Agenda

Greater Manchester Integrated Care Board (Public)

Date: 15% July 2026
Time: 2.00pm to 4.00pm
Venue: Boardroom, Tootal Buildings
Item | Time | Duration | Subject Paper/ | For By Whom
No. Verbal | Approval/
Discussion/
Information
1. 2.00 Welcome, Introductions and | Verbal | - Jackie Njoroge, Acting
Apologies:
5 mins Kal Kay
Owen Williams
Manisha Kumar (Claire Lake
deputising)
2. 2.00 Declarations of Interest Verbal | - Jackie Njoroge, Acting
3. 2.05 | 5mins Minutes of previous Paper | Approval Jackie Njoroge, Acting
meetings and matters
arising
Actions: Log attached
Leadership Reports
4, 2.10 | 5mins Chair’s Briefing Verbal | Information Jackie Njoroge, Acting
5. 2.15 | 10 mins | Acting Chief Executive’s Paper | Discussion Colin Scales, Acting
Update including Reform Chief Executive
and OPIC
Strategic Updates
6. 2.25 | 10 mins | Strategic Objectives, Paper | Discussion/ Colin Scales, Acting
Priorities and BAF Approval Chief Executive
7. 2.35 | 10 mins | Strategic Commissioning Paper | Decision Katherine Sheerin,
Plan Chief Commissioning
Officer
8. 2.45 | 10 mins | Neighbourhood Paper | Decision Charlotte Bailey, Chief
Commissioning Framework Strategy, People and
Partnerships Officer
9. 2.55 | 10 mins | Prevention Demonstrator Paper | Discussion Warren Heppolette,

Director: Prevention
Demonstrator, GMCA
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10. 3.05 | 5mins Annual PSED Report Paper | Decision Charlotte Bailey, Chief
Strategy, People and
Partnerships Officer
11. 3.10 | 5mins FTSU Report Paper | Discussion Selina Morgan, FTSU
Guardian
5 MIN BREAK
Assurance Reports and Updates
12. 3.20 | 10 mins | People and Resources:
e Committee Report | Paper | Information Richard Paver, Non-
Executive Director /
Deputy Chair of the
People & Resources
Committee
e Finance Report Paper | Discussion Kathy Roe, Chief
Finance Officer
13. 3.30 | 10 mins | Strategic Commissioning:
e Committee Report Paper | Information Sue Bailey, Non-
Executive Director /
Chair of the Strategic
Commissioning
Committee
e Quality & Paper | Approval / Anita Rolfe, Deputy
Performance Report Discussion / Chief Clinical Officer
Information
14. 3.40 | 5mins Audit Committee:
Audit Committee Report Paper | Approval Richard Paver, Non-
Executive Director /
Audit Chair
15. 3.45 | 5mins Remuneration Committee Verbal | Information Rachel Egan, Non-
Executive Director /
Chair of the
Remuneration
Committee
16. 3.50 | 5mins North West Specialised Paper | Information Katherine Sheerin,
Commissioning Committee Chief Commissioning
Officer
For Information
17. 3.55 | 5mins Approved minutes of Paper | Information -
Committees:
e People and
Resources
Committee
e Strategic
Commissioning
Committee
e Audit Committee
18. Any other business Verbal | - Jackie Njoroge, Acting
Chair
19. Date and time of next Verbal | Information
meeting:
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16t September 2026, 2-
4pm

Please note that due to the limited time we have we cannot respond to public questions within the Board meeting. We will acknowledge
all the questions we get and will respond to them formally within 20 days. The questions and answers will also be published on our
website.
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professional | outside
Njoroge, Jack interest employment | Chief Strategy & Data Oficer University of Saford 2016
Financial
professional | outside
Njoroge, Jack interest employment | Firt Choice Homes Oldham (FCHO) Independent Non Exec. 2025
Financial
professional | outside
Njoroge, Jack interest employment | GMCA Independent Audit Comittee member 2025
outside
Njoroge, Jacki employment | Transforming Access & Student Outcome (TASO) Trustee 2025
outside
Njoroge, Jackie employment | Deputy Chir Higher Education Strategic Planning Association (HESPA) 2015
Employee Name Interest  Interest Interest Situation Interest Description Comments ColDate  ColDateTo
Declared  Category From
Bailey, Ms. Charlotte Eizabeth il
Salaried GP at the Robert
outside Darbishire Practice -1 session per
Kumar, Dr Manisha employment | week 2004 Ongoing
Honorary Professor University of
Kumar, Dr Manisha Loyalty interests |Salfor 01/05/2023 | _ongoing
Husband has the following roles Ongoing
« Operations Diector - Primary.
Eye Care Services LTD
« Case Examiner — General 201
Kumar, O Manisha Loyalty interests |Optical Council 2019
Roe, Mrs. Kathryn Anne Loyalty interests | My son works n the finance department at Tameside and Giossop NHS Foundation Trust 14/10/2024| _ Ongoing
professional
Scales, M. Colin interest Loyalty interests | Honorary professor of UCLan 202
Tndirect Gutside
Scales, . Colin interests employment | wife works at N 19/09/2024 | ongoing
Trustee and Deputy Chair of the
Board of the The Whitechapel
Centre, a charity which works to
prevent homelessness and
Non-financial support people who are This is a voluntary role with no
Homeless, operating across the remuneration or expenses
heerin, Wrs. Katherine Mary (Katherine) Loyalty interests |Lverpool City Region. 01/01/2025] _Ongoing
Non-Executive Directors Interest  Interest Interest Situation Interest Description Comments. ColDate  ColDateTo
Declared  Category From
Independent NED on the board of
KOOTH PLC, 3 mental health
online digital pltform. | am
remunerated for this work.
outside Neither any members of my
Bailey, O Susan Mary employment | family or I hold shares in this PLC 2022 Ongoing
Char of Centre for Mental Health
The centre and myself advocate
for better mental health
outcomes for allthrough the
delivry of evidenced based policy
brifings and lobbying at a
Bailey, Dr Susan Mary Loyalty Interests |national and Regional level 2018 Ongoing
outside
Bailey, Or Susan Mary employment | Council member universty of Safford 2016
BEVAN commissioner - Bevan
through evidence base support
improved health and socialcare
outcomes For the population of
Bailey, Dr Susan Mary Loyalty Interests |waes 2014 Ongoing
Egan, Rachel Mrs il
Outside Interim FD Derian House Childrens Hospice 06/10/2025
Kay, Mrs. Khalda (al emplovment
f GSD Financial Consulting Ltd Setup my own consultancy frm | 01/04/2025.
and other
ownership
Kay, Mrs. Khalda (al interests
Nonfinancial | Outside Great Acaderies Education Trust Trustee (non remunerated) 20/04/2020
personal employment
Kay, Mrs. Khalda (Kal interests
Non-financial Camerados Non Exec, non remunerated director | 22/10/2018
professional | and other
interest ownership
Kay, Mrs. Khalda (al interests
Paver, Mr. Richard
Partner Members Interest  Interest Interest Situation Interest Description Comments ColDate  ColDateTo
Declared From
Outside
Mehra, Dr Vishal employment | Chief Medical Officer for Health Innovation Manchester Dec2s | ongoing
Gutside
Mehra, Dr Vishal employment | clinical Director, Gorton and Levenshulme Primary Care Network apr19 | Ongoing
Gutside
Mehra, Dr Vishel employment | Executive Committee Member, Manchester Local medical Committee Jan26 | ongoing
Gutside
Mehra,Dr Vishal employment __|salaried GP, West Point Medical Centre apr23 | ongoing
Gutside Chief Executive, Pennine Care
Hassall, Anth employment | NHS Foundation Trust 2020 Ongoing
Gutside CEO of Balton Hospice which s
Vallance, Leigh employment | part funded by an NHs Grant 2003 Ongoing
Gutside
Vallance, Leigh employment | As Chair of Bolton CVS, (a are in receipt Ongoing
outside Co-Chairof the Chairs and CEO
Willams, Dr Owen employment | Ethnic Minority Network 2021 Ongoing
outside
Willams, Dr Owen employment NHS grated Care Board (1CE) 2022 Ongoing
outside
Willams, Dr Owen employment | chair - Yorkshire and Humber PSR trategic Advisory Board san24 | ongoing
Wiliams, Dr Owen Loyalty Interests | chief Executive Officer - Northern Care Allance NHS Foundation Trust Nov21 | Ongoing
Gutside
McKenzie Folan, Alison employment__| chief Executive at Wigan Council 2019 Ongoing




Actions Log: ICB Board

No Date Item Details of action agreed Action Lead Deadline Status Further Detail
19 19/11/2026  [10. Major Trauma Assurance on compliance, clinical safety KS 15/07/2026 Proposal to update the new Committee in June then back to Board in July as part of our undertakings. Update: Regular updates have been provided to the Strategic Commissining Committee. A full report will be provided in August with an update to the
and long-term sustainability including Board in September.
timescales for the NHS GM Major
Trauma model to be provided to QPC.
22 18/03/2026 | 6. Governance and SORD CG to check primary care delegations and| G 20/05/2026 Verbal update provided at May meeting
update including new report back to Board
committee structures
23 20/05/2026  [6. Financial Scheme of Updated FSoD paper to be taken to next G 15/07/2026
Delegation Amendments Committee meetings
24 20/05/2026 7. Board Assurance To bring a proposal back to Audit G 17/09/2026
Framework (BAF) Commitee including the difference
between risks and issues.
Completed at Previous Meeting (Audit Trail)
1 17/07/2024 4. Chair's Briefing 'WH to meet with members of the WH 18/09/2024 "The meeting went ahead on the 20th August, and the group submitted questions back to WH which the Communication Team are collating the answers.
KONP group to discuss the petition
and agree next steps
2 17/07/2024 _|6. Single Improvement Plan| Single Improvement Plan should be MF 18/09/2024 The plan was shared with members at the Board strategy session on 21st August and updates will be provided.
shared with members of the board as
soon as it is available showing
progress against the plan.
3 18/09/2024 3. Matters arising The Chair to meet with MP and team MP/CS 20/11/2024 The performance matrix is still under review and discussed at QPC. Meeting with the Chair has taken place.
regarding the data in the performance
report following concerns raised at the
previous meeting
4 18/09/2024 4. CEO Report RB to provide update on Health and RB 20/11/2024 On agenda for November meeting
Care Review at next meeting in
November.
8 19/02/2025 | 4. 2025/26 operational plan | Board meeting to be reconvened prior IN 27/0212025 Meeting reconvened on 26th February
to final submission of the draft plan on
27th February which would be held in
public.
9 26/02/2025 4. Annual plan 25/26 Board seminar to be arranged prior to JIN 26/03/2025 Seminar held on 19th March and formal meeting moved to the 26th
update formal meeting.
6 15/01/2025 7. Board Assurance Risk appetite to be discussed as part cs 05/02/2025 Deferred to June Board development session. Complete
k of operational planning at February
Board
7 15/01/2025 | 13. Quality and MP and JW to meet with SMc and SB MPIIW 05/02/2025 Meeting took place on 7th April
Performance to discuss maternity workforce issues.
10 26/03/2025 7. Baord Assurance CS to meet with Committee Chairs in cs 16/04/2025 Meeting took place on 14th April
Framework April prior to Board Seminar.
1 21/05/2025 7. Committee ToR IN to amend the Quality and N 16/07/2025 Complete
Performance TOR after the meeting.
14 16/07/2025 6. NHS Reform MP to meet with RE to discuss the MP/RE 17/09/2025 Complete
process and decision behind the
safeguarding as part of the reform
agenda
15 16/07/2025  [6. VR Scheme CB to share the EIA that had been to the cB 17/09/2025 Complete
T&F Group.
16 16/07/2025  [16.GM Alcohol Harm WH to share map of drug and alcohol WH 19/08/2025 Info can be found here: org.uk/find-a-service/typ d-drug-support/
Strategy services in GM.
5 17/07/2024 12. Primary Care Blueprint |RB to work with John Herring and his RB 20/11/2024 A paper has been prepared and presented to the PC Blueprint Group. This is in respect to FTSU for Primary Care. We have a proposed model , with delivery through PCB but delivery resource dependent. Update on Primary Care Blueprint
Delivery Update team to provide a briefing to the provided in Sep 25
People and Culture Committee and
bring a position statement back to
Board at a future meeting
13 21/05/2025 10. Assertive outreach To share report with AMK and other MK T8C Complete
place leads via the Exec Committee
17 17/09/2025  [3. Matters arising MK to provide update on the ADHD MK ASAP Update provided and paper on agenda for November meeting
consultation after the meeting
12 21/05/2025  |9. Federated Data Platform [To bring FDP back to Board at later date. WH 19/11/2025 Paper to come back to the board 6 months following the last meeting. Update provided in CEO report
(FDP)
18 19/11/2026 8. Draft Clinical Strategy Commissioning intentions including plan KS 17/12/2025 Presented at December meeting
to be presented to Board at strategy
session in December.
20 19/11/2026 15 People and Culture Report | Freedom to Speak Up report to be shared CB 21/01/2026 Sent to RP on the 21/11/25
with RP.
21 17/12/2026 3. Approval of 2026/7 N to reschedule February Board meeting IN 11/02/2026 Complete

planning submission

from the 18th to the 11th and arrange
seminar in January.




Minutes

Greater Manchester Integrated Care Board (Public)

Date: Wednesday 20" May 2026
Time: 2.00pm to 4.15pm
Venue: Boardroom, Tootal Buildings
Present
Members:
Sir Richard Leese RL Chair, NHS Greater Manchester
Dame Sue Bailey SB lc\ltgnm-rli)i(t?gg,tixlel)—i Igirgl(\:/for and Chair of the Performance & Quality
Kal Kay KK (Nstli/rlrExecutive Director and Chair of the Finance Committee, NHS
Rachel Egan RE Non-Executive Director and Chair of the Remuneration and

Population Health Committees, NHS GM
Jackie Njoroge JN Deputy Chair/Senior Independent Director, NHS GM
Board Member bringing the perspective of Acute Providers, Chief

Dr Owen Williams oW Executive of Northern Care Alliance (NCA) NHS Foundation Trust

Dr Vish Mehra VM Boarq _Member bringing the perspective of Primary Care, General
Practitioner
Board Member bringing the perspective of the Voluntary

Leigh Vallance LV Community, Faith and Social Enterprise (VCFSE) Sector, Chief
Executive of Bolton Hospice

Colin Scales CS | Acting CEO, NHS GM

Kathy Roe KR Chief Finance Officer, NHS GM

Professor Manisha |\ | chief Clinical Officer, NHS GM

Kumar

Charlotte Bailey CB Chief Strategy, People and Partnerships Officer, NHS GM

Katherine Sheerin KS Chief Commissioning Officer, NHS GM

Executives:

Nicola Hepburn NH | Acting Chief Reform & Improvement Officer, NHS GM

Attendees / Participants:

Jenny Noble JNo | Board Secretary, NHS GM

Ross Baxter RB Governance Advisor, NHS GM
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Claire Connor CcC Director of Communications and Engagement, NHS GM

Chris Gaffey CG ﬁﬁ;())mate Director of Corporate Services, NHS GM (ltems 1-7

Louise Sinnott LS Head of Acute Strategy & Transformation / Place Based Lead for
Greater Manchester, Specialised Commissioning North West

. Deputy Chief Clinical Officer (Nursing and Nurse Advisor to the

Anita Rolfe AR Board), NHS GM

Apologies:

Richard Paver RP Non-Executive Director and Chair of Audit Committee, NHS GM
Board Member bringing the perspective of Mental Health, Chief

Anthony Hassall AH Executive of Pennine Care NHS Foundation Trust

Alison McKenzie- Chief Executive Wigan Council, Place Based Lead Health & Care

AMK .
Folan for Integrated Care Partnership
Topic Action
1. Welcome, Introductions and Apologies

RL welcomed attendees and members of the public to the Board meeting.
Apologies were noted.

He welcomed Louise Sinnott and Anita Rolfe to the meeting.

2. Declarations of Interest (DOI)

RL reminded board members of their obligation to declare any interest relating to
items on the public part of the agenda.

3. Minutes of previous meetings

The minutes of the public Board meeting on Wednesday 18 March were approved
subject to minor amendments.

Matters Arising

There were none. Action log to be updated accordingly.

4, Chair’s Briefing

The Chair updated on the prevention demonstrator work, highlighting that it was a
clear programme with specific measures and priorities. Notable progress had been
achieved, particularly regarding the key aspects of the neighbourhood model.
Positive feedback on progress had been received at NW system leaders meeting
attended by the Chair.

Tootal Buildings, 56 Oxford Street, Manchester M1 6EU
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The Board noted the verbal update provided.

Acting Chief Executive’s Update

CS reflected on performance noting compliance for the NHS in GM with providers
working exceptionally hard to achieve this.

He noted the appointment of Kathy Cowell CBE as the hew NHSE North West
Regional Chair and Chris Oliver who was leaving Lancashire and South Cumbria
NHS FT to join GMMH as Chief Executive Officer.

Since the last Board meeting in March, Mark Fisher had retired as the CEO of NHS
GM and the Board wished him well for the future.

OW would be leaving the NCA in September and therefore would be stepping down
from the Board at the same time. He would be missed as a much valued and highly
respected leader of the system.

GM secured five regional wins at the NHS Excellence Awards 2026, showcasing
innovation and collaboration across health services which was fantastic to see.

CS highlighted that this would be SRL'’s last formal NHS GM Board and would be
retiring on 30" June. He thanked him personally for his support as Deputy CEO
and now as Acting Chief Executive.

Members welcomed the national spotlight on Martha’s rule noting assurance on the
roll out would be provided through the Strategic Commissioning Committee.

The Board:
¢ Noted the contents of the CEO’s Report to the Board.
e Disseminated and cascaded the necessary key messages and
information as appropriate.

Financial Scheme of Delegation Amendments

KR was pleased to propose a number of amendments to the current NHS GM
Financial Scheme of Delegation. The changes were being proposed in light of the
changes to the NHS GM governance and Committee structures. This would enable
efficient and effective decision making while retaining the appropriate level of
financial grip and control.

KK agreed with the revised thresholds and KR confirmed that decision logs should
be up and running be the end of Q1 with an update to be provided to People and
Resources or Audit Committee.

SB queried the role of the Strategic Commissioning Committee and the number of
TBCs in the tables. KR confirmed that she was working with the team regarding
key decisions and a paper would be taken to the next committee meeting to confirm
the levels. KS added that there should be a read across between the two
Committees of the Board.

ACTION: Updated FSoD paper to be taken to next Committee meetings.
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SRL read comments from RP which confirmed that Audit Committee agreed with
the proposals, but that this was conditional on greater transparency regarding
decisions.

It was agreed that any amendments should be finalised with authority delegated to
the People and Resources Committee for approval rather than Audit Committee,
noting there was already a level of transparency i.e. papers were available on the
website etc.

The Board:
e Approved the proposed amendments to the NHS GM Financial
Scheme of Delegation subject to comments and action above.

Board Assurance Framework (BAF)

CG provided the Board with a final position for the organisation’s strategic risks for
2025/26 (the BAF is set out in Appendix One).

He also set out the proposed process for reviewing and refreshing the BAF for
2026/27, ensuring the organisation’s strategic risks were aligned to its strategic
objectives, and that these accurately reflected the ICB’s new responsibilities as a
strategic commissioner in line with the ICB Model Blueprint and new Operating
Model.

Four areas showed reductions in risk scores from Q3 to Q4 (SR4 Good
Employment, SR5 Health Inequalities, SR7 Financial Sustainability and SR9
Emergency Incident). All remaining strategic risks reported a static score in Q4.

CG advised that the team were looking to provide a more dynamic view of risk
reporting following the deep dive at Audit Committee in March.

Members welcomed the new approach noting it was good to differentiate between
ICB and system risks but need to be able to react and respond.

ACTION: To bring a proposal back to Audit Committee including the
difference between risks and issues.

It was confirmed that SR1? SR2 and SR3 had met the year-end target but were
still red because the score was more than 20 which is how it was presented.

NHS reform issue was red because lots of people had left and roles were still being
filled so it was fragile despite progress made to date.

The Board:
¢ Reviewed and reflected on the year-end position for the 2025/26 BAF
risks.

e Noted and provided any comments on the proposed plans for the BAF
refresh for 2026/27, including the learning from the recent Deep Dive.

Cardiac and Vascular Surgery

KS was pleased to present the paper and asked for Board support to progress the
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Greater Manchester and East Cheshire (GMEC) Cardiac and Vascular Service
Reconfiguration proposals to formal public consultation, subject to NHS England
Stage 2 assurance and completion of the vascular financial case.

The proposals respond to clear clinical, workforce and sustainability challenges and
recommend single-centre models for both adult cardiac surgery (at Wythenshawe
Hospital) and specialised arterial vascular surgery (at Manchester Royal Infirmary),
supported by strengthened hub-and-spoke networks to maintain care closer to
home. Evidence from the interim cardiac model and clinical reviews demonstrates
improved resilience, outcomes and service stability through consolidation of
expertise. Taken together, the schemes deliver a coordinated, system-wide
approach to clinically interdependent services, improving quality, reducing
unwarranted variation and supporting equitable access for the GMEC population.
The programme includes robust governance, assurance and engagement
processes, with public consultation planned for summer 2026 and final decisions
expected by December 2026, subject to addressing key risks and dependencies.

