted to GP Board / PCCC in January 
• PCN DES 

o Enhanced Access - Conversations on going re utilisation with all PCNS 
 

Prog. 8 – System Leadership 
• Bury LCS/BeCCoR -Locality Discussions required throughout December to March  

 
Prog.9 – Workforce (recruitment/development and retention)  
• Workforce Strategy: 

o Test of change – confirm with identified practice participation in improvement project and start date  
o Draft strategy – due mid November, delayed from October  
o Workforce experience strategy to be added to survey monkey and shared this month with practices for initial completion 

• Workforce return to support PC operational planning due 
• GM Training Hub are contacting outstanding practices to encourage unified learning hub training uptake 
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Programme / Project Highlight Report 
Priorities / Projects / Workstreams: 
Programme Project Key milestones / deliverables completed this period against plan RAG 

Status1 

Prog.1 - Alternative at Scale 
Solutions 

Integration of Paediatric Phlebotomy 
Service 

Side issue regarding bloods required by other providers e.g. Discussions taking place with PCFT re solution moving forward  
26/27 Integrated Paediatric Phlebotomy Model to be worked up – GM fact finding to be undertaken  

Winter Resilience Go live 3rd November   
Respiratory Diagnostic Service Sign off service specification to be put forward to PCCC for approval (was due September 2025)  

Financial Scheme of Authority Submitted to GM for approval  
PSR Submitted to GM for approval  
Discussions ongoing with GM regarding future commissioning/funding model – potential to fund from additional GM funding   

Minor Surgery STAR form in train (sent to GM but awaiting confirmation of approval)  
Details data set requested from Finance but not yet received  

Special Allocation Scheme  26/27 procurement exercise to be undertaken  
SAS – Quarterly contract meetings taking place with a view to reducing numbers.    
Wider discussions needed about future GM plans – not progressed due to capacity in GM, continuing with local model at present  
STAR form submitted (awaiting confirmation)  

Prog.2 – Communications 
and Engagement 

Routine Comms and Engagement Topics for webinars planned and sessions facilitated  
Future Comms and Engagement Agree phased plan for transfer of relevant sharepoint information to GM portal   

Understand GM comms group requirements (likely monthly meeting)  
Patient Feedback Analyse and discuss results from GPPS with relevant practices, escalating any issues as necessary  
Champion Programmes Promotion of accreditation programmes to be reiterated throughout October/November with a focus at PCQV given to those practices showing reluctance in the past  

Prog.3 – Data and Digital 
Ambition 

Reducing Unwarranted Variation Action plans returned and reviewed (update paper November PCCC)  
Maximising QoF Achievement Paper for Primary Care Commissioning Committee November  

Prog.4 – Effective Pathway 
Navigation 

Utilising Wider Providers Continue to monitor adoption and uptake of Pharmacy First options and raise with those not using it  
Recovering Access  Increased number of self-referral options for patients within Community Services    

Prog.5 – Current and Future 
Estate 

New Developments Ongoing development meetings regarding Whitefield Health Centre  
PCN Toolkit Implementation Utilisation and modernisation fund – supporting practices with PIDs for 25/26  

Utilisation and modernisation fund – development of PIDs for 26/27 round of bids  
Current Estate (Maximising usage/lease 
issues etc) 

Supporting lease discussions with practices   

Prog.6 – Integration (Wider 
PC, Neighbourhoods/PSR 

Bury LCS 25/26 Alignment of GM PLT principles with locally agreed LTI options to be agreed by practices and approved by PCCC (Paper due to PCCC in November)  
BeCCoR Ongoing development of Phase 3 scheme  
Schedule 7 Review of schedule 7 within the PCN agreements to clearly articulate how system partners will work together, particularly where the PCN and Neighbourhood do not align  

Prog.7 – Quality and 
Assurance 

PCN Networks PCN assurance template (awaiting Q2 data)  
PC Quality Visits First visits have commenced  
CQC Improvement No inspections planned for immediate future for Bury  
Care Homes Working with practices and wider stakeholder to address specific issues around Fast Track Discharges   

The Priory - Conversations with provider required around move from Hospital to Care home designation inc roles and responsibilities of GP for patients inc PCN alignment  
Prescribing Quality Ongoing savings work & continued support for LCS indicators  

Prog.8 – System Leadership Primary Care/ 2nd Care Interface Meeting established and attended by various system partners including Dr Fines from a PC perspective  
GP/Pharmacy Interface Principles Roll-out Patient Lead Ordering in Prestwich & Whitefield neighbourhood  
Wider PC Collaborative Forum to discuss wider PC collaboration active (2nd meeting planned 7th October cancelled)  

Prog.9 – Workforce 
(recruitment/development 
and retention) 

Development of Workforce Strategy Draft strategy in development (rescheduled to January)  
Workforce Strategy - Retention survey changed to Workforce Experience to gain wider insight. Will go to PM meeting this month (meeting got cancelled last month)  

Implementation of Workforce Strategy Implementation Plan to support delivery of the workforce strategy  
Test of change – practice to be identified for improvement project  

Bury Training Programme MOCA train the trainer approach agreed with training to be scheduled (12 people provided with the authorisation to access this training)  
CPD funding for 25/26 confirmed  

 
 

Current highest scoring risks / Issues: 
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Programme / Project Highlight Report 
Risk/Issue Current Mitigation / Controls  Gaps in control If being escalated to the programme Board, IDC 

Board or Locality Board state where and what is the 
reason for escalation – what needs to happen? 

IF: the apportionment of delegated PC monies is not sufficient enough to cover 
local elements unique to Bury (such as dementia diagnosis, ring pessaries, 
bloods etc) 
THEN: services may need to be stopped limiting what general practice 
support/deliver 
LEADING TO: Wider provider pathway pressures which cost more and possible 
poorer outcomes for the patients of Bury 
 

1. Benchmarking of spend/outcomes and discussions both locally and at GM (Complete - revealed 
investment in Bury is significantly lower) 

2. New investment secured for Phase 2 (Complete) 
3. Ongoing discussions via phase 3 BeCCoR to secure equitable/sufficient funding from 26/27 

(including further benchmarking) 
4. System partners fully engaged in difficult decisions which may need to be taken as a result 
5. Left shift of services and funding being discussed through GM GP Board 
 

Awaiting outcome from GM PCCC 
and Board regarding likely 
expectations on financial split e.g. 
GM standardisation versus local 
need.  

Concerns remain that several services including 
Dementia Diagnosis are funded through LCS 
investment.  If it is agreed that LCS priorities are 
standardised across GM from 1st April 2026 then 
these locality specific services are at risk.  This has 
been flagged through various committees both 
locally and centrally in GM. 

IF: GM focus on prescribing savings continues to be paramount 
THEN: support to practice will be impacted as MOT support to practice must 
now change given the staffing structure. 

Communicated to practices – continue to engage with practices to ensure access and support to all 
members of the team for resilience. - currently awaiting new starters (September) to ensure 
minimum MO staffing levels as per ICB consultation. 

Lack of contractual arrangements 
to implement CIP delivery in 
practice where prescribing takes 
place. 

Note the risk and potential financial implications. 

IF: The locality does not have a clear roadmap for increasing community self-
referral pathways as per NHS England’s Delivery plan for recovering access to 
primary care 
THEN: practices ability to triage and deflect/direct appropriately to other more 
appropriate services will be limited 
LEADING TO: delays in patients being seen by the appropriate service, more 
general impact on GP access and potentially poorer outcomes for everyone as 
a result. 

1. A roadmap was requested from the commissioning and community services team (Nina Parekh, 
Jennifer Davies and Joanne Howard) back in Sep 2024, and the last information received was in 
May 2025 advising that the plan was to work towards self-referral for falls and podiatry, though 
as services had seen an increase in demand without additional capacity the team could not take 
on the further additional work which self-referrals would generate. 

2. Further update re plans and timeframes have been requested again in August 2025.  

Awaiting confirmation of workshop 
to progress discussions further 

A key element of practices being able to offer 
sufficient access to their patients is their ability to 
triage and deflect/direct appropriately to other more 
appropriate services.   
 
Without a clear understanding of what self-referral 
community service options are available (both now 
and planned timeline) patients options are limited  

 
Decisions required: 

Project / Workstream Decision Required At what level  
[programme board, IDC Board, 

Locality Board, other?] 

Impact if no decision 

    
    
    

 
Performance:  Finance: 
Performance [against targets / outcomes] 
 
PERFORMANCE TABLE 2025/26 – Data quality issues are highlighted yellow 
 

 
 

Financial Tracker for programme 
 
 
 
 

 
 

 

One key takeaway message for IDC and Locality Board: 
  

STATUS1 

ON TRACK 
COMPLETE 

AT RISK 
OVERDUE 

https://www.england.nhs.uk/wp-content/uploads/2023/05/PRN00283-delivery-plan-for-recovering-access-to-primary-care-may-2023.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/05/PRN00283-delivery-plan-for-recovering-access-to-primary-care-may-2023.pdf
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Presented By Rachele Schofield, Primary Care Lead (Bury) 

Author Rachele Schofield, Primary Care Lead (Bury) 

Clinical Lead Dr Catherine Fines, Clinical Lead 
 

Executive Summary 
The Quality Assured Spirometry (QAS) Service came to an end on 31 March 2025.  Following  
approval by Primary Care Commissioning Committee in May 2025, the new Respiratory Diagnostic 
Service (RDS) commenced on 18 June 2025, delivered by the GP Federation. The following paper 
has been written to seek Committee approval for the RDS Service Specification. 
Recommendations 
The PCCC are asked to: 

• Note the contents of the paper 
• Approve the Service Specification 
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Links to Locality Plan outcomes       
  

 
To support a local population that is living healthier for longer and where healthy expectancy 
matches or exceeds the national average by 2025.  
 

☐ 

 
To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  
 

☐ 

 
To deliver a local health and social care system that provides high quality services which are 
financially sustainable and clinically safe. 

 

☐ 



 

 

Links to Locality Plan outcomes       
  

To ensure that a greater proportion of local people are playing an active role in managing their 
own health and supporting those around them. 
 

☐ 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
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proposal or decision being requested? Yes ☐ No ☐ N/A ☐ 
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Respiratory Diagnostic Service for Chronic Obstructive Pulmonary Disease (COPD) 
and Asthma Service Specification 

 
1. Introduction 
 
1.1 The Quality Assured Spirometry (QAS) Service came to an end on 31 March 2025. 

Following approval by Primary Care Commissioning Committee in May 2025, the new 
Respiratory Diagnostic Service (RDS) commenced on 18 June 2025, delivered by the 
GP Federation. The following paper has been written to seek Committee approval for 
the RDS Service Specification. 
 
 

2. Background 
 
2.1     The service will deliver a QAS and Fractional exhaled Nitric Oxide (FeNo) testing service 

for patients aged 5 and over who are registered with a Bury practice and have 
been newly identified as possible COPD and/or Asthma cases, hence the change 
in service name.  The service will give respiratory clinical specialists an opportunity 
to work directly within the community at scale, covering a registered population of 
circa 212,000 patients. 

 
2.2 The GP Federation will: 

 Deliver and/or co-ordinate a diagnostic service that will operate for those patients 
registered with a Bury GP who require a clear diagnosis for COPD or Asthma 

 Deliver a quality placed-based service that is local to patients and in line with 
NICE guidance and the national quality outcomes framework (QoF) 

 Empower patients to self-manage their condition to the best of their ability (for 
example  smoking cessation advice) 

 
2.3 The following paper has been written to seek approval for the Service Specification for 

the Respiratory Diagnostic Service (RDS). 
 
 
3 Respiratory Diagnostic Service 
 
3.1 The RDS has been commissioned on a block contract until 31 March 2026 at a cost of 

£141,177.42 to ensure patients are on an appropriate management/treatment plans 
and, as a result, are less likely to attend hospital services following an exacerbation of 
their condition. 

 
3.2 Having access to diagnostic services should improve earlier accurate diagnosis, 

intervention, provide education and advice to patients to better manage their health 
and to prevent future exacerbation or at least know what to look for.  The RDS should 
support a reduction in acute activity and prescribing costs for this cohort of patients as 
the service offers: 

 



 

 

 Accessible quality assured spirometry and FeNo for patients registered with a 
Bury GP in line with latest NICE guidance 

 Earlier diagnosis and early intervention therapies 
 Reduced impact of complex unmanaged health 
 Cleansing of COPD and Asthma GP registers 
 Improved primary care respiratory knowledge, clinical expertise, and ongoing 

education 
 Reduced impact on primary, community, and secondary care capacity 
 Reduced escalating secondary care expenditure 
 Promote healthier well-being within the community setting 

 
3.3 The GP Federation will carry out the appropriate diagnostic tests to confirm 

diagnosis. Each patient will be referred back to their own GP practice following 
diagnosis at the RDS for follow up and treatment as necessary. 

 
 

4 Actions 
 
4.1 The PCCC is asked to: 

• Note the contents of the paper 
• Approve the Service Specification 

 
 
Rachele Schofield 
Primary Care Lead 
Racheleschofield@nhs.net  
November 2025 
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SCHEDULE 2 – THE SERVICES 
 

A. Service Specifications 
 
 

Service Specification 
No. 

RDS002 

Service Respiratory Diagnostic Service for Chronic Obstructive Pulmonary 
Disease (COPD) and Asthma   

Commissioner Lead Zoe Alderson, Head of Primary Care  

Provider Lead Bury GP Federation  

Period June 2025 - 31 March 2026 (service revised October 2025)  

Date of Review January 2026  

 
1. Population Needs 

  
1.1  National/local context and evidence base 
 
Preceding the COVID-19 pandemic, the NHS Long-Term Plan (LTP) stated that respiratory disease affects one 
in five people in England and is the third leading cause of death. They are also a key driver of health 
inequalities, and much of this disease is largely preventable.   
  
NHS GM recognise the national policy levers that exist to support the delivery of standardised care and 
consider improvements in respiratory care to be central to their plans for prevention, sustainability and 
improvement.  
  
The National Respiratory Programme developed a clear approach to improving respiratory outcomes, aiming to 
transform the care of people living with lung disease through the design, development and implementation of 
tools and programs that support a personalised care approach.   
  
The delivery of early diagnosis of respiratory disease remains central to these ambitions 
 
By embedding this service within primary care, patients can access timely diagnostics closer to home, reducing 
the need for hospital visits and alleviating pressure on secondary care facilities.12  
  
This approach supports Greater Manchester's vision of enhancing community-based diagnostics by 
decentralising services and making them more accessible. It also addresses health inequalities by ensuring 
equitable access to spirometry testing across diverse populations.   
  
Early detection and management of respiratory conditions in primary care can prevent disease progression, 
reduce emergency admissions, and improve patient outcomes. Furthermore, integrating spirometry into primary 
care pathways fosters a more holistic approach to patient care, enabling GPs and community healthcare teams 
to deliver tailored interventions.   
  
It also aligns with the NHS's operational priorities, which highlight the importance of expanding community 
diagnostic capacity to improve efficiency and reduce hospital dependency. By commissioning spirometry 
services in primary care, Greater Manchester can lead the way in transforming healthcare delivery, ensuring 
that patients receive high-quality, accessible, and sustainable care.  
  
Bury’s Respiratory Diagnostic Service (RDS) will meet the needs of CYP, and adult population newly 
diagnosed with Asthma or COPD who are registered with a Bury GP and will provide safe, high quality, 
clinically effective and cost-efficient respiratory services through delivery of:  
  

• Joined-up services at the right time and in the optimal setting, aligned with Neighbourhood’s (in line 
with the NHS Long Term Plan, Jan 2019)  

• The service will be outcome based, and the GP Federation will be expected to meet all relevant 
National Institute for Health and Care Excellence (NICE) quality standards.  

https://www.longtermplan.nhs.uk/


  
The RDS will deliver:  

• an improved quality of life experience for patients  
• clinical effectiveness and delivery of quality assured diagnostics  
• a positive experience of care and improved health outcome  
• ongoing educational support to primary care clinical teams  

  
Introduction of an RDS in Bury will also be timely and will coincide with the ambitious campaign to lower air 
pollution as part of Burys Clean Air Zone  
 
 
2. Outcomes 
 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely   
Domain 2 Enhancing quality of life for people with long-term conditions   
Domain 3 Helping people to recover from episodes of ill-health or following 

injury 
  

Domain 4 Ensuring people have a positive experience of care   
Domain 5 Treating and caring for people in safe environment and protecting 

them from avoidable harm 
  

 
 
3. Scope 
 
 3.1     Rationale  
Investment in an RDS for patients with newly diagnosed COPD and Asthma could potentially support a 
reduction in acute activity and prescribing costs. The service will offer:  
  

• Accessible quality assured spirometry and FeNo for patients registered with a Bury GP  
• Earlier diagnosis and early intervention therapies  
• Reduced impact of complex unmanaged health  
• Cleansing of COPD and Asthma GP registers  
• Improved primary care respiratory knowledge, clinical expertise, and ongoing education  
• Reduced impact on primary, community, and secondary care capacity  
• Reduced escalating secondary care expenditure  
• Promote healthier well-being within the community setting  
• Implement latest asthma NICE guidance and FeNO testing  

  
It is recognised that some patients may not be on an appropriate management plan or treatments and as a 
result are likely to attend hospital services following an exacerbation of their condition. Having access to 
diagnostic services will aim to improve earlier accurate diagnosis, intervention, provide education and advice to 
patients to better manage their health and to prevent future exacerbation or at least know what to look for.  
  
3.2        Diagnostics  
The service will offer access to a QAS and FeNo service for patients with suspected COPD and Asthma to be 
newly diagnosed. The GP Federation will carry out the appropriate diagnostic tests to confirm the diagnosis. 
Each patient will be referred back to their own GP practice following diagnosis at the RDS for follow up and 
treatment as necessary.  
  
Respiratory Physiology Testing initially included Spirometry and FeNO Assessment for all patients to allow a 
better understanding of the demand for the respective diagnostic tests (see below) before the final model was 
designed.  
  

https://www.bury.gov.uk/index.aspx?articleid=16425


  
  
3.3        Referral Criteria  
  

   
3.4          Aims and objectives of service  
 
The service aims to provide quality assured spirometry and FeNo services for patients aged 5 years and over 
who are registered with a Bury practice requiring a new diagnosis of COPD and/or Asthma.  
  
The service will give respiratory clinical specialists an opportunity to work directly within the community at scale, 
covering a registered population of circa 212,000 patients.  
  
The GP Federation will deliver a comprehensive Quality Assured Spirometry and FeNo service, to newly 
diagnosed COPD and Asthma patients.  The service will:  
  



• Deliver and/or co-ordinate a diagnostic service that will operate for those patients registered with a Bury 
GP who require a clear diagnosis for COPD or Asthma  

• Deliver a quality placed-based service that is local to patients and in line with NICE guidance3 and the 
national quality outcomes framework  

• Empower patients to self-manage their condition to the best of their ability  
  
3.5       Service description/care pathway  
  
Diagram 1 – Referral Pathway  
The referral pathway is as follows:  
  

  
  
The service will include current respiratory specialist providers assuring a fully accredited, highly motivated, 
skilled, and qualified respiratory multidisciplinary specialist team. The service will also aim to improve the 
clinical knowledge of Primary Care GPs and Practice Nurses through an educational programme.  
  