LS added that this was in response to clear and longstanding challenges, the
surgery was highly specialised and high risk with variation in outcomes and access
and despite efforts we had not been able to meet standards. The service was fragile
and the proposed model included feedback from people with lived experience. This
would consolidate expertise to benefit patients.

CC recommended going to full consultation given the significant changes proposed
over a 10-week period as two different patient populations. Independent clinical
advice had been sought and feedback from senate had been positive including
providing care closer to home but need to do full assessment.

OW declared an interest in this item but when asked for his view he acknowledged
the point about financial as well as clinical sustainability noting the paper didn’t
reference trauma and how this would work. It was confirmed there were no financial
implications of doing this although numbers were small and still need to be worked
through with service level agreement in place.

Members thanked the team for the comprehensive summary but need to see the
benefits for all adult patients regardless of where they live to ensure they have the
same access to services and outcomes to reduce health inequalities. The Board
noted that there are no current plans to change the configuration of paediatric
vascular and cardiac surgery services.

They supported the approach but queried the timeline and requested further
assurance post-consultation to understand what this means for the patient.

The Chair reminded members that that they needed to make a decision on whether
to consult and this was agreed but need to share learning.

The Board:

e Supported proceeding to public consultation on the proposals set out in
the GMEC Vascular and Cardiac Surgery PCBCs (v2.0), which each
recommend a single-centre model as the preferred way forward, subject
to:
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o NHS England Stage 2 Assurance being achieved for both PCBCs
(scheduled for 22 June 2026); and

0 Finalisation and assurance of the Vascular Surgery financial case,
which is explicitly identified within the Vascular PCBC as still under
development.

People & Resources

Committee Report

KK presented the summary report following the last People and Resources
Committee meeting including the GM Month 12 financial position noting that the
year-end position had been achieved. Thanks were noted to the teams involved.

The Board:
¢ Noted the contents of the report.

Finance Report

The Board was updated on the Month 12 ICS financial position for Greater
Manchester as at 31st March 2026 (subject to external audit).

KR reported no issues with the audit so far and was pleased that the financial plan
had been delivered noting thanks to NHS GM and partner colleagues.

For the System Financial position, the Board:

¢ Noted the outturn position of a £24.1m surplus following the receipt of
additional deficit support funding by GM NHS Providers of £21.3m.

o Noted that all organisations have delivered either in line or better than
plan.

¢ Noted that NHS GM delivered an outturn position of a deficit of £7.5m in
line with plan, with GM Providers delivering a surplus of £24.1m.

¢ Noted the delivery of CIP of £635.6m, a shortfall of £20.4m against the
system target of £656.0m, with NHS GM delivering the CIP savings target
of £175.0m in full.

¢ Noted the delivery of the provider operational capital position in line with
the allocation of £200.9m.

e Noted that NHS GM achieved the requirement to remain within the
allowable cash balance at the end of the year, with a cash balance of
£36k.

e Noted that the provider cash balance at the end of the financial year was
£428.9m, £1.0m above the planned level of £427.9m.

o Noted the achievement of the running costs allowance target for NHS GM.

Strategic Commissioning

Committee Report

SB presented the summary report following the last Strategic Commissioning
Committee meeting taking it as read noting no alerts and shared learning. She was
appreciative of the cross working between Chief Officers lead by the CEO.

The Board:
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¢ Noted the contents of the report.

Quality and Performance Report

MK advised the Board on the levels of assurance regarding performance and
guality and the report was taken as read noting CS had referenced performance in
the CEO report.

The Board discussed and agreed levels of assurance set out in this report.

11. Audit Committee
Audit Committee Report
On behalf of RP, JN presented the summary report following the last Audit
Committee meeting including the alerts for awareness rather than action in alerts
and highlighting the deep dive into the Population Health risk.
The Board:
¢ Noted the contents of the report
e Approved the Terms of Reference
12. Remuneration Committee
RE provided a verbal update from the May meeting that the second round of VR
had been completed. She noted thanks to staff for going above and beyond.
The Board:
e Noted the contents of the verbal report.
13. NW Specialised Commissioning Committee
The NW Specialised Commissioning Committee report was taken as read. KS
highlighted the alerts noting that neonatal incidents had been closed and work
relating to renal incidents remains ongoing through the ICB’s routine quality
surveillance governance forums and processes. The IPC visit from region was
positive.
The Board:
e Noted the contents of the report.
14. Approved Minutes of Committees
The following minutes were shared for information:
e Transition Committee
e Audit Committee
e SCC Committee
15. Any Other Business including reflections of the meeting
None this time.
16. Date and time of next meeting:

Wednesday 20" May 2026, 2pm — 4pm, Tootal Buildings.
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Part B

17. OPIC

KS provided the Board with a consolidated briefing and update on pan-ICB
collaboration arrangements to support the establishment of the North West Office
for Pan ICB Commissioning (OPIC), in line with national NHS England (NHSE)
requirements across all seven regions, noting the same paper had gone to all three
NW ICBs.

The report was presented for consideration in private, with the purpose of
establishing a shared understanding and appropriate Board oversight of the
proposed ICB-led specialised commissioning arrangements, due to take effect from
spring 2027.

The Board was asked to endorse key OPIC recommendations developed by the
three ICB Executive teams, including agreement with the national NHSE policy
direction being implemented in the North West.

Thanks were noted to KS and MK as well as LS. Some concerns were raised about
why the paper was private with an ask for this to be in the public domain next time
once any issues had been resolved including partner reps on the Committee and
the link to Board.

Notwithstanding this, the Board supported the recommendations in the
report.
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Board
15 July 2026

Report for Information

Required information.

Details.

Title of report.

Acting CEO’s Report to the Board

Author.

Jenny Noble on behalf of Professor Colin
Scales

Presented by.

Professor Colin Scales

Contact for further information.

amhscp.gmicb.corporate@nhs.net

Executive summary.

The paper details updates from the Acting
CEO with reference to the national, regional
and local system positions.

The benefits that the population of Greater
Manchester will experience.

The NHS Greater Manchester (GM) response
to NHS Reform, with consideration being
made through the necessary due diligence.

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

Proactively responding to the independent
review into maternity and neonatal services at
Nottingham University Hospitals NHS Trust.

The decision to be made and/or input
sought.

The Board is asked to note the contents of
the CEO’s Report to the Board. Also,
disseminate and cascade the necessary key
messages and information as appropriate.

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

Delivering key messages in the context of
NHS Reform which is BAF SR10.

Version Number v1.1



mailto:gmhscp.gmicb.corporate@nhs.net

Key milestones.

Key messages in the context of NHS Reform.

Leadership and governance
arrangements.

For consideration and dissemination by the
Board.

Engagement* to date.

*Engagement: public, clinical. Analysis:

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

Engagement has already commenced with
the GM system'’s key stakeholders and NHS
GM staff in response to NHS Reform. Any
formal decisions to be taken, will proceed
through the necessary governance routes.

Financial or Legal Implications

NHS GM proceeding with the organisational
change programme in response to NHS
Reform.

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No No

Introduction

1.1 The paper details updates from the Acting CEO with reference to the national, regional

and local system positions.

National and Regional Updates

1.2. This section of my report is aimed to update the Board on the key areas of development
from a national and regional position, since the last Acting CEO’s Report to the Board in

May.

1.3. Board members will be aware that Donna Ockenden has published the independent
review into maternity and neonatal services at Nottingham University Hospitals NHS

Trust.
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1.4.

1.5

1.6.

1.7.

1.8.

1.9.

This is a deeply distressing report. It describes years of serious and repeated failures in
care, including poor leadership and culture, a lack of accountability, unacceptable racism
and discrimination and women and families being disbelieved or dismissed. It also
describes extremely serious failings in post death care — failures that caused grieving
families further pain and trauma at a time when they should have been treated with the
utmost care, dignity and compassion.

All of our thoughts are with the women, babies and families who were harmed, bereaved
and let down, and with those who have fought for years to be heard. Every woman, baby
and family has the right to safe, compassionate, personalised and equitable care, and to
be listened to and taken seriously when they raise concerns.

The review has taken a continuous learning approach. Nottingham University Hospitals
NHS Trust has responded to findings as they emerged and has already taken steps to
improve care. However, the report shows the scale of what still needs to change.

One of the most important steps the Trust has taken is to listen to women and families,
and every service in the NHS must do the same. Previous reviews have repeatedly shown
that women and families must be heard, believed and have their concerns taken seriously
and acted on. It is more important than ever that you work closely with your maternity and
neonatal voices partnerships lead and local communities to ensure your services are set
up to do this well to achieve this.

The Government has announced immediate action in response to the review including
roll out of Martha’s Rule to all maternity and neonatal settings in England, strengthening
candour and cooperation in future reviews, and Human Tissue Authority (HTA) action
requiring all Trusts to review mortuary records.

I've attached a Stakeholder Briefing with an update on work to improve neonatal care
services in the North West, issued on behalf of North West Safe and Sustainable
Specialised Health Services for Babies & Children programme which will be reviewed by
Chief Officers at their meeting on 8" July and a verbal update will be provided at Board.

Office for Pan ICB Commissioning (OPIC) — National Context and North West
Arrangements

1.10.

1.11.

The Office for Pan ICB Commissioning (OPIC) is a new national model mandated by NHS
England (NHSE) and the Department of Health and Social Care (DHSC) to be led by
Integrated Care Boards (ICBs) in regions in taking on a wider strategic commissioning
role. As confirmed in national guidance and the 2 March 2026 letter (Direct commissioning
update), the majority of NHSE’s direct commissioning functions—including specialised
services, health and justice services, and vaccination and screening—are expected to
transfer to ICBs from April 2027, subject to legislation.

To enable this transition to an ICB-led OPIC model while maintaining consistency and
expertise, NHSE requires the establishment of seven OPICs, one in each NHS region.
OPICs will operate as regional centres of commissioning excellence, enabling
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collaboration between ICBs to plan and commission services at scale, improve equity and
outcomes, and ensure resilience in delivering complex and high cost services. National
requirements specify that each OPIC must be hosted by a single ICB on behalf of all ICBs
in the region, operate through formal joint ICB governance arrangements (such as a joint
committee), and support both ICB strategic and operational commissioning in a region.
While OPICs will facilitate collective decision making, statutory accountability will remain
with individual ICBs.

1.12. In the North West, NHS Lancashire and South Cumbria (LSC) ICB has been collectively
agreed as the host organisation for OPIC, working in full partnership with NHS Greater
Manchester (GM) ICB and NHS Cheshire and Merseyside (CM) ICB, which was
formalised in May this year. The three ICBs, supported by the NHSE North West regional
team, have established a collaborative programme to design and implement OPIC
arrangements. This includes the North West OPIC Programme Development Board,
which brings together senior leaders across the partner organisations to oversee delivery,
linking with ICB Executive level oversight and governance arrangements. ICB Boards and
related Transition Committees have been regularly informed of these developments.

1.13. The North West OPIC will initially focus on delivering the nationally mandated “OPIC
Core” functions, including specialised commissioning, health and justice services,
vaccination and screening, and Child Health Information Services, with the potential to
extend to additional “OPIC Plus” services where this adds value in the region. The OPIC
ICB partnership aims to strengthen strategic commissioning capability in line with the
Model ICB Blueprint of May 2025, improve consistency and equity of services, and
maximise the effective use of public resources across the region, aligned to the national
NHSE Strategic Commissioning Framework.

1.14. Implementation will follow a phased approach. A “shadow” OPIC is planned to be in place
by autumn 2026 to test governance, operating models and ways of working, ahead of the
formal transfer of functions and staff from NHSE North West Specialised Commissioning
to LSC as host ICB in April 2027 in partnership with CM ICB and GM ICB. New joint
governance arrangements will also be established to reflect the expanded scope of
commissioning responsibilities with consideration of revised arrangements through the
current North West Specialised Commissioning Joint Committee.

1.15. Overall, the establishment of OPIC represents a significant step in enabling ICBs to act
as strategic commissioners for their local populations, supported by strong regional
collaboration and national standards, with the North West partnership working collectively
to deliver these ambitions.
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Greater Manchester (GM) System Updates

2.0

This section of my CEO Report is specifically focussed on what is happening here within
the GM system.

The NHS GM Board

2.1.

2.2.

2.3.

2.4.

2.5.

Since the last Board meeting in May, Sir Richard Leese has retired as Chair of NHS GM’s
Board. Since taking up the role of Designate Chair on 1 November 2021, and
subsequently being appointed as substantive Chair on the establishment of NHS Greater
Manchester ICB on 1 July 2022, he has provided committed and thoughtful leadership
through a period of significant change. He has played a central role in establishing the
Board, appointing and developing a diverse membership, and creating the conditions for
strong partnerships with local government, the voluntary, community and social enterprise
sector, and wider system partners.

He has also led the organisation through a demanding period of formal undertakings,
organisational reform and financial challenge, providing steady leadership and
constructive challenge at a time when the system has needed clarity, resilience and a
continued focus on its responsibilities to the Greater Manchester population. His
consistent focus on the wider determinants of health, joined-up care and support within
neighbourhoods and communities has helped establish a strong foundation for the next
phase of delivery, including implementation of the 10 Year Health Plan. | am sure the
Board will join me in thanking him for his leadership, commitment and the time he has
dedicated to supporting health and care across Greater Manchester.

Recruitment to appoint Sir Richard's successor is still under way. As announced earlier
this year, this role is expected to also take on the Health Commissioner responsibilities
for Greater Manchester, working closely with the Mayor. In light of the recent Makerfield
by-election and upcoming election for the Mayor of Greater Manchester, the recruitment
process has paused temporarily noting that we’re in the pre-election period right now. In
the interim, our Deputy Chair and Non-Executive Director, Jackie Njoroge, has stepped
into the role of Acting Chair. Jackie joined the NHS GM Board in January and brings over
20 years’ senior strategy and data leadership experience, alongside a strong record of
public sector non-executive governance.

There is another change to notify the Board of, which is in relation to Kathy Roe, who has
been appointed as Acting Deputy Chief Executive, as well as being our Chief Finance
Officer. This will provide invaluable support to me as Acting Chief Executive.

New Board and Committee arrangements have now been operational for three months
and a governance and leadership review is currently underway as well as Committee
Development. Board development has largely been paused until we have a substantive
Chair and Chief Executive in post.
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NHS Reform

2.6.

2.7.

The 15t July marked an important milestone in our reform journey, with the vast majority
of colleagues taking up their new roles in the structures. This means that we are now
much more materially able to work in ways which align to our new operating model.
Although it is important for the Board to recognise that there is still change taking place
for colleagues, as they settle into new teams and new roles. Our 2 year OD plan is in
place to support our organisation through this period. We also must stay aware to the fact
that a small number of staff have now entered a significantly unsettled period where they
are displaced and are currently being supported to find suitable alternative employment.
Every effort is being made to find alternative roles for these colleagues, but we must not
under-estimate the impact this has on individuals and on line managers.

Another milestone was reached in June, when we created a set of documents that will
support the bringing to life of our Place Health and Care Partnerships (PHCPs). Known
as the 'document suite’, the documents collectively provide the practical framework for
bringing PHCPs together around our shared priorities to improve healthy life expectancy,
close the HLE gap and raise the healthiest generation of children. The document suite
includes a partnership agreement, an outcomes framework, the place fund, the place
team and a governance options appraisal. We have entered a period of engagement on
these documents to ensure that final drafting responds to feedback from partners and
stakeholders.

Neighbourhood Health

2.8.

2.9.

2.10.

We had a successful System Leaders Group event on 29th June on Neighbourhood
Health as part of Live Well. This was the culmination of our system engagement on
Neighbourhood Health over the last two months. Over that period, we have met with a
range of partners from across the Greater Manchester system to discuss how we can
accelerate our progress on Neighbourhood Health. This included a visit from the NHS
England National Lead on Neighbourhood Health (Dr Claire Fuller) on 11th June.

The key action from the engagement was for us to produce a Strategic Commissioning
Framework for Neighbourhood Health — and we will take a first draft of this to NHS GM
Executive Committee on 8th July and follow this up with an item at today’s Board.

Over the summer, Place Leads will lead the work to finalise Neighbourhood Health
Implementation Plans for each of the 10 localities — set in the context of the new Strategic
Commissioning Framework. As per the National Framework , these plans will run through
to March 2028 in line with the national framework with clear stepped improvements and
guantifiable impact. This will include a commitment for a GM-wide launch of Integrated
Neighbourhood Teams in all 10 places from the start of Q3. We will present the outputs
of this work to September Board.
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#NoSpaceforRacism campaign launches

2.11.

2.12.

2.13.

2.14.

2.15.

2.16.

2.17.

The second phase of the Greater Manchester-wide No Space for Racism campaign has
now launched publicly, featuring health and care staff from across our system sharing
their personal experiences of racism in the workplace.

The campaign has been developed in response to evidence that around one in four health
and care staff in Greater Manchester report experiencing racism at work. Incidents range
from racist language and exclusion to threats and, in some cases, physical abuse. These
experiences can come from patients, visitors and colleagues and can have a profound
impact on wellbeing, confidence and staff's ability to provide the best possible care.

At the heart of this phase is a public-facing film featuring staff from a range of professions
across health and social care, including general practice, nursing, surgery, ambulance
services and social care. By sharing their lived experiences, the campaign aims to
increase public understanding of the impact of racism, encourage respectful behaviour
towards staff and empower colleagues and members of the public to challenge racism
when they witness it.

However, the awareness campaign is only one element of a much wider programme of
work. As with many of our campaigns, it is the action that sits behind the communications
that will ultimately deliver lasting change.

Across Greater Manchester, partners are working together to strengthen and simplify
reporting mechanisms for staff who experience racism, building on the significant
progress many organisations have already made. There is also a collective commitment
to present a clear and consistent anti-racism position across the health and care system,
ensuring that staff, patients and communities receive the same message wherever they
access services.

Work is also underway to improve how incidents that meet the threshold for hate crime
are identified and escalated, with closer collaboration taking place with Greater
Manchester Police. Alongside this, enhanced training and support are being developed
to help staff respond confidently to incidents, whether they are directly affected or acting
as active bystanders supporting colleagues.

This work complements and builds on the recommendations of the Mann Review,
supporting a coordinated system-wide approach to creating a more inclusive and
supportive working environment for all staff.

MenB vaccine to be offered to thousands of young people

2.18.

Thousands of young people will receive protection against MenB vaccination through a
one-off programme launching ahead of the 2026 academic year.
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2.19.

2.20.

Eligibility includes those born between the 1 September 2007 and the 31 August 2008,
students turning 25 after 31 December 2026 entering higher or further education for the
first time, and international students under 25 starting university.

The programme will start later this month with the first dose being offered from mid-July
and the second being offered in August. A new Q&A blog and eligibility asset are
available, with a full communications toolkit to follow before England’s booking system
opens on Monday 13 July.

Health Innovation Manchester (HInM) Update

2.21.

As reported at the last meeting, the HInM Strategy has recently been refreshed to respond
to national and local strategic drivers in health and life sciences and HInM colleagues
were invited to attend our Board strategy session in June to present this including how
their plan relates to the Strategic Commissioning Strategy which was well received.

Health and Safety Oversight

2.22.

2.23.

2.24.

| have previously committed to updating the Board on matters relating to health and safety
through a standing item within my report. Since the last update to the Board, there has
not been a further meeting of the Health and Safety Oversight Group. However, work on
reviewing how our health and safety arrangements are delivered following organisational
reform is ongoing.

Progress has also been made in implementing the outstanding recommendations from
the Mersey Internal Audit Agency (MIAA) Health and Safety Audit — this includes further
progress on the implementation of our new incident reporting system, which we hope to
have in place by the summer, as well as reviewing our first aider and fire warden coverage
following changes to our organisational structures as part of reform. Implementing these
recommendations remains an important area of focus as we continue to strengthen our
organisational arrangements and respond to the changes arising from reform.

The next meeting of the Health and Safety Oversight Group is scheduled to take place in
August, following which a further update will be provided to the Board.

Recommendations

3.0

3.1.
3.2.

The NHS GM Board is asked to:

Note the contents of the Acting CEO’s Report to the Board.

Provider feedback on any future topics they wish to be covered within the Acting CEO’s
Report to the Board in September 2026.
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NHS

Stakeholder Briefing - Update

2 July 2026
An update on improving neonatal care services in the North West

Background

The NHS has been looking at how to improve neonatal care for babies and their families
across the North West. This work is being led by the North West Safe and Sustainable
Specialised Health Services for Babies and Children programme, on behalf of the three NW
ICBs including NHS Cheshire and Merseyside, NHS Greater Manchester, and NHS
Lancashire and South Cumbria.

Although neonatal staff are working hard and provide lots of great care, at the moment the
majority of neonatal units in the region do not meet national minimum activity standards in
terms of the number of babies they care for.

This matters because evidence shows that babies receive better health outcomes and are
less likely to develop life-long disabilities when their neonatal care is provided by a very
specialised team, who perform the same procedures more frequently.

There is also too much variation in the levels of specialist care being provided by different
neonatal units in the region, and the number of cots provided does not match current or
expected future levels of demand for care.

The NHS wants to improve the quality and consistency of neonatal services to ensure that
they are sustainable for the future, and that all babies and families receive the same high
quality of care, wherever they live or are treated in the North West.

What has happened so far?

Although it's likely that changes will need to be made as a result of this review work, it's
important to stress that this improvement work is still at an early stage of development, and
there are no plans or proposals for any service changes just yet.

An updated Case for Change document was developed and published in December 2025,
which describes the challenges facing the region’s neonatal services in more detail.

You can read the full version of the Case for Change, as well as a summary version and an
Easy Read version here: NHS England — North West » Improving neonatal services in the
North West



https://www.england.nhs.uk/north-west/improving-neonatal-services-in-the-north-west/
https://www.england.nhs.uk/north-west/improving-neonatal-services-in-the-north-west/

Staff and parent/carer engagement

Following the publishing of the Case for Change, a staff engagement period was held
between January and March 2026.

A series of staff listening sessions were delivered, which focused on hearing from NHS staff
with experience of working in or alongside neonatal care services in the North West, in order
to understand their thoughts and views on the issues set out in the case for change.

In March and April 2026, the programme also held a series of focus groups and one-to-one
discussions with parents and carers who have used neonatal services in the North West, in
order to hear their reflections on the case for change, and learn more about their own
experiences of care — including what currently works well, and what could be better for
families.

The findings highlighted a broad level of support for the case for change and the principle of
delivering more centralised care from fewer, more specialist units, especially if it meant that
care was made better, safer and more consistent for babies.

However, most parents felt that careful thought needed to be given to how changes could be
made without disadvantaging families or requiring them to carry extra burdens such as

further travel and accommodation costs, or more separation.

The findings of this insight work have been summarised into a report, which is available to
read on NHS England North West's website here:

North-West-Neonatal-Critical-Care-Review-Parent-Carer-Engagement-June-2026-FINAL.pdf

Next steps

Feedback gathered from these staff, parent and carer discussions will be used to help inform
the next phase of planning and development.

This will include a number of workshop events which will be held over summer to help
develop a long-list of potential options for how neonatal services could look in the future, and
then refine this into a short-list.

We continue to be committed to involving staff, families and wider stakeholders at every
stage as this work progresses — and we will keep you updated about further key
developments.

If you have any further questions in the meantime, please contact the programme
team via: england.nw-specialisedbabieschildren@nhs.net
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Note: On Amos Report

We also note the publication of the Baroness Amos report this week and welcome its
findings. Whilst many of the recommendations fall outside the scope of this programme of
work, we are committed to considering any relevant findings where appropriate.
Responsibility for taking forward improvements to neonatal services will sit with Operational
Delivery Networks (ODNs) and provider Trusts, who are best placed to implement changes
at a service level.






NHS GM Board
15 July 2026

Report information.

Required information.

Details.

Title of report.

Strategic Objectives, Priorities and BAF

Author.

Chris Gaffey, Associate Director of Corporate
Services

Jo Street, Programme Director - Transition

Presented by.

Colin Scales, Acting Chief Executive

Contact for further information.

Chris Gaffey, Associate Director of Corporate
Services (chris.gaffey@nhs.net)

Jo Street, Programme Director - Transition

Executive summary.

This report provides the Board with proposals
on new strategic objectives for NHS GM, as
well as setting out key Year-1 Deliverables to
support the delivery of the 5-Year
Commissioning Plan, for approval.

In addition, the report sets out high level
proposals on the suggested Strategic (BAF)
Risks for the organisation for consideration
and discussion.

The benefits that the population of Greater
Manchester will experience.

The proposals support improved outcomes
for Greater Manchester residents by
strengthening prevention, earlier intervention
and care closer to home. They are intended
to improve access, reduce unwarranted
variation, tackle inequalities and support a
more sustainable health and care system
focused on population health and wellbeing.
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How health inequalities will be reduced in
Greater Manchester’s communities.

Health inequalities will be reduced through
targeted, evidence-led action on the drivers of
poor health, with a focus on communities
experiencing the greatest disadvantage. The
proposals support improved use of population
health intelligence, neighbourhood working
and commissioning decisions that prioritise
prevention, earlier intervention and reducing
unwarranted variation in access, experience
and outcomes.

The decision to be made and/or input
sought.

The Board is asked to:

1. Consider and approve the proposed
NHS Greater Manchester strategic
objectives;

2. Consider and approve the proposed
Year 1 deliverables for 2026/27;

3. Consider the proposed strategic Board
Assurance Framework risks; and

4. Agree that the objectives, deliverables
and risks should be used to support
Board oversight of delivery of the 5-
Year Commissioning Plan and NHS
Greater Manchester’s contribution to
the Integrated Care Partnership
Strategy.

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

The proposed objectives, Year-1 deliverables
and BAF risks provide a clear link between
strategy, delivery and assurance. They
support Board oversight of the key risks to
delivery, including population health,
inequalities, financial sustainability,
transformation, partnership working,
workforce, EPRR and cyber resilience.

Key milestones.

N/A




Leadership and governance
arrangements.

The agreement of organisational strategic
objectives and risks is the responsibility of the
Board.

In terms of the strategic risks, each of these
will have a Chief Officer as a risk owner, who
will be accountable for the management of
these risks.

Engagement* to date.

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

Engagement has taken place via Chief and
Lead Officers to draft these proposals.

Financial or Legal Implications

None.

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

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No Yes

Table 2: Assurance needed about the document.




Introduction and Background

1.1.

1.2.

1.3.

1.4.

NHS Greater Manchester is committed to supporting delivery of the Greater Manchester
Integrated Care Partnership Strategy. In support of that strategy, consideration has been
given to adopting a small number of NHS GM-specific strategic objectives. These
objectives are intended to guide NHS GM'’s contribution to delivery of the ICP Strategy
through the 5-Year Commissioning Plan.

The proposed objectives provide a clearer framework for NHS GM'’s role as a strategic
commissioner, setting out the intended medium-term direction across prevention and
neighbourhoods, population health and inequalities, system transformation, and statutory
responsibilities.

The ICP Strategy sets the shared ambition for improving health and wellbeing across
Greater Manchester. NHS GM'’s 5-Year Commissioning Plan will be the principal route
through which the organisation describes its contribution to that wider partnership
strategy.

The development of NHS GM-specific strategic objectives is intended to support clarity
of purpose, alignment of delivery, and a more explicit link between strategy,
commissioning decisions, annual deliverables, assurance and risk management.

Proposed Strategic Objectives

1.5.

1.6

Four proposed strategic objectives are set out for consideration. Together, they describe
the areas where NHS GM will need to focus over the next five years to deliver its
commissioning ambitions and make a clear contribution to the ICP Strategy:

In addition, within the proposed strategic objectives, the key Year 1 Deliverables are set
out to demonstrate the initial activity that will need to take place to support the delivery of
these objectives. The 5-Year Commissioning Plan sets out in more detail the expected
deliverables for subsequent years, which can support longer term planning of Committee
workplans and activity.



1. Preventative and Proactive Care in Neighbourhoods

2026/27 Deliverables

5 Year Strategic Objective:

By 2031, every neighbourhood in Greater Manchester will have a
fully integrated, prevention-led model of care that helps people
stay well, access timely support close to home, and experience
joined-up services built around local communities and shared
partner accountability.

Preventative and
Proactive Care in
Neighbourhoods

Integrated Neighbourhood Teams for Health and Care will be
an integral part of a fully developed Live Well model across all
public services that are joined-up, local and built around
everyday life.

People will get the support they need, in their neighbourhood,
at the right time without having to navigate complex systems
or repeat their story. Services will work with people and
communities, recognising strengths, lived experience and
local leadership.

Health and Care professionals will work as part of integrated
teams supporting people in neighbourhoods providing
preventative, proactive care — with specialist input provided at
the right time

Robust partnership/contractual arrangements established
setting out responsibilities of all partners as part of
Neighbourhood Health — using new national contracts (SNP,
MNP, IHO) or bespoke GM arrangements

Complete programme of engagement on
Neighbourhood Health

Strategic Commissioning Framework for
Neighbourhood Health Agreed

Finalise Place Partnership Agreements,
Outcomes and Fund

Finalise Neighbourhood Plans for each
Locality

2026/27 Live Well Implementation

2026/27 Primary Care Blueprint Delivery
Fully established and resourced Community
Services Transformation Programme
Learning and scaling from NNHIP sites and
Prevention Demonstrator sites

Long Term Conditions Programme
Proactive Care Schemes

Measured Through: Place Partnership Outcomes, Live Well Metrics; Neighbourhood Health Metrics, Clinical Strategy
Delivery
Contributing to: Strategic Commissioning Plan Outcomes

2. Targeted Action on Population Health and Inequalities




Strategic 5 Year Strategic Objective: 2026/27 Deliverables
Commissioning By 2031, Greater Manchester will be a national leader in reducing

Priority health inequalities and improving healthy life expectancy
through targeted, evidence-led action on the drivers of poor
population health.

» Closing of the Healthy Life Expectancy Gap in GM as per » Delivery of GM Public Health Network
Targeted Action on Strategic Commissioning Plan Outcomes Business Plan and establishment of new
Population Health e Significant progress against core indicators for CYP — model for PH Network
and Inequalities including on school readiness, obesity, waiting times and » Delivery of Mental Health and Well Being
dental Strategy priorities
* Population health improvement on three main themes: e Y1 delivery of Clinical Strategy
1. Creating good health by acting on the wider, social and e CYP: SEND reform, Early Help & Family
commercial determinants of health Hubs alignment
2. Preventing non-communicable diseases through e Cancer Delivery Plan
comprehensive action on the key modifiable / e Anti-racism embedded in commissioning
behavioural risk factors cycle

3. Preventing communicable diseases through the design
and delivery of evidence-based interventions

Measured Through: Place Partnership Outcomes, Population Health Outcomes, NHS Medium Term Planning Metrics; NHS
Operational Standards, Clinical Strategy Delivery

Contributing to: Strategic Commissioning Plan Outcomes

3. System Transformation



Strategic
Commissioning
Priority

System
Transformation

5 Year Strategic Objective: 2026/27 Deliverables
By 2031, Greater Manchester will have transformed its health
and care system so services are more preventive, collaborative

and digitally enabled, shifting care closer to home while
improving outcomes and reducing pressure on acute services.

* Our initiatives across prevention, neighbourhoods, Live Well,
population health and primary care will deliver health
improvement across the population and reduce pressure on
acute services — supporting a reshaping of care models in GM

* Much greater, and more formalised, collaboration between
providers

 New models of commissioning and contracting established
that incentivise prevention, accountability for whole pathways 2026/27 Primary Care Blueprint Delivery
and provider partnership Maternity Assurance & Safety

» Greater accessibility to diagnostics through place and Commissioning Plan
neighbourhood

» Transformation of care models through digital

Demand Management Delivery

Establish New Care Models Programme
Continued UEC and Elective Improvement
Refreshed Digital Strategy

Major Trauma

Refresh System Diagnostics Programme
New Contracting Models

Measured Through: Place Partnership Outcomes, NHS Medium Term Planning Metrics; NHS Operational Standards.

Contributing to: Strategic Commissioning Plan Outcomes

4. Statutory Responsibilities




Strategic 5 Year Strategic Objective: 2026/27 Deliverables
Commissioning | By 2031, NHS Greater Manchester will consistently meet its statutory
Priority responsibilities as an Integrated Care Board through robust

governance, clear accountability, strong quality and safety oversight,

resilient emergency preparedness, effective cyber and information
governance, and transparent assurance that supports safe, lawful and
high-quality services for the population of Greater Manchester.

e The ICB will have mature governance, risk management and assurance e Annual review of governance, scheme of delegation,
Statutory arrangements that support effective decision-making, public accountability committee effectiveness and statutory compliance
Responsibilities and compliance with statutory duties. arrangements.

e Quality, safety, safeguarding, patient experience and clinical effectiveness o Delivery of quality, safety, safeguarding and patient
will be systematically monitored, escalated and improved across experience assurance programmes, including clear
commissioned services. escalation and improvement routes.

e Emergency Preparedness, Resilience and Response arrangements will be e EPRR core standards self-assessment, exercises,
embedded and tested with partners to maintain system resilience and business continuity testing and agreed improvement
business continuity. plan delivery.

e Cyber security, information governance, data protection, Caldicott e Cyber security and information governance
arrangements and digital resilience will be strengthened to protect services, improvement plan, including DSPT compliance,
information assets and public confidence. incident response and Board-level assurance.

e The ICB will demonstrate lawful, transparent and proportionate stewardship e Strengthened statutory reporting, audit, risk and
of public resources, including commissioning, procurement, finance and assurance processes aligned to the Board Assurance
statutory reporting responsibilities. Framework.

e Demonstrate delivery of Freedom to Speak Up and anti-racism o Refresh of the People and Communities Participation
commitments through clear Board-level accountability. Strategy and Communications Strategy

e Ensure all key commissioning and policy decisions are informed by patient
voice, ensuring we adhere to our statutory duty to involve.

Measured Through: Board Assurance Framework; Annual Governance Statement; EPRR Core Standards; Data Security and
Protection Toolkit; quality, safety and safeguarding assurance reports; internal and external audit reports; statutory returns and
compliance reporting.

Contributing to: Statutory duties of the ICB; Strategic Commissioning Plan Outcomes; NHS Oversight Framework; public accountability
and system resilience.



Strategic BAF Risks

1.7. A set of proposed high-level strategic risks are proposed for the Board’'s consideration.
The risks are intended to reflect the principal uncertainties that could affect delivery of the
proposed strategic objectives and the wider 5-Year Commissioning Plan.

1.8. The proposed risks cover prevention-led population health improvement and inequalities,
financial sustainability, strategic commissioning and service transformation, system
partnership and place-based delivery, workforce and organisational capability,
emergency preparedness, resilience and response, and cyber security and digital
resilience. The report also includes an alignment table showing how each proposed risk
maps to the strategic objectives.

1.9. If agreed, these Strategic Risks will be developed over the summer, taking into account
the lessons learned from the deep dive conducted via the Audit Committee earlier in the
year, and presented back to the Board for consideration and approval at the September
2026 Board meeting:

Risk 1 — Failure to deliver prevention-led population health improvement and
reduce inequalities (Manisha Kumar, Chief Clinical Officer)

Risk: NHS GM fails to achieve the planned shift towards prevention, early intervention and
improved population health outcomes, including reducing unwarranted variation in access,
experience and outcomes across different populations and communities.

Cause: Insufficient transformation of commissioning approaches, competing operational
pressures, limited partner alignment, inability to redirect resources from acute demand to
prevention, ineffective targeting of resources, inconsistent use of population health intelligence,
and limited engagement with communities and partners.

Impact: Poor health outcomes persist, health inequalities widen, demand for services continues
to grow, statutory expectations are not met, unsustainable levels of demand for health and care
services, uncontrolled costs of providing health and care, meaning NHS GM is unable to deliver
its strategic commissioning objectives for the population of Greater Manchester.

Risk 2 — Inability to deliver financial sustainability (Kathy Roe, Chief Finance
Officer)

Risk: NHS GM is unable to maintain financial sustainability whilst delivering its strategic
commissioning ambitions.

Cause: Increasing demand, inflationary and workforce pressures, insufficient productivity
improvements, and failure to realise benefits from transformation programmes.

Impact: Financial deficits emerge, investment in strategic priorities (including digital) is
constrained, and organisational and system resilience is weakened.

Risk 3 — Failure to transform services through strategic commissioning
(Katherine Sheerin, Chief Commissioning Officer)

Risk: NHS GM fails to influence and transform health and care services through effective
strategic commissioning.
Cause: Insufficient commissioning capability, lack of clear outcomes frameworks, poor



implementation of commissioning decisions, and resistance to service redesign.
Impact: Services do not evolve to meet population need, outcomes fail to improve, and
opportunities for better value and quality are lost.

Risk 4 — Failure of system partnership and place-based delivery (Charlotte
Bailey, Chief Strategy, People and Partnerships Officer)

Risk: NHS GM is unable to secure the collaboration required across providers, local authorities,
places and neighbourhoods to deliver its strategic objectives.

Cause: Differing organisational priorities, weak governance arrangements, unclear
accountability and insufficient collective ownership of outcomes.

Impact: Fragmented delivery, delayed transformation, duplication of effort and failure to realise
system-wide benefits.

Risk 5 — Insufficient workforce, leadership and organisational capability
(Charlotte Bailey, Chief Strategy, People and Partnerships Officer)

Risk: NHS GM lacks the leadership, workforce capacity and organisational capability required
to deliver the strategic commissioning plan.

Cause: Recruitment and retention difficulties, skills gaps, organisational change and competing
priorities.

Impact: Reduced pace of transformation, failure to deliver strategic programmes and
diminished organisational effectiveness.

Risk 6 — Failure to maintain effective Emergency Preparedness, Resilience
and Response arrangements (Nicola Hepburn, Acting Chief Reform and
Improvement Officer)

Risk: NHS GM is unable to maintain effective emergency preparedness, resilience and
response arrangements across Greater Manchester.

Cause: Insufficient system-wide planning, testing and assurance; gaps in business continuity
arrangements; limited partner alignment; and failure to meet NHS EPRR core standards and
statutory duties under relevant emergency preparedness legislation and guidance.

Impact: NHS GM and wider system are unable to respond effectively to major, critical or
business continuity incidents, resulting in service disruption, increased risk to patients and
communities, weakened public confidence and regulatory or statutory non-compliance.

Risk 7 — Failure to maintain effective cyber security and digital resilience
(Nicola Hepburn, Acting Chief Reform and Improvement Officer)

Risk: NHS GM is unable to maintain effective cyber security, information governance and digital
resilience across its own functions and commissioned services.

Cause: Increasing cyber threat levels, legacy systems, inconsistent compliance with data
security standards, insufficient cyber assurance across providers and partners, and inadequate
incident response or recovery arrangements.

Impact: Cyber incidents compromise confidentiality, integrity or availability of systems and
information, disrupt services, affect patient safety, reduce public confidence and expose NHS



GM to regulatory, financial and reputational consequences.

Risk 8 — Failure to maintain effective quality, clinical governance and
safeguarding arrangements (Manisha Kumar, Chief Clinical Officer)

Risk: NHS GM is unable to maintain effective quality, clinical governance and safeguarding
arrangements across its own functions and commissioned services.

Cause: Insufficient system-wide quality oversight and clinical governance arrangements;
inconsistent escalation, learning and improvement processes; variation in safeguarding and
maternity assurance across providers and partners; and limited capacity to respond to emerging
quality, safety, maternity and safeguarding concerns.

Impact: Quality, safety, patient experience, maternity and safeguarding risks are not identified,
escalated or addressed in a timely way, resulting in avoidable harm, poor outcomes, increased
inequalities, regulatory or statutory non-compliance, and reduced public confidence in NHS GM

and commissioned services.

Risk alignment to strategic objectives

Risk title Strategic objective alignment

Risk 1 — Failure to deliver prevention-
led population health improvement
and reduce inequalities

Risk 2 — Inability to deliver financial
sustainability

Risk 3 — Failure to transform services
through strategic commissioning

Risk 4 — Failure of system partnership
and place-based delivery

Risk 5 — Insufficient workforce,
leadership and organisational
capability

Risk 6— Failure to maintain effective
Emergency Preparedness, Resilience
and Response arrangements

Primary: Preventative and Proactive Care in Neighbourhoods.
Secondary: Targeted Action on Population Health and
Inequalities.

Tertiary: System Transformation.

Primary: System Transformation.
Secondary: Statutory Responsibilities.
Tertiary: Preventative and Proactive Care in Neighbourhoods.

Primary: System Transformation.
Secondary: Preventative and Proactive Care in Neighbourhoods.
Tertiary: Targeted Action on Population Health and Inequalities.

Primary: Preventative and Proactive Care in Neighbourhoods.
Secondary: System Transformation.
Tertiary: Targeted Action on Population Health and Inequalities.

Primary: Statutory Responsibilities.
Secondary: System Transformation.
Tertiary: Preventative and Proactive Care in Neighbourhoods.

Primary: Statutory Responsibilities.
Secondary: System Transformation.



Risk 7 — Failure to maintain effective Primary: Statutory Responsibilities.

cyber security and digital resilience Secondary: System Transformation.

Risk 8 — Failure to maintain effective Primary: Statutory Responsibilities.

guality, clinical governance and Secondary: Targeted Action on Population Health and
safeguarding arrangements Inequalities.

Tertiary: System Transformation.