This multidisciplinary approach will enable the GP Federation and GP practices to collaborate on the diagnostic 
model that best meets the population's needs. The GP Federation will facilitate on-going educational support 
through engagement with the clinical experts and continue to cascade this learning through to primary care 
colleagues.  
  
Other diagnostic services such as lung function, chest X-ray, CT scanning, etc. will remain within the secondary 
care setting. However, this may be a consideration as the RDS develops.  
  
3.6       Access  

 
Clinics will operate at a rate of two to three per week, two from Prestwich Health Centre, in the South of the 
Borough and one from Woodbank Surgery in the North of the Borough.  The service is for all patients aged 5 
years and over requiring a new COPD or Asthma diagnosis.  Patients must be registered with Bury GP 
Practice.  
  
 
 



3.7     Days of Operation  
    
Spirometry clinics will operate in Prestwich on Wednesdays from 9-6 and two clinics from Woodbank (one 
Spirometry and one FeNO) on Fridays from 8-4. Each clinic will be staffed with appropriately trained nursing 
staff, so they are able to carry out both FENO and quality assured spirometry. In the event of sickness or 
emergency leave, the clinic may need to be cancelled at short notice.  This will be communicated to the 
commissioner.  
  
3.8     Appointments  
  
Clinic Schedule and Model  
  
Prestwich HC – Spirometry – Wednesday – 09:00 to 18:00  
Time of Appointment  Appointment Type  
09:00  1st Spiro App  
09:15  1st Spiro App  
09:30  2nd Spiro App - Reverse  
09:45  2nd Spiro App - Reverse  
10:00  1st Spiro App  
10:15  1st Spiro App  
10:30  2nd Spiro App - Reverse  
10:45  2nd Spiro App - Reverse  
11:00  1st Spiro App  
11:15  1st Spiro App  
11:30  2nd Spiro App - Reverse  
11:45  2nd Spiro App - Reverse  
12:00  1st Spiro App  
12:15  1st Spiro App  
12:30  2nd Spiro App - Reverse  
12:45  2nd Spiro App - Reverse  
13:00  Lunch Break  
13:15  Lunch Break  
13:30  1st Spiro App  
13:45  1st Spiro App  
14:00  2nd Spiro App - Reverse  
14:15  2nd Spiro App - Reverse  
14:30  1st Spiro App  
14:45  1st Spiro App  
15:00  2nd Spiro App - Reverse  
15:15  2nd Spiro App - Reverse  
15:30  1st Spiro App  
15:45  1st Spiro App  
16:00  2nd Spiro App - Reverse  
16:15  2nd Spiro App - Reverse  
16:30  1st Spiro App  
16:45  1st Spiro App  
17:00  2nd Spiro App - Reverse  
17:15  2nd Spiro App - Reverse  
17:30  ARTP Training - EOD Catch Up  
17:45  ARTP Training - EOD Catch Up  
  



 
 
Woodbank Surgery – Spirometry – Friday – 08:00 to 16:00  
Time of Appointment  Appointment Type  
08:00  1st Spiro App  
08:15  1st Spiro App  
08:30  2nd Spiro App - Reverse  
08:45  2nd Spiro App - Reverse  
09:00  1st Spiro App  
09:15  1st Spiro App  
09:30  2nd Spiro App - Reverse  
09:45  2nd Spiro App - Reverse  
10:00  1st Spiro App  
10:15  1st Spiro App  
10:30  2nd Spiro App - Reverse  
10:45  2nd Spiro App - Reverse  
11:00  1st Spiro App  
11:15  1st Spiro App  
11:30  2nd Spiro App - Reverse  
11:45  2nd Spiro App - Reverse  
12:00  Lunch Break  
12:15  Lunch Break  
12:30  1st Spiro App  
12:45  1st Spiro App  
13:00  2nd Spiro App - Reverse  
13:15  2nd Spiro App - Reverse  
13:30  1st Spiro App  
13:45  1st Spiro App  
14:00  2nd Spiro App - Reverse  
14:15  2nd Spiro App - Reverse  
14:30  1st Spiro App  
14:45  1st Spiro App  
15:00  2nd Spiro App - Reverse  
15:15  2nd Spiro App - Reverse  
15:30  ARTP Training - EOD Catch Up  
15:45  ARTP Training - EOD Catch Up  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
Woodbank Surgery – FENO – Friday – 08:00 to 16:00  
Time of Appointment  Appointment Type  
08:00  FENO  
08:15  FENO  
08:30  FENO  
08:45  FENO  
09:00  FENO  
09:15  FENO  
09:30  FENO  
09:45  FENO  
10:00  FENO  
10:15  FENO  
10:30  FENO  
10:45  FENO  
11:00  FENO  
11:15  FENO  
11:30  FENO  
11:45  FENO  
12:00  Lunch Break  
12:15  Lunch Break  
12:30  FENO  
12:45  FENO  
13:00  FENO  
13:15  FENO  
13:30  FENO  
13:45  FENO  
14:00  FENO  
14:15  FENO  
14:30  FENO  
14:45  FENO  
15:00  FENO  
15:15  FENO  
15:30  FENO  
15:45  FENO  
  
  
3.9      Referral Criteria  
  

 The service is only for patients 5 years and over  
  

 Referrals are to be received from the patients registered GP Practice for new diagnoses only (NICE do 
not recommend FeNO or Spirometry for confirmed cases)  

  
 Once the service is up and running the provider will work with practices to retrospectively diagnose 

patients, where this is clinically appropriate, where the diagnosis has been made without FeNO or 
Spirometry because of previous access issues.  

  
Practices are reminded that annual spirometry is not required for QOF   
 
 
 



 
 
3.10        Referral form  
 

  



   
3.11 Guidance  
  

• Recommendations | Asthma: diagnosis, monitoring and chronic asthma management (BTS, NICE, 
SIGN) | Guidance | NICE  

• Diagnosis - COPD | Diagnosis | Chronic obstructive pulmonary disease | CKS | NICE  
  
3.12 Exclusions 

 
Exclusions will include:  

• Patients who are not registered with a Bury GP  
• Patients under 5 years of age  
• All contraindications for spirometry  
• Hemoptysis of unknown origin  
• Unstable cardiac conditions  
• Suspected lung cancer or any other lung disease not specified in the specification, e.g. ILD, TB, etc.  

  
3.13 Workforce  
 
Each clinic will be staffed with appropriately trained nursing staff, so they are able to carry out both FeNo and 
Quality Assured Spirometry  
  
3.14 Skills and Competencies  

 
The GP Federation will ensure that the Service is delivered by health professionals or other suitably trained and 
competent individuals, ensuring staff delivering the service meet the type and level of qualification, training and 
/ or competence required to deliver a RDS service including QAS and FeNo.   
  
The GP Federation must ensure that all individuals involved in the delivery of the RDS have sufficient and 
appropriate training and competencies required to deliver the actions and content of the Service and to manage 
confidential and sensitive personal identifiable data. The GP Fed must ensure that all staff, if applicable:  
  

• are registered with and where required have completed their revalidations by the appropriate 
professional regulatory body.  

• have the appropriate qualifications, experience, skills and competencies to perform the duties required 
of them and are appropriately supervised (including where appropriate through preceptorship, clinical 
supervision and rotation arrangements), managerially and professionally.  

• are covered by the Provider’s (and/or by the relevant Sub-Contractor’s) Indemnity Arrangements for the 
provision of the Services.  

• carry, and where appropriate display, valid and appropriate identification; and  
• are aware of and respect equality and human rights of colleagues, Service Users, Carers and the 

public. Delivery of the Service must incorporate training in the delivery of very brief advice for smoking 
cessation.  

The Provider will ensure that all Staff adopt a person-centered, empathy-building approach in delivering the 
Service. This includes finding ways to help patients make gradual changes by understanding their beliefs, 
needs and preferences and building their confidence over time.  
  
It is envisaged that ongoing training and support will be required for primary care clinicians, GP’s and Practice 
Nurses, with the opportunity to work within the hubs to gain clinical expertise.  

 
3.15 Whole system Integration and Interdependencies with other services  
 
The RDS operates within a complex health system. It will be a placed-based service working across General 
Practice and wider services within Bury including:  
  

• Primary Care Networks  
• Neighbourhood Teams  
• Primary Medical Services and GM ICS teams  
• Medicines Management  
• Bury Lung Service  
• Acute Respiratory Hubs  
• Community Services  

  
Connections and interdependencies will be considered as the service develops  

https://www.nice.org.uk/guidance/ng245/chapter/Recommendations
https://www.nice.org.uk/guidance/ng245/chapter/Recommendations
https://cks.nice.org.uk/topics/chronic-obstructive-pulmonary-disease/diagnosis/diagnosis-copd/


  
3.16 Interdependencies  

 
General Practice across Bury  
  
3.17 Base/Location  

 
Three clinics will be run from Prestwich Health Centre in the South of the Borough and from Woodbank Surgery 
in the North of the Borough.  
  
3.18 Marketing  

 
The GP Federation must undertake marketing and promotional activity to advertise the existence of the 
Service, with a view to raising awareness about the availability and benefits of the Service amongst both 
clinicians and patients in the geographical area covered by the Contract.  This, along with the ability for patients 
to cancel appointments via Accurex if they are unable to attend, are intended to reduce DNAs within the 
service.  
  
The GP Federation plans to develop trainees and consider how they will be involved in the service to improve 
knowledge and career opportunities. The Provider will promote training opportunities within the new integrated 
roles.  
  
3.19 Population covered  

 
All patients must be registered with a general practice within Bury  
  
3.20 Any acceptance and exclusion criteria and thresholds - Acceptance criteria  

 
The GP Federation must accept the following referrals into the Service:  
  
Patients requiring a new diagnosis of COPD and/or Asthma   
  
The Provider will follow the Accessible Information Standard, www.england.nhs.uk/ourwork/accessibleinfo in 
relation to individuals with a learning disability (a reduced intellectual ability and difficulty with everyday 
activities – for example household tasks, socialising or managing money) – which affects someone for their 
whole life.  
  
3.21 Interdependence with other services/providers  

 
The key relationships will be between the individual patient, their referring GP Practice, and the GP 
Federation.  A key element for successful service delivery will require the GP Federation to develop a close 
working relationship with Bury’s neighbourhoods and community services.  
  
3.22 Service Developments  

 
Expansion of the service to cover each neighborhood in Bury will be considered as greater involvement from 
General Practice is onboarded to deliver a wider diagnostic service at the RDS.  Service developments will be 
explored in more depth as the contract progresses and plans are submitted for approval.  
4. Applicable Service Standards 
 
4.1 Applicable national standards (e.g. NICE) 
 
The service will be expected to operate in line with the following National standards:  
An Outcomes Strategy for COPD and Asthma (2011)  
An Outcomes Strategy for COPD & Asthma: NHS Companion Document (2012)    
NICE Clinical Guideline for COPD (2018)  
NICE Quality Standard for COPD (2011)  
Draft NICE Quality Standard for Asthma (2012)  
 
4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal 

Colleges)  
  
British Thoracic Society (BTS) guideline for non-CF Bronchiectasis (2010)  
British Thoracic Society (BTS) guideline on the management of Asthma   
diopathic pulmonary fibrosis (IPF) is one of the British Lung Foundation’s key priority areas  

http://www.england.nhs.uk/ourwork/accessibleinfo
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131723.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/%40dh/%40en/documents/digitalasset/dh_134001.pdf
http://www.nice.org.uk/guidance/ng115
http://publications.nice.org.uk/chronic-obstructive-pulmonary-disease-quality-standard-qs10
http://www.nice.org.uk/media/541/9D/Draft_Asthma_QS.pdf
http://www.brit-thoracic.org.uk/Portals/0/Guidelines/Bronchiectasis/non-CF-Bronchiectasis-guideline.pdf
http://www.blf.org.uk/Page/IPF
http://www.thoracic.org/statements/pulmonary-function.php


ARTP Standards for lung function   
British Thoracic Society (BTS) Standards for lung function   
 
 
4.3 Applicable local standards 
 
Quality and Clinical Governance  
The GP Federation will demonstrate robust quality assurance processes which ensure they are fully competent 
to deliver the service. Quality assurance processes must include self-assessment, peer review, and external 
review.  
All confidential patient information will be stored and accessed according to NHS national standards on 
confidentiality. The GP Federation will demonstrate user involvement and feedback in the delivery and review 
of the service.  
Any untoward incidents will be recorded on appropriate documentation and details sent to the commissioner as 
part of the contract reporting mechanisms. The GP Federation must inform the commissioner immediately if an 
untoward incident will or has impacted patient safety.   
  
Clinical Management Guidelines  
Nice Guidance   
  
Safeguarding  
The Provider must comply with the GM ICS (Bury) Safeguarding policy and any required safeguarding audit.  
  
Information Governance  
All confidential patient information will be stored and accessed according to NHS national standards on 
confidentiality.  
  
Data Protection  
The Provider will comply with the Data Protection Act 1998 (“the 1998 Act”) and the General Data Protection 
Regulations (GDPR) any other applicable data protection legislation. This will include appointing a Data 
Protection Officer and keeping commissioners informed as to his/her identity. Where necessary, all personal 
and special category information must be appropriately secured. It is the responsibility of the Provider to put in 
place appropriate indemnity cover to protect it against increased fines which the Information Commissioners 
Office may levy for breaches of Data Protection legalisation. The Provider will report all data breaches which 
are reportable under Data Protection legislation to the commissioner.  
  
Freedom of Information  
Each of the parties acknowledges the requirements of the Freedom of Information Act 2000 and each of the 
parties shall assist and cooperate with the other party (at their own expense) to enable the other party to 
comply with these information disclosure requests as appropriate.  
  
Where any party receives a request for information in relation to or in connection with this agreement which it is 
holding on behalf of the other party, it will, where possible and appropriate (and will procure that any 
subcontractor will), transfer the request for information to the other party as soon as practicable after receipt.  
 
Quality Performance Indicators  
There will be four quality indicators (detailed below), and the provider will be responsible for reporting the 
outcomes of these indicators on a quarterly basis.  
  

Quality Area  Quality Measure  Measurement and 
Reporting Frequency 
and Format  

Threshold  Consequence of 
Breach  

Patient 
Experience  
  
  
   
Data Capture  
  
  
 
 
 
Conversion 
Rate  

100% of patients encouraged 
to complete patient 
satisfaction questionnaire 
(e.g. Friends and Family 
Test)  
  
Referral triaged within 7 
working days of receipt of 
referral  
  
Of the number of referrals 
received in the month, 

monthly report  
  
  
  
  
monthly report  
  
  
  
 
 
monthly report  
  

100%  
  
  
  
  
 99%  
  
  
 
 
  
100%  
  

Remedial action plan 
to demonstrate 
quality measures will 
be resumed  

http://www.artp.org.uk/en/professional/artp-standards/index.cfm/QADS%20Apr%202013
http://www.brit-thoracic.org.uk/quality-improvement/guidelines/


Waiting Time  
  
 
 
Utilisation  

what % converted to a 
diagnosis by Practice  
  
 
Within 6 weeks  
  
 DNA rate  
  
  
  
   
Audit of quality of percent of 
patients with a confirmed 
diagnosis split by 
Asthma/COPD/ age/practice  

  
   
 
 
monthly report  
  
monthly report  
  
  
  
   
monthly report   
  
  
  
  
  

  
 
   
 
100%  
  
 10% (to be 
reviewed as 
contract 
progresses)  
  
monthly  

  
  
Monthly Activity Reporting  

Activity  
Number of patients seen  
Number of appropriate referrals received  
Number of inappropriate referrals received (by practice to address training/knowledge)  
Number of patients DNA  
Number of patients unable to undertake Spirometry test  
Number of patients unable to undertake FeNO test  
Number (split by test type) and reason of inconclusive tests e.g. patient unable to do the test or the test was 
equivocal  
Number of patients who smoke including, tobacco, e-cigarettes and vaping  
Of those, the number of patients referred to smoking cessation  
COPD  
Number of patients newly diagnosed with COPD  
Number of patients with suspected COPD with a corrected diagnosis upon assessment (NICE COPD 
guidelines)  
Number of patients with baseline CAT score for COPD recorded  
Average CAT Score for the reporting period  
Number of patients with advised classification following Spirometry  
Number of patients with suspected COPD advised step-up change to treatment  
Number of patients with suspected COPD advised step-down change to treatment  
Number of patients with non-asthma, non-COPD diagnosis post-assessment (e.g. VCD)  
Number of patients with suspected COPD advised inhaler device(s) change  
Number of patients with Severe COPD require specialist care  
Number of patients newly diagnosed with Asthma  
Number of patients with suspected asthma with a corrected diagnosis upon assessment (NICE Asthma 
guidelines)  
Number of patients with ACQ and AQLQ score for asthma patients and end of service score (upon 
discharge).  
  
Average ACQ and AQLQ score for reporting period  
Number of patients with advised classification of mild to moderate post-assessment (BTS)  
sever post-assessment (BTS)  
Number of patients with suspected Asthma advised step-up change to treatment  
Number of patients with suspected Asthma advised step-down change to treatment  
Number of patients with suspected Asthma advised inhaler device(s) change  



Number of patients with suspected Asthma that are compliant with treatment  
Number of patients on maintenance OCS  
Number of patients with difficult to treat Asthma referred to specialist care  
Number and percentage of Asthma diagnosis ‘converted’ to COPD diagnosis or dual diagnosis  
and number of COPD diagnosis ‘converted’ to asthma or dual diagnosis  
Percentage of patients referred to the Birmingham Difficult Asthma Service diagnosed with Severe Asthma  
Number of patients referred with no asthma or no COPD  
Number of patients referred with other confirmed diagnosis (e.g. ILD)  
Number of patients referred with uncertain diagnosis (required on referral)  

  
 
5. Applicable quality requirements and CQUIN goals 
 
5.1 Applicable quality requirements (See Schedule 4 Parts A-D) 

 
5.2 Applicable CQUIN goals (See Schedule 4 Part E) 
 
6. Location of Provider Premises 
 
6.1        The Provider’s Premises are located at:   
 
Bury GP Federation 
Barcroft House 
Barcroft Street 
Bury  
BL9 5BT 
7.        Reimbursement 
 
The annual cost of the service totals £141,177.42 inclusive of all costs (staff, consumables, premises, 
etc.).  Within this envelope, the service will offer between 2 and 3 clinics per week between 18th June 2025 to 
31st March 2026.  This comprises two Spirometry Clinics and one FeNO Clinic totaling circa 3,384 
appointments (offered) by the end of March 2026.  Any undelivered activity is expected to be delivered 
following the end of the contract at no extra cost.  
  
This will be paid to the contract holder pro rata monthly.  
 