Recommendations
1.10. The Board is asked to:

« consider and approve the proposed NHS Greater Manchester strategic objectives;

« consider and approve the proposed Year 1 deliverables for 2026/27,

« consider the proposed strategic Board Assurance Framework risks; and

o agree that the objectives, deliverables and risks should be used to support Board
oversight of delivery of the 5-Year Commissioning Plan and NHS Greater Manchester’s
contribution to the Integrated Care Partnership Strategy.
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Executive summary.

This is the final version of the Five-Year
Strategic Commissioning Plan for Board
approval. It follows on from the draft version
presented to Board in February.

The Plan will continue to be updated to reflect
national and Greater Manchester policy
changes.

It provides a Strategic Framework be used
as:

e The basis for our annual planning

e Thes starting point for our
commissioning intentions

e The foundation of our Neighbourhood
Health plans

e The starting point for thematic plans —
for example, on digital and estates

In each of these areas, further detail will be
developed — including on the quantification of
impact and accountability for delivery

The benefits that the population of Greater
Manchester will experience.

The Plan sets the outcomes to improve the
health of the population over 5 years

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

The Plan makes a commitment to reducing
inequalities — including through the outcomes

The decision to be made and/or input
sought.

The Board is asked to:

1. Endorse the Strategic Commissioning
Plan

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

This is a full system plan and, as such,
supports all elements of the strategy and
BAF.
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Key milestones.

Draft version approved — February 2026.

Plan updated for final draft — July 2026

Leadership and governance
arrangements.

Delivery will be overseen by the Strategic
Commissioning Committee

Engagement* to date.

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

There has been wide engagement to support
the development of the Plan. This has taken
place since September 2025 and has
included Executive Committee; Trust Provider
Collaborative — including Executive Medical
Directors; Primary Care Provider Board,;
VCFSE Leadership Group

Financial or Legal Implications

None

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

Public Clinical Sustainabilit | Financi | Legal | Conflict | Report EHI
engageme | engageme |y impact al advic | s of accessibilit | A
nt nt advice e interest |y

No Yes No No No No Yes Yes

Table 2: Assurance needed about the document. * If yes, then please include narrative in the report itself
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1. INTRODUCTION AND STRATEGIC CONTEXT

This is NHS Greater Manchester’s Strategic Commissioning Plan covering the period from 1st
April 2026 to 31st March 2031. This plan describes what and how we will commission over the
next five years to ensure high-quality service provision and sustained improvement in the
health of our population.

To deliver the expectations of the 10-year Health Plan and the Greater Manchester Strategy
(GMS), we must transform the NHS in Greater Manchester to meet the needs of residents and
patients in a different way.

We must shift to a system that is routinely preventative and proactive — both to sustain good
health and to prevent deterioration once people become unwell. We know that the NHS cannot
do this alone. We must work with partners who can affect the social determinants of health
and bring a diversity of skills and approach beyond that available within the NHS.

The 10 places in Greater Manchester, and the 67 neighbourhoods within them, are where we
must start to meet need differently. To drive that change, the ICB has not only retained its
commitment to place but strengthened it.

This begins with Live Well as the most significant commitment that Greater Manchester has
ever made to addressing the social determinants of health that drive much of the pressure on
NHS services. We expect that our neighbourhoods will increasingly become where services
are delivered for our residents and patients with Live Well as the platform for NHS
Transformation in Greater Manchester.

This is fully in line with the direction of travel across Greater Manchester — and nationally. Andy
Burnham has set out his vision for strong neighbourhoods to be the foundation of economic
growth, public service reform and better health.

Our plan is for our system to develop as illustrated in the diagram below:
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Alongside this, we must transform our clinical models of care. We need to move to a care
model which is not characterised by the referral of patients from one sector to another, but by
coordinated care built around the needs of the individual with clinicians working as a single
team.

This will include a fundamental redesign of how we operate outpatient services in the context
of our neighbourhood model. A review of evidence indicates that c40% of new Outpatient
demand from a primary care referral could be managed outside of hospital. We are developing
a “neighbourhood” vision for transforming how we deliver elective care, comprising the high
volume, very common conditions that can be managed as well if not better outside of hospital
through a holistic primary care model

Through our neighbourhood model, we must break down the barriers that have long existed
between physical and mental health; between the NHS and social care; and between the NHS
and the wider offer from the public sector and the VCFSE. These must be all-age models with
a radically different offer for our children and young people.

The initiatives we have described across prevention, neighbourhoods, Live Well, population
health and primary care will contribute to health improvement across the population and reduce
pressure on acute services giving us the headroom to develop new models of proactive,
person-centred, digitally enabled care for our residents and patients. The ICB will increasingly
commission these models and create the right conditions for providers to work together to
deliver them. Our provider collaboratives, spanning all sectors of the system, have a vital role

4
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to play in this.

Equally, our partnership with Health Innovation Manchester (HInM) will play a key role in how
we scale and spread innovation and use digital and Artificial Intelligence (Al) to transform the
way our care is delivered improving both population health outcomes and productivity. This is
formalised in the Memorandum of Understanding (MOU) between our two organisations.

This plan makes reducing health inequalities a core commissioning test, not a separate
workstream. Across all major programmes, NHS Greater Manchester will use strategic
commissioning to shift resource, decision-making and delivery closer to neighbourhoods,
communities and the VCFSE sector, using lived experience, co-design and evidence to shape
priorities and evaluate impact.

Delivery will be supported through our refreshed operating model, strengthened place
partnerships, provider collaboration and an outcomes framework that will track progress,
impact and value over the life of the plan. In doing so, we will ensure that we continue to drive
up our performance against NHS Constitutional Standards each year.

As we move to a system that is characterised by a much more preventative and proactive care
model, we will, working with partners, develop our thinking on how we plan and model the
impact of strategic change and how this will inform our commissioning practice — including, for
example, through much greater use of health economics.

To deliver this plan will require transformational change at a significant pace and scale. This
will require a step change in:

e Our leadership — our culture and the way we collaborate
e Our capability — on digital, analytics, finance and contracting
¢ On empowerment — creating the conditions for change across GM

Our expectation, through delivery of this plan, is that the health and care system in Greater
Manchester will look very different, complementing the strategic outcomes we have set out in
this Plan. Our aim is that by 2031

Proactive and Preventative Care in Neighbourhoods

e Every Neighbourhood in Greater Manchester will have a fully integrated, prevention-led
model of care that helps people stay well, access timely support close to home, and
experience joined-up services built around local communities and shared partner
accountability

e Through Live Well, Heath and Care services are part of a joined-up model of public
services so that people get the support they need at the right time without having to
navigate complex systems or repeat their story. Services will work with people and
communities, recognising strengths, lived experience and local leadership.

5
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e Most outpatients and diagnostic appointments will be delivered in neighbourhood
settings

e Our workforce will be working as integrated neighbourhood teams, supported by digital
tools and empowered to deliver proactive, person-centred care across organisational
boundaries

e Support for Mental Health and Emotional Well-Being will be fully integrated into our
neighbourhood models of care

Targeted Action on Population Health and Inequalities

e Greater Manchester will be a national leader in reducing health inequalities and
improving healthy life expectancy through targeted action on the drivers of poor
population health

e A growing proportion of investment will be directed towards prevention,
neighbourhoods, community services and VCFSE-delivered support, demonstrating a
measurable left shift in resources

e Greater Manchester will be one of the best places in the country for babies, children
and young people to grow up, with improved health, wellbeing and life chances

¢ Residents, communities and the VCFSE sector will routinely shape decisions, priorities
and service redesign through co-production, Live Well and neighbourhood partnerships

System Transformation

¢ We will have transformed our system so that services are more preventive, collaborative
and digitally enabled, shifting care closer to home while improving outcomes and
reducing pressure on acute services

e Our digital systems enable care to be delivered seamlessly across organisational
boundaries with interoperability, shared records and real-time data enabled — and are
used confidently by all those who work in the system

e With partners, we will have continued draw on Greater Manchester’s global strengths
in digital and innovation to design new care models, secure investment and build
research capability — using Al to help us turn population health evidence into
commissioning decisions

e Collaboration across organisations in GM is significant and systemic, creating the
platform to optimize the opportunities afforded by further devolution



NHS

Greater Manchester

e Every person with one or more long term condition will have access to their own digitally
accessible care plan which they have helped to design

e We will be consistently meeting the NHS Constitutional Standards and in financial
balance

e Both attendances at A&E and non-elective admissions will have been on a downward
path for three years

e For those who need clinical and specialist care, care received will be accessible, safe,
effective and of high quality, leading to improved experiences of healthcare for our
population

e Clinicians will have led change across major clinical pathways in ways which
demonstrate better prevention, use of resources and patient experience

1.1. Plan on a Page

This plan sets out our core missions, the outcomes we will seek to change and our main
programmes of work. This is summarised in our Plan on a Page.

To close the gap in HLE

between the most and least Raise the healthiest generation of children

To improve Healthy Life Expectancy

advantaged in GM in line with the 10- and young people (10 Year Health Plan

in GM so that it at least matches the

Our Priority System
Outcomes

NW of England by 2030 year ambition to at least halve that gap ambition)
by 2035
Strengthen our communities Help people stay well and detect iliness earlier
Our Missions Recover core NHS and care services Support our workforce and our carers
Help people get into — and stay in — good work Achieve financial sustainability
Preventative and Proactive Care in Targeted Action on Population System Transformation
Neighbourhoods Health and Inequalities
» Secondary Care Transformation
o Live Well + Population Health Transformation « Elective Care
» The Neighbourhood Model Programmes * Urgent and Emergency Care
« Primary Care Transformation = Improving Outcomes for Children + Digital and Innovation
(Delivering the Blueprint) and Young People e Quality Improvement and Learning
Our Strategic « Community Services « Mental Health and Learning » New Models of Commissioning and
Commissioning Transformation Disability Provision

Priorities * Improving Cancer Outcomes

Strategic Enablers

> Financial sustainability > Corporate and Information > Patient Safety and

» EPPR Governance » IT and Digital

> Cyber security > ICB strategy > Data and Intelligence

> People and OD > Partnerships (System and Place) > Financial plan and CIPs

We present this document alongside other key plans that are being developed in Greater
Manchester ahead of 2026/27 — including our Clinical Strategy and our Neighbourhood Health
Plans. The relationship between these plans is depicted below:



NHS

Greater Manchester

GM Strategy and Plan Alignment

Greater Manchester Strategy — 2025 to 2035 10 Year Health Plan 2025-2035

GM’s Health and Care plans are connected and build on each other to ensure the delivery of GM and national
strategy and objectives

Five-Year Integrated Delivery Plans
(GM NHS provider trusts)

Demonstrates how the organisation
will deliver national and local
priorities and secure financial
sustainability. Specific guidance to
follow.

Providers will be expected to
refresh these plans annually as part
of establishing a rolling five-year

5 Year Strategic
Commissioning Plan 2026-
31 (GM Level)

5 YearClinical Strategy (GM
Level)

Reviewing and refreshingthe
organisation’s clinical strategy
to ensureitis up

to dateand aligned to the
10YHP.

Perform a refresh of the clinical
/ organisational strategy as
reguiredto ensure theyare
updated toreflect

changes in national policy (e.g.
the 10YHP) or local context.

anning horizon for

planning horizon for the NHS

Together, these plans set the context for NHS GM at both a national and a Greater Manchester
city-region level. They inform how we will operate as a strategic commissioner within the new
NHS landscape and improve outcomes. Our vision for health and care in Greater Manchester
is the same as the vision for the overarching Greater Manchester Strategy:

A Thriving City Region Where Everyone Can Live a Good Life

NHS Greater Manchester is also uniquely placed as a partnership operating in the city region
with the most advanced set of devolved arrangements in the country. This advantage is not
only institutional. Greater Manchester also benefits from strong place partnerships, deep civic
relationships and a large, organised VCFSE ecosystem that can reach communities and
support community-led prevention in ways that statutory services cannot achieve alone. This
means that we can:

e Lead the way nationally in the delivery of the Three Shifts in the 10 Year Health Plan

e Contribute to the Greater Manchester Strategy (GMS) — through our concerted effort to
improve health and health services, while also benefiting from the wider health gains
created by safe, warm homes, good quality jobs and social support at every stage of
life.

We will do this through leading the strategic commissioning cycle, as shown below:
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1.2. Our Outcomes Framework

As a strategic commissioner, our focus is firmly on leading the system to deliver improved
outcomes. Working with system partners, we have developed an Outcomes Framework with
the following as our high-level outcomes.

Improved health outcomes

e To improve Healthy Life Expectancy (HLE) in GM so that it at least matches the North
West of England level by 2030

e To reduce the gap in HLE between most and least advantaged areas in GM in line
with a 10-year ambition to at least halve that gap by 2035 (10 Year Health Plan
Ambition)

e Raise the healthiest generation of children and young people (10 Year Health Plan
ambition). Measured through a CYP Core Indicator Set

Improved patient experience
e GP experience scores to be in best quartile

e Hospital experience scores to be in best quartile
¢ Mental Health services experience scores to be in best quartile

Improved effectiveness
e Average Length of Stay (physical and mental health) to be in best quartile in all



NHS

Greater Manchester

providers
¢ Non-elective bed days to be maintained at 2025/6 levels
e Outpatient rates (first and follow-ups) to be at or below England average
¢ All national targets to be met over the course of the Strategic Commissioning Plan

Improved efficiency
¢ Increase the share of overall spend directed to prevention, primary care, community
services and VCFSE-delivered support, with a clear baseline and annual trajectory for
funding
e To deliver the deficit reduction targets set by NHS England
e To move towards upper decile performance for nationally published efficiency metrics
¢ Deliver the corporate savings reduction targets

We will also develop supplementary indicators to track progress on the proportion of major
programmes designed with residents and VCFSE partners; changes in investment reaching
prevention and community-led support; and narrowing gaps in access, experience and
outcomes for priority population groups

These supplementary indicators will be reported through annual refreshes of the Strategic
Commissioning Plan and used to assess whether strategic commissioning is delivering the
intended left shift. We have created a Performance Scorecard to track the delivery of this
Strategic Commissioning Plan. We will use this Scorecard to report on our performance both
to Board and Strategic Commissioning Committee.

1.3. Our Clinical Strategy

This Plan has been informed by NHS Greater Manchester’s five-year Clinical Strategy — which
has been developed alongside it. The full version of the Clinical Strategy can be found here.

The Clinical Strategy describes the strategic clinical approach for the Greater Manchester
system in the next five years. It is for all providers and partners across the GM system to guide
commissioning decisions and service development and delivery.

The Strategy is based on a strong foundation of patient safety, quality management and quality
improvement, recognising that transformation needs to be underpinned by robust quality and
clinical governance to drive system learning, ensure safe services, improved patient
experience and reduction in unwarranted variation.

Partners in GM have agreed a vision for the Clinical Strategy:
To create a healthier and fairer Greater Manchester by delivering high quality, integrated,
person-centred care that tackles inequalities and empowers communities; supported through a

culture of prevention and improvement, alongside clinical priorities to improve the access to
and experience of health care as well as the health outcomes of our population

10



NHS

Greater Manchester

The Clinical Strategy is accompanied by a delivery plan, which sets out clear and prioritised
pathways for system focus and delivery. It is also underpinned by a measurable outcomes
framework to demonstrate and evidence improvement and impact.

A summary of the Clinical Strategy is shown below:

1.4. Greater Manchester as the Prevention Demonstrator

In the 10 Year Health Plan, Greater Manchester was designated as the UK'’s first Prevention
Demonstrator. This programme will support the implementation and spread of a preventative
approach delivered in neighbourhoods via Live Well.

That means we have cross-Government backing to test the hypothesis that a scaled, system
wide shift to prevention and early help can deliver better outcomes, reduce pressure on public
services and provider better value for the public purse. The Demonstrator will be supported by
increased autonomy, including exploring opportunities to pool budgets, and reprofile public
service spending towards prevention.

Through the Prevention Demonstrator, GM will show how re-wiring the state improves
decisions, connects public services to community strengths and leads to more preventative
action.

This is the most significant public service reform programme in the UK and will guide how we
reimagine the state both locally, in relation to how services and support are offered and
11
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experienced, and nationally, to maximise the opportunity of deeper devolution and stronger
local accountability.

As Live Well takes root and demonstrates impact, the work of the Prevention Demonstrator
will be to blueprint what's changed and how the impacts are achieved. That means describing
how our insight into emerging risk and better targeted support is improved through better data
linkage; how teams work with communities and community-based organisations to take a
name not numbers approach; and how investment and resources change to support earlier
help and head off crisis before it occurs.
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2. THE HEALTH OF THE POPULATION
2.1. Demographic Data

The number of people registered with a GP practice in Greater Manchester is just over 3.3
million (September 2025), with the number of people estimated to reside within the Greater
Manchester area being slightly over 3 million Since 2014, the resident population of Greater
Manchester has increased by 10.1% over the 10-year period. In the same timeframe, the
population in England increased at a slower rate, 7.8%1.

The average (median) age of residents in Greater Manchester is 36 years, below the national
average of 40 years. The proportion of people aged under 16 in Greater Manchester is 20.2%,
higher than England (18.4%); whilst there are also a higher proportion of people of working
age (16-64) in Greater Manchester than England — 64.2% vs 62.9% respectively. Conversely,
the proportion of people aged 65 and over in Greater Manchester is 3% lower than England —
15.7% vs 18.7% respectively.

By 2030, the Greater Manchester population is projected to increase by 3.1%. Increasing the
latest mid-year estimate by this amount would increase the population by 92,500 people which
would put the Greater Manchester population in excess of 3.1 million residents. All 10 local
authority areas are expected to show an increase in the period between 2024 and 2030;
however, these increases vary from 0.8% in Bury to 7.4% in Salford.

The latest National Indices of Multiple Deprivation (IMD) - published in October 20252 confirm
the extent of the health challenges facing Greater Manchester. For example, 25.3% of the GM
population (737,780 residents) live in the most deprived decile for health and disability whereas
only 1.8% (51,240) live in the least deprived decile3.

The IMD data highlights the deep inequalities we face within Greater Manchester. For
example, both Manchester and Oldham have the highest proportions of their respective
populations living within the top 10% most deprived areas nationally at 42.6% each (or 241,215
and 103,859 residents, respectively). In contrast, Trafford has the lowest proportion living
within the most deprived areas nationally at 3.9% (9,200 residents)A4.

1

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/bulletins/populationesti
matesforenglandandwales/mid2024

2 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2025

3 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2025

4 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2025
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2.2 Quadrant Analysis

The Quadrant Analysis below (September 2025) of over 60 metrics illustrates that whilst GM
has shown improvement in multiple areas, there are several metrics that reveal a worsening
performance and widening gaps to the national average.

Our population can expect to experience many poorer health outcomes and experiences
compared to the national average or elsewhere in the country. Unfortunately, this experience
is growing more acute as the gaps between the national average and GM are widening in
many areas. These experiences include:

e Worsening infant mortality compared to the national average

e A higher likelihood to be diagnosed with a long term or chronic condition such as
obesity and diabetes — recognising that identifying previously undiagnosed people has
an impact on this data

e Higher levels of suicide compared to the national average and elsewhere in England

e Worsening levels of alcohol specific mortality

e Some of the lowest life expectancies in the country

Within the Quadrant Analysis, there are some clusters of metrics that point us towards areas
that we need to focus on and require an integrated, system-wide approach through this
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Commissioning Plan:

¢ Children and young people during pregnancy and early years, particularly in the
context of increased exposure to poverty and deprivation.
People who are experiencing “lives (and deaths) of despair” and the most significant
inequalities characterised by alcohol harm; drug misuse, homelessness,
communicable disease such as tuberculosis, financial hardship, and severe/multiple
deprivation. For many of these groups, improvement will depend on relational, flexible
and trauma-informed support delivered in partnership with trusted VCFSE and
grassroots organisations, rather than statutory services acting alone.

e The opportunity to contribute more fully to economic growth and productivity in GM by
addressing health-related barriers to employment and sickness absence, and with a
particular emphasis on Musculoskeletal (MSK) conditions.

Whilst we face deep-rooted health challenges, we also know that where we have undertaken
evidence-based and comprehensive system action, we can see a demonstrable improvement
in key metrics — for example Smoking Reduction (Including at Time of Delivery); Dementia
Diagnosis; CVD Prevention, Physical Activity; 0-5 Oral Health; Violence; antimicrobial and
opioid stewardship; HIV; Fuel Poverty. This approach will guide our work through this Strategic
Commissioning Plan.

Our access to the longitudinal patient record in Greater Manchester enables us to see the
picture of the health of our population. The chart below shows the projected health status of
the population in GM by 2030.