8. Individual Service User Placement 
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Executive Summary 
The following paper has been written to provide the Primary Care Commissioning Committee 
with an overview of performance against Primary Care Contracts across Bury at the end of 
quarter 2 (Q2) 2025/2026. Quarterly reports are produced to ensure that any areas of 
underperformance are addressed early in the year and support can be provided to Practices 
and/or Primary Care Networks where needed or requested, ensuring that year end targets 
are met across the locality. It is important to note that due to the timing of the paper against 
the availability of the various data sets required to monitor the contracts, some information 
is not yet available. This will be provided in a future report. 
Recommendations 
The General Practice Board are asked to: 

• Note the contents of this report 
• Note the risks and mitigating actions  

 
Links to Strategic Objectives  

To support a local population that is living healthier for longer and where healthy expectancy 
matches or exceeds the national average by 2025.  

 
☐ 

To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  

 
☐ 

To deliver a local health and social care system that provides high quality services which are 
financially sustainable and clinically safe. 

 
☐ 

To ensure that a greater proportion of local people are playing an active role in managing their 
own health and supporting those around them. 

 
☐ 

 
Implications 
Are the risks already included on the Locality 
Risk Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need 
to be considered for escalation via an NHS GM 
Statutory Committee or Board in line with the 
Risk Escalation process? 

Yes 
☐ 

No 
☐ 

N/A 
☐ 

Are there any quality, safeguarding or patient 
experience implications? Yes ☐ No ☐ N/A ☐ 



Implications 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to 
this report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who will 
be affected been consulted? Yes ☐ No ☐ N/A ☐ 

Are there any conflicts of interest arising from 
the proposal or decision being requested? Yes ☐ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 
Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality 
Impact Assessment been completed? Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 
If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact 
Assessment: 
 
Are there any associated risks including 
Conflicts of Interest? Yes ☐ No ☐ N/A ☐ 

 
 

Governance and Reporting 
Meeting Date Outcome 
   

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



General Practice Contracts Update Quarter 2 2025/2026 
 

1. Introduction 
 
1.1 The following paper has been written to provide the Committee with an overview of 

performance against Primary Care Contracts and contracting requirements across Bury 
at the end of Quarter 2 2025/2026.   
 

1.2 Quarterly reports are produced to ensure that any areas of underperformance are 
addressed early in the year and support can be provided to Practices and/or Primary 
Care Networks where needed or requested ensuring that year end targets are met 
across the locality. 

 
1.3 It is important to note that due to the timing of the paper against the availability of the 

various data sets required to monitor the contracts; some information is not yet 
available.  This will be provided in the Quarter 3 report. 
 
 

2. Background 
 
2.1 There are a range of contracts and contractual requirements which require the oversight 

of the locality Primary Care Team, this paper will talk in detail about performance against 
the following 2025/26 contracts: 
 
• Bury Locally Commissioned Service (LCS)  
• Respiratory Diagnostic Service (formally Quality Assured Spirometry)  
• Paediatric Phlebotomy  
• Minor Surgery Enhanced Service (MS ES)  
• Special Allocation Scheme (SAS)  
• Primary Care Network Direct Enhanced Service (PCN DES) including:  

o Overall Assurance 
o Impact and Investment Fund Indicators (IIF)  
o Enhanced Access (EA)  

• Weight Management Enhanced Service (WM ES)  
• Friends and Family Test (FFT) 
• Primary Care Complaints KO41b 
• Capacity and Access Improvement Payment 

 
 
3. Bury Locally Commissioned Service (LCS) 

 
3.1 The Bury LCS commenced on 1 April 2025 and runs until 31 March 2026 with a total 

contract value of £3,223, 500.  Of this, practices have the opportunity to receive 
£3,118,347 (£14.61 per head of weighted population) via a combination of upfront, 
monthly transactional payments and year end reward payments.  The GP Federation 
also receive a management fee equating to £105, 204.  

 
3.2 All practices in Bury signed up to deliver the LCS with the overall aim of the specification 

being to provide clinically safe and effective services that improve outcomes for 
patients.  The Bury LCS is structured to include indicators categorised as follows:  
 

3.3 A - Gateway requirements in order to access funding  
B - Transactional activity   
C - Measurable improvements - All practices  



D - Measurable improvements - Neighbourhood specific  
E - Data collection only  
 

3.4 For the purposes of this paper, we will be analysing performance against:  
  
B - Transactional activity   
C - Measurable improvements - All practices  
D - Measurable improvements - Neighbourhood specific  
  

3.5      C - Measurable improvements –All practices   
  

3.6 As with the 2024/25 Bury LCS, practice have again been asked to work on a number of 
GM indicators; GM High Risk Reviews, GM Prescribing and GM Elective Care.   

 
3.7 Bury locality is currently performing 3rd best in GM when looking overall at the GM High 

Risk Review Indicator “CVD and Diabetes HRR”, achieving 37.44% against a sliding 
scale target with payments triggered at a lower threshold of 30%, a mid-threshold of 
30.01% - 59.99% an upper of 60%.  Within that, Practice performance ranges from 
22.25% to 54.4%. As at Q2, 17 practices have achieved the mid-threshold for this target 
with 8 practices currently sitting below the lower threshold.  It is anticipated that all 
practices will achieve at least the lower threshold by year end given their current 
proximity to this as shown in Graph 1 below: 

 
Graph 1:  

 
 
3.8 2025/26 saw new funding included for an additional indicator in this section “ carrying 

out the ACR & eGFR for patients with either diabetes or chronic kidney disease stage 
3-5 (eGFR <60) however, at the time of writing this paper, the data for this is not 
available.  
 

3.9 Bury is performing the best in GM against Antibiotic Items per STAR-PU with 0.681 
against the target “GP practice maintains or meets national target of 0.871 items per 
STAR-PU”.  Within that, performance ranges from 0.523 to 0.920.  Again, this is 
rewarded on a sliding scale, as at Q2, 24 practices have achieved 100% of the reward 



payment with 1 practice currently achieving 75% of the reward payment.  It is anticipated 
that all practices will achieve 100% by year end as shown below in Graph 2 

 
GRAPH 2:   

 
 

3.10 In addition, Practices are also asked to “reduce or maintain proportion of co-amoxiclav, 
cephalosporins and quinolones to 10% or below.  As at Q2, Bury locality is performing 
3rd best in GM with 5.667% with a practice range of 2.638% to 8.790%.  Payment is 
predicated on achieving the target with no sliding scale in place and, as at Q2, all 
practices are achieving this indicator as shown in Graph 3 below: 

 
GRAPH 3: 

 
 
3.11 There were also 3 GM Medicines Indicators for practices to achieve at the end of Q1, 

data for those is now available showing that 100% of practices nominated an 
Antimicrobial Steward, 88% of practices submitted an Antimicrobial Stewardship Quality 
Improvement Plan and 72% of Practices submitted the required Q1 Shared Care 



submission.  We are in dialogue with the MOT to establish any mitigations in place to 
secure the outstanding requirements and what contractual implications this has for any 
missed submissions at this point. 

 
3.12 With regards to the GM Elective Care indicators, at Q1 all practices were required to 

undertake and submit a Quality Improvement (QI) Action Plan which included 
“Completion and submission of the referral management template, including full 
completion of Q1 requirements: review of referral and A&G data, determination of 
specialties, internal audit, referral management activities and agreed PCN action” 
 

3.13 For this indicator, GM data shows that Bury locality has a compliance of 92% as at Q2.  
However, the master spreadsheet held by the Senior Programme Manager for GM 
Elective Care Recovery and Reform, which is used for GM reporting and has been 
submitted to the GM Elective Board, shows a 100% completion rate for Bury which 
matches with local information.  This has been raised internally with GM for resolution 
as the errors in this dashboard are also affecting the overall total with GM showing as 
95% compliant when it is, in fact, at 99%. 

 
 

3.14 D - Measurable improvements - Neighbourhood specific   
 

3.15  In this section of the contract, each neighbourhood indicator must be met by all practices 
within that neighbourhood for practices to receive the associated payment for that 
indicator.  This ensures our neighbourhood working model is aimed at reducing clinical 
variation amongst practices in addition to improving quality. Where there is a tiered 
reward, the lowest achievement will be used to calculate reward entitlement. 
 

3.16  For 25/26, two areas of focus were chosen with the North, Prestwich and Whitefield 
neighbourhoods building on the Frailty work undertaken last year by adding in additional 
year 2 stretched targets centred on Osteoporosis as well as looking at the COPD 
indicators which were undertaken by the East and West neighbourhoods last year.   

 
3.17 Current performance at Q2 for The North (N), Prestwich (P) and Whitefield (W) 

neighbourhoods shows that all neighbourhoods have achieved the Year 1 indicator “A 
minimum of 12% of patients ≥65 identified as having frailty as determined by a recording 
of Rockwood score 5 or 6” however, there is no funding associated with this as it was 
the expectation that the neighbourhood would continue to build on the work undertaken 
(and funding received) in year 1. None of the practices in NPW are achieving the 
remainder of the Year 1 indicators at this time and, whilst there is no year 2 funding 
attached, it was the expectation that work would continue and this will be addressed 
with the Neighbourhood Lead.   

 
3.18 NPW are not yet achieving any of the Year 2 COPD requirements however, work to 

achieve the rest of the indicators is in train with a continued focus on each agenda at 
neighbourhood meetings and intensive support from the GP Federation and the 
Neighbourhood Leads. 

 
3.19 North’s performance against their neighbourhood targets is shown in Graph 4 below: 
 

Graph 4: 



 
 
3.20 Prestwich’s performance against their neighbourhood targets is shown in Graph 5 

below: 
 

Graph 5: 

 
 

3.21 Whitefield’s performance against their neighbourhood targets is shown in Graph 6 
below: 



 
Graph 6: 

 
 
3.22 Outside of Q2 performance, we have also been required to produce a Contract Variation 

(Appendix 1 - 005 CVN03) for North, Prestwich and Whitefield Neighbourhoods as 
several practices have expressed concerns regarding the time commitment of the 
Frailty training specified in the original Bury LCS 2526 contract. 

 
3.23 Having considered this constraint, we have drafted the CV to also allow the following 

training as an alternative option for practices who have yet to complete this requirement 
“Tier 2b (aimed at Senior Health and Social Care Staff, including GPs) Again, as with 
the previous training evidence must be submitted in the form of a certificate or screen 
shot of achievement.  

 
3.24  Across this year, the East and West neighbourhoods remain focused on building 

on their COPD achievements from 24/25 with the addition of stretched COPD targets for 
25/26 alongside achieving the Frailty indicators as delivered by NPW neighbourhoods last 
year.   

 
3.25 Current performance at Q2 for those neighbourhoods shows that, the East has achieved 

against their new Frailty indicator “A minimum of 12% of patients ≥65 identified as 
having frailty as determined by a recording of Rockwood score 5 or 6”, One practice in 
the West is yet to achieve however, are currently standing at 11.87% so expected to 
achieve by Q3.   

 
3.26 Work to achieve the rest of the indicators is in train with a continued focus on the agenda 

at neighbourhoods alongside intensive support from the GP Federation and the 
Neighbourhood Leads.  It should be noted however that performance against the Year 
1 COPD indicators has fallen off with most not achieving any of those indicators at this 
point in the year.   



 
3.27 Whilst the East and West neighbourhoods are not funded to achieve those, it was 

anticipated that the work undertaken (and associated funding received) in Year 1 would 
carry through to year 2 with the inclusion of the stretch targets however, this does not 
seem to be taking place and will be raised with the Neighbourhood Lead.  

 
3.28 The Easts performance against their neighbourhood targets is shown below in Graph 

7: 
 

Graph 7: 

 
 
3.29 The Wests performance against their neighbourhood targets is shown below in Graph 

8: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
Graph 8: 



 
 

3.30 B - Transactional activity   
 

3.31  As well as reward-based indicators, there are 11 transactional based indicators outside 
of the neighbourhood indicators in the contract that all practices are delivering 
against.  Transactional Indicators are activity-based indicators which all relevant 
registered patients must have access to across the year.  The block payment is paid to 
practices upfront, each month to ensure practices have the resource available to them 
to deliver on this.    

 
3.32  Of those, data to support 7 of the Transactional indicators is available via EMIS and, 

although no reward payments are made based on performance, we do track activity 
against each.  Whilst Practices are paid on a block for this, it was the expectation that 
activity would level out, if not decrease.  However, the data in Table 1 below shows, for 
the most part, an upward trajectory in activity when we compare the full year 2024/25 
data with the forecast outturn for 2025/26 data for venepuncture, ring pessaries and ear 
wax, though this varies significantly at a practice level. 

 
3.33 Whilst we will continue to monitor the data, it is valid that the population has increased 

and, as this activity is not weighted accordingly, this is likely to account for the increase.  
It should also be noted however that should this activity ever move to cost per case, it 
is likely to exceed the current contract value attributed to it:    
 
 
 
 
 
Table 1: Transactional Activity 



Indicator  24/25 
Activity 

25/26 FOT 
Activity 

Undertake venepuncture  71508 93004 
Undertake the fitting, change and removal of ring pessaries.  559 844 
Perform ear wax removal in line with local guidance  1681 1678 
Complete Child Protection Templates  143 TBC 
Cognitive Decline: 

Cognitive decline this financial year (exc Dementia Register)  246 102 
With MOCA 132 101 
Referred to a service 40 32 

Dementia: 
Newly Diagnosed with Dementia this Fiscal Year (>65 years) 294 312 
With care plan or advice 268 202 
Referred to memory assessment 8 2 

Learning Disabilities: 
Learning Disability Register  1209 1280 
Reasonable Adjustments Letter Sent 334 132 
Reasonable Adjustments Recorded 850 907 

 
3.34 Self Declaration   

 
3.35  We are not able to extract data from EMIS to obtain assurance against the remainder 

of transactional activity therefore, practices are required to submit a self-declaration 
each quarter to the GP Federation stating that the activity is being delivered.  Self-
Declaration forms have been received from 13 practices at Q2 and the GP Federation 
are chasing the outstanding returns however we have received assurance that validity 
checks are undertaken at Practice by the GP Federation to ensure work has taken place 
therefore, at this time we are not unduly concerned regarding compliance.   
  

3.36  One area that has improved as part of this validation process is completion of the Sit 
Rep, a contractual requirement of the LCS in both 23/24 and 24/25.  Contractually, 
practices are obliged to complete the report twice per week however, in 23/24 the 
completion rate for all practices was 27% of all required submissions for the year. For 
24/25, we saw a dramatic increase to 84.89% and, at Q2, the completion rate has risen 
further standing at 90.25%.  This is encouraging when completion of this indicator is 
paramount as this is one of the mechanisms practices are able to use to alert the ICB 
that they are struggling and their OPEL level is rising. This remains a requirement of 
accessing surge clinics from 3 November 25 and, therefore, practices are likely to 
continue to complete this return as the year progresses.  

 
3.37  We continue to use this to report into system Bronze each day so that they are aware 

of the pressure on general practice.  Without an accurate temperature check on general 
practice, the system remains unaware of the issues facing general practice and support 
both from the ICB and from wider system partners is not forthcoming.  

 
3.38 For 2026/27 there is intended to be further standardisation of requirements and funding 

as part of this enhanced service which will likely also include a change in how that 
funding is reimbursed (currently £ per weighted registered patient moving to a level of 
flat rates and need based model).  This potentially presents us with a level of financial 
risk dependant on what services are prioritised centrally.  The team sit on several of the 
working groups and will consider current contractual requirements against emerging 
plans in order to flex existing budget against a prioritised local list of needs. 
 



 
4 Respiratory Diagnostic Service (formally Quality Assured Spirometry) 

  
4.1 Following a temporary pause of the previous Quality Assured Spirometry (QAS) service 

which ended on 31 March 2025 due to a funding issue a new Respiratory Diagnostic 
Service (RDS) commenced on 18 June 2025.  This service now offers access to both 
QAS and FeNo (Fractional exhaled Nitric Oxide) for patients suspected of having COPD 
or Asthma and therefore requiring a diagnosis.  Each patient is referred back to their 
own GP practice following diagnosis at the RDS for follow up and treatment as 
necessary. 

 
4.2 The service, although commissioned on a block contract, is contracted to deliver 3384 

appointments between 18 June 2025 and 31 March 2026.  As at 30 September, 570 
appointments have been offered with 548 booked.  Data collected by the service to date 
shows that the utilisation of this service sits at 96% with a 9.67% DNA rate. The service 
has advised that, of those 22 unused appointments, 16 were cancellations and 6 were 
unused all of which occurred on the first day of the service.  Figure 1 outlines this in 
more depth:  

 
Figure 1: 

 

4.3 For 2026/27 we will look to transition to the GM standardised service specification and 
funding reimbursement model for this service. The GM Model supports NHS GM’s vision 
to deliver a ‘best practice’ approach to commissioning quality assured community based 
respiratory diagnostic services, delivered at a population level to help diagnose chronic 
respiratory disease.  This is in line with our current model of delivery locally across Bury 
however, the GM Model goes further to state that it will support local GP Practices and 
Community Diagnostic Centres (CDCs which Bury does not have or have access to) 
with diagnosis of breathlessness which may not be the result of chronic respiratory 
disease and may act as the conduit for other community respiratory diagnostic 
provisions where required (e.g., portable x-ray devices).   
 

4.4 This will need to be reviewed as part of the current model alongside any funding 
available to enhance our existing RDS to include this, along with any other additional 



activity that may be required as a result of GM standardisation and/or Bury’s lack of 
access to a CDC.  

 
 
5      Paediatric Phlebotomy 

 
5.1     Rock Healthcare have held the Paediatric Phlebotomy contract for Bury since 2009,  

the service was recommissioned for 2025/26 at a new block contract rate of £23, 360 
with revised referral criteria into the service as follows:  

 
• Children between the ages of 5 and 12 years old may be referred to the Paediatric 

Phlebotomy Service who will test only for conditions that can be managed within primary 
care e.g. suspected menorrhagia, anaemia or celiac disease. 

o Any bloods for the above conditions required on patients 12 years and over are 
done in practice  

o If you feel that bloods are required for management or diagnosis of any children 
(any age) outside of primary care 'sensitive' conditions then please consider 
referring to secondary care Paediatrics 

o Any patient under 5 is referred to secondary care Paediatrics and not dealt with 
in Primary Care  

   
5.2     Due to the changes in funding and referral criteria for this contract compared to    

    2024/25, we would expect to see a reduction in activity and a change in age profile of  
    patients being referred to the service.  Q2 2025/26 data has now been received and  
    this reduction in activity has started to occur as displayed in Table 2: 
 
Table 2: 

 Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25 Total 
Total Apps Offered 132 166 111 97 23 12 541 
Total Apps Utilised  90 130 80 90 22 9 421 
DNAs 42 36 31 7 1 5 122 
Utilisation inc DNAs 36% 57% 44% 86% 91% 33% 55% 
Utilisation exc DNAs 68% 78% 72% 93% 96% 75% 78% 
                
No of patients under 5 seen 11 9 7 9 1 1 38 
No of patients over 12 seen 35 34 19 17 1 0 106 

 
5.3 As can be seen from the data, the service has worked to vastly reduced inappropriate 

referrals, directing them back to the referring practice for review.  Whilst referrals for 
children under 5 years old hit 27 in Q1 and 88 in over 12 years old Q1, this has reduced 
to 11 under 5s and 18 over 12s in Q2 reducing uncommissioned activity significantly.   
 

5.4 If this level of activity continues, based on the first 6 months of the year, we have a year-
end trajectory of 1082 appointments, down from the year end trajectory of 1636 
paediatric blood appointments for 25/26 at the end of Q1, a decrease of 403 referrals 
received at year end 2024/25 which is likely to be even fewer given the reduction seen 
in August and September 25.  

 
5.5 Work on appointment utilisation needs to now take place as this is increasing as the 

numbers of referrals reduce.  There is no text message reminder in place for patients 
with appointments in this service, Rock Healthcare are not able to do this as the 
functionality does not exist within the systems they are using for this service.  
Exploration of reminder texts with referring practices will take place. 
 



5.6 At this time, the Children’s and Adolescent Mental Health Service (CAMHS) may 
continue to refer into the service as a temporary measure within the scope of the new 
referral criteria. This is uncommissioned activity, and we are working to obtain an 
alternate solution at this time. 

 
5.7 For 2026/27, we would ideally look to have a GM standardised service specification and 

funding reimbursement model, however this is dependent on the service priorities 
selected centrally.  In the absence of this we will review the options to retain a local 
model for general practice paediatric bloods, potentially adapted again based on the 
reduction in activity seen since the introduction of stringent referral criteria which could 
potentially come with further financial savings.  

 
 

6  Minor Surgery ES 
 

6.1 The Minor Surgery ES is a cost per case contract, comprising of procedures including 
injections (muscles and joints), incisions, and excisions.  The annual budget for this 
contract is £219,000. The YTD spend from 1st April – September 2025 is £69,469. Of 
this, the breakdown of activity/costs that were incurred in Q2 can be seen in Table 3: 

 
Table 3 
 

Q2 2025/26 Aspirations Excisions Incisions Injections 
Total 
Procedures 

Total 
Cost 

No. Of Procedures                 1              140                  7               239  

                       
387  

       
£26,405  

Tariff £42.18          £84.36         £84.36          £42.18  
No. Of Procedures               -                  5 *                  -               84 * 
Tariff               -          £82.58                   -          £41.29  
Totals         £42.18   £12,223.30        £590.52  £13,549.38  

 
*  There were 89 procedures claimed against the old lower tariff rate which finance are reconciling 
Annual Budget YTD Spend (M6)  YTD Budget 
£219,000 £69,469 £109,500 

 
6.2 There are 2 previous participating practices yet to return their declaration to deliver MS 

this year, these have been outstanding since June and we have been supporting the 
GM team to obtain a response. We are currently waiting for GM to confirm which 
practices have signed up to deliver the contract so that we can ensure all claims are 
being submitted and processed in a timely manner so that the budget can be closely 
monitored.  
 

6.3 For 2026/27 we would ideally look to have a GM standardised service specification and 
funding reimbursement model, particularly given the potential impact this pathway could 
have on left shift, however this is dependent on the service priorities selected centrally, 
however as this is a DES contract, in the absence of this we will monitor practice uptake 
against the contract and monitor the activity accordingly. 
 
 

7 Special Allocation Scheme (SAS) 
 

7.1 The Special Allocation Scheme (SAS) is delivered by one provider on behalf of the 
borough with the scheme providing general practice services to patients who have been 
removed from a practice list due to inappropriate aggressive behaviour, ensuring they 
can continue to access healthcare services.  
 



7.2 From 1 April 2025, the contract changed to a block contract of £68,346.94 and, from 
30th June 2025, Ribblesdale Medical Centre commenced as the provider of this service.  
 

7.3 The provider receives a monthly payment of £5659.58 for this contract taking the total 
cost for this service as at Q2 to £17,086.76. In 2024/25 Q2 activity cost was combined 
with Q3 due to late claims submissions, though to give an indication on the savings 
already made, the cost of the service for Q1 24/25 was £23,380.01, demonstrating the 
block contract model is more cost effective. In addition to cost, it is important to highlight 
that whilst there has been an increase of 1 patient the activity associated with the 
service has also reduced and 8 patients have subsequently been identified for potential 
future discharge, highlighting that the changes implemented including having a more 
streamlined service is having a positive effect. Table 4 highlights the overall activity for 
the contract at the end of Q2: 

  
Table 4 

 
Month Face-to-Face 

Appointments 
Telephone 

Consultations 
Prescriptions 

Issued 
DNAs 

July 2025 5 48 58 2 
August 2025 2 43 47 4 
September 2025 5 43 67 2 

Quarter Total 12 134 172 8 
 
7.4 Across GM, there appears to be an increase in the numbers of referrals made to SAS 

for challenging patients who do not necessarily meet the criteria. Training and support 
available to practices is being re-visited and any offers that become available we will 
promote with locality practices.  

 
7.5 For 2026/27 we would ideally look to have a GM standardised service specification and 

funding reimbursement model, however this is dependent on the service priorities 
selected centrally.  In the absence of this we will continue to commission the contract 
locally as we have a requirement for this service to be in place, however we are currently 
seeking guidance from GM with regards to commissioning this service in Bury 26/27 to 
ensure we are compliant with procurement regulations. 

  
 

8 Primary Care Networks DES (PCN DES) 
 

8.1 To ensure each PCN within Bury is meeting the requirements of the PCN DES, each 
quarter, the Clinical Directors (CDs) are required to complete a spreadsheet and RAG 
rate their PCN against each of the requirements giving a description of the work being 
undertaken.  
 

8.2 For quarter 1, all PCNs have submitted the self-declaration spreadsheet which provides 
assurance that 1 of the PCNs are meeting all the contractual requirements set out within 
the PCN DES. The remaining 3 PCNs have stated they are not meeting the full suite of 
contractual requirements but have provided assurance that work is ongoing to ensure 
compliance in the relevant areas. Whitefield PCN and Prestwich PCN have stated that 
they do not currently meet requirement 5.4.4c Review capacity and demand 
management across the PCN. Both PCN’s have stated that they will add this as a 
regular agenda item to their board meetings. Horizon PCN have stated that they are not 
meeting requirements 5.4.6 Core Network Practices of a PCN must use the relevant 
SNOMED codes and other agreed approaches of capturing activity to support data 
collections for the indicators related to the Network Contract DES and other PCN 
activity. 5.4.7 The relevant SNOMED codes, as published in the supporting Business 



Rules, should be used within Core Network Practices’ clinical systems to record activity 
as required under the Network Contract DES. Only those codes included in the 
supporting Business Rules will be acceptable to allow CQRS calculations. A PCN’s 
Core Network Practices will therefore need to ensure that they use the relevant codes 
and if necessary, re code patients. They have stated “All Core Network Practices within 
Horizon PCN use the relevant SNOMED codes and agreed data capture methods to 
ensure accurate recording of activity linked to the Network Contract DES and wider PCN 
initiatives. A recent review identified inconsistent use of appropriate coding by social 
prescribing link workers; this is currently being addressed through the implementation 
of a standardised coding framework and template to ensure consistent and accurate 
data collection moving forward” 
 

8.3 The quarter 2 assurance document has now been issued to each PCN. However, it was 
not issued immediately following the end of quarter 2, as the data was not yet available. 
It was felt that both the assurance document and the data should be shared together to 
provide a complete update to PCNs. 

 
8.4 An additional data document was previously sent to PCNs each quarter that was 

extracted from the GM dashboard via Tableau which allowed insight into some 
measurable indicators of the PCN DES for Bury PCN’s and other PCN’s across GM. 
This dashboard is no longer available, we are working with the GM BI team to resolve 
this and reinstate the dashboard. The GM BI team have been able to provide some data 
relating to EHCH and SMRs however this is at practice level and no comparisons can 
be made with other localities in GM. This data has been shared with PCNs. 

 
8.5 As part of the DES, PCNs are contracted to deliver Enhancing Health in Care Homes.  

All eligible care homes in Bury are aligned to a PCN who are responsible for delivering 
the contracted elements to Bury residents in that home.  As at Q2, we are currently 
working to resolve a significant risk in relation to EHCH provision at The Priory.  

 
8.6 The Priory comprises two units; The Elton Unit and Highbank. Highbank changed its 

CQC designation on 1 May 2025, moving it from hospital status to a care home meaning 
that the home became eligible under the terms of the PCN DES and therefore required 
alignment to a PCN.  

 
8.7 For several reasons it has been determined as a requirement for Bury PCN to cover, 

not least because: 
 

• The geographical location of the home is within the PCNs footprint 
• The geographical location of the closet practice is within this PCN 
• Homes are already disproportionately distributed across PCNs covering this 

geographical location 
• The fact that patients are first admitted to Highbank, stabilised and then transferred 

to the Elton Unit (which is covered by Bury PCN) 
 
8.8 However, following extensive discussions, Bury PCN felt it was unmanageable for them 

to take on the additional workload.  We are currently working with Horizon PCN to see 
if they can support the home instead though it must be noted that ordinarily this would 
be a requirement of the PCN to resolve themselves.  It is expected that this will be 
resolved by the end of November 2025 and confirmation of arrangements will be 
provided as soon as possible.  

 
 
9 Investment and Impact Fund 



 
9.1 The IIF is a financial incentive scheme within the PCN DES where each PCN can earn 

a maximum of 58 points valued at £198 per point (adjusted for list size and prevalence). 
IIF focuses on rewarding high quality care in areas where PCNs can contribute 
significantly towards the ‘triple aim’:  

 
9.2 There are two IIF indicators for 2025/2026 ‘Percentage of patients on the QOF Learning 

Disability register aged 14 or over, who received an annual Learning Disability Health 
Check and have a completed Health Action Plan in addition to a recording of ethnicity 
(HI03)’ and ‘Percentage of patients who have had a lower gastrointestinal urgent 
suspected cancer referral in the reporting year where at least one urgent suspected 
cancer referral was accompanied by a faecal immunochemical test result, with the result 
recorded in the 21 days leading up to the referral (CAN04)’ 

 
9.3 As of September 2025, all PCN’s within Bury are achieving the upper threshold target 

for IIF indicator CAN04 which is an increase from the previous quarter. However, 
despite the overall results for Bury, there is variation amongst individual practices. This 
will be raised with individual practices during their Primary Care Quality Visit and with 
PCN Managers and is a focus for the Primary Care team for 2025/2026. The current 
achievement at locality level can be seen in Appendix 2, and PCN level / practice level 
breakdown can be seen in detail in Appendix 3. 

 
 
10 Enhanced Access 
 
10.1 The PCN DES requires PCNs to offer Enhanced Access, providing bookable 

appointments outside the core hours period of 6.30pm-8pm weekday evenings and 
9am-5pm on Saturdays. Utilising a multi-disciplinary team, PCNs are contracted to 
provide a minimum of 60 minutes per 1000 PCN adjusted population per week and has 
a value of £8.532 per head of population.  

 
10.2 To meet this requirement, Horizon, Prestwich, and Whitefield (HPW) PCN are required 

to offer 707.50 hours per month and Bury PCN are required to offer 223.99 hours per 
month across 25/26.  Up to end of Q2, The GP Federation on behalf of HPW have 
offered 4238.52 hours against a contractual requirement of 4245 and therefore are in 
deficit by 6.48 hours.  At the time of writing this paper, we are not in receipt of 
Septembers data for Bury PCN however, up to the end of August, they had offered 1135 
hours against a contractual requirement of 1119.95 and therefore were over offering by 
15.05 hours. However, Bury PCN still need to ensure that their EA appointments are 
visible on 111 and the Clinical Director is working to ensure this occurs. 

 
10.3  Although not contractual, we continue to focus on addressing the ongoing issue  

     regarding appointment utilisation in the EA services. Historically, for Bury as  
 a whole, utilisation of the EA service is below where we would expect it to be given the    
 messages we receive from the community regarding lack of access for patients.   

 
10.4  All PCNs are taking a number of measures in 25/26 to improve appointment    

    utilisation as follows:  
 
• utilisation will be a standing item at monthly PCN DES meetings  
• regular promotion of appointment availability at Practice Managers meetings, 

advising that all EA appointments should be offered routinely as “next available 
appointment” and not ringfenced for urgent on the day appointments   



• Reviews of on the day vs prebookable  appointments and number of appointment 
types with different clinicians working in the EA service  

• Review of the locations of the EA service to ensure they are still the most 
appropriate for patients  

• ensure staff at each practice are trained in how to book patients into these  
• appointments  
• ensure staff are aware of how practices can promote use of the appointments 

correctly to patients  
 
10.5 Additionally, specifically, in Bury PCN:   

• information regarding the service being added to practice websites to promote to 
patients 

• a poster has been distributed to practices highlighting the service, the structure and 
the appointments so staff are aware of who to book in with which clinician for which 
condition 

• Practice Managers have been advised to speak directly to Dr Butt, Clinical Director 
for Bury PCN and EA lead, if they don’t know how to use the service 

• practices are allocated a set number of EA appointments per week, Dr Butt will 
review that allocation amending if needed but also ensuring that any unused 
appointments are releasing for use by other practices at a certain point in the day if 
they are not used  

• Consideration will be given to having “open books” where any practice can use any 
appointment  

• Dr Butt will review the low usage of HCA and Nurse appointments to drive these up 
• Dr Butt will liaise with both HPW PCNs and Heywood Middleton & Rochdale (HMR) 

ICB to see how they manage their appointment books to ensure any good practice 
is shared to increase utilisation – this has been done but their model cannot be 
directly replicated as there is additional funding in their model which can't be 
matched for Bury.  Some learning can be implemented, however. 

 
10.6 As well as the actions noted above for all PCNs (section 10.4), HPW PCN are   

   specifically:  
• Obtaining lists from practices on an ad hoc basis to fill HCSW clinics to bring up 

utilisation and prevent wasted appointment slots 
• Reviewing utilisation of appointments by clinicians to ensure the correct skills mix 

is in place  
• Visiting practices individually to look at their utilisation and to ensure staff use the 

system in the same way: 
o Promotion of the types of EA appointments available and what each clinician 

can do  
o some don’t book patients into EA as “next available appointment”  
o some don’t have confidence in the system so only look at EA appointments 

at the end of the day when their own books are full but often all EA 
appointments have been used by this time 

o Accurex has been put in place for appointment reminders for patients so 
should see a reduction in DNAs as they can cancel their own apps 

• The GP Fed will keep an eye on how this affects utilisation as last minute app 
cancellations can be hard to fill but they are liaising with 111 so they can see and 
book patients into any last minute apps available  

 



10.7 Table 5 below outlines the contractual compliance and the utilisation rates at a locality 
level to the end of August 25, given we do not have Bury PCNs data to the end of Q2.   
 

10.8 Despite the ongoing focus on our current run rate for 2025/26 is 64.42% including DNAs 
and 74% excluding DNAs which it down on 2024/25 which was 70% including DNAs and 
80% excluding DNAs.   

 
Table 5 

EA Combined Totals 25/26 

Month 
BHPW total 
contracted 
hours pm 

BHPW total 
hours 

offered in 
month 

Total 
Contracted 
Hours Met 

Total No 
of Apps 
Offered 

Total no 
utilised 

Total No 
of 

Hours 
Utilised 

DNAs 
% 

utilisation 
inc DNA 

% 
utilisation 
exc DNA 

Apr 931.49 928.89 99.72% 3659 2773 704 347 66.30% 76% 
May 931.49 919 98.66% 3618 2797 711 328 68.24% 77% 
Jun 931.49 927 99.52% 3578 2511 821 264 62.80% 70% 
July 931.49 933 100.16% 3617 2578 848 570 55.52% 71% 
Aug 931.49 955.42 102.57% 3781 2920 738.8 311 69.00% 77% 

TOTAL 11177.88 4663.31 41.72% 18253 13579 3822.8 1820 64.42% 74% 
 
 

11 Additional Roles Reimbursement Scheme (ARRS) 
  

11.1 The PCN DES continues the requirement for PCNs to deliver against the Additional 
Roles Reimbursement Scheme (ARRS).  Full 25/26 forecast plans have been submitted 
by all PCNs with the full ARRS budget expected to be realised this year.  To ensure 
spend is on track, PCNs are required to submit monthly, updated plans outlining any 
change in trajectory.  Plans have been submitted by all PCNs up to end of Q2.  
 

11.2 However, whilst the plans provide assurance that full spend will be achieved, at this 
time, we have not spent the anticipated year to date allocation. HPW PCNs have been 
paid for claims submitted to the end of Q1, and claims submitted up to end of Q2 are 
currently being validated by the finance team.   

 
11.3 Claims for Bury PCN have been submitted to the end of Q2 25/26, however payments 

from March 25 to September 25 remain outstanding.  The Finance Team have 
confirmed that all outstanding claims are expected to be made by the end of November 
25.  

 
11.4 On this basis, the current position in terms of the value of claims made in Q1 is shown 

in Table 6 and the corresponding ARRS WTE is as shown in Table 7 below: 
 
Table 6: 

PCN 
Allocation 

(Ann.) 
Allocation 

YTD 
Total Cost 

at 
30/06/25 

Underspend 
at 30/06/25 

BURY PCN 1,286,240 428,747 317,711 968,529 
HORIZON PCN 2,559,210 853,070 507,068 2,052,141 
PRESTWICH PCN 1,035,433 345,144 182,167 853,267 
WHITEFIELD DISTRICT & COMMUNITY PCN 802,049 267,350 192,369 609,680 
Grand Total 5,682,932 1,894,311 1,199,315 4,483,617 

 
Table 7:      

WTE April 2025 May 2025 June 2025  



BURY PCN 34.70 34.50 32.50  
HORIZON PCN 39.81 37.81 40.85  
PRESTWICH PCN 15.18 15.18 16.18  
WHITEFIELD DISTRICT & COMMUNITY PCN 16.02 15.02 17.21  
Grand Total 105.72 102.52 106.74  

 
 

12 Weight Management Enhanced Service  
 

12.1    The weight management enhanced service continues to be commissioned from General  
Practice from 1 April 2025 to March 2026 with all practices in Bury participating. The 
aims of the service are to: 

 
• support practices to develop and implement a proactive approach to the identification 

of patients living with obesity; to work with wider system partners on developing 
pathways which incorporate multi-modal access options including online, telephone 
and face to face and to empower patients to actively provide and update their practice 
with this information online 

• to support practices to engage with individual patients living with obesity and, 
following a conversation with the patient, to refer patients who are ready to make 
behavioural changes to appropriate weight management programmes. 

 
12.2 As a minimum requirement the referral allocation will be at least 12% of the number of 

patients on the practice’s Obesity Register at 31 March 2023 and practices will be 
entitled to £11.50 per referral to one of the services, up to the limit of their referral 
allocation (only one referral per patient may be claimed under this ES). Practices have 
been advised of their allocation for the year. 
 