Health of the Greater Manchester Population — Projected to June 2030
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2.3 What the People of Greater Manchester Told Us - Fit for the Future

Fit for the Future was an extensive programme of public engagement undertaken by NHS
Greater Manchester between June 2024 and March 2025. The engagement has informed the
development of this Strategic Commissioning Plan. The focus was on the following key system
challenges:

e Great services (i.e. providing sufficient, high quality and timely care), and
e Happy Healthy Lives (i.e. the shift from treatment towards prevention)
e Achieving financial balance

This was multi-methodology work using a broad spectrum of comms and engagement
approaches, including groups and meetings, public events, surveys and social media,
newsletters etc. Overall, we had conversations with 2,413 people. 549 people took part in
surveys and 146,649 were reached through social media.
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3. RESPONDING TO THE CHALLENGES

The data, evidence, insight and engagement outlined in the previous section tell us that we
need to bring about radical change in the health and care system in Greater Manchester. The
Sustainability Plan (2024) set out, based on care data from the GM system, that we face
c£600m of additional demand on the system over the next 5 years based on a projected
deterioration in health.

This can only be addressed through a population health approach based on prevention and
proactive care. This 5-year plan must enable us to meet both our current challenges and take
the right actions to ensure a sustainable system in the longer-term.

3.1. Delivery through our 10 Place Partnerships

Working with partners, NHS GM has developed a new Operating Model to put us in the best
position to deliver both our strategy in Greater Manchester and the national changes to ICBs
described in the ICB Blueprint.

As a strategic commissioner, our role will be to think ahead, to make sure the right services
are in place to improve population health, tackle inequalities and meet people's needs, now
and in the future. This will work in partnership with place, which will provide the local
intelligence and insight, as well as the expert local knowledge to integrate delivery in the way
that is best for the local population.

The relationship between strategic commissioning and place delivery is shown in the diagram
below:
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Place partnerships are integral to the delivery of neighbourhood working, prevention and Live
Well. We recognised that we needed to strengthen our place partnerships so that they are
equipped to drive the transformation in how we provide care and support to people in Greater
Manchester. We have done so through a combination of:

Place Outcomes
Place Fund
Place Teams.

A Place Partnership Agreement

A summary of each of these is described below:

Place Partnership Agreement

Partnership Agreement: Structure by section

Purpose, Parties and agreement status
Defines why the Place Health and Care
Partnership exists, who is involved, and how
Partners will work together under clear
principles while retaining their statutory
independence.

Strategic Priorities and Outcomes
Framework

Sets out the Place’s agreed strategic priorities
and establishes the Place Outcomes
Framework as the main tool for measuring
progress and accountability.

Place Funding

Defines how Partners will align and steward
financial resources through a shared Place
Funding Framework focused on outcomes,
prevention and neighbourhood delivery.

Clinical Strategy

Explains how clinical leadership, quality,
safety and medicines optimisation at Place
align with NHS Greater Manchester clinical
governance and strategy.

Commencement and Term

Explains when the Agreement starts and
ends, and how it will be reviewed, updated
and kept relevant as national policy, GM
arrangements and local priorities evolve.

System Characteristics, Leadership and
Culture

Describes the leadership behaviours, culture
and ways of working that enable Partners to
act as one system while remaining sovereign
organisations.

Governance and Decision Making
Sets out the governance structure, decision
making principles and accountability

arrangements for Place Partnerships.

Problem Resolution and Escalation
Provides a clear, proportionate process for
resolving disagreements and escalating
issues while protecting relationships and
continuity of services.

Shared Vision, Purpose and Strategic
Context

Sets a shared vision and purpose for Place,
aligning local priorities with Greater
Manchester’s wider health and care
ambitions.

Roles, Responsibilities and Collective
Capability

Clarifies shared and individual responsibilities
and explains how Partners will combine
resources, skills and capacity to deliver
outcomes effectively.

Transparency, Information and Learning
Commits Partners to open information
sharing, lawful data use and continuous
system learning to support effective
decision-making and improvement.

Review, Variation and Evolution

Confirms the Agreement as a living document,
setting out how it will be reviewed, amended
and evolved over time through collective
stewardship.
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Place Outcomes Framework — Linking delivery measures to outcomes

Outcome 1

Keeping people
healthy and
preventing ill health

+ Common place priorities.

* Measured quarterly

+ Focused (not exhaustive)
outcomes framework aligned to
national and GM goals.

Place Fund

Place Fund

Brings together

place-based Enables
resources collective

to support financial
delegated stewardship,
decision-making neighbourhood
aligned to health and
population need prevention, with
and agreed decisions closer
outcomes to communities

Outcome 2

Providing care in the
right place and
implementing

neighbourhood health

and care

Uniform
across all
10 PHCPs

Supports a
whole-system
view of local
resources,
helping shift
from reactive
to preventative
investment

Delivery
measures

Operates in
shadow form
in 2026/27

to test and
strengthen
arrangements

Outcome 3

Supporting staff

wellbeing and
retention

PHCP

Specific

Sits within

GM'’s shared
stewardship of
~£9bn, focusing
on managing
demand, risk
and outcomes
— not budget
transfer

Outcome 4

Integration and
collaborating across
health, care and wider

public services.

« PHCP delivery measures
showing how each Place
implements neighbourhood
plans,

« Tracked at least quarterly,

« Aligned where needed to
national and GM priorities
and monitored at
neighbourhood level over
time.

Acore

component Wider than the
of the Place Better Care
operating Fund — starting
model, with BCF but

alongside the
Partnership
Agreement
and Outcomes
Framework

The Place Fund exists within a wider context featuring the totality of investment in Place and

Neighbourhood Health through contracts such as primary care, VCFSE, Foundation Trusts etc.

aligning broader
place-relevant
spend
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A Place Team is a multidisciplinary team drawn from across Place partners,
providing shared capacity to turn collective ambition into action by
connecting strategy to neighbourhood-level delivery, connected through

shared purpose and accountability to the Place Lead.

Wider public service

VCFSE sector organisations
organisations
Pri Local Authority,
f rllrn:_ry calrlef, including DPH,
including all four DASS, DCS
disciplines
NHS GM

NHS T
S Trusts Integrated Care Board

3.2. Shifting the Model of Care

Creating success through:

o System Leadership and Alignment

e Frontline service integration and transformation
e Place planning and resource allocation

e Data, Intelligence and Improvement

e Shared vision, goals and priorities

e Collaborative Culture

e Citizen and Community voice and co-design
e Clear governance and accountability

e Commitment of capacity

The 10 Year Health Plan described the three shifts the NHS must make:

e Treatment to Prevention
e Hospital to Community
e Analogue to Digital

Making these three shifts will be built into each of the priority areas of focus in this Plan. We
have developed a three-fold definition of the Left Shift for the way that we work in Greater

Manchester. This is:

1. The shift in system conditions and culture towards prevention demonstrated by what we

measure and how we commission

2. The shift in the model of care from treatment to prevention
3. The shift in the location of care from acute settings to community and neighbourhood

settings — including through digital models

In practice, this means changing what we measure, what we fund, what we contract for and
what we expect from providers and partners. It also means increasing the share of investment
that supports prevention, neighbourhood care, VCFSE delivery and community capacity,
rather than relying predominantly on reactive and hospital-based responses.
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This needs to be underpinned by a firm commitment from the ICB and system partners to lead
the cultural change required to achieve the Left Shift and how it leads to sustained change
across Greater Manchester. This must start with us working with the VCFSE as equal partners
as part of our approach to every area of commissioning policy.

A strong role for systems, consensus between clinical and managerial staff, flexible,
imaginative financing, keeping patients at the heart of change, and the development of robust
metrics to assess and demonstrate the benefits of the left shift are the key principles that
underpin the shift's success. With support from the centre — such as via reformed payment
mechanisms and improved data quality — NHS leaders can ensure the left shift runs right
through the entire health system.

We know that major change is needed to our models of care so that we can better respond to
the needs of our population. There are three areas, in particular, where we have the opportunity
to change our care model radically:

The NHS contribution to Live Well - we need to mainstream Live Well, making it central to
the NHS operating model in GM and ensuring that it matters to our clinicians. Focusing on
population health will help ensure our services are increasingly preventative and proactive.
This will both create and require further change to how services are delivered and organised
in all sectors.

An equitable transformation of mental health and learning disability services - mental
health services are improving in GM, but we need to step-up our GM-wide transformation
efforts to ensure that service users in all parts of GM experience the very best in mental health
care, children and adults, from emotional wellbeing through the treatment of severe illness.

NHS trusts reforming their care models and working together - demand for hospital care
is high, occasionally overwhelmingly so. Hospital leaders are responding to the need to
transform care models but recognise that much more needs to be done. As we move to a
proactive, integrated, neighbourhood model of care — we will need to model the impact that
this has on our acute sector and inform how our care models develop.

Our provider collaboratives, encompassing all sectors of the system, have a vital role to play
in this: the Trust Provider Collaborative (TPC); Primary Care Provider Board (PCPB); and the
Alternative Provider Collaborative (APC).

In making the left shift, we must support secondary care clinicians in making their contribution
to Neighbourhood Health and Live Well. This is central to plans being developed in NHS trusts
to deliver on the left shift and to transform the care offer from our hospitals. Whilst there are
important bilateral relationships between the ICB and individual providers, there is more benefit
to come from GM providers working as one on key service and delivery challenges. We will
agree a workplan with TPC in Q2 of 2026/27 to describe how we will realise this opportunity.

Notwithstanding the pan-GM, regional or national services provided by some of our trusts,
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there are opportunities for greater collaboration between trusts covering neighbouring
geographies in GM:

¢ Inthe north of the conurbation between WWL FT, Bolton FT and Northern Care Alliance
FT

¢ In the south of the conurbation between Stockport FT, Tameside and Glossop FT, East
Cheshire NHS Trust and MFT

e Between the two largest, multi-site trusts — MFT and NCA

e Between the two mental health Foundation Trusts

Delivering on the three areas of the Left Shift as outlined above should enable us to reduce
our cost base over time and increase the proportion of our budget earmarked for prevention.
We will only be able to do this through a clear methodology that quantifies the impact of Left
Shift programmes on finance, activity, performance and quality and population health.

To support this Strategic Commissioning Plan, we will establish an agreed system method for
the modelling of the impact of the Left Shift in the longer-term. We will aim for this to be in
operation during 2026/27 — the first year of this plan.

It will be based on these principles:

e The approach is detailed and systematic and allows NHS GM, as a strategic
commissioner, to model the impact and make the appropriate adjustment to provider
contracts to reflect the activity shift on both an annual and longer-term basis

e |t utiises GM’s data infrastructure to set out a longitudinal ROI for prevention
programmes — drawing on the Sustainability Plan

e Itrequires system engagement and buy in — so there is a recognised method agreed by
partners

e Utilises the real-time evaluation and learning from the Prevention Demonstrator

e |tis aligned to the Outcomes Framework and Clinical Strategy

e Enables confidence so that we can increase the proportion of overall spend on
prevention — and deploy new contracting and financial mechanisms that incentivise
prevention

In parallel to this, we will continue with our delivery programmes where we already have
evidence of impact and can project a strong return on investment.
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4. STRATEGIC DELIVERY THEMES

As described in the first section of this document, the main aim of this Plan is to confirm our
strategic commissioning intent for the next five years. We will do this through the key
programmes articulated in this section. The themes and key programmes are summarised in
the table below. A detailed Delivery Plan will support this document and will set out the key
priorities for each of the programmes along with how impact will be measured.

Strategic Delivery Theme Key Programmes

Live Well
The Neighbourhood Model
Preventative and Proactive Care in Neighbourhoods
Primary Care Transformation — Delivering the Blueprint

Community Services Transformation
Population Health Transformation Programmes

. . » Improving Outcomes for Children and Young People
Targeted Action on Population Health and Inequalities

Mental Health and Learning Disability
Improving Cancer Outcomes
Secondary Care Transformation

Elective Care Reform

Urgent and Emergency Care Reform
System Transformation o .
Digital and Innovation

Quality Improvement and Learning

New Models of Commissioning and Provision

4.1. Preventative and Proactive Care in Neighbourhoods

Improving the health of our population and providing alternatives to expensive, acute-based
provision are the main ways in which we will secure a sustainable system in the next five years.
This will be done through neighbourhood working — where the key partners who contribute to
good health can come together to support people to be well at home and in their communities
and reducing demand on acute, crisis-based services.

4.1.1. Neighbourhood Health and Live Well

Neighbourhood Health is at the forefront of the 10-year Health Plan published last summer,
and this was reinforced through the NHS Neighbourhood Health Framework (March 2026).
We have made clear that neighbourhood working will increasingly become our core business
as a system in Greater Manchester.

Live Well is our model for Neighbourhood Health. It underpins our strategic shift towards
preventative and proactive care by embedding holistic, non-clinical support within
neighbourhoods alongside person-centred integrated public services. Through this we will
deliver the ambition of the National Neighbourhood Health Framework — and go further through
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Live Well.

Live Well is our approach to system and culture change in Greater Manchester. It represents
the most significant commitment Greater Manchester has ever made in addressing the social
determinants of health — which are driving ever-greater demand on services. Live Well centres,
spaces and offers will work through, and alongside, neighbourhood teams in each locality and
enable a better, more effective response to different communities’ needs. Investment will be
shifted into integrated support models, designed and delivered with communities, including
sustainable VCFSE sector delivery.

This approach is already being developed and put into practice across Greater Manchester.
All ten localities are developing Live Well approaches tailored to their communities, building
on existing assets, networks and models of good practice.

Neighbourhood working in Greater Manchester is based on a different relationship between
public services and residents. It brings together multi-agency teams working on geographical
footprints of c30-50k population. These teams enable front-line public service staff to know
each other, work collaboratively, and understand the strengths and assets of residents. We
are planning not only to integrate health and social care but also to integrate health with
broader public services.

It is an all-age, all public and voluntary service model. Within the health system this includes
integrated health and care teams such as primary care, community care, adult and children’s
social care, mental health services, and aspects of secondary care delivered in
neighbourhoods.

We have described below how the range of offers across neighbourhoods comes together:
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A critical part of this model will be how we strengthen the connection between Live Well and
Neighbourhood Health and secondary care clinicians whose practice will be increasingly
defined by population health rather than waiting lists and bed numbers.

In the first quarter of 2026/27, we carried out a full programme of engagement with system
leaders to build a clear understanding of the expectations and opportunities for Neighbourhood
Health. The primary output from this engagement will be a Strategic Commissioning
Framework for Neighbourhood Health for Neighbourhood Health for Greater Manchester.

The Commissioning Framework will set out the core standards for Neighbourhood Health that
people in Greater Manchester can expect no matter where they live. It will be published in
September 2026. We have developed an outline of these core standards — which is shown
below:
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Alongside this system engagement, localities will continue to develop their neighbourhood
plans. Across Greater Manchester, we will work together to:

e Align Place Health and Care Partnership Agreements, Place Outcomes Frameworks
and Live Well metrics with neighbourhood plans

e Strengthen data capability to model the impact of neighbourhood working on activity,
cost and population health improvement

e Embed NHS Neighbourhood Health Framework guidance (see Appendix A)

e Develop a clear description and roadmap for how GM-level programmes (e.g. mental
health, housing and homelessness, SEND reform, dementia) connect to neighbourhood
models

e Scope and mobilise GM-level enablers, including estates and digital, and work together
on workforce and culture

e Clarify the role of Health and Wellbeing Boards, including how they relate to wider
partnership governance and their role in approving neighbourhood health plans

e Continue to support the growth of community-led health and wellbeing, particularly to
improve health equity.

e Further build and sustain non-clinical approaches that impact health outcomes (e.g.
social prescribing, creative health, green and blue activities, social connection)

Our Qutcomes:

Successful neighbourhood working will support the delivery of Place Partnership Outcomes.
By year five, Our Live Well Neighbourhood Health delivery will have contributed to:

26



NHS

Greater Manchester

. Improved healthy life expectancy, particularly in communities experiencing the
poorest health outcomes, helping to narrow inequalities across Greater Manchester.
[Priority system outcomes, measured through 5 Year Comm Plan reporting]

. Reduced demand on reactive health and care services, including primary care,
urgent care and emergency services, through earlier, preventative and
community-based support.

. Increased access to and uptake of non-clinical support, with more people
supported through neighbourhood Live Well offers that address wellbeing, social
connection and wider determinants of health. [Live Well metrics WOW1 and WOW?2]

. Stronger community capacity, connection and resilience, with communities better
enabled to shape, deliver and sustain health and wellbeing activity. [Live Well metrics
EX2 and WOW4]

. Reduced variation in preventative provision and outcomes across GM, with a
more consistent, high-quality Live Well offer available in every place while remaining
rooted in local need. [Live Well metric WOW1 plus additional on outcomes?]

4.1.2. Primary Care Transformation (Delivering the Blueprint)

The Greater Manchester Primary Care Blueprint was published in October 2023. It is the five-
year plan for primary care across our city-region and the changes that will be made to keep it
sustainable for the future.

The core aims of the Blueprint remain valid and will continue to guide our work in the next five
years. These are to:

Provide timely appropriate access to care delivered by a system which has sufficient
capacity to meet the needs of service users, where processes are simple and straight
forward

Form part of a wider neighbourhood team, where individuals and communities are
supported to take more control over their own health and where providers work together
with the shared aim of improving the health of the population

Help to create fairer health and tackle the root causes of inequalities, working in
partnership with our communities to create healthier, greener and fairer places

Help people to stay well and focus on the prevention and early detection of ill health,
and the effective management of long-term conditions

Be viable for the long term, ensuring that services are available when and where needed
Play a full part in achieving a Net Zero NHS GM Integrated Care Carbon Footprint by
2038

Empower citizens and providers with high quality, digitally enabled Primary Care

Be delivered from facilities which are appropriate for the provision of 21st century
primary care

Deliver safe, effective services, with a focus on quality improvement
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e Be recognised as a career destination for a happy, healthy and engaged workforce,
trained to a consistent standard with knowledge and expertise to meet the needs of our
population and provide timely, exemplar services.

Over the course of this Strategic Commissioning Plan, we will accelerate delivery of the
Primary Care Blueprint through a multi-year approach to our BeCCoR programme — building
on the success of BeCCoR in 2024/25 and 2025/26.

We will put in place a multiyear GM GP Incentive scheme that will provide a core offer for all
GM residents aligned to the three Darzi shifts and represents value for money with
demonstrable return on investment.

The aim of BeCCoR is to deliver primary care transformation at an accelerated pace and at
scale to improve population outcome and to unlock an increased and consistent investment in
primary care.

BeCCoR delivers:
e Population Health Management Approach at Scale
e Risk stratification of unmet need — defined as gaps in good care — using an innovative
digital tool: CVNeed

For 2026/27, we will take enhanced approach to identify unmet clinical need across the Long-
Term Condition cohort ~ 500,000

e CVD — primary prevention (Qrisk) and secondary prevention

e Diabetes

e Chronic Kidney Disease

e COPD and Asthma (adults/children)

e Safer prescribing need (opiates and anticholinergic burden)

e Clinical care reviews to identify and address unmet clinical need/gaps in clinical care

e Strengthened neighbourhood working to improve engagement and non-clinical support
for those with additional non-medical needs that impact health outcomes through
LiveWell approaches

4.1.3. Community Services Transformation

The Community Services Transformation programme sets out a five-year ambition to deliver a
consistent, proactive, preventative, neighbourhood-based community health and care offer
across all ten Greater Manchester (GM) localities. The intention is that people receive the right
support, in the right place, at the right time, enabling them to live well and independently at
home, reducing avoidable hospital use, and narrowing inequalities.

Draft Priority Delivery Programmes / Actions (2026—-2031)

Year 1 — Establish the Foundations
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GM-wide baselining: finance, workforce, activity, waiting times

District Nursing Core Standards implementation

Intermediate Care standards advancement

Single Points of Access and care coordination in all localities

Agreement on digital systems, analytics and naming conventions

Establish frailty as the overarching GM priority for rising risk

Prepare economic case to support left shift i.e. community investment to reduce
upstream costs, and differential investment to reduce variation and inequalities
Build on the children’s 90-day plan to reduce community waiting times

Develop and approach to community capital supporting left-shift capital pipeline
(E14.4m window over 4 years)

Develop support for carers in partnership with VCFSE carers’ organisations and
neighbourhood services and connect this more effectively with NHS community
services and Live Well support.

Year 2 — Early Scaling

GM Falls Prevention roll-out

Expansion of community diagnostics (POCT, spirometry, monitoring)
Begin MSK and continence pathway redesign

Strengthen proactive neighbourhood care

Year 3 — Integrated Neighbourhood Model

Live Well hubs operating in all neighbourhoods

Full GM Care Record utilisation

carers’ support model connected to neighbourhood health
Integrated children’s community visibility and planning
Consolidated frailty programme

Year 4 — Workforce Maturity and Productivity

ACP and blended role expansion
Community estates optimisation for diagnostics and clinics
Year-on-year productivity improvement through sharing best practice

Year 5 — Optimisation and Evaluation

Whole-system evaluation across outcomes, inequalities and left shift

Refresh strategy for 2031-2036

Demonstrate a fully mature, proactive, preventative community model

Plan Capital and Estates Strategically

Work with diagnostic network to support diagnostics in the community

Influence the multiyear capital allocations to meet community needs

Reframe community services as central to independence, prevention and population
health

Move the system beyond flow-driven thinking to “living well at home”
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4.2. Targeted Action on Population Health Inequalities

4.2.1. Population Health

NHS GM has as a strong track record of acting across the breath of Population Health and is
acknowledged as an exemplar nationally — for instance, by the King’s Fund®. This is
complemented by our data and analytical capability, which we can utilise to target interventions
at specific cohorts/clinical groups through our Population Health Management (PHM)
approach.