12.3 Table 8 shows the activity claimed for both Q1 and Q2 as Q1 was not available in the 
last report to PCCC. 

 
Table 8 
 



 
 
12.4 Those practices who have reached their full allocation will not be able to submit further 

claims for the remainder of the year. It also should be noted that claims will now include 
those made by practices through this enhanced service for Tirzepatide, which could 
increase claims, but again a practice cannot claim above their allocation. If a practice 
has reached their allocation then they can refer patients eligible for Tirzepatide but will 
not be able to claim for it. The GM team will revert back any claims over the practices 
allocation and will not authorise on CQRS. 
 
 

13 Friends and Family Test (FFT) 
 

13.1 The Friends and Family Test (FFT) is a feedback tool that supports the fundamental 
principle that people who use NHS services should have the opportunity to provide 
feedback on their experience that can be used to improve services. It is a continuous 
feedback loop between patients and providers.  It is a core contractual requirement that 
all GP practices implement the NHS Friends and Family Test.  
 

13.2 In terms of Bury locality performance, 80% of practices submitted FFT results in August 
2025. A total of 1,623 responses were received with 91% of patients submitting a 
positive response. Overall, for GM, there were 58,324 responses received with 93% of 
patients submitting a positive response. As a locality we promote good practice sharing 
and are aware that a number of practices have created their own internal patient 
satisfaction survey to improve the experience the patient has. 
 

13.3 Missing submissions and abnormalities will be flagged with practices when the data is 
published. NHS Greater Manchester will contact practices where there are issues with 

 
2025-26 

Allocation 
Claimed 

Allocation 
% of claimed 

Allocation Apr-25 May-25 Jun-25 Jul-25 Aug-25 Sep-25

P83001 115 115 100.00% 12 13 17 12 61 0
P83004 76 76 100.00% 19 23 34 0 0 0
P83005 41 28 67.96% 4 5 1 3 11 4
P83006 60 24 40.15% 4 6 3 3 4 4
P83007 104 33 31.84% 4 6 8 11 3 1
P83009 54 0 0.00%
P83010 55 32 58.67% 3 12 2 8 1 6
P83011 70 45 63.97% 11 2 12 7 4 9
P83012 572 110 19.23% 15 31 19 17 21 7
P83015 99 51 51.77% 8 6 6 5 8 18
P83017 69 8 11.60% 2 1 3 2
P83021 102 66 64.48% 15 13 5 16 7 10
P83024 55 19 34.40% 10 9
P83025 74 62 83.55% 12 3 29 6 1 11
P83027 20 2 9.78% 2 0
P83603 135 73 53.93% 9 13 23 12 8 8
P83605 73 11 15.13% 1 1 4 3 2
P83608 49 46 93.11% 4 14 8 8 5 7
P83609 41 25 61.12% 2 5 11 4 1 2
P83611 32 9 28.47% 1 1 2 4 1 0
P83612 42 21 49.43% 1 0 8 11 0 1
P83620 50 31 62.13% 3 4 7 11 6
P83621 32 19 58.63% 19
P83623 52 2 3.86% 1 1
Y02755 86 80 93.50% 10 13 13 16 16 12



data submission or to enquire if any assistance is required. NHS Greater Manchester 
will be issuing reminder notices to GP Practices that do not comply with the FFT 
requirements, Practices who fail to submit for 3 consecutive months are in breach of 
contract and sanctions may be applied. No practice has failed to submit for 3 
consecutive months in Bury since April 2025. 

 
 
14 Primary Care Complaints Collection (KO41b)  
 
14.1   KO41b is a mandatory data collection that captures data and information regarding 

written complaints received by General Practice, Dental Practices and Pharmacies. The 
data for GP practices will be collected via the NHS Digital Strategic Data Collection 
Service (SDCS).  

 
14.2 It is a statutory requirement to declare complaints information as detailed in the 2009    

complaints regulations. The data submission window closed on Friday 11th July 
however we are yet to receive the information from GM, and we will bring an update to 
a future meeting. 
 

 
15 Capacity and Access Improvement Payment (CAIP) 

 
15.1 2024/2025 –1 PCN was randomly chosen to take part in the post payment verification 

process (PPV) which was due to take place between June 25 and August 2025 and 
was based on the ‘Faster Care Navigation’ domain. The timelines were pushed back 
due to central capacity and the locality Primary Care Team were asked to support this 
process by reviewing the evidence submitted. The review is now complete and GM 
have written to inform the PCN of the outcome, advising the PCN they meet the 
requirement.  

 
15.2 The PPV process does however indicate that a wider review will be needed as several 

PCNs across GM who have declared themselves compliant are now known to not be. 
 
15.3 2025/2026 – the components for this years CAIP have been reduced from 3 to 2, 

which are: 
• Supporting modern general practice access 
• Risk stratification to support continuity of care 

 
15.4 The method of claiming the funding will still be done via a self-declaration submission 

from the PCN Clinical Director (we await locality/PCN breakdown). 
 
15.5 The support tool to enable risk stratification has been shared with practices / PCNs. 

The self declaration process is to be followed to claim for either domain and can be 
done at any point once the criteria has been met. It is likely there will be another PPV 
process next year following all submissions, though nothing confirmed at this stage. 

 
15.6 The primary care team will continue to engage in GM access meetings and will 

support practices and PCNs where possible in reaching the criteria to claim funding. 
 
 
16 Associated Risks  

 
16.1 The main risk for all contracts discussed in this paper relates to the lack of real time, 

accurate data.  This limits our ability to manage issues early in the year which then may 



impact on overall contract performance leading to a financial impact on the ICB adding 
strain to an already tight budgetary position.  To mitigate this, we are working to obtain 
information from all available data sources and will be speaking with providers regarding 
their performance as that data becomes available to ensure any issues are addressed 
at the first available opportunity. 

 
16.2 There is a significant risk around the PCN DES EHCH specification given the issues 

noted re alignment of a PCN to Highbank which we are working to resolve. 
 
16.3 Both Prestwich PCN and Bury PCN no longer have access to the tier 2 weight 

management meaning a level of inequity in access to services as a result.  This will also 
affect practice’s ability to claim for referrals made to this service via the Weight 
Management DES. All practices will claim for Tirzepatide referrals via the same DES 
meaning there is a small risk re activity/budget forecasted, though at this stage numbers 
are thought to be minimal. 

 
16.4 If the current ARRS spend is not brought up to date with claims submitted, validated 

and paid in good time, we run the risk of hitting year end with a less than full allocation 
spend on the books. This does not provide assurance to GM that we are spending our 
allocation and also puts a financial strain on the PCN who have employed this cohort of 
staff and are waiting for costs to be reimbursed. This caused tensions between the PCN 
and the ICB in 24/25 which fractures relationships.  This issue has still not been fully 
resolved given Q4 2425 claims are still being validated for Bury PCN before final 
payment can be made and, to date, claims for 25/26 have not been submitted or 
reimbursed.  It is critical that this is resolved moving into Q3. 
 

16.5 ARRS is the main funding avenue for PCNs to increase their workforce to meet the 
growing demand on primary care. ARRS ensures economies of scale can be achieved 
to work at scale by employing a more diverse workforce to meet the needs of the 
patients. This removes the burden to see all patients away from the General 
Practitioners allowing them time to care for the patients that require their interventions. 
We are starting to see WTE numbers fall which inhibits the ability to fulfil the at scale 
changes needed.  This is in part due to lack of estates to house ARRS roles, rising 
employment costs and increased competition for staff holding those positions. 

 
16.6 Work continues through the Beyond Core Contract Review (BeCCoR) Groups to look 

at further standardisation of all additional enhanced services and the funding 
associated.  This may result in several risks in terms of existing service requirements 
and financial pressures.  With that in mind a local prioritisation exercise will need to be 
undertaken.  

 
 
17 Actions Required 
 
17.1 The General Practice Leadership Collaborative with are asked to: 

• Note the contents of this report 
• Note the risks and mitigating actions  

 
Rachele Schofield  
Primary Care Lead 
Racheleschofield@nhs.net  
November 2025 
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Katie Heselwood  
Primary Care Manager  
Katie.heselwood@nhs.net  
November 2025 
  
Rochelle Milne 
Primary Care Project Manager 
Rochelle.milne@nhs.net  
November 2025 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:Katie.heselwood@nhs.net
mailto:Rochelle.milne@nhs.net


Appendix 1 
 

 
 
 
 
 
 
 
 
 
 
 



Appendix 2 - IIF achievement by locality 

 
 
Appendix 3 - IIF achievement at PCN / practice level 
 

 CAN 04 HI03 
GP Practice Qtr 1 Qtr 2 Qtr 1 Qtr 2 

Blackford House 85.19% 88.52% 13.64% 32.18% 
Fairfax 78.57% 81.03% 2.78% 22.86% 

Garden City Medical Centre 100.00% 91.67% 8.70% 62.50% 

Greyland N/A N/A 0.00% 0.00% 
Huntley Mount Medical Centre 100.00% 76.47% 47.37% 56.25% 
Knowsley Medical Centre 57.14% 63.64% 18.42% 41.03% 
Longfield 100.00% 62.50% 15.63% 43.75% 
Mile Lane 84.62% 83.33% 22.22% 53.85% 
Monarch Medical Centre 70.00% 71.43% 0.00% 0.00% 
Peel GPs 87.50% 80.43% 0.00% 3.08% 
Radcliffe Medical Centre 80.00% 88.64% 11.11% 37.78% 
Ramsbottom 57.89% 80.49% 10.00% 20.00% 
Redbank Group Practice 80.00% 88.41% 17.31% 21.57% 
Ribblesdale 87.50% 90.00% 6.52% 11.76% 
Rock HealthCare 85.71% 93.33% 2.04% 37.78% 
St Gabriels 100.00% 92.00% 17.24% 47.27% 
The Birches 100.00% 85.00% 0.00% 14.29% 
The Elms Medical Centre 90.91% 93.55% 15.38% 32.50% 
The Uplands Medical Centre 88.24% 84.62% 18.75% 28.13% 
Tower Family HealthCare 85.57% 86.94% 23.13% 38.75% 
Townside 83.33% 92.86% 0.00% 35.90% 
Unsworth Medical Centre 92.31% 92.00% 15.38% 40.74% 
Walmersley Road  N/A 0.00% 0.00% 41.94% 
Whittaker Lane 75.00% 80.00% 13.89% 41.67% 
Woodbank Medical Centre 100.00% 100.00% 5.41% 26.32% 
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Meeting Date 24 November 2025 Action Receive 

Item No. 12 Confidential No 

Title Beyond Core Contract Review (BeCCoR) update 

Presented By Zoe Alderson, Head of Primary Care (Bury) 

Author Zoe Alderson, Head of Primary Care (Bury) cover sheet only 

Clinical Lead Dr Catherine Fines, Associate Medical Director (Bury) 
 

Executive Summary 
 
Primary Care Commissioning Committee (PCCC) is presented with the latest update from 
the Beyond Core Contract Review (BeCCoR).  This includes evaluation findings from the 
2024/25 CVD and Diabetes approach which continues for 2025/26 and an update on 
2026/27 BeCCoR work including locally identified risks.  
 
Recommendations 
 
The Primary Care Commissioning Committee is required to: 

• Receive the update report being presented 
• Note and consider the risks associated 
• Consider and approve the recommendations put forward  

 
 
OUTCOME REQUIRED  
(Please Indicate) 
  

Approval 
☐ 

Assurance 
☐ 

Discussion 
☐ 

Information 
☐ 

APPROVAL ONLY; (please 
indicate) whether this is required 
from the pooled (S75) budget or 
non-pooled budget  

Pooled 
Budget 
☐ 
 

Non-Pooled 
Budget 
☐ 
 

  

 
Links to Locality Plan outcomes  

To support a local population that is living healthier for longer and where healthy expectancy 
matches or exceeds the national average by 2025.  ☐ 

To achieve a reduction in inequalities (including health inequality) in Bury, that is greater than 
the national rate of reduction.  ☐ 

To deliver a local health and social care system that provides high quality services which are 
financially sustainable and clinically safe. ☐ 

To ensure that a greater proportion of local people are playing an active role in managing their 
own health and supporting those around them. ☐ 



 

 

 
Implications 

Are the risks already included on the Locality Risk 
Register? Yes ☐ No ☐ N/A ☐ 

Are there any risks of 15 and above that need to be 
considered for escalation via an NHS GM Statutory 
Committee or Board in line with the Risk Escalation 
process ? 

Yes 
☐ 

No 
☐ 

N/A 
☐ 

Are there any quality, safeguarding or patient 
experience i mplications? Yes ☐ No ☐ N/A ☐ 

Has any engagement (clinical, stakeholder or 
public/patient) been undertaken in relation to this 
report? 

Yes ☐ No ☐ N/A ☐ 

Have any departments/organisations who will be 
affected been consulted ? Yes ☐ No ☐ N/A ☐ 

Are there any conflicts of interest arising from the 
proposal or decision being requested? Yes ☐ No ☐ N/A ☐ 

Are there any financial Implications? Yes ☐ No ☐ N/A ☐ 

Is an Equality, Privacy or Quality Impact 
Assessment required? Yes ☐ No ☐ N/A ☐ 

If yes, has an Equality, Privacy or Quality Impact 
Assessment been completed? Yes ☐ No ☐ N/A ☐ 

If yes, please give details below: 

 

If no, please detail below the reason for not completing an Equality, Privacy or Quality Impact Assessment: 

 
Are there any associated risks including Conflicts of 
Interest? Yes ☐ No ☐ N/A ☐ 

 
 
 
 
Governance and Reporting 
Meeting Date Outcome 
GP Board 
 

19/11/2025 Not available at the time of writing this paper 

 
 

       

 
 
  



 

 

BeCCoR Update 
 
1. Introduction 
 
1.1 Primary Care Commissioning Committee (PCCC) is presented with the latest update 

from the Beyond Core Contract Review (BeCCoR).  This includes evaluation findings 
from the 2024/25 CVD and Diabetes approach which continues for 2025/26 and an 
update on 2026/27 BeCCoR work including locally identified risks.  
 
 

2. Background 
 
2.1 Since the formation of Greater Manchester Integrated Care Board in July 2022 a GM 

Beyond Core Contract Review (BeCCoR) group and sub-groups have been meeting 
regularly with the aim of standardising and harmonising contracts, and the 
accompanying primary care investment across the ten localities. 
 

2.2 In 2024/25 this culminated in the inclusion of high risk reviews for patients with CVD 
and Diabetes along with various medicines indicators which as the presentation 
attached will evidence has had significant system wide benefits.  However, to fund 
these areas of work a large portion of local requirements had to be removed from the 
Bury Locally Commissioned Service (LCS) Contract.   

 
2.3 In 2025/26, Bury was fortunate to receive additional monies, secured as part of the 

BeCCoR business case which enabled further service delivery in elective care, 
neighbourhoods, the shared care forerunner and ACR testing and left our local 
requirements intact. 

 
2.4 As we prepare for 2026/27 further standardisation and new requirements brings with it 

both exciting opportunities but also a real probability that further prioritisation of local 
requirements may be required in support of this programme.   
 

 
3. Opportunities 

 
3.1 The BeCCoR programme to date has already unlocked system wide benefits and the 

intension is to continue to build on this work, agreeing “What is the core offer for our 
GM population?” and “What is the local need?” both of which would be supported by 
standardised service requirements and funding though this level of funding split has 
yet to be agreed.  To support this the pillars are: 
 Learning from each of the existing schemes has been gathered to identify 

opportunities for wider implementation and scaling. 
 Taking into consideration that quality, sustainability and resilience within a 

practice, whilst not demonstrable in terms of being cash releasing are equally as 
important in supporting the delivery of these wider requirements. 



 

 

 Considering new ways to improve the quality of prescribing and medicine 
monitoring using digital tools to prioritise work. 

 National, GM and Local prescribing Priorities incorporated: e.g. Shared Care of 
Medicines and AMR. 

 Innovative financial models being explored 
 Working more collaboratively around system priorities (elective/UEC/population 

health management/neighbourhood transformation) 
 
 
4.  Associated Risks 
 
4.1 Given the complexities involved in this programme of work, there are several risks 

that the committee must continue to be cognisant of: 
I. As we prepare for 2026/27 there is a real probability that further prioritisation of 

local requirements may be required.   
II. The business case to support additional investment in this programme is 

planned for submission in November, yet several pillars are not yet fully 
developed, this therefore maybe unrealistic. 

III. There is significant variation in existing service provisions across the 10 
localities and therefore standardisation may present a further financial 
challenge to Bury locality if it is not something we already commission. 

IV. Pillar discussions to date indicate a change in funding methodology will be 
required.  Currently we reimburse/reward practices using their weighted 
registered list. Principles being discussed suggest a mixed model may be 
introduced, including flat rates, cost per case and bandings. This may have 
further financial impact which cannot be calculated until the asks are fully 
known. 

V. We have made significant progress within our neighbourhoods through 
integrated working delivering a common purpose.  Whilst there is a 
neighbourhood pillar being worked on as part of BeCCoR it is unclear what 
changes or impact this might have on our current arrangements including 
reimbursement methodology. 

VI. Timelines and lack financial confirmation impact on the collaborative 
development and engagement with Practices that the locality would ordinarily 
undertake. 

 
 
5. Recommendations 
 
5.1 Whilst it is indicated that a business case for 2026/27 standards will be submitted this 

month, the risks outlined in this paper remain until confirmation of both expected 
requirements and the associated funding envelopes are received.  It is therefore 
recommended that as a locality we: 

 
 Prioritise attendance at the BeCCoR pillar groups in order to influence the 



 

 

direction of travel and be sighted on risks/opportunities as early as possible. 
 Review our current local requirements and prioritise based on need, which would 

including wider system impact should these stop. 
 Continue to work up local priorities for 2026/27 on the assumption that there will 

still be a level of local resource to deliver these.  Should this then not be possible 
we will have schemes ready to implement when funding pots do become 
available. 

 Present an update at Decembers Practice engagement event. 
 

 
6.  Actions Required 
 
6.1 The Primary Care Commissioning Committee is required to: 

• Receive the update report being presented 
• Note and consider the risks associated 
• Consider and approve the recommendations put forward  

 
 
Zoe Alderson 
Head of Primary Care (Bury)  
November 2025 



BeCCoR 

Evaluation of CVD/Diabetes and BeCCoR 2026/27 Update 
November 2025 

Ben Squires
Claire Lake 
DPBLs 04.11.2025



• Programme of work looking ‘Beyond the Core Contract’; starting with General 
Practice and expanding to wider Primary Care. 

• Triumvirate and Distributed leadership

• Multiyear programme: 
• 2024-25: 3 GM areas of consistency – CVD, Diabetes and AMS
• 2025-26: Additional £7.3m investment to increase areas of consistency to include: 

• Elective Quality Improvement 
• Shared Care of Medicines 
• Expanded Population Health Management – CVD, Diabetes, CKD and Respiratory 
• Neighbourhood working (Frailty and Respiratory in Bury and HIU in Trafford)

• 2026/27: Full business case in development for an expanded, consistent GM scheme

•  This deck presents the evaluation findings from the 2024/25 CVD and 
Diabetes approach and an update on the 2026/27 BeCCoR work

What is BeCCoR?



• BeCCoR: Beyond Core Contract Reviews support GP practices to go beyond 
their standard contractual obligations to proactively identify and support patients 
with the most unmet health needs identified through population health 
management approaches

• Over the past year, every GP practice in Greater Manchester reviewed patients 
at the highest risk of heart disease and diabetes using a locally developed 
digital tool called CVNeed

• CVNeed helps identify people with the greatest unmet clinical need – those 
who may not be getting the care they need to stay well

• Identified patients were eligible for an ‘enhanced review’ focusing on:

Section 1: BeCCoR CVD/Diabetes Evaluation 

• Body Mass Index (BMI) • Cholesterol
• Blood pressure • eGFR (blood test that shows how well the kidneys are working)
• HbA1c (blood sugar levels) • Smoking status



The 10 Year Health Plan focuses on three strategic shifts:

The national context

Strategic shift What we need to achieve How BeCCoR delivers
Hospital to community Reducing reliance on acute care by building 

more joined up, person-centred care closer 
to home in local neighbourhoods

Reviews happen in GP practices, 
keeping people well and out of 
hospital through a PHM 
approach

Treatment to prevention Stronger emphasis on preventative health 
and wellbeing, addressing the causes of ill 
health before medical intervention is needed

Focused on preventing heart 
attacks, strokes, and 
complications before they 
happen.

Analogue to digital Using technology and data to make 
healthcare smarter, faster and more tailored

CVNeed is a locally developed 
digital tool that identifies unmet 
need with precision.



GM GP Incentive Schemes – Population Health Management at Scale

To deliver PC transformation at an 
accelerated pace and at scale, via 
left shift of investment to unlock an 
increased and consistent 
investment into Primary Care, to 
support delivered of 3 Darzi shifts 
and to yield in year benefit to 
system pressures/costs. 

2024/25, all 406 GM General Practices delivered 
CVD and Diabetes high risk reviews. Cohort 
identified via use of CVNeed Risk stratification tool 
to identify those who would benefit most from 
targeted clinical interventions.
 
For 2025/26, CVD and Diabetes continue, with CKD 
and respiratory reviews added in (using CVNeed 
and RespNeed)

Ambition for 2026/27, to launch a ‘whole person’ 
risk stratification tool, based on CVNeed – to include 
CVD, Diabetes, Respiratory and frailty/older adults

This will inform a re-design of approach to LTC 
as part of General Practice Transformation at 
scale 

High-risk Long-term condition reviews:Our aim:

Population Health 
Management Approach at 
Scale:

Risk Stratification of unmet need 
– defined as gaps in good care -  
using innovative digital tool 
CVNeed

CVNeed derived risk mapped against LSOA 
for GM



CVNeed was used to identify at risk cohorts 

CVNeed – 
Defining the 
parameters 
of ‘Very 

High’ and 
‘High’ need.



• Targeted care: Reviews focused on those with most unmet need, especially those with health 
inequalities and within deprived communities

• Better outcomes: Thousands of patients saw improvements in blood pressure, cholesterol, 
and diabetes control representing a reduction in unmet need (2024/25: 5,461)

• In just one year, it is estimated to have prevented around 180 heart attacks and 200 strokes – 
that’s one heart attack every other day and one stroke every two days across GM - saving 
lives and reducing pressure on hospitals

• Service Utilisation: this approach identifies the people who use health services the most, 
allowing the opportunity to improve and streamline care pathways to improve access, patient 
experience and outcomes 

• Cost savings: These improvements saved the system an estimated £6.7 million over one year 

Why it matters



• Atrial Fibrillation: 4.5% reduction in patients at very high or high 
prioritisation (2,219 patients); with a 14.3% increase in percentage 
treated with an anticoagulant 

• Diabetes: 1.2% reduction in patients at very high or high prioritisation 
(841 patients) and median HBa1c drop of 11mmol/mol

• Hypertension: 0.9% reduction in patients at very high or high 
prioritisation (2,189 patients) and median systolic drop of 5mmHg

• Secondary Prevention: 3.3% reduction in patients at very high or high 
prioritisation (4,390 patients); with an in-year increase of 10.3% treated 
with a statin

• In total 1.6% reduction in high/very high unmet need of the patients in 
scope (5,461)

• Reduction in exception reporting in QOF: reduction of -0.3% in 
exception reporting in QOF, in contrast to other QOF measures 
(+0.2% increase) 

Summary of Clinical Impact Year 1 – 24/25



Cohort Median HbA1c change (mmol/mol) Number of Patients in Cohort

In scope, had full BeCCoR review -11 34,895

In scope, incomplete / no BeCCoR 
review

-6 16,069

Not in scope 0 143,990

Diabetes

This shows the impact for an individual clinical parameter: the median change (improvement) in diabetes control 
was highest for those in the BeCCoR cohort who had a review undertaken, as compared to those in the cohort who 
did not have a complete review or those not in scope. 

A median reduction of HBa1C by 11 is a highly significant clinical outcome. 

-11mmol/mol hba1c = -14% RRR for MI’s and 0% for Stroke 
(UKPDS 35, BMJ)

https://pubmed.ncbi.nlm.nih.gov/10938048/


Cohort Median Systolic BP change Number of Patients in Cohort

In scope, had full BeCCoR review -5 48 388

In scope, incomplete / no BeCCoR 
review

-2 34 221

Not in scope 0 344,698

Hypertension

This shows the impact for an individual clinical parameter: the median change (improvement) in systolic blood 
pressure control was highest for those in the BeCCoR cohort who had a review undertaken, as compared to those 
in the cohort who did not have a complete review or those not in scope. 

A median reduction of systolic by 5 is a significant clinical outcome. 

-10mmhg = -17% RRR for MI’s and -27% RRR for Stroke 
(Ettehad et al, Lancet)

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2815%2901225-8/fulltext?utm_source=chatgpt.com


The BeCCoR cohorts correlate with service utilisation across A+E attends; 
111 and 999 calls; non-elective, elective, and outpatient activity

• This is across all service utilisation not just for CVD/Diabetes specific services
• CVD and Diabetes prevalence correlates with deprivation, and BeCCoR cohorts identify 

those with the most unmet clinical need
• Hence this analysis suggests that the CVNeed risk stratification approach may also 

predict those at highest risk of increased service utilisation
• This unlocks potential system opportunities to work differently around UEC, elective and 

neighbourhood reform

For the very high- and high-unmet need groups, in-year improvement has 
been made to elective and non-elective admissions for CVD as a result of 
BeCCoR scheme

• This may represent early evidence of further impact to be yielded in year 2 (2025/26) 
and beyond – recognising that it will take time for reduced unmet clinical need to 
translate into reduce service utilisation

System Impact –  2 key messages



Example of BeCCoR cohort correlation with A+E utilisation 



• In the 10 Year Health Plan, Greater Manchester has been chosen as national 
‘prevention demonstrator’ – a testbed for doing things differently

• BeCCoR shows how local intelligence, digital tools and clinical leadership can 
drive real change

• It’s rooted in our Live Well model, which brings together health, housing, 
employment and community support

• It proves that targeted, proactive care can reduce inequalities and improve 
lives – especially in underserved communities

A blueprint for the future



• Expanding the approach: reviews will continue for heart disease and diabetes, 
and, for 2025/26, now include kidney and respiratory conditions

• Ambition for 2026/27 is to launch a ‘whole-person’ tool to look at multiple 
conditions together – including frailty and mental health – so care can be even 
more joined up

• Ongoing evaluation in partnership with GM ARC: the programme is being 
studied in depth to ensure it delivers long-term benefits and value for 
money 

BeCCoR Population Health Management Approach – 
Next Steps 



BeCCoR 2026/27 Business Case Overview 

A multiyear GM incentive scheme with consistency of funding and outcomes, 
delivered in place and with General Practice, encompassing:

Local service 
delivery

Medicines 
Optimisation:  

including 
Shared Care of 

Medicines

General 
Practice 

Transformation
Quality, 

Sustainability 
and Resilience

Supporting 
system 

priorities: 
 e.g. Elective, 

UEC

Prevention, 
Tackling Health 
Inequalities and 

Population 
Health

General 
Practice at the 

heart of 
Neighbourhood 
Transformation 

Service delivery
Quality Improvement; addressing 
unwarranted variation and system 

working
Transformation

To deliver the 3 shifts: Care closer to home; Analog to Digital and Sickness to Prevention



• Phase 3 design approach, principles and framework developed 

• Up-to-date financial analysis has been undertaken

• Pillar leads identified and work underway within each pillar – dispersed leadership 
arrangements and working groups established 

• Pillar design template document has been created to drive alignment between work in 
various pillars and to align timescales

• Working towards a high-level business case ready by November 2025
• 2 workshops took place in September 
• Ongoing work with finance – primary care, reform programme and finance jigsaw
• Options being developed for how this docks into NHS Reform work and new operating model

Section 2: Developing a business case for 2026/27



Identifying the Intended Impacts 
A Core Foundation of Quality to support a Sustainable and Resilient GM General Practice:

The impacts will be:
• Evidence all of GM General Practice meeting a set of core standards 
• Evidence of improvement measured across all domains of a core framework  
• Delivery of priority medicines safety, quality and value activities 
• Reduction in unwarranted variation across all domains within the scheme 
• A universal ‘offer’ for GM residents 

General Practice Contribution to System Performance and Financial Sustainability:

The impacts will be: 
• Improvements in management of elective referrals within General Practice to contribute to a reduction in Elective waiting list growth, use of alternatives to 

referral and A+G
• Reduction in unplanned demand for CVD, Diabetes, Respiratory Disease and Frailty with corresponding shift in service utilisation form unplanned to 

planned care
• Contribution to Constitutional Standards and National Oversight Framework Targets (e.g. antimicrobial and IPC targets, CVD-prevention targets)
• Financial Savings (cashable) through Medicine Optimisation pillar 
• Financial Savings (cost avoidance) through the Prevention and Population Health pillar (expanding CVD/Diabetes approach to respiratory, frailty and 

anxiety/depression)

General Practice Contribution to Greater Manchester Strategic Priorities:

The impacts will be:
• At-scale delivery of population health management to address unmet need in relation to Long-Term Conditions leading to improved population health 

outcomes, a shift in populational segmentation patterns and altered pattern of UEC demand
• Delivery of GM Model of Healthcare within Localities by bringing together clinical care approaches with LiveWell approaches into cohesive and tangible 

neighbourhood pathways 
• Evidence of Left shift of resources and investment 
• A defined ‘core population offer’ for local service delivery delivered through a commissioning programme to unlock solutions to historic issues 
• A vehicle to accelerate delivery of core 10 year health plan domains such as sickness to prevention and hospital to community 



• Mapping what local services are currently funded through BeCCoR
• Cross reference between Primary care/GP delivery and Community delivery
• Comparing variation in how services are delivered across localities – variation 

in provider, service model and funding. Gap analysis across localities, with 
consideration of opportunity of benchmarking and framework

• Work towards: “What is the core offer for our GM population?”
• consideration of sustained delivery, decommissioning (with the principles 

being developed under the CIP programme) and/or service redesign
• Close alignment with:

• Community Services Programme
• Diagnostics Strategy Development 
• GM Finance Jigsaw

Pillar 1: Local Service Delivery 



• The Medicines Optimisation BeCCoR subgroup is mapping GP practice quality 
schemes that aim to enhance the quality of cost-effective prescribing and monitoring 
of medicines. This is to ensure patients get the right medicine, at the right time, for 
the right condition—improving treatment outcomes.

• The group’s objective is to consolidate these schemes, evaluate them, and identify 
those with potential for wider adoption and scaling across Greater Manchester. 
Additionally, the group will generate new ideas to optimise prescribing practices and 
improve health outcomes for the population.

• Outputs
• Review all existing schemes to identify opportunities for wider implementation and 

scaling has been undertaken
• Design of new ways to improve the quality of prescribing and medicine monitoring 

using digital tools to prioritise work
• National, GM and Local prescribing Priorities incorporated: e.g. Shared Care of 

Medicines and AMR 
• Innovative financial models being explored

Pillar 2: Medicines Optimisation



• A core group has been meeting to progress the aims of the pillar and to 
review what already exists in locality incentive schemes.

• Some high-level statements have been proposed (see the next slide) 
with the intention that practices will declare that they are meeting 
these requirements, alongside a small number of more specific requirements 
(which are still to be worked up).

• After much engagement an approach of self-assessment against core 
standards and ambition targets has been agreed across 4 domains – with an 
improvement approach to support practices progressing against these 
targets 

Pillar 3: General Practice Transformation, Quality, 
Sustainability and Resilience 



Proposed practice statements:
• We commit to actively reviewing and delivering quality and patient safety improvements, 

involving the whole practice team in learning and implementing improvements from 
incidents and patient feedback.

• We commit to taking steps to ensure that the practice is resilient and able to ensure that 
patient needs can be met, even through periods of high demand, staff sickness or during a 
critical incident.

• We commit to continuously reviewing the practice operating model and transforming 
services where required to ensure that patient care, patient satisfaction and practice 
efficiency are optimised. 

• We commit to ensuring that our workforce has knowledge of quality improvement 
methodologies and can operate in an open/honest culture where all staff feel confident to 
raise issues and to make suggestions for improvement.

• We commit to ensuring that our practice is delivering all core contractual obligations linked 
to access, transformation, quality, sustainability and resilience. We will engage with 
commissioners and make improvements where contractual requirements are not being 
fully met.

Pillar 3: General Practice Transformation, Quality, 
Sustainability and Resilience 



• Urgent and Emergency Care
- A focus on demand management 
- Key cohorts identified: 

- Respiratory illness include. 
Childhood asthma

- Frailty, falls and delirium 

Pillar 4: Supporting system priorities 

• Elective Programme 
- Continued collaboration due to 

2025/26 BeCCoR  Elective QI work 
which is underway 

- 2026/27 case will be built on outputs 
from General Practice QI returns and 
the GP data set that has been built 
(esp. referral rates/1000 and A+G 
rates) 



Pillar 5: Population Health Management Approach

Step 1: Prioritise LTC management of Very High Need and High-Need cohorts before winter

Incentivise: Review outside of usual practice LTC recall so Very High-Need Cohort is seen April-June and High-
Need Cohort is seen July-September

Step 2: Conduct high need reviews of Very High Need and High-Need cohorts 

Incentivise: High need reviews of an identified cohort based on updated need identification tool (CVNeed Plus) 
across expanded cohorts: CVD and Diabetes; Respiratory; Frailty. Mental Health is in scoping for 2026/27. 

Step 3: Working with Neighbourhood and LiveWell teams 

Incentivise: Evidence of supporting very high need and high need cohorts through Neighbourhood/LiveWell 
approach, in addition to clinical care, by working within locality/place to develop neighbourhood pathways for 
this cohort



- Building on outputs of PC Livewell engagement
- Building on locality submissions for National Neighbourhood Health Implementation 

Programme
- Ambition to broaden from General Practice to all Primary Care
- This works considers the core foundations of successful neighbourhood 

working, and developing the range of options around ‘stretch’ to support 
strength based practice and enhanced partnership working 

- And, the opportunity to directly link Pillars 4 and 5 with neighbourhood working through 
this pillar, with supporting coordinated MDT approach to managing those identified as 
at risk

- Key consideration is the potential overlap with 2026/27 National contracts:
- PCN DES
- Neighbourhood health contracts 

Pillar 6: Neighbourhood Transformation 



• PCB led Proactive Care 
Programme supported 
PCNs develop 
population health 
management 
capabilities, maturity and 
workforce planning 

• This programme running 
alongside BeCCoR, has 
led to increased impact 
of population outcomes 

Pillars 5 and 6 – Recognising the importance of aligned 
programmes 



• Discussions and work has started:

• The BeCCoR approach is adaptable across wider Primary Care – seeking recurrent 
investment linked to investing in population impact and outcomes based on developing 
an evidence base  

• BeCCoR framework could be used across POD to apply a consistent approach 

• Agreeing where there is an opportunity to test this approach across:
• Pillar 4 – Supporting system priorities 
• Pillar 6 – Neighbourhood Transformation 

BeCCoR and Wider Primary Care 



This deck aims to provide an update and assurance that: 

• There is an extensive programme of work underway with oversight by a core BeCCoR 
team, reporting into PC BIG

• There is a dispersed leadership model in place that includes ICB (GM/locality), PCB, 
Clinical and Subject Matter Leadership

• A continued commitment to evidence based interventions/building on what works, 
identifying and scaling good practice and continuous improvement has been embedded 
throughout the programme

• Connections with wider system teams, programmes and governance has been made
• The next milestone is 2026/27 high-level business case - November 2025
• Followed by accelerated work with localities Nov-March 2026
• Whilst acknowledging, there remains uncertainty and complexity in this work

Summary 



The remainder of the pack presents the detail of the evaluation
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This evaluation is for the CVD/Diabetes area of consistency with GM GP 
Incentive Schemes (BeCCoR) which launched April 2024.
The evaluation is comprised of 2 phases: 
• 1st phase – presented here using current capacity and skills within NHS GM Data, 

Insight and Intelligence Team
• Includes a review of the clinical data to identify the impact of the CVD and Diabetes High Risk 

reviews that look place over 2024/25
• Uses published evidence as basis to quantify this in real world terms and to start to 

demonstrate ROI

• 2nd phase - is the subject of a PhD being undertaken with the GM Applied 
Research Collaborative to apply academic rigour and sophisticated analytical 
techniques to the evaluation

About the Evaluation



GM GP Incentive Schemes – Population Health Management at Scale

To deliver PC transformation at an 
accelerated pace and at scale, via 
left shift of investment to unlock an 
increased and consistent 
investment into Primary Care, to 
support delivered of 3 Darzi shifts 
and to yield in year benefit to 
system pressures/costs. 

2024/25, all 406 GM General Practices delivered 
CVD and Diabetes high risk reviews. Cohort 
identified via use of CVNeed Risk stratification tool 
to identify those who would benefit most from 
targeted clinical interventions.
 
For 2025/26, CVD and Diabetes continue, with CKD 
and respiratory reviews added in (using CVNeed 
and RespNeed)

Ambition for 2026/27, to launch a ‘whole person’ 
risk stratification tool, based on CVNeed – to include 
CVD, Diabetes, Respiratory and frailty/older adults

This will inform a re-design of approach to LTC 
as part of General Practice Transformation at 
scale 

High-risk Long-term condition reviews:Our aim:

Population Health 
Management Approach at 
Scale:

Risk Stratification of unmet need 
– defined as gaps in good care -  
using innovative digital tool 
CVNeed

CVNeed derived risk mapped against LSOA 
for GM



• The CVNeed tool has been developed in Greater Manchester. Using the GM Analytics and 
Data Science Platform, CVNeed identifies patients with unmet need to be prioritised – 
defined as gaps in good care in relation to cardiovascular disease  – using routinely collected 
GP data.