Our organisational approach to Population Health and Prevention is focused on pivoting the
entirety of the system from treatment to prevention, which both ‘hardwires’ prevention into the
NHS GM operating model and contributes to the wider pan-GM focus on a ‘prevention first’
approach to providing services for the public, and in partnership with people and communities.

At the heart of the GM Population Health model is a recognition that most change is driven by
activity that takes place in neighbourhoods and localities, and that the role of NHS GM as a
strategic commissioner is to enable this to happen, and to provide pan-GM leadership.

This means that population health improvement will be delivered not only through public health
programmes, but through commissioning, contracting, pathway redesign, provider
collaboration and stronger partnership with local government, the VCFSE sector and
communities.

The GM Public Health Network, of which NHS GM is a member and where transformation
plans are set out in (3) has produced a wide-ranging and comprehensive Action Plan for
2026/27.

The plan focuses on 3 strategic priorities:

5 https://www.kingsfund.org.uk/insight-and-analysis/reports/population-health-greater-manchester
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As part of the ICB’s new Operating Model, we are taking a further, significant step towards this
by NHS GM commissioning the GM Public Health Network to provide networked and
distributed leadership for the ICB population health programme. This is a significant example
of the Left Shift and a move to whole system collaboration over the long-term.

Over the course of this Strategic Commissioning Plan, we will seek to improve population
health across three core themes.

1) Creating good health by acting on the wider, social and commercial determinants of
health

2) Preventing non-communicable diseases through comprehensive action on the key
modifiable / behavioural risk factors

3) Preventing communicable diseases through the design and delivery of evidence-based
interventions

Our priorities for the next five years include:

e Work, Health and Growth — including the delivery of the GM WorkWell Partnership
Vanguard; the Economic Inactivity Trailblazer; and the ongoing establishment of a GM
Joint Inclusive Employment Unit

e Healthy Homes — the extension of the GM Tripartite Housing Agreement (between NHS
GM, GMCA and GM Housing Providers) to 2029; make our full contribution to, and
ensure the maximum health benefit from, the GM Housing First programme; transform
our approach to falls prevention through a proof-of-concept on data driven home
improvements and adaptations to reduce the prevalence of falls.

e Environmental Sustainability is a statutory duty under the Health and Care Act 2022.
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NHS organisations meet these duties through delivery of a Board approved NHS Green
Plan which we will focus on implementing.

e Tackling Poverty - through the voluntary adoption of the Socio-Economic Duty

e Giving Every Child the Best Start in Life (though a focus on Infant Mortality and School
Readiness.

e Support the implementation of the Greater Manchester Age-Friendly Strategy 2024-
2034.

e Commercial Determinants of Health - with a focus on regulating the use, environment
and advertising of health-harming products

System approaches to tackling the key modifiable risk factors that influence health outcomes

Our main areas of work in the next five years will include:

e Tobacco - through the delivery of the GM Making Smoking History Strategic Framework
and continued investment in Treating Tobacco Dependency provision

e Alcohol - through the implementation of the GM Alcohol Harm Strategy - and continued
investment in hospital-based support to reduce alcohol Harm

e Physical Activity - through continued strategic co-investment in the GM Moving
Strategy)

e Cross-risk factor approaches - by collaborating with GM stakeholders and national
expert partners to co-design a coherent approach for Reducing Harm from Alcohol /
Unhealthy Food and Drink and through GM delivery of a national prevention
framework).

We will also continue to build on our progress on secondary prevention and optimising the
management of Long-Term Conditions

e Scaling up evidenced based secondary prevention activities to reduce the prevalence
of long-term conditions.

e Strengthening early detection and early intervention, to optimise care for those with
existing Long-term conditions (LTCs), including reducing variation and inequalities in
access, experience and outcomes

e Enabling those with an LTC to live in good health, and to slow the progression of those
with a single LTC from developing multiple LTCs and Frailty

e Preventing over-treatment and inappropriate polypharmacy, to avoid unnecessary
medicines use, reduce waste, and minimise the risk of harm to patients with LTCs.

e Embedding a personalised, preventative approach across the care pathway by
redesigning models of care to reduce unplanned episodes of care.

Preventing communicable diseases through evidence-based interventions

e HIV - continue to deliver the pan-GM programme to end all new transmission of HIV by
2030, including continuing to fund existing multi-year grant agreements
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e HIV / Viral Hepatitis - delivery, development and evaluation of the national blood borne
virus (BBV) opt-out testing programme in emergency departments, covering nine sites
across 7 GM localities, and assess the feasibility of pan-GM scale up from 2026/27.

e TB - work in partnership with stakeholders in the wider system to review current ICB TB
commissioned services, risks and issues, with the aim of informing service
transformation and ensuring services better meet the needs of the local population

e NHS Health Checks - work with local authority and clinical leads to improve the quality
and uptake of NHS Health Checks, and address inequities

4.2.2. Long Term Conditions

We will also continue to build on our progress on secondary prevention and optimising the
management of Long-Term Conditions via system wide integrated working, aligned to our GM
clinical strategy.

We will focus on high priority, full pathway approaches to ensure that transformation achieves
improvements in outcomes for people and our population (rather than improves the outcomes
of services) and spans prevention-early intervention-proactive care-specialist care.

The identified high priority pathways include:

e CVRM-Brain Health (Cardiovascular, Renal, Metabolic) — which includes obesity,
diabetes and dementia

e Frailty

e Palliative and End of Life Care

e Respiratory

To note, there is strong alignment of this LTC pathway approach with National Modern Service
Frameworks. The CVD MSF was published 7" July 2026, with Dementia and Frailty MSF and
Palliative and End of Life Care MSF expected by October 2026.

In addition, we will continue to build on our current approaches which include:

e Scaling up evidenced based secondary prevention activities to reduce the prevalence
of long-term conditions.

e Strengthening early detection and early intervention, to optimise care for those with
existing Long-term conditions (LTCs), including reducing variation and inequalities in
access, experience and outcomes

e Enabling those with an LTC to live in good health, and to slow the progression of those
with a single LTC from developing multiple LTCs and Frailty

e Preventing over-treatment and inappropriate polypharmacy, to avoid unnecessary
medicines use, reduce waste, and minimise the risk of harm to patients with LTCs.

e Embedding a personalised, preventative approach across the care pathway by
redesigning models of care to reduce unplanned episodes of care
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4.2.3. Improving Outcomes for Babies, Children and Young People

Greater Manchester continues to experience rising demand for children’s community health
services, significant variation in waiting times, and persistent inequalities in access and
outcomes. Alongside this, our maternity and neonatal services continue to focus on delivering
consistently safe, personalised and equitable care to improve perinatal outcomes and
experience, recognising the importance of maternity in the first 1,001 critical days.

We face several significant challenges:

Long waits: GM has made significant reductions in long waits for community health
services, although some pathways continue to exceed 18 and 52 weeks

Variation: There remains variation between localities in access, capacity, and
outcomes.

Demand growth: Demand is increasing by an estimated 3% per year nationally, and
GM is experiencing similar, and in some areas higher, growth

Workforce constraints: Recruitment and retention challenges limit the ability to
expand capacity.

Digital maturity: Digital tools are not yet consistently available or used across all teams
Inequalities: Children in more deprived areas experience poorer outcomes and longer
waits, consistent with CORE20PLUSS priorities.

Maternity and neonatal context

Stillbirth rates, including termination of pregnancy, are currently 4.11 per 1,000 births,
compared with 3.3 in England and 3.9 in the North West.

Stillbirth rates, excluding termination of pregnancy, are currently 3.19 per 1,000 births,
compared with 3.1 in England and 3.2 in the North West.

Suspected hypoxic-ischaemic encephalopathy among neonates was 0.96 per 1,000 live
births in 2025, compared with 1.2 in England and 1.6 in the North West.

Smoking at time of delivery (SATOD) is at its lowest recorded rate this quarter, at 3.7%,
tracking nearly half a percentage point below England.

The current midwifery vacancy gap is 48.9 WTE, reduced from 102.6 WTE in 2024

Five-year outcomes (aligned to GM plan and national targets) By 2029, GM aims to:

CYP Community Health outcomes.

Reduce unwarranted variation in access and outcomes across all localities.

Ensure community health services deliver at least 80% of activity within 18 weeks
(aligned to the 2028/29 national target).

Reduce acute outpatient appointments for children under the age of 16 by 10%
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« Eliminate all 52-week waits in community services.

e Increase community capacity to meet 3% annual demand growth.

« Improve digital maturity so all teams can work efficiently and connect remotely.
« Expand use of digital therapeutics where clinically appropriate.

« Standardise core community health service provision across GM.

e Reduce inequalities in access, experience and outcomes for children and young people.
e Improve the uptake of childhood immunisations and addressing health inequalities, to prevent

illness and health consequences from preventable disease.

Maternity and neonatal outcomes
e Reduce avoidable harm, including stillbirth, neonatal death and brain injury.
e Reduce inequity in maternity and neonatal outcomes.
e Improve experience of maternity care.
e Support maternity services to maintain a safe, sustainable and skilled workforce.
e Strengthen seamless pathways across community and acute services.

We have a Greater Manchester Children and Young People Joint Forward Plan. This plan is
underpinned by our commitment to put the voice of children and young people at the heart of
the way we design and deliver services. Our Joint Forward Delivery Plan sets our commitments

and shared ambitions under six themes:

e Child Development in the Early Years

e SEND and School-Age Children Wellbeing

e Long-Term Physical Conditions (CORE20PLUS5)
e Mental ill Health

¢ Risk and Complex Care

e Family help

4.2.4. Mental Health, Learning Disability and Autism (All Age)

The Greater Manchester Mental Health and Well-being Strategy is the overarching system
plan for mental health service transformation and enabling the left shift. This is underpinned
by the Mental Health Integrated Fund (MHIF) as the vehicle to enable the continued investment
in early intervention and community service transformation through prevention of inpatient

admissions.

2026/27 will focus on adult community crisis service expansion and enhancement including
Assertive Outreach and EIP alongside planning for wider transformation of core adult
community Mental Health services (from reinvestment from reductions in Independent
Sector bed usage). We will implement the findings from the review of Children and Young
People’s crisis services across Greater Manchester and develop integrated service
specifications for improved access, single front door and reduced admissions to inpatient
facilities (24/7).
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Mental health need across Greater Manchester is higher than the national average, shaped
strongly by deprivation, demographic change and increasing demand across the life course.
The Joint Strategic Needs Assessment (JSNA) indicates wide-ranging need across prevention,
existing need and unmet need. Key indicators include:

« Severe mental illness: the number of patients registered with GPs with severe mental
illness has shown a steady increase and is reported at around 37,000 patients in
mid-2025.

« Neurodivergence and SEND: as of January 2024, there were 35,201 Education, Health
and Care Plans held in Greater Manchester, representing a 16.8% increase from 2023;
the rate per 10,000 CYP is reported as higher than England

« Emotional Wellbeing: around 4 in 10 residents report high anxiety across Greater
Manchester, with higher levels among younger adults and those in the most deprived
areas; 29% of residents report feeling lonely at least some of the time.

e Crisis and urgent care demand: mental health calls make up a material share of
ambulance activity, with the JSNA summary indicating around 8.6% of emergency calls
to NWAS in Greater Manchester (around 3,000 calls per month), and a clear deprivation
gradient in incident rates.

o Suicide: 851 people in Greater Manchester died by suicide in the 3-year rolling period
2021-23, with a reported suicide rate of 12.5 per 100,000 people in that period.

The GM Mental Health and Wellbeing Plan sets out key system priorities. The strategic
commissioning intentions focus on the transformation required to deliver the improved
outcomes and reduce inequalities

Children and Young People

The MHLDA Plan highlights programmes including expansion of Mental Health Support
Teams, perinatal mental health expansion, Parent Infant Mental Health redesign,
implementation of Core CAMHS service specification (including neurodiversity triage and
assessment), the cared for children and young people CAMHS service, digital early support in
primary schools, neurodiversity model of care, and community eating disorders work including
ARFID.

The strategy update also identifies CYP access and continued support as a core 2026/27
strategic priority, including MHST expansion and system action on neurodevelopmental
waiting lists and pathways.

Adult community and prevention

The MHLDA Plan highlights adult ADHD and autism services reform, increased capacity in
Talking Therapies, Individual Placement Support expansion, shared care test of change,
complex emotional and relational needs (CERN) pathway implementation, rehabilitation
service review with strengthening of community-based services, neighbourhood delivery
models, and continued inpatient transformation and bed reduction.
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The strategy update identifies community mental health and neighbourhood teams as a core
2026/27 priority, with emphasis on sustaining integrated community mental health models and
VCSE integration to prevent escalation.

Learning Disability and Autism

The MHLDA Plan prioritises the development of a consistent all-age Learning Disability and
Autism model across Greater Manchester, focused on reducing inequalities, improving access
to community-based support and reducing reliance on inpatient care. Key priorities include
implementation of the Learning Disability and Autism Lead Provider Collaborative,
development of a single community Learning Disability service specification, strengthening
Dynamic Support Registers and Care (Education) and Treatment Reviews, enhancing
intensive support services and delivering improved pathways for adults and children with
autism and learning disabilities.

A continued focus will be placed on admission avoidance, timely discharge, least restrictive
care and ensuring that people with a learning disability and/or autism are supported to live well
in their communities with access to the right support at the right time.

Crisis and inpatient care

The MHLDA Plan includes adult crisis services investment to ensure core fidelity across Crisis
Response and Home Treatment Teams, a GM-wide CMHT service specification, strengthened
gatekeeping and integrated discharge, health-based place of safety improvements, digital
transformation including CPA replacement, liaison services and mental health provision in
emergency settings, and implementation of NHS 111 and text service.

A key system priority is the delivery of a consistent and sustainable urgent and emergency
care mental health crisis pathway, alongside continued improvement in clinically ready for
discharge processes and acute interfaces.

triage, crisis alternatives and specialist services, where this supports agreed programme
priorities and delivery.

In addition to the Lead Provider Collaboratives, there is a strategic ambition to maximise
opportunities for economies of scale and to explore whether a greater number of specialised
services could be commissioned and delivered once across Greater Manchester. Discussions
are underway with providers to identify opportunities where a GM-wide approach could
improve outcomes, reduce variation and deliver greater value.

The MH LDA transformation programme is underpinned by the Mental Health Integrated Fund

(MHIF) as the vehicle to enable the continued investment in early intervention and community
service transformation through prevention of inpatient admissions and reducing length of stay.
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Mental Health Integrated Fund

In 2025/26, to support the ‘Left Shift’ in investment flow from hospital beds to community
services, the Mental Health Integrated Fund (IF) was agreed and implemented.

This is our shared vehicle for significant investment to be made into resilient community mental
health services, which align to the GM Live Well model and our shared strategic drive for
prevention and early intervention to be at the heart of our neighbourhood model of care.

The MHIF has been very successful. We have seen a reduction in the use of Out of Area
Placements (OAPs) and Local Spot Purchase Placements to less than 20 by end March 2026.
This has resulted in recurrent savings for reinvestment of over £11m.

4.2.5. Improving Cancer Outcomes

The National Cancer Plan aims to ensure that by 2035, three in four people diagnosed with
cancer survive for five years or more, transforming cancer care through earlier diagnosis,
improved treatment, and innovation.

Cancer outcomes in Greater Manchester are improving, but variation persists and demand
continues to rise. GM performs above national averages for staging and some waiting times,
yet the system is not delivering fast enough or early enough for all residents.

The Medium-Term Planning Framework confirms the public ambition to return to meeting the
Cancer Waiting Times Standards by March 2029. It also confirms the need to maintain
attention on securing further improvements to early cancer diagnosis.

The ‘National Cancer Plan for England: delivering world class cancer care’ expands on these
priorities and responds to the challenge to implement the three strategic shifts in the 10 Year
Health Plan, in the context of cancer care. The plan highlights cancer performance and
survival, outlines approaches to personalised and neighbourhood cancer care, describes the
need for advances in cancer research, describes specific approaches to cancer in children and
the need to address rare and less common cancers.

Diagnosing cancer earlier is the single biggest action that can improve survival. The vision for
the people of Greater Manchester is a future where everyone with cancer receives equitable
and timely early diagnosis. By raising public awareness, reducing health inequalities, and
fostering collaboration and innovation, we aim for continuous improvement in the proportion of
cancers diagnosed at an early stage.

Reducing inequalities in cancer outcomes will require targeted neighbourhood action,
improved uptake of screening and earlier presentation in underserved groups, supported by
community outreach, primary care and VCFSE partners where these routes are more trusted
and effective.
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Achievement of nationally set constitutional cancer waiting time standards will continue to be
a priority and will be overseen by the GM Cancer Alliance on behalf of the GM system.
Variation by pathway and provider will be identified and addressed via a programme of
pathway improvement work and the reduction in treatment variation.

There will continue to be a focus on the delivery of personalised care for cancer patients,
increasingly connecting with Neighbourhoods and the GM Live Well programme. National
guidance will specify the interventions.

Headline performance at the end of 2025-6 against the 3 Cancer Waiting Time constitutional
standards is as follows:
« Faster Diagnosis Standard (FDS): 82.18% (against an 80% year-end target)

o 31-day decision to treat: 96.38% (against a 96% year-end target)
o 62-day referral to treatment: 78.84% (against a 75% year-end target)

It's also worth highlighting the significant improvement in Greater Manchester’s national
ranking as an Alliance in comparison to the other 19 Cancer Alliances in England:
e FDS: improved from 15th to 8th

e 62-day: improved from 19th to 9th

All three standards are above target and performing above the national position providing a
strong baseline for 2026-7. This represents a strong step forward for GM and reflects the
collective effort across the system to drive improvement in cancer pathways.

The National Cancer Plan aims to ensure that 3 in every 4 people diagnosed in 2035 will be
cancer-free or living well with cancer after 5 years. For Greater Manchester that translates to
approximately 20,000 people.

There are approximately 17,000 cancers diagnosed in Greater Manchester every year. In the
calendar year 2025, there were 16,443 cancers diagnosed with 60.3% diagnosed at stage 1
or 2. Increasing the proportion of cancers diagnosed at stage 1 and 2 is key to delivering the
survival ambition and is premised on achieving at least a 20-percentage point increase in early
diagnosis above the 2019 level by 2035. The Greater Manchester level in 2019 was 53.7%
giving an ambition of 73.7% for Greater Manchester

4.3. System Transformation

The initiatives we have described across prevention, neighbourhoods, Live Well, population
health and primary care will contribute to health improvement across the population and reduce
pressure on acute services.
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4.3.1. Reviewing our Care Model

This will need to be complemented by a review of our care models in Greater Manchester
encompassing our full pathways of care extending into secondary care.

As we move to a proactive, integrated, neighbourhood model of care — enhanced by our Live
Well approach in Greater Manchester — we need a robust, quantified plan for acute and non-
acute delivery that commands confidence from the system. To inform this plan, we will carry
out a review of our care models in 2026/27 to:

« Understand the likely growth in demand for acute care based on current care models
and wait time requirements, year by year for the next ten years.

« Analyse the full extent of demand reduction opportunities based upon current clinical
models and capacity, year by year for the next ten years.

« Design the clinical models and capacity that would need to operate outside of hospital
to reduce demand by x% per year based upon the demand modelled above

o Quantify, by acute site, how much activity is being undertaken that would be amenable
to being delivered in a non-acute setting.

e Model, by acute site, the impact on capacity that will come from the demand reduction
using costs, bed numbers and theatre time as the currency - i.e. how much can we close
and how much will be liberated for investment and to close our recurrent deficit?

« ldentify cash releasing opportunities over the medium term related to each area of the
review being considered

4.3.1.1. Elective Care Reform — including Outpatients

Prior to the COVID-19 pandemic, GM was able to operate with a materially smaller elective
waiting list and RTT performance much closer to national standards. During the pandemic
period, elective activity reduced significantly while demand continued to accrue, leading to a
rapid expansion in the Patient Treatment List (PTL).

Decline in RTT Performance in GM and the corresponding rise in total waits since 2012
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When addressing recovery, Greater Manchester’s elective challenge is structural rather than
episodic. While progress has been made in reducing the longest waits, the overall waiting list
remains materially above a sustainable level.

The last time that GM was achieving the 18-week constitutional standard of 92% was
December 2015, at which point the total waiting list was 194,000 patients waiting for treatment.
NHS England expects ICBs to return to the 18-week constitutional standard by March 2029,
requiring GM to remove approximately 60,000 net pathways per year and halve the waiting list
over three years.

For 2026/27, GM is required to deliver a step-change improvement in RTT performance (c.11
percentage points) and a significant reduction in waiting list size. However, national funding
allocations cover less than half of the required reduction. This means GM cannot rely on
traditional hospital-led activity growth alone and must instead deliver a fundamental shift in
how elective demand is managed, how patients enter pathways, and where care is delivered.

Over the last 12 months, Greater Manchester has made measurable progress in elective
recovery, particularly in stabilising the waiting list and reducing the longest waits. During
2025/26, GM achieved exceeded plan with an 8-percentage point improvement in RTT
performance, with all providers improving over the period.

Modelling demonstrates that current trajectories, even if sustained, will not deliver the required
reduction in waiting list size or RTT performance. National elective funding covers only a
proportion of the annual reduction required, creating a material delivery gap that must be
addressed through transformation rather than activity growth alone.

Compared to high-performing systems, GM has clear headroom on pre-referral demand
management and outpatient pathway efficiency. These areas represent the most credible
opportunities to accelerate improvement beyond the current trajectory

OUTCOMES

1. Delivery of the 18-week constitutional standard - Greater Manchester will return to, and
sustain, 92% of patients treated within 18 weeks by March 2029, with staged
improvement milestones across the intervening years. This reflects national
expectations and ensures GM is no longer an outlier on access to planned care.

2. A sustainable waiting list size - The GM waiting list will reduce from its current
structurally inflated position to a level consistent with sustainable RTT delivery (circa
180,000-210,000 pathways). This represents a fundamental shift from managing long
waits to controlling system inflow and flow.

3. Reduced growth in new elective demand - Growth in GP-initiated elective referrals will
be moderated through consistent pre-referral clinical advice, peer-led variation
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management and improved alternatives to acute care, ensuring consultant-led
pathways are reserved for patients who genuinely need them.

4. Shorter, simpler elective pathways - Elective pathways will be redesigned to minimise
unnecessary outpatient attendances, reduce follow-ups, and embed straight-to-test and
protocol-driven care. This will improve patient experience while releasing clinical
capacity.

5. Care delivered in the most appropriate setting - A significantly higher proportion of
elective activity will be delivered in community and outpatient settings, with acute
hospitals focused on complex care and high-value surgical activity delivered through
optimised surgical hubs.

6. Reduced unwarranted variation and improved equity of access - Elective access and
outcomes will be more consistent across GM localities, providers and population
groups, supporting the wider population health and inequality objectives of the ICB
strategy.

To return Greater Manchester to the constitutional standard of 92% of patients treated within
18 weeks by March 2029, the elective system must transition to a fundamentally different
operating model. While long wait backlogs have reduced, the overall Patient Treatment List
(PTL) remains significantly above sustainable levels. The next five years therefore require a
deliberate, system-wide shift in how elective demand is managed, how patients are routed,
and how capacity is deployed across acute, surgical hub and community settings.

Five-Year Strategic Delivery Expectations

Year Commissioning Key System Changes Expected

Priorities Outcome

2026/27 Establish « Implement SPOA in priority specialties Early PTL
foundations for PTL ¢ Expand community pathways stabilisation

reduction » Strengthen A&G with mandated and initial

turnaround reduction;

Strengthen referral variation management  67% RTT
Standardise outpatient templates

expand surgical hub optimisation

Embed digital and clinical validation

2027/28 Deliver material PTL = SPOA extended across all high-volume Significant
reduction specialties PTL
Implement new MSK model for GM reduction;
Expand HVLC hub activity RTT 70-75%

Increase community capacity
Sustained focus on paediatric waits
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2028/29 Consolidate « Digital referral management system PTL reaches
transformed « Mandate straight to test / hub pathway sustainable
operating model ¢ Full GIRFT compliant hub utilisation range; RTT

* Follow-up reductions embedded 80-85%
e Community pathway model fully mature

2029/30 Achieve « Load levelling and capacity optimisation Delivery of
constitutional * Hub capacity flex used to maintain 92% RTT
standard performance

2030/31 Sustain and optimise = ¢ Long-term sustainable delivery model Stable RTT

* Embed continuous improvement (CI)
methodology across all providers

Outpatient Transformation

A review of evidence indicates that c40% of new Outpatient demand from a primary care
referral could be managed outside of hospital. The share of referrals and primary mechanism
for delivery varies across different specialties, as per the conditions being managed, and so
left-shift needs to be planned within the scope of specific specialty footprints.

For new Outpatient demand there are working archetypes and relatively well-defined pathways
that support quantification of the potential for left shift. Follow-up demand requires better
definition. Certain cohorts of patients such as those living with Long-Term Conditions and
multi-morbidity can be identified and potentially managed outside of hospital but these often
reach across multiple specialties and require MDTs working together (such as being piloted in
North London).

In GM, we have started with an expansion of Specialist Advice — making it easy to use,
accessible and high-quality for all of primary care — and commissioning of community services
in ENT and Gynaecology. A pan-GM programme of work supporting the elective Single Point
of Access (SPoA) roll-out through development of GM pathways is focusing on these two
specialties plus Cardiology and Gastroenterology, where the potential for virtual diagnostic and
advice pathways is highest.

We are now developing a “neighbourhood” vision for transforming how we deliver elective care,
comprising the high volume, very common conditions that can be managed as well if not better
outside of hospital through a holistic primary care model

4.3.1.2. Urgent and Emergency Care Reform

Urgent and Emergency Care (UEC) remains the most visible indicator of whole-system
effectiveness across Greater Manchester (GM), reflecting the degree to which health, care and
wider partners operate as a single, integrated system. The GM approach continues to be
explicitly system-wide, spanning acute, ambulance, community, primary care, mental health
and adult social care services, delivered through a single system oversight framework.

The UEC programme is now organised around a small number of non-negotiable system
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delivery priorities:

e Restoring flow and throughput across the acute pathway;

« Actively managing demand and reducing avoidable use of ED;
e Improving outcomes for high-impact population cohorts; and

e Scaling community-based alternatives to admission.

Despite progress during 2025/26, GM continues to face sustained pressure across urgent and
emergency care, characterised by high demand, delays at the front door, and constrained
discharge impacting overall system flow.

These pressures continue to manifest as long waits in emergency departments, ambulance
handover delays and increasing length of stay for admitted patients, creating risks to patient
safety, experience and system performance. The impact is not evenly distributed, with poorer
access and outcomes for older adults, people experiencing mental health crisis, children and
young people, and those living in areas of higher deprivation.

The system therefore requires a step change in delivery discipline, moving from reactive
pressure management to a proactive, standardised and outcomes-focused approach that
addresses both immediate performance recovery and longer-term demand reduction.

The primary system challenge is the persistent mismatch between demand and available
capacity, compounded by variable performance across providers and places. This variation
continues to limit the effectiveness of system-wide interventions and reinforces inequalities in
access and outcomes.

The refreshed programme responds to this by strengthening GM-level grip and consistency,
establishing common standards, clearer accountability and a more directive commissioning
approach. Place-based delivery remains essential, but is now supported by mandated system
expectations, trajectories and assurance mechanisms.

Outcomes and interventions

By 2030/31, Greater Manchester will deliver a resilient, integrated and prevention-led urgent
and emergency care system that consistently meets national access standards through
durable whole-system flow, enables timely access to appropriate care in community settings,
and demonstrates measurable reductions in unwarranted variation and health inequalities.

This ambition is now explicitly linked to the system’s commitment to eradicate the most harmful
delays, including 12-hour waits, and to deliver a sustained shift in activity away from hospital-
based care toward neighbourhood and community models.

Phase 1 (Years 1-2): Stabilisation and System Grip

The immediate priority is to restore flow across the system, with a focus on front-door
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performance, discharge optimisation and reduction in long lengths of stay.

This phase will establish consistent GM standards for ED flow, ambulance handovers and
discharge, supported by clear trajectories and regular system oversight. Success will be
defined by the system operating within agreed performance thresholds, with sustained
reductions in 12-hour waits, ambulance handover delays and long-stay patients.

Phase 2 (Years 2—4): Standardisation and Scale

Building on initial stabilisation, this phase will focus on scaling consistent pathways across GM,
reducing unwarranted variation and embedding alternative models of care.

This includes the expansion of same-day urgent care, integrated frailty pathways, and crisis
models for mental health and children and young people. Delivery will increasingly be driven
through standardised models supported by evaluation and evidence-based investment
decisions.

Phase 3 (Years 4-5): Transformation and Prevention

The final phase will deliver a structural shift in the model of care, with a measurable reduction
in emergency demand and sustained improvement in outcomes.

By this stage, community-based alternatives, prevention and neighbourhood delivery models
will be fully embedded, with commissioning and investment aligned to value and outcomes
rather than activity.

4.3.2. Digital and Innovation

Greater Manchester is entering a decisive phase for digital transformation and innovation in
health and care. National reform, financial pressure and rising population need are converging
with rapid advances in data, digital and Al technologies. In response, Health Innovation
Manchester (HInM) and the ICB will work in close partnership to deliver a focused set of digital
and innovation priorities that accelerate population health impact, improve system productivity
and position Greater Manchester as a globally recognised learning system for innovation at
scale. This is described fully in the Health Innovation Manchester Strategy and supported by
an MoU between the two organisations.

1. Optimising GM’s core digital and data infrastructure as a live system asset

HInM and the ICB will continue to evolve Greater Manchester’s foundational digital assets to
support care delivery, planning, research and innovation. This includes the continued
development of the GM Care Record as a live operational platform, sustained investment in
the Advanced Data Science Platform and Secure Data Environment as a globally competitive
real-world evidence and analytics capability, and stronger integration of data across health,
care and prevention. The emphasis is on reliability, usability and value creation, ensuring these
assets directly support clinical decision-making, productivity and system improvement, not just
access and compliance.
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2. Embedding Al-enabled transformation to improve productivity and workforce
sustainability

The partnership will deliver a focused Al and digital transformation programme aligned to
system priorities. This includes deploying Al to optimise pathways, reduce unwarranted
variation, support clinical and operational productivity, and alleviate workforce pressures. HInM
will provide the method, delivery assurance and industry interface, while the ICB anchors
deployment within commissioning, clinical governance and operational delivery. The ambition
is to move from fragmented experimentation to scaled, safe and trusted Al adoption across
GM. Supported by strong governance, we will explore the opportunities for Agentic Al
(autonomous Al systems that act independently to achieve specific aims) to improve the
speed, quality and transparency of commissioning intelligence without displacing human
judgement — enabling us to make better-informed, evidence-based commissioning decisions.

3. Using data and innovation to drive population health missions at scale

Digital and data capability will be tightly aligned to GM’s priority population health missions -
including cardiovascular, metabolic and renal disease, obesity and respiratory health.
Advanced analytics, targeted case-finding, pathway optimisation and real-world evidence will
be embedded into service design and delivery. This mission-led approach ensures innovation
activity is driven by system need and population impact.

4. Positioning GM as a globally competitive learning system for innovation and real-
world evidence

HInM and the ICB will jointly position Greater Manchester as a place of choice for industry-led
innovation, trials and real-world evidence generation. By combining population-scale data,
integrated pathways and credible delivery capability, GM will offer partners faster, lower-risk
routes to evidence generation and adoption. Structured industry pipelines, co-investment
models and value-sharing arrangements will ensure innovation delivers benefits for patients,
the NHS and the GM economy.

5. Embedding innovation into system planning, commissioning and delivery

A core priority is to normalise innovation as part of “business as usual’ system decision-
making. HInM and the ICB will align innovation activity to commissioning intentions, financial
planning and operational priorities, supported by shared governance, benefits realisation and
delivery assurance. This ensures innovation is deployed where it delivers the greatest system
value - improving outcomes, productivity and sustainability.

6. Strengthening citizen trust, governance and system capability

All activity will be underpinned by robust data governance, citizen involvement and system co-
production. The partnership will continue to invest in leadership, skills and capability across
the system, ensuring digital and innovation programmes are trusted, ethical and scalable.
Citizen trust and transparency remain foundational to GM’s ability to innovate at pace and at
scale

Digital transformation must also support inclusion. This means designing services that reduce
rather than widen digital exclusion and working with communities and VCFSE partners to
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improve trust, uptake and accessibility for groups less well served by standard digital channels.

Core delivery projects include:

1)
2)

3)
4)

5)

6)

Population health innovation missions — focus on CVRM, obesity and respiratory, as
well as driver of economic inactivity

Attracting industry partnerships and investment, aligned to addressing system
challenges.

Contributing to the successful delivery of the Prevention Demonstrator

Optimising Al, digital & data transformation — linked with the GM Care Record, ADSP
and SDE

Economic development & cluster growth — cementing health innovation and life
sciences as part of the GMCA'’s good growth plan

Enabling work programmes including System adoption & sustained delivery, System-
wide skills, capability & leadership for innovation and Academic Translation &
evaluation

During 2026, we will refresh our Digital Strategy to cover the same period as this Strategic
Commissioning Plan and will launch the Strategy in January 2027. Our approach will be guided
by how we can we build digital capability that directly enables the delivery of this Strategic
Commissioning Plan. We need to move away from seeing digital as a support function — it
must become a core commissioning lever for integrated care, prevention, and neighbourhood
models.

4.3.3. Quality Improvement and Learning

NHS Greater Manchester is committed to being a learning system and using quality
improvement approaches and methodologies and system learning to drive change and yield
impacts.

Over the course of this plan, we will:

1)

2)

3)

Grow and embed quality improvement capacity, capability and tools across priority
transformation programmes, supported by system-wide Learning and Improvement
Networks (LINs) and the development of a GM improvement collaborative/community
of practice to scale learning and accelerate impact
Adopt a systematic approach to clinical effectiveness encompassing the GIRFT
programme, robust horizon scanning, national audit outputs, development of
innovation/research to BAU pipeline to guide improvement, transformation and future
commissioning
Embed nationally published Modern Service Frameworks to support local delivery of
high quality, evidence-based and digitally enabled care for key conditions. For
2026/2027, these are expected to include:

a. Cardiovascular Disease (CVD) — published 7.7.26

b. Sepsis
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c. Mental Health (including SMI)
d. Palliative and end of life care
e. Dementia and Frailty

4.3.4. New Models of Commissioning and Provision

Over the course of this plan, NHS Greater Manchester will continue to build its capability as a
strategic commissioner. This means making sure that all the enablers for successful strategic
commissioning, as set out in the NHS Strategic Commissioning Framework, are in place:

e Capability in strategic leadership and partnership working with other commissioners,
providers, local government, VCFSE and service users to co-design services and
improve population outcomes

o Effective and broad multidisciplinary clinical and professional leadership embedded in
how they work to drive cross-organisation improvements

e Access to high quality data analysis, sustained and meaningful engagement with
people and expertise to inform decision-making and target interventions.

¢ An ability to involve people and diverse communities and understand their
experiences through asset-based approaches that facilitate co-production and
empower community-driven solutions

e An ability to use market management and development, contract management and
procurement mechanisms to support a focus on quality, value for money and delivery
of improved outcomes — including on specific areas of focus such as Continuing
Health Care

e In practice, this means that major commissioning decisions should be able to show
how evidence and lived experience have been used; how inequalities and anti-racism
have been considered; how residents and VCFSE partners have shaped the design;
and how the chosen model will support prevention, neighbourhood health and better
long-term value.

As a strategic commissioner, NHS Greater Manchester will also act as an intelligent payer and
market shaper. This includes:

¢ shaping the provider and partner landscape across NHS, local government and
VCFSE

e using contracts and incentives to support prevention and neighbourhood models

¢ reducing fragmentation across pathways

e supporting innovation and new delivery models

We recognise that commissioning in the NHS has often been characterised by short-term
approaches with narrow definitions of activity and cost rather than value and a focus on outputs
rather than outcomes. As a result, we have seen ‘rightward drift’ in the NHS as opposed to ‘left
shift’ as Lord Darzi commented in his 2024 report. ©

6 https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england

48


https://www.gov.uk/government/publications/independent-investigation-of-the-nhs-in-england

NHS

Greater Manchester

This means that we must increase our focus on developing new commissioning models which
incentivise providers across all sectors to maximise prevention and proactive care and
reducing inequalities. This could include:

Outcomes-based contracts

Value-based payment mechanisms

Contracts and payments that incentivise the three national shifts

New models of provider partnership and collaboration

A more comprehensive and innovative approach to market development strategy —
with a focus on how we work differently with VCFSE partners.

Applying the principles of the GM VCFSE Accord involving and devolving, resourcing
and enabling, and recognising and valuing within commissioning and governance
Reducing barriers for small and grassroots organisations to contribute to design,
delivery, procurement and partnership working

Using fair funding principles, including transparency, proportionality and wherever
appropriate longer-term and more flexible approaches to community-based provision
Building community engagement into our approach to commissioning and planning on
both an annual and longer-term basis — working with the VCFSE to do this
Embedding mechanisms to reduce inequalities firmly within the strategic
commissioning cycle — with processes to monitor this

Ensuring that a clear stance on anti-racism is built into the commissioning cycle and
all commissioning decisions

Use of new national contracting and payment mechanisms when they support the
delivery of our strategy in Greater Manchester — for example, neighbourhood
contracts, Integrated Health Organisations (IHOs).

4.3.5. Provider Collaboration

The GM Provider Collaboration is a maturing collaboration of the 3 healthcare delivery sectors
of acute Trusts (Trust Provider Collaborative), the 4 Primary Care Provider disciplines (Primary
Care Provider Board) and Social Business Providers (Alternative Provider Collaborative).

It has developed on the foundations of strong sector Collaboratives and has enabled at scale
GM collaboration and joint working over the last 10 years. The Collaboration is in the early
stages of developing how it best works together to add value. It is not a new formal structure,
but an approach to working more closely together that can work towards and enable:

1. At scale delivery of the GM missions and Operating model and support /

enhance work of Place Partnerships
a. Supporting a convergence around shared purpose, messaging and coordinated
communications across health and care providers
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Builds on existing cross-sector work i.e. elective reform, neighbourhood
working to ensure we realise our ambitions in this and the GM Strategy i.e. GM
Market Development Strategy
This is a positive and supportive approach and should be recognised as a key
part of the GM system infrastructure, providing support to:

i. buy the best

ii. model a range of scenarios to address challenges and opportunities

iii. lead on and enable integration and left shift

iv. a sounding board — what does good look like?
At scale providers make it easier to contract with and / or work with Providers
operating at scale and more importantly operating in our 10 Places; we know
where the expertise is and can connect to that in a timely way

2. Contribute to / lead / support the delivery of key programmes:
Providers across GM bring clinical, professional and lived experiences of our residents,
bringing challenges and opportunities to life using real examples. When this experience
is brought together across Primary, Secondary and Specialist, Community and VCFSE
sectors, it is greater than the sum of its parts. Areas of key contributions are:

a. Live Well - realised through the Prevention Demonstrator — supporting the

b.

development and evaluation of a Blueprint.

Service reconfiguration — supporting development of urgent and elective care
and new models of commissioning

Transformation and innovation — our collective workforce hold significant
expertise and experience, but through this Collaboration will enable at scale
testing and development of new roles in health and care. It also enables a
more efficient use of our collective estate.

Neighbourhood health —strengthening national contract and framework delivery
Strengthen and expand Community care and services (PC - align to Blueprint
delivery); VCFSE and community-based health and care services.

Key work areas that we will use to test this approach (working at Neighbourhood, Place and
scale (GM)) are:

1) To develop a GM Market Development Strategy (commenced June 2026)

2) Support to the Prevention Demonstrator Blueprint development in Place; consistent
standards and approach

3) Delivery of Neighbourhood models

4) Delegated Functions

The partnership between NHS Greater Manchester and the 10 local authorities as
commissioners of social care provision is fundamental to this. We will accelerate our
progress on social care transformation — with a particular focus on the role of social care as
part of Integrated Neighbourhood Teams.

The Role of the VCFSE
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The VCFSE in Greater Manchester makes a significant economic contribution, generating £1.2
billion in income each year (State of the Sector 2021). The sector is a critical part of the system,
supporting prevention, reducing demand, strengthening communities, and reaching people
and places statutory services cannot always reach.

The Greater Manchester VCFSE Accord is an agreement between Greater Manchester’s ten
local authorities, Greater Manchester Combined Authority, NHS GM, and the Greater
Manchester voluntary, community, faith, and social enterprise sector (VCFSE) represented by
the Greater Manchester VCFSE Leadership Group.

The first Accord ran from 2021 to 2026. This Accord was included in the recent Civil Society
Covenant as an example of successful and effective partnership working with civil society. In
March 2026, we created a new Accord to run for 10 years. This aligns with the timeline of other
key strategies, notably the Greater Manchester Strategy and NHS 10 Year Plan for England.

For NHS Greater Manchester, the Accord is not only a statement of partnership but a
framework for how strategic commissioning should work differently. This means strengthening
the role of communities and VCFSE organisations in shaping decisions and investment;
resourcing and enabling the sector to play a fuller role in prevention, neighbourhood health
and tackling inequalities; and recognising and valuing VCFSE expertise as equal to other forms
of system leadership and intelligence.