• This prioritisation looks not only at disease diagnosis, but how well the condition(s) is / are 
managed. The CVNeed tool provides a CVNeed score that quantifies the current unmet need 
and the benefit in reducing this need.

• Using CVNeed, we can: 
• Address inequities in access, experience, and outcomes, prioritising underserved 
populations.
• Enable population health management by delivering actionable insights at individual, 
practice, and population levels.
• Provide a holistic framework for managing multiple long-term conditions (LTCs), 
recognising the overlap between conditions like diabetes, hypertension, and chronic kidney 
disease.

What is CVNeed?



CVNeed was used to identify at risk cohorts 

CVNeed – 
Defining the 
parameters 
of ‘Very 

High’ and 
‘High’ need.



• Any patient in scope as of 31st March was eligible for an “enhanced review”;
• BMI
• Blood Pressure
• HbA1c
• Cholesterol
• eGFR
• Smoking Status

• The rationale behind the “enhanced review” is that patients with single, uncontrolled CVD, 
may have other CVDs that may be undiagnosed as part of standard practice

• E.g. high-risk hypertensive is only incentivised to have blood pressure check every year

• The GM “Enhanced review” did not allow for exception reporting (unlike QOF) as our data 
shows that patients with higher risk are also less likely to come forward for clinical care 

And through BeCCoR, General Practice was asked to 
provide enhanced care



• Deprivation: 27.2% live in IMD1 (most deprived) (GM: 26.7%); over half 
of the cohort live in IMD1–3.

• Age/Sex: Older, higher-risk profile as expected (majority 50–89); more men 
than women, reflecting CVD risk.

• Ethnicity & data quality: Broadly mirrors GM; modest under-representation 
across several minority ethnic groups; far fewer “not recorded” (better 
coding).

BeCCoR Cohort vs General Population (2024/2025)

Source: BeCCoR 24/25 cohort vs GM population (full table in appendix).



CVD Mortality in Greater Manchester

• Under-75 CVD mortality: 100.1 per 100,000 (2022–24) — ~2,200 
deaths/year; 24% of all deaths

• Inequalities remain wide: Local-authority range 76.1–116.1 per 100k; 
male 139.6 vs female 61.8 (~2.3×).

• Avoidable burden is still substantial: ~1,971 avoidable and ~902 
preventable CVD deaths per year.

PHOF/ONS GM CVD mortality summary (2022–24)

Interpretation: Mortality is a lagging indicator. This sets the scale of opportunity that BeCCoR targets; mortality 

improvement follows sustained risk reduction.



Overview of Evaluation Findings 



• Atrial Fibrillation: 4.5% reduction in patients at very high or high 
prioritisation (2,219 patients)

• Diabetes: 1.2% reduction in patients at very high or high prioritisation 
(841 patients)

• Hypertension: 0.9% reduction in patients at very high or high 
prioritisation (2,189 patients)

• Secondary Prevention: 3.3% reduction in patients at very high or high 
prioritisation (4,390 patients)

• In total 1.6% reduction in patients in scope (5,461)
• Reduction in exception reporting in QOF: reduction of -0.3% in 

exception reporting in QOF, in contrast to other QOF measures 
(+0.2% increase) 

Summary of Clinical Impact Year 1 – 24/25



Summary of the change in the risk profile
of the Cohort over Year 1(2024/25)



Summary of Impact on Reducing Health Inequalities 
Year 1 – 24/25 (% of patients with CVD who are in scope for BeCCoR)

IMD Decile Mar-24 Mar-25 Change
1 (Most Deprived) 25.3% 23.7% -1.7%
2 24.2% 22.8% -1.4%
3 23.6% 22.2% -1.4%
4 23.0% 21.0% -2.0%
5 21.6% 20.2% -1.4%
6 21.2% 19.5% -1.8%
7 20.5% 19.1% -1.4%
8 19.9% 18.4% -1.6%
9 18.9% 17.6% -1.4%
10 (Least Deprived) 18.6% 16.9% -1.7%
Grand Total 22.7% 21.1% -1.6%



Clinical Impact – by condition



Cohort Median Systolic BP change Number of Patients in Cohort

In scope, had full BeCCoR review -5 48 388

In scope, incomplete / no BeCCoR 
review

-2 34 221

Not in scope 0 344,698

Hypertension

This shows the impact for an individual clinical parameter: the median change (improvement) in systolic blood 
pressure control was highest for those in the BeCCoR cohort who had a review undertaken, as compared to those 
in the cohort who did not have a complete review or those not in scope. 

A median reduction of systolic by 5 is a significant clinical outcome. 

-10mmhg = -17% RRR for MI’s and -27% RRR for Stroke 
(Ettehad et al, Lancet)

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2815%2901225-8/fulltext?utm_source=chatgpt.com


Cohort Median HbA1c change (mmol/mol) Number of Patients in Cohort

In scope, had full BeCCoR review -11 34,895

In scope, incomplete / no BeCCoR 
review

-6 16,069

Not in scope 0 143,990

Diabetes

This shows the impact for an individual clinical parameter: the median change (improvement) in diabetes control 
was highest for those in the BeCCoR cohort who had a review undertaken, as compared to those in the cohort who 
did not have a complete review or those not in scope. 

A median reduction of HBa1C by 11 is a highly significant clinical outcome. 

-11mmol/mol hba1c = -14% RRR for MI’s and 0% for Stroke 
(UKPDS 35, BMJ)

https://pubmed.ncbi.nlm.nih.gov/10938048/


Secondary Prevention (Lipids)

−1 mmol/L LDL-C = -22% RRR for MI’s and -22% for Stroke 
(CTT Collab, Lancet)

Cohort Median LDL change (mmol/L) Number of Patients in Cohort

In scope, had full BeCCoR review -0.11 30,139

In scope, incomplete / no BeCCoR 
review

-0.10 17,860

Not in scope 0 93,494

This shows the impact for an individual clinical parameter: the median change (improvement) in LDL control was 
highest for those in the BeCCoR cohort as compared to those not in scope. Though there were similar 
improvements regardless of completeness of review.

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2812%2960367-5/fulltext?utm_source=chatgpt.com


Cohort % treated with a 
statin (scheme start)

% treated with a 
statin (scheme end)

Change Patients in Cohort

In scope, had full 
BeCCoR review

59.8% 70.1% +10.3% 30,139

In scope, incomplete 
/ no BeCCoR review

50.7% 55.6% +4.9% 17,860

Secondary Prevention (Statin Prescribing)

This shows the impact for an individual clinical parameter: the median change (improvement) in those on a statin 
to improve cholesterol/lipid control was highest for those in the BeCCoR cohort who had a review undertaken, as 
compared to those in the cohort who did not have a full review or those not in scope. 

An increase in people treated with a statin of 10.3% is a highly significant clinical outcome. 



Cohort % eligible treated 
with a statin 
(scheme start)

% eligible treated 
with a statin 
(scheme end)

Change Patients in Cohort

In scope, had full 
BeCCoR review

52.4% 61.4% +9.0% 42,727

In scope, incomplete 
/ no BeCCoR review

29.1% 30.5% +1.4% 34,830

Primary Prevention (Statin prescribing)

This shows the impact for an individual clinical parameter: the median change (improvement) in statin prescribing 
to prevent a first heart attack or stroke was highest for those in the BeCCoR cohort who had a review undertaken, 
as compared to those in the cohort who did not have a complete review or those not in scope. 

An increase in people treated with a statin of 10.3% is a highly significant clinical outcome representing left shift of 
future CVD.

Moderate intensity statin for primary prevention = ~25-30% 
RRR for MI’s and Stroke



Cohort % treated with an 
anticoagulant 
(scheme start)

% treated with a 
anticoagulant 
(scheme end)

Change Patients in Cohort

In scope, had full 
BeCCoR review

59.5% 73.8% +14.3% 10,935

In scope, incomplete 
/ no BeCCoR review

44.3% 56.9% +12.6% 6,545

Atrial Fibrillation (Anticoagulation)

This shows the impact for an individual clinical parameter: the median change (improvement) in patients with high 
risk of stroke (CHADSVASC) appropriately anticoagulated was highest for those in the BeCCoR cohort who had a 
review undertaken, as compared to those in the cohort who did not have a full review or those not in scope. 

An increase in patients appropriately anticoagulated of 14.3% is a highly significant clinical outcome. 

Anticoagulation for AF reduces stroke risk by ~60%
 (Hart et al)

https://pubmed.ncbi.nlm.nih.gov/17577005/


% of patients with multiple cardiovascular conditions (defined 
as Hypertension, Diabetes or CKD)

Cohort % (scheme start) % (scheme end) Change

In scope, had full BeCCoR 
review

40.4% 44.2% +3.8%

In scope, incomplete / no 
BeCCoR review

23.8% 25.0% +1.2%

Not in scope 30.8% 33.5% +2.6%

This shows the impact of the scheme on identifying those who have more then one condition (of hypertension, 
diabetes or chronic kidney disease): this shows the highest increase in %age of patients in the BeCCoR group who 
underwent a review. This demonstrates the success of this approach in also identifying undiagnosed but coexistent 
conditions. 



System Impact 



• In order to link the BeCCoR data set with wider data sets (e.g. Elective), 
patients have been categorised in bands based on their total CVNeed score:

• Very High Need
• High Need
• Medium Need
• Low Need
• No Need

• Using these categories, the CVNeed data can be linked to wider system data 
to quantify variation by the CVNeed categories

• The following slides outline this variation with A+E attends; 111 and 999 
calls; non-elective, elective, and outpatient activity

Banding of the CVNeed score to enable linkage to wider data





















The BeCCoR cohorts correlate with service utilisation across A+E attends; 
111 and 999 calls; non-elective, elective, and outpatient activity

• This is across all service utilisation not just for CVD/Diabetes specific services
• CVD and Diabetes prevalence correlates with deprivation, and BeCCoR cohorts identify 

those with the most unmet clinical need
• Hence this analysis suggests that the CVNeed risk stratification approach may also 

predict those at highest risk of increased service utilisation
• This unlocks potential system opportunities to work differently around UEC, elective and 

neighbourhood reform

For the very high- and high-unmet need groups, in-year improvement has 
been made to elective and non-elective admissions for CVD as a result of 
BeCCoR scheme

• This may represent early evidence of further impact to be yielded in year 2 (2025/26) 
and beyond – recognising that it will take time for reduced unmet clinical need to 
translate into reduce service utilisation

System Impact –  2 key messages



Events prevented in Year 1

•BP optimisation – 78 MI and 144 strokes prevented 
(Based on a median SBP reduction of 5 mmHg for reviewed hypertensive patients. Relative-risk reductions from Ettehad et 
al., Lancet 2016.)

•HbA1c control – 98 MI prevented 
(Based on a median HbA1c reduction of 11 mmol/mol (approx. 1%). Risk reduction from UKPDS 35, BMJ 2000.)

•Increased anticoagulation for AF patients – 53 strokes prevented 
(Based on 2,221 high-risk AF patients newly anticoagulated; stroke risk reduced by 60%. Evidence from Hart et al., Ann 
Intern Med 2007.)

•Total – approximately 180 MI and 200 strokes prevented 
(Combined estimate based on additive model of above reductions, assuming independence of effects.)

•In total this equates to approximately £6.7 million in system costs saved 
(Cost estimates derived from NICE guideline NG136 hypertension resource-impact report, using acute and follow-up 
NHS/social-care unit costs.)



• ≈ 380 catastrophic events prevented – one heart attack every other day and one stroke 
every two days across GM.

• £6 – 8 million first-year cost saving, ~60 % to NHS, 40 % to local-authority social care

• Left-shift achieved – 80% of BP benefit is in primary-prevention hypertensives achieving true 
population level Left Shift 

• Patients without the full review improved only one-third as much as those that received full 
review

• AF gap closing – 2,200 high-risk AF patients anticoagulated (~1 stroke a week prevented)

• CVNeed bands align linearly with system service utilisation thus validating as PHM tool

Summary of CVD/Diabetes Year 1 Evaluation



Risk-factor Change unit RRR for MI RRR for stroke Primary source

Systolic BP −10 mmHg −17 % −27 %

Ettehad D et al., 
Lancet 2016; 
individual-patient 
meta-analysis of 
123 RCTs (The Lancet)

LDL-C −1 mmol/L
−22 % (major vascular 
events)

≈ −22 %
CTT Collaboration, 
Lancet 2010 (The 
Lancet)

HbA1c −1 % (−11 mmol/mol) −14 %
NS for stroke in UKPDS 
(used 0 % here)

UKPDS 35, BMJ 2000 
(PubMed)

OAC in AF
Warfarin/DOAC vs 
none

– −60 %
Hart RG et al., 
meta-analysis,* Ann Int 
Med* 2007 (PubMed)

Appendix 1 : Relative-risk reductions (RRR) applied

https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2815%2901225-8/fulltext?utm_source=chatgpt.com
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2812%2960367-5/fulltext?utm_source=chatgpt.com
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736%2812%2960367-5/fulltext?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/10938048/?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/17577005/?utm_source=chatgpt.com


Cohort MI Stroke Rationale / data set

Hypertension – Primary 
Prevention Cohort

1.2 % 1.5 %
Mid-point of QRISK3 
≥20 % band (divide 10-yr 
risk by 10).

Hypertension Secondary 
Prevention Cohort

2.5 % 2.5 %
UK audits & SMART 10-yr 
model (AHA Journals)

Poor-control diabetes 
cohort

2.0 % 1.5 % UKPDS 

Established CHD / PAD / 
TIA

2.0 % 1.0 %
National 
secondary-prevention 
audit.

Untreated high-risk AF – 4.0 %
Pooled control-arm rates 
in Hart meta-analysis 
(PubMed)

Appendix 2 : Baseline annual event risks

https://www.ahajournals.org/doi/10.1161/circulationaha.116.021314?utm_source=chatgpt.com
https://pubmed.ncbi.nlm.nih.gov/17577005/?utm_source=chatgpt.com


Cohort N pts Parameter shift

Hypertension – 6-element review 48 388 Median SBP −5 mmHg

Hypertension – no full review 34 221 SBP −2 mmHg

Diabetes – 6-element review 34 895
Median HbA1c −11 mmol/mol 
(≈ −1 %)

Secondary CVD (lipids) 8 697 Mean LDL-C −0.14 mmol/L

Secondary CVD – statin coverage 30 139 +10 ppts (59.8 → 70.0 %)

Atrial Fibrillation – newly on OAC 2 221
From “no anticoagulant” → 
DOAC/warfarin

Cohort Level Parameter Shifts



Outcome MI Stroke

Hypertension (both groups) 78 144

Diabetes 98 —

Secondary-CVD lipids 5 3

Atrial fibrillation — 53

Grand total 181 200

Resulting Year 1 Totals : Events Avoided 

Uncertainty: ±20 % on each RRR ⇒ 165–220 MI, 165–250 stroke.

Events Avoided = Baseline risk ×Patients × RRR   Analysis based on parameter changes within 
each cohort 



Financial Modelling 

Rounded to nearest £0.1 m; uncertainty ±20 % gives £5.3 m – £8.0 m envelope.

Event type Events avoided Gross £ saved

Stroke 200 ≈ £5.7 m

MI 181 ≈ £1.0 m

Total (yr 1) — ≈ £6.7 m

Event Acute NHS cost
First-year post-event 
NHS follow-up

First-year social-care 
cost*

Source

Stroke £14,006 £1,005
£9,070 
(acute) + £4,178 
(post-acute)

NICE NG136 
hypertension 
resource-impact 
table 5 (nice.org.uk)

Myocardial infarction 
(MI)

£4,641 £768 — (no robust data)
NICE NG136 table 5 
(nice.org.uk)

*Social-care figures are stroke-specific; NICE found no defensible social-care numbers for MI.

https://www.nice.org.uk/guidance/ng136/resources/resource-impact-report-pdf-6899957101
https://www.nice.org.uk/guidance/ng136/resources/resource-impact-report-pdf-6899957101


• Independence of cohorts: We assume each clinical cohort is independent, 
acknowledging some patients may appear in multiple cohorts, potentially 
leading to slight overestimates.

• Linearity of effect: We assumed linear proportionality of relative-risk 
reductions based on literature evidence (BP, Lipids, HBA1C)

• Stable baseline risks: Baseline risks are approximations based on published 
literature, assuming uniformity across individuals within each cohort.

• Uniform relative-risk reductions: Relative-risk reductions derived from large 
meta-analyses are assumed generalisable to our local populations and 
specific patient demographics

Appendix 4 : Main Assumptions



• The 2024/25 cohort size was 135,000 patients

Appendix 5: Cohorts and comparison to general population



Meeting: Primary Care Commissioning Committee 

Meeting Date 24 November 2025 Action Receive 

Item No. 13 Confidential No 

Title General Practice Patient Survey Results Update 2025 

Presented By Rachele Schofield, Primary Care Lead 

Author Katie Heselwood, Primary Care Manager 

Clinical Lead Dr Catherine Fines 

Executive Summary 
The General Practice Patient Survey (GPPS) is an England-wide survey, providing practice-level data about 
patients’ experiences of their GP practices. This paper has been written to provide the Primary Care 
Commissioning Committee with a further detailed analysis of the Bury Integrated Care Partnership (ICP) 2025 
results. 
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• receive this report
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General Practice Patient Survey Results Update 2025 
 
1. Introduction 
 
1.1 In July 2025 Primary Care Commissioning Committee (PCCC) was presented with the latest results for 

the General Practice Patient Survey (GPPS) which is an England-wide survey, providing practice-level 
data about patients’ experiences of their GP practices. 
 

1.2 This paper has been written to provide PCCC with locality level overview and an understanding of our 
ranking within Greater Manchester based on these latest results now that locality level data has been 
made available through the Greater Manchester Intelligence Hub. 
 

 
2. Background 
 
2.1 The GPPS measures patients’ experiences across a range of topics, including: 

• Local GP services 
• Last contact 
• Patient’s last appointment 
• Overall experience 
• When your GP practice is closed 
• Patient health 
• Pharmacy 
• Demographics 

 
2.2 As the published data does not include a locality average, the GM team have created a dashboard to 

allow further analytical comparators to be used. The dashboard displays key metrics in line with those 
reported on the GPPS website. 
 

 
3. Bury Integrated Care Partnership (Bury ICP) Results 
 
3.1 Whilst the initial review of the high level GPPS 2025 results showed a decrease in performance in some 

areas, it was evident that there were also excellent results to highlight which have been outlined in this 
report. Following July’s PCCC, PCN CDs have been written to ensuring their positive results are 
celebrated. 
 

3.2 Table 1 shows the 2025 locality average in relation to survey key questions, along with a ranking position 
from 1-10 across GM (1 being the best, 10 being the worst).  

 
3.3 As a locality, it should be recognised that we ranked first in GM for Q19b (appointment choice of location) 

and second in GM for Q13 (knew next steps after contact within 2 days) however all other results fell in 
the bottom 4 ranging from position 7 to position 10.  

 
 
 
 
 
 
 
 
 
 
 



 

 

 
Table 1 

 

3.4 Though table 1 portrays a slightly negative picture, when we look in further detail there has been 
improvement year on year. Table 2 shows a comparison of the locality average for 2025 against 2024, 
along with the percentage change, including the PCN percentage change to highlight key areas of 
success and recognise the areas where further improvement can be made. 

 
Table 2 

 
 
3.5 The data above suggests practices and PCNs have made positive changes in many areas. All PCNs 

showed improvement in relation to Q1 (contact by phone) and Q19b (appointment choice of location). 
The locality as a whole saw improvements in 9 areas, with the highest percentage increase linked to 

Short decription 2024 2025 % change Bury PCN Horizon PCN Prestiwch PCN Whitefield PCN
Q1 Contact by phone - Very or fairly easy 43.2% 47.7% 4.5 0.2 5.8 0.5 16.3
Q3 Contact via NHS App - Very or fairly easy 35.4% 42.2% 6.8 -0.7 5.0 9.3 23.1
Q2 Contact via website - Very or fairly easy 31.9% 33.8% 1.8 0.0 1.8 3.2 -0.3
Q4 Helpfulness reception/admin staff - Very or fairly helpful 81.8% 83.7% 1.9 -2.1 3.8 0.0 4.6
Q7 Preferred HC professional - Always, almost always or a lot of the time 36.5% 36.3% -0.3 -3.9 5.1 -6.7 -1.7
Q13 Knew next step after contact  - Within 2 days 94.7% 94.5% -0.2 2.2 -0.4 -2.6 0.1
Q12 Knew next step after contacting practice  - Yes 80.7% 80.8% 0.1 -5.2 5.0 -5.8 1.7
Q16 Overall experience of contact - Very or fairly good 62.4% 65.9% 3.6 -1.2 8.0 -0.8 5.4
Q19b Appointment choice of location - Yes 8.8% 17.5% 8.6 4.1 13.9 1.4 8.6
Q19a Appointment choice of time or day - Yes 48.6% 48.8% 0.2 -4.3 3.8 -0.5 -2.8
Q21 Appointment wait - About right 66.4% 63.1% -3.2 -5.5 -4.3 0.0 1.2
Q28 Confidence and trust in the HC professional -  Yes, definitely or to some extent 92.3% 90.2% -2.1 -2.9 -6.0 3.0 4.3
Q25 HC professional care and concern - Very or fairly good 84.0% 84.0% 0.0 -3.2 -0.4 -0.3 6.5
Q26 HC professional considered mental wellbeing - Very or fairly good 69.8% 69.8% 0.0 -1.9 -1.8 2.0 6.1
Q24 HC professional listening - Very or fairly good 85.4% 83.6% -1.9 -2.9 -3.5 -0.3 3.1
Q27 HC professional necessary patient info - Yes, definitely or to some extent 89.5% 89.2% -0.3 -1.5 -1.9 2.5 3.6
Q29 Involved as much as wanted to be in decisions - Yes, definitely or to some extent 91.9% 88.7% -3.2 -3.8 -5.3 -2.0 2.3
Q31 Patient needs met - Yes, definitely or to some extent 89.0% 88.3% -0.7 -1.6 -2.9 0.7 5.7
Q43 Supported to manage conditions/illnesses in L12M - Yes, definitely or to some exten 62.4% 61.9% -0.5 2.6 -3.4 1.6 2.6
Q46 Care Plan - helpful to manage conditions/illnesses - Very or fairly helpful 91.4% 91.0% -0.4 -6.1 5.0 -10.4 17.7

Overall 
experience

Q32
Overall experience of GP practice - Very or fairly good 68.4% 74.1% 5.7 -0.2 9.3 0.2 12.6

GP practice 
services

Last contact

Last 
appointmen
t

Health



 

 

access questions (Q1, Q2, Q19b) and overall experience. It should be recognised that Whitefield PCN 
made significant improvement when compared to previous results which is very positive and encouraging 
and could be some shared learning around anything specific they may have done to achieve these 
results.  

 
3.6 It is important to present the locality performance percentage change against GM, to illustrate the wider 

picture and highlight that although Table 1 data suggests Burys performance was ranked on the lower 
side, we still made some positive improvements when compared to other localities. Table 3 shows the 
percentage change across all 10 localities. 

 
Table 3 

 
 
 
3.7 It is clear to see from the results there are some areas of improvement to focus on over the next 12 

months at both practice and PCN level, specifically in relation to appointment waiting times and patient 
involvement in care. 
 

3.8 The Primary Care Quality Visits (PCQV) are now underway, and conversations are already taking place 
with practices to understand what plans are in place to improve results for next year. Examples from 
some PCQV include the following actions: 

 
• Meeting regularly with Patient Participation Group to discuss practice issues/improvements 
• Acting on patient feedback – similar to ‘you said we did’ – we have suggested to practices it 

would be beneficial to display this information on their notice boards / websites so patients can 
see their feedback is being listened to and any changes that have been made as a result 

• Telephone system updated to improve access via phone and improve patient journey from the 
initial phone call. 
 

3.9 The Practice level data below (in PCNs as neighbourhood level not available) highlights the variance in 
results in terms of GP practice services – contact (measurable of access): 

 
 
 
 
 
 
 
 
 
 
 
 

% change Question Short decription Bolton Bury Manchester Oldham Rochdale Salford Stockport Tameside Trafford Wigan
Q1 Contact by phone - Very or fairly easy 6.4 4.5 5.8 3.8 7.8 4.8 0.0 2.9 2.7 6.1
Q3 Contact via NHS App - Very or fairly easy 7.0 6.8 5.6 5.4 9.6 6.1 2.4 2.5 5.1 5.8
Q2 Contact via website - Very or fairly easy 6.5 1.8 5.8 7.0 7.2 4.0 9.4 0.9 5.2 4.5
Q4 Helpfulness reception/admin staff - Very or fairly helpful 2.4 1.9 2.3 0.9 1.6 2.6 -1.0 -2.3 -0.1 0.1
Q7 Preferred HC professional - Always, almost always or a lot of the time 0.4 -0.3 -2.9 2.3 0.8 1.8 -2.6 0.4 0.4 0.4
Q13 Knew next step after contact  - Within 2 days -1.1 -0.2 0.1 -0.2 -0.1 0.1 -0.6 -0.1 -1.2 -1.1
Q12 Knew next step after contacting practice  - Yes 0.3 0.0 1.4 -0.3 1.0 1.8 -0.3 -0.1 0.0 1.4
Q16 Overall experience of contact - Very or fairly good 5.3 3.6 4.1 3.4 6.8 4.2 0.0 -0.5 2.3 3.9
Q19b Appointment choice of location - Yes 2.0 8.6 1.6 2.6 0.4 3.5 -1.8 2.9 3.0 1.8
Q19a Appointment choice of time or day - Yes 4.7 0.2 4.6 3.0 4.2 0.4 3.3 0.4 1.9 1.3
Q21 Appointment wait - About right 4.2 -3.2 3.3 3.5 3.1 2.1 0.8 1.4 -0.8 2.7
Q28 Confidence and trust in the HC professional -  Yes, definitely or to some extent 0.1 -2.1 0.4 0.1 0.5 -0.1 -0.5 -0.2 -1.1 -0.3
Q25 HC professional care and concern - Very or fairly good 0.0 0.0 1.6 1.1 1.4 1.2 -0.3 -2.4 -0.1 -1.4
Q26 HC professional considered mental wellbeing - Very or fairly good -1.5 0.0 2.0 3.0 1.9 1.7 1.3 -0.6 -0.4 0.2
Q24 HC professional listening - Very or fairly good 0.3 -1.9 1.1 0.3 0.7 1.9 0.2 -1.6 0.4 0.2
Q27 HC professional necessary patient info - Yes, definitely or to some extent 1.0 -0.3 0.9 1.3 1.0 0.7 -1.0 -0.7 -0.8 0.0
Q29 Involved as much as wanted to be in decisions - Yes, definitely or to some extent 0.5 -3.2 -0.8 0.4 0.2 1.4 0.0 -1.6 -0.2 0.5
Q31 Patient needs met - Yes, definitely or to some extent 0.1 -0.7 0.2 -0.5 0.4 0.9 -1.7 -0.4 -0.6 0.2
Q43 Supported to manage conditions/illnesses in L12M - Yes, definitely or to some extent 3.4 -0.5 0.7 -1.9 2.1 -1.8 -0.5 0.6 2.2 1.1
Q46 Care Plan - helpful to manage conditions/illnesses - Very or fairly helpful 2.5 -0.4 -1.9 -3.0 1.8 -3.8 -2.6 -0.7 0.3 -1.4

Overall experience Q32 Overall experience of GP practice - Very or fairly good 3.1 5.7 3.8 4.8 3.6 2.5 -0.8 -1.9 1.4 1.5

GP practice services

Last contact

Last appointment

Health
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Prestwich PCN      Whitefield PCN 

    
 
  
3.10 Whilst the information above gives us a snapshot of patients experience of access and highlights the 

need for improvement for a number of practices, there are other measures used to define access in the 
context of general practice, such as experience of making an appointment, timeliness of the appointment 
against clinical need and choice i.e. GP, information and NHS App, self-directed care, community 
pharmacy and self-referral. Experience of making an appointment / access is influenced by various 
factors such as Modern General Practice (MGP) models, digital systems, workforce (staffing numbers / 
levels, skill mix and training), estates (limitations to date re cloud-based telephony) and finance. 
 

3.11 Although access has been important for the past few years, requirements of general practice are 
changing and improved access tools for patients required are to be implemented. Access is a key focus 
in the Blueprint, Operational Planning Guidance one of the main elements of Capacity and Access, and 
as such deliverables including (but not limited to): 

 
• Fully implement and embed better cloud-based telephony to facilitate a more effective patient 

experience in contacting the practice 
• Ensuring full use of the NHS App including for repeat prescriptions, booking and access to notes 

– including health record access, online consultation, appointment management, prescription 
management, online registration and patient messaging 

 
3.12 We are aware of two practice who experienced issues with CBT over the past 12 months which could 

have impacted their telephone access results, these were Redbank and Radcliffe. Redbank achieved a 
result of 23.5% this year, which was a decrease on 2024 result of 28.5%. Radcliffe achieved a result of 



 

 

65.1% in 2025 which was an increase on their 2024 result of 54.1%. Although it is assumed a higher 
percentage indicates better performance, there is no set activity and data is benchmarked.  
   

3.13 Practices have previously had access to a General Practice Improvement Programme and now have 
access to a similar programme called Practice Level Support (PLS). PLS promotes MGP and is mainly 
focussed on improving access (online, telephony, walk in), enhancing care navigation and clinical triage 
and capacity optimisation. This will also support practices with the contractual requirements on online 
consultation coming in from 1st October 2025. Understanding the importance of this programme and its 
links to general practice access the Primary Care Team have continued to promote this offer and we 
have 4 practices enrolled to date. 
 

 
4  Associated Risks 

 
4.2 The GPPS results are published in a complex spreadsheet, making it difficult for the Primary Care Team 

to view all practice data easily in one place. To mitigate against this, the Primary Care Team will continue 
to use the GM dashboard to pull out areas of improvement as outlined in (but not limited to) this paper. 
which will then be raised with individual practices as part of the Primary Care Quality Visit, following the 
same process as last year, to ensure performance increases with the 2026 survey results. During the 
Primary Care Quality Visits work, practices will be encouraged to share good practice to reduce variation 
between some of the practices. 

 
4.3       Alongside this, the Primary Care Team will also raise awareness by sharing the results with individual 

member practices via SharePoint (which will also serve to highlight the positive results within this year's   
            survey). 
 
4.4 The Primary Care Team will liaise with the Business Intelligence (BI) team to schedule the analysis of 

GPPS data into their work programme for future results. 
 
 
5 Recommendations 

 
5.1        The committee are asked to: 
 

o receive this report 
o note the positive results achieved by practices 
o note the requirement for continued improvement support for practices via the Primary Care 

Team 
 
 
Katie Heselwood 
Primary Care Manager 
Katie.heselwood@nhs.net  
September 2025 
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Executive Summary 

Ensuring the stability of general practice is essential to improving the health outcomes of the 
population and in ensuring that general practice remains at the heart of the neighbourhood as 
intended in the 10 year forward view. One of the key components in doing this is to ensure that 
Practices maximise all funding streams available to them. The following paper will outline how the 
Primary Care Team in Bury is facilitating that. 
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Maximising General Practice Income 
 

1 Introduction 
 

1.1 Ensuring the stability of general practice is essential to improving the health outcomes of 
the population and in ensuring that general practice remains at the heart of the 
neighbourhood as intended in the 10 year forward view. 
 

1.2 One of the key components in doing this is to ensure that Practices maximise all funding 
streams available to them.   

 
 

2 Background 
 

2.1 In addition to core contract which provide practices with a guaranteed income  
stream, there are a number of additional contracts which practices can choose to deliver 
where reward payments are predicated on the achievement of targets.  One of those is 
the Quality and Outcomes Framework (QoF). 
 

2.2 QOF rewards Practices for the quality of care they provide to their patients against 
specific domains/indicators. For 25/26, there are a total of 564 points available across 10 
areas including Asthma, AF, Cholesterol, COPD, Dementia, Diabetes, Heart Failure, 
hypertension, Mental Health, secondary prevention of coronary heart disease, Stroke & 
TIA, Vacs and Imms and Cervical Screening.   Each point has a value of £225.49 per 
point however, the overall payment amount will vary for each practice based on 
performance, prevalence adjustments, and practice list size, with a significant portion of 
points being prevalence-weighted.  
 

2.3 Whilst this is an incentive programme, it is designed to encourage improvements in 
patient care therefore, whilst we are looking at financial achievement and how to 
maximise the income for practices throughout this paper, improving performance has a 
huge impact on improving patient care which is the ultimate aim.  

 
3 Quality and Outcomes Framework  

 
3.1 QoF data is published at the end of each financial year and Table 1 shows year on year 

performance variance at a practice level between 23/24 and 24/25.  Whilst 12 practices 
improved their performance, boosting both patient outcomes and maximising their 
income, only 4 practices achieved 100% in either year showing room for improvement 
even amongst the top performing practices. 
 

3.2 Beyond this, 5 practice performed the same in 24/25 as in 23/24 with 8 seeing a 
worsening performing year on year.  This broadens the health inequalities gap for patients 
who are not receiving the same level of care in as great a numbers as from other 
practices in the borough but also widens the gap in practice income, putting those 
practices at a financial disadvantage leaving them fewer opportunities for reinvestment 
into their practices. 

 



 

 

3.3 The data currently available for 2526 is visible via the Greater Manchester (GM) 
Intelligence Hub to May 25.  This data shows that practices are still a considerable way 
from achieving the total amount available to them with only 14% of available funding 
earned so far for Bury as a whole.  This ranges at practice level from 18% to just 3% of 
the funding available at the time of the data being published.  
 

3.4 Despite a low performance to date, we know that QoF is well established in general 
practice with work towards the targets often taking place in the final quarter of the financial 
year.  We will now work with practices to ensure they are aware of the potential income 
available to them and seek to establish any good practice so that work can take place to 
improve year on year performance:  
 

Table 1 QoF Financial Achievement 23/26: 

Practice 

Funding 
Available 
25/26 

Funding 
Earned To 
Date 25/26 

% Funding 
Achieved to 
Date 25/26 

Change 
from 
23/24 to 
24/25 

% Funding 
Achieved 
24/25 

% 
Funding 
Achieved 
23/24 

Huntley Mount £28,515 £4,841 17% ↑ 100% 94% 
Walmersley Road £32,073 £5,197 16% ↔ 91% 91% 
Ramsbottom £73,775 £11,278 15% ↑ 98% 97% 
Monarch £33,142 £4,311 13% ↑ 90% 89% 
Rock £66,941 £8,253 12% ↑ 89% 81% 
Radcliffe £95,209 £11,454 12% ↑ 89% 82% 
Townside £51,113 £5,684 11% ↑ 97% 96% 
Knowsley Street £47,732 £5,251 11% ↔ 94% 94% 
Peel £88,855 £13,498 15% ↑ 93% 92% 
Garden City £50,667 £6,933 14% ↓ 98% 100% 
Tower £478,672 £64,800 14% ↑ 94% 92% 
Woodbank £59,411 £7,420 12% ↓ 91% 93% 
Ribblesdale £76,127 £9,122 12% ↔ 95% 95% 
Red Bank £99,631 £11,766 12% ↑ 97% 96% 
Mile Lane £60,536 £6,354 10% ↓ 96% 100% 
Whittaker Lane £67,199 £12,042 18% ↓ 99% 100% 
St Gabriels £66,339 £10,275 15% ↑ 92% 91% 
Fairfax £121,841 £18,455 15% ↓ 96% 97% 
Longfield £42,242 £6,068 14% ↔ 95% 95% 
The Birches £32,408 £3,259 10% ↓ 94% 99% 
Greyland £12,788 £350 3% ↓ 55% 58% 
Unsworth £71,647 £12,331 17% ↑ 96% 93% 
Blackford House £76,179 £11,777 15% ↓ 93% 95% 
The Uplands £63,290 £8,977 14% ↑ 96% 91% 
The Elms £62,152 £7,002 11% ↔ 97% 97% 
Total £1,958,484 £266,698 14%  93% 93% 

Green – Higher Attainment 
Amber - No Movement 
Red – Lower Attainment 



 

 

 

5 Next Steps 

5.1 The Primary Care Team monitor activity against all programmes of work in general practice to 
ensure patient care is maximised by achieving the parameters laid out in all contractual 
agreements in place ensuring that practice income is then maximised.  In order to improve 
QoF performance amongst general practice for 25/26, the following steps will be taken: 

• QoF performance data published to SharePoint 
• Highlight QoF at a Practice Managers Forum, publicising availability of data via GM 

Intelligence Hub  
• Obtaining and sharing of good practice from those who have achieved year on year  
• Facilitation of “buddy” meetings for those 13 practices who did not improve their 

performance with practices in their neighbourhood who did to share good practice and 
offer peer support 

• Reminder at December member engagement event  
• Presentation of QoF data at a GP Webinar before year end  
• Individual practice performance discussed at PCQV alongside wider areas for 

improvement 
• Discussions with the GP Federation and Bury PCN re support from Additional Roles  

Reimbursement Scheme (ARRS) staff who can deliver QoF work at practice level across 
the borough 

• Potential to work with the GP Federation to run patient lists for those requiring QoF 
interventions which can be given to practices / ARRS staff to undertake 

• Promotion of EA appointments that offer clinics to undertake QoF work (also improving 
EA utilisation across Bury)  

 
6  Recommendations  
 
6.1 The PCCC is asked to 

• Note the contents of this paper 
• Note next steps  

 
Rachele Schofield  
Primary Care Lead (Bury) 
Racheleschofield@nhs.net 
November 2025 
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