This Accord sets out three priority ‘areas of change’:

¢ Involve and Devolve: We commit to shifting power closer to communities by involving
the VCFSE sector and people with lived experience earlier and more consistently in
decision -making.

e Resource and Enable: Public sector partners will commit to fair, transparent and long
-term investment in VCFSE organisations and to increase the total proportion of public
sector funding invested in VCFSE

e Recognise and Value: Recognise the range of roles VCFSE organisations can play,
and use VCFSE evidence, insight and community leadership in shaping policy,
commissioning and service design.

A key part of implementing the Accord will be to uphold principles of financial fairness,
transparency, and shared accountability through, for example, the Greater Manchester Fair
Funding Protocol and the NHS GM Commissioning Principles signed off by the Integrated Care
Board in July 2025.

Social Value

ICB’s act as social and economic anchor institutions, using commissioning to influence the
wider determinants of health and deliver social value. Social value ensures that public
spending achieves the best possible outcomes for the local population by delivering additional
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social, economic and environmental benefits alongside the core service.

Under the Social Value Act (2012) and subsequent policy updates, a minimum 10% weighting
for social value is mandatory. The Social Value Model and accompanying guidance
(Procurement Policy Note (PPN) 002) sets out a menu of options from which in scope
organisations can select the most appropriate outcomes and criteria.

It was updated in 2025 to align with the Government Missions which include growing the
economy, an NHS fit for the future, safer streets, opportunity for all, and making Britain a clean
energy superpower. It focuses on three domains:

e Economic (employment, apprenticeships, training, skills)

e Social (community cohesion, health equity)
e Environmental (carbon reduction and climate resilience)
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Report information.

Required information.

Details.

Title of report.

Strategic Commissioning Framework for
Neighbourhood Health

Author.

Paul Lynch — Director of Strategy and Health
Equity

Presented by.

Charlotte Bailey — Chief Officer for Strategy,
People and Partnerships

Contact for further information.

Paul.lynch@nhs.net

Executive summary.

The Strategic Commissioning Framework
sets out how we will commission for
neighbourhood health across Greater
Manchester — including the core standards

The benefits that the population of Greater
Manchester will experience.

Neighbourhood Health, as part of Live Well, is
at the core of our strategy with the aim of
delivering more proactive, preventative care
for residents and patients

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

The core standards make specific reference
to reducing inequalities

The decision to be made and/or input
sought.

The Board is asked to:

1. Endorse the Strategic Commissioning
Framework
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How this supports the delivery of the
strategy and mitigates the Board
Assurance Framework (BAF) risks.

Neighbourhood Health is at the core of our
Strategy and, as such, covers all of the BAF
risks

Key milestones.

Between April and June we carried out a full
programme of engagement on
Neighbourhood Health — and the
Commissioning Framework is one of the key
outputs from this.

Leadership and governance
arrangements.

The Commissioning Framework will be
overseen by the Strategic Commissioning
Committee and its sub governance

Engagement* to date.

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

Full programme of system engagement on
Neighbourhood Health between April and
June

Financial or Legal Implications None

Table 1: Information needed about the document and its purpose.
Public Clinical Sustainabilit | Financi | Legal | Conflict | Report EHI
engageme | engageme |y impact al advic | s of accessibilit | A
nt nt advice |e interest |y
No Yes No No No No No No
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1.0

1.1.

1.2.

2.0

2.1.

2.2.

2.3.

STRATEGIC COMMISSIONING FRAMEWORK FOR NEIGHBOURHOOD HEALTH

As a strategic commissioner, our direction of travel is clear: neighbourhoods will be the
main vehicle for improving health and health services. We will deliver the National
Framework for Neighbourhood Health but enhance this through our Live Well approach.
Our 10 places will drive the delivery of this agenda. This is set out in our Five-Year
Strategic Commissioning Plan and reflects the Greater Manchester Strategy and the 10
Year Health Plan.

There was strong support for our vision for Neighbourhood Health through the system
engagement we carried out between April and the end of June. We will develop a full
report to set out the key themes from that engagement. This paper focuses on the priority
action to emerge from the engagement: the Strategic Commissioning Framework for
Neighbourhood Health in Greater Manchester.

THE STRATEGIC COMMISSIONING FRAMEWORK FOR NEIGHBOURHOOD
HEALTH

Working in neighbourhoods, closer to where people live, enables us to deliver models of
care and support much more tailored to meeting the needs of the local population.
Neighbourhood working is about local teams who know their communities and can join
up services around them.

Our vision for Neighbourhood Health in Greater Manchester is set out in the diagram
below:

People across Greater Manchester will rightly expect the same level of service to be
delivered to them regardless of where they live. There will be differences in how services

Version Number v1.2
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are delivered but there needs to be a core, reliable offer available to everyone in the city
region.

2.4. This Strategic Commissioning Framework is about setting those core standards that we
will commission to be provided in every locality and neighbourhood.

The Core Greater Manchester Model

2.5. The diagram below describes the core features that we expect to see in every
neighbourhood in Greater Manchester. This begins with a clear process for Needs
Assessment and Planning; systematically uses risk/need stratification to target resources
more effectively; has Integrated Neighbourhood Teams that cover the entire locality
population with named clinical and operational leadership; and measures delivery through
a single set of place outcomes and associated metrics.

Core Functions and Requirements for Integrated Neighbourhood Teams

2.6. Flowing from the key features are a set of core functions and requirements that should
be present in every neighbourhood team. These define the scope of the activity and the
main functions to be carried out.
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2.7. Integrated Neighbourhood Teams for Health and Care form the central part of the model
and should be available consistently across Greater Manchester. These teams will be
complemented by the wider infrastructure in the locality as part of Live Well. This is shown

below:
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3.0 IMPLEMENTING THE FRAMEWORK

3.1. We need to move rapidly to implement the framework so that it can inform full versions of
locality Neighbourhood Plans to be ready for 2027/28 — as per the national guidance.

3.2. We propose the following process to adopt and implement the framework:

Time Frame Actions

July e Secure approval from Executive Committee and Board for the
Greater Manchester Strategic Commissioning Framework for
Neighbourhood Health

e To be presented alongside an updated version of our 5 Year
Strategic Commissioning Plan

e Place Leads to lead the work to finalise Neighbourhood Health

August/September Plans for each of the 10 localities — these will be set in the
context of the new Strategic Commissioning Framework and
will clearly describe how the plans will be implemented

e setin the context of the new Strategic Commissioning
Framework.

e As per the National Framework, these plans will run through to
March 2028 in line with the national framework with clear
stepped improvements and quantifiable impact.

e This to include a commitment for a GM-wide soft launch of
Integrated Neighbourhood Teams in all 10 places from the
start of Q3.

¢ GM team to finalise full report on Neighbourhood Health
engagement with key recommendations to system

July to September e In parallel and running to Q3: We will finalise the supporting

infrastructure for our 10 places - Partnership Agreements,

Employment Model, Outcomes Framework and Place Fund

3.3. The adoption of the Commissioning Framework, the finalisation of the 10 Neighbourhood Health
plans and the agreement of the suite of Place Documents will, together, represent a significant
step in embedding our new operating model and confirming the respective roles of GM as
strategic commissioner and place as driving the delivery of integrated models of care.

3.4. This approach is core to rebalancing our health and care system to a more preventative, proactive
model —improving population health, meeting need in a different way, reducing costs and slowing
the rate of demand on acute services. The impact of this, if our current plans are delivered, will
be to free up further resources in the system to grow the place funds as our primary mechanism
for investment in prevention. For example, this offers the prospect of GM using its growth funding
exclusively to invest in prevention and Left Shift — which could mean another cE50m investment
in the place funds each year.

4.0 RECOMMENDATIONS
The Board is asked to endorse:

e The Strategic Commissioning Framework for Neighbourhood Health
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e The actions to implement the Framework and the associated timescale
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Report information.

Required information.

Details.

Title of report.

Prevention Demonstrator — Moving to
Delivery

Author.

Warren Heppolette, Director, Prevention
Demonstrator, GMCA

Presented by.

Warren Heppolette, Director, Prevention
Demonstrator, GMCA

Contact for further information.

Warren Heppolette, Director, Prevention
Demonstrator, GMCA

Warren.heppolette@gretaermanchester-
ca.gov.uk

Executive summary.

To set out Greater Manchester’s approach to
implementation as the UK’s first national
Prevention Demonstrator.

The report emphasises the importance of a
fully realised Live Well ambition to GM’s
approach as a preventative system.

It describes the evaluation framework to
confirm how we capture the evidence and
impact of what works to improve outcomes
and reduce demand and cost.

It confirms the approach to system wide
mobilisation and how we connect the learning
from preventative approaches to planning and
budget setting processes.
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The benefits that the population of Greater
Manchester will experience.

e Earlier identification and engagement
of at-risk households.

e Improved stability in housing, income
and relationships.

e Increased trust and sustained
engagement with services.

e More coordinated, confident relational
practice.

e Reduced escalation into crisis services
(A&E, social care, homelessness).

¢ Improved mental and physical
wellbeing and modifiable health risks.

e Improved school attendance and
readiness to learn.

e Increased engagement with work and
skills.

e Reduced demand across high-cost
acute services.

e Improved population health and life
chances (incl. long-term conditions).

e Increased employment, productivity
and reduced welfare dependency.

e A sustained shift from reactive to
preventative public services.

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

People will get the support they need, in their
neighbourhood, at the right time without
having to navigate complex systems or repeat
their story. Services will work with people and
communities, recognising strengths, lived
experience and local leadership

Live Well Centres and Spaces will be visible
and accessible to all residents, will be part of
a fully developed neighbourhood model
across all public services and support and will
deliver across the full range offers — for
example, Employment, Housing, Support for
Families, Physical and Mental Health and
Enhanced Support when needed.
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The decision to be made and/or input
sought.

The Board / Committee is asked to:

1. Support the approach to mobilise the
Prevention Demonstrator

2. Endorse the participation of all ten
areas through the spread of Live Well
and the contribution of Manchester,
Rochdale, Stockport and Wigan to the
detailed blueprinting and evaluation
activities.

3. Maximise the alignment of resources
across the key preventative
programmes

4. Connect the outputs of the evaluation
into medium term financial planning
and devolution negotiations with
government

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

November 2025-March 2026

e First two meetings with National

Advisory Group

Establishing understanding of context

Agreeing scope of work

Identify policy areas

Develop design briefs for all policy

areas capturing:

v" Requirements for completing full
logic model

v' Alignment with Live Well, GMS, and
NHS 5-year plan

e Understand the baseline evidence
capture

April-November 2026

As part of larger Programme Plan,
mobilise Demonstrator Sites, including:
Agree a shared Theory of Change
narrative

Define a full logic model for each locality,
tied to the evaluation framework
Co-develop Site delivery specs, support
offers, and 12-month Implementation
Plans

Define and agree governance framework
Identify budget & risks

November 2026- March 2027

Implement activities to accelerate Live
Well and prevention according to time,
budget and scope as defined in the
Programme Plan and locality
implementation documents

Begin benefits tracking

Report into system governance, as
defined for project

Develop business case for wider rollout
or plan for system sustainability
Ongoing benefits tracking as required
Benefits evaluation

Translation into core systemic delivery
linked to core budgeting processes
Lessons learned completed
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Leadership and governance
arrangements.

The Prevention Demonstrator is overseen by
a National Advisory Group. The Advisory
Group is chaired by the GM Mayor and brings
together representatives from GM'’s public
services, Universities, and VCFSE alongside
partners from national bodies and
Government. Colleagues leading that
oversight have offered significant
encouragement to the work of the
Demonstrator:

The GM Live Well Board, jointly chaired by
the Chief Executives of Wigan Council (as the
CE Portfolio Lead for Live Well) and NHS
Greater Manchester, oversees the work to
ensure the clear alignment with Live Well roll
out, and integrated place based working is
maintained

committees.

Engagement* to date.

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

Public Engagement is focussed on the
mobilisation and focus of Live Well as the
core transformative change the Prevention
Demonstrator is tracking.

Specific clinical engagement has centred on
Neighbourhood health as a contribution to
Live Well and the progress BeCCoR has
made in driving proactive care approaches.

The Commissioning Committee received and
discussed an update at its June meeting.

Financial or Legal Implications

None immediately

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

Public Clinical Sustainabilit | Financi | Legal | Conflict | Report EHI

engageme | engageme |y impact al advic | s of accessibilit | A

nt nt advice |e interest |y

Yes / No Yes/ No Yes/ No Yes/No | Yes/ | Yes/No | Yes/No Yes*
No / No
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The Prevention Demonstrator

1.1 Greater Manchester has been designated as the UK'’s first national Prevention
Demonstrator. That means we have cross-Government backing to test the hypothesis that
a scaled, system wide shift to prevention and early help can deliver better outcomes,
reduce pressure on public services and provider better value for the public purse. The
Demonstrator will be supported by increased autonomy, including exploring opportunities

to pool budgets, and reprofile public service spending towards prevention.

1.2 Through the Prevention Demonstrator, GM will show how re-wiring the state improves
decisions, connects public services to community strengths and leads to more

preventative action.

1.3 This is the most significant public service reform programme in the UK and will guide how
we reimagine the state both locally, in relation to how services and support are offered and
experienced, and nationally, to maximise the opportunity of deeper devolution and

stronger local accountability.
The Prevention Demonstrator and Live Well

2.1 The Greater Manchester Strategy confirmed the shared intention to pioneer a new way of
enabling people to live well, shifting spending and effort from crisis to prevention and
creating the conditions for people to thrive.

2.2 Making this happen isn’'t about adding more services but making sure services work better
for people’s lives. It brings together councils, health services, public services across,
education, housing and safer communities, voluntary and community organisations, faith
groups and businesses to support people earlier and more effectively. This includes joining
up budgets, shifting investment towards prevention, and using data, digital and new
approaches to improve how people access support. It also means giving residents more

control over their public services to make sure they work for them.

2.3 Partners in all 10 localities in Greater Manchester have been developing and implementing
models of neighbourhood working for several years. In Greater Manchester,
neighbourhood working has always been about more than the NHS - bringing together all
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the elements of community support and public service delivery and to provide early help to

residents and prevent crisis.

2.4 2026/27 will be a pivotal year as we embed our whole system delivery of Live Well. This

will need to come together in our 10 places supported by joint working at the GM level

between GMCA and NHS GM. This will focus on the following aims:

To collectively set and track clear deliverables for Live Well and accelerate
implementation in all 10 localities

To integrate our approach to Neighbourhood Health as a core part of Live Well — with
neighbourhood teams working across health and care, public services and the

VCFSE to support residents

To maximise the role of GMCA and NHS GM in supporting place-based delivery —
including through the implementation of the new Place Partnerships for Health and

Care formalised through Place Agreements, Place Outcomes and a Place Fund

To integrate the existing public service reform activities (neighbourhood health,
employment support, early family help and school support, safer communities,
Housing First etc) with local Live Well implementation approaches rooted in

communities.

2.5 Our collective ambition is for all public services in GM to be joined up, local and built

around everyday life, meaning that:

People will get the support they need, in their neighbourhood, at the right time without
having to navigate complex systems or repeat their story. Services will work with

people and communities, recognising strengths, lived experience and local leadership

Live Well Centres and Spaces will be visible and accessible to all residents, will be
part of a fully developed neighbourhood model across all public services and support

and will deliver across the full range offers — for example, Employment, Housing,
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Support for Families, Physical and Mental Health and Enhanced Support when

needed.
Blueprinting Live Well and the shift to prevention

3.1 As Live Well takes root and demonstrates impact, the work of the Prevention
Demonstrator will be to blueprint what's changed and how the impacts are achieved. That
means describing how our insight into emerging risk and better targeted support is
improved through better data linkage; how teams work with communities and community
based organisations to take a names not numbers approach; and how investment and
resources change to support earlier help and head off crisis before it occurs. This will

include:

e Public service reform — designing and describing the service innovation, conditions and
behaviours necessary to achieve the objectives, For example, cross sector working and
leadership; integrated commissioning and neighbourhood delivery; empowering the front-
line; co-production and co-design with communities; partnering with business and
industry; further devolution and the flexibilities to test new models of delivery with

Government; and workforce and skills development.

e Civic Data, digital and Al developments — GM is uniquely placed to demonstrate how
data, and digital capabilities including Al, can enable preventative public service delivery.
For example, the GM Care Record is one of a number of critical data assets that GM can
leverage in pursuit of this ambition, with its sector leading data sharing processes
developed by health and care partners which acknowledge and respond to the rights of
data subjects and responsibilities of data controllers. We have established a Joint Data
Collaborative with UK Government to unlock barriers to data sharing and integration. At
the GM system level we will be connecting partners to support the setting up of a Joint
Data Unit (agreed as an objective at the GMCA in March 2026) to provide system
leadership, facilitate collaboration and develops expertise on this agenda for the GM

system. It would pioneer a new data management model for city regions, that puts trust
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and ethics at its heart and enables the GM system to exploit data to drive better

outcomes for residents.

e The economics of prevention — developing and testing the financial frameworks and
tools to support a systemic shift to prevention. For example, outcome or value based
payment methods or incentives; place based budgeting; funding flexibility through the
Integrated Settlement and further devolution; and national to city region gain and risk-

share mechanisms.
Evaluating, Learning and Spreading Prevention

1.1  GM will accelerate the rollout of this model by testing, learning from and spreading those
approaches across GM and driving an evaluation framework which will demonstrate the
impacts of prevention to Government as well as inform and support GM and local
decision making to achieve system change in favour of early intervention and prevention.
The Prevention Demonstrator will show that this way of working is the way to address the
patterns of demand and cost which most seriously affect outcomes for residents and

drive the demand and cost undermining the sustainability of public services.

1.2 The Demonstrator will recognise the demand and cost pressure felt now across public
services. With that in mind the work will seek to provide early learning to provide
immediate contributions to those changes which will bring relief to the day to day
pressures affecting sustainable public services and positive impacts for residents. This
will be explicit in the learning and reporting which is drawn from the demonstrator and

applied to inform planning and budget setting processes locally.
1.3 The evidence requirements will be significant and cover five evaluation aims which must:

a) Understand the degree to which key pressures on public services are being alleviated

over time, as measured through service demand/utilisation data

b) Understand the degree to which the proportion of GM public service expenditure
directed towards ‘preventative’ activities is increasing, with less spending on acute /

crisis / reactive demand

c) Deliver high-quality impact evaluation, demonstrating additionality and Value for Money

(VIM) evidence in relation to the reform of public services at the heart of the Prevention
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Demonstrator, showing the cashable savings to Departments and HM Treasury, based

on a methodology acceptable to the Office for Budget Responsibility

d) Establish a cycle of continuous learning and improvement, supporting and enabling
GM's ‘Live Well model of place-based prevention, with a focus on enablers and

inhibitors (service integration; workforce and organisational culture; funding models)

e) Embed resident ‘voice’ as a key mechanism for making key judgements about GM’s

SucCcCess.

1.4  The evaluation will provide the standard of evidence Government would expect to
support national replication and further devolution. That evaluation will incorporate
process, experiential, and impact and value for money evidence to show how positive
changes occur, what residents and practitioners experience, and how this compares to

national programmes seeking to reduce demand and cost.

1.5 GM will work with Government as part the Cabinet Office led Test, Learn and Grow
process. Test, Learn and Grow is a flagship part of the government’s reform programme
and will work directly with affected communities to test out what works instead of trying to
devise perfect solutions from Whitehall. Additionally, we will maintain engagement with
individual Government departments to ensure alignment and connection to national

priorities, including the Prevention Demonstrator’s contribution to:
e DWP on optimising employment support models

e DHSC/NHSE on predictive long term conditions management and the national
Prevention Accelerators

e DfE on SEND reforms and NEET prevention
e MHCLG on the Changing Futures programme

1.6 The outputs of the evaluation year on year, will be used to inform annual budget setting
and planning processes to help systematically build preventative capability into local

approaches.

1.7 Working in this way the GM Prevention Demonstrator will focus the first 12 to 18 months

on the proof of value to capture the first phase of benefits from these approaches and roll it
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4.5

4.6

5.1

5.2

5.3

5.4

out across Greater Manchester. Within three years, every part of our city region will have

made a more radical shift to prevention.

By 2030, the way GM delivers public services will look and feel very different, with the
communities facing the greatest challenges feeling the biggest benefit. By 2035, our
Prevention Demonstrator will have delivered an evidence-based blueprint that can be used

across the UK.

Four places in Greater Manchester are directly supporting these elements of the reform
initially and engaging their teams, local leaders and partners in providing that blueprint and
feeding the evaluation. All ten places will be part of the learning network, sharing findings

and successes to spread.
Driving Implementation

The evaluation outputs will be captured in annual reports with findings driving
recommendations to support Greater Manchester’s own shift to prevention and inform our

asks of Government.

Across the lifecycle of the prevention demonstrator, the recommendations in the first
instance will relate to ensuring the foundations and key enablers are in place alongside
confirmation of sustained commitment to existing preventative approaches which are

showing impact now and can be built upon. For example:
e building on our data capabilities to better target and track prevention,

e spreading proactive healthcare approaches where reduced risk of crisis (such as the

incidence of heart attack or stroke) is demonstrated
e optimising models to support Live Well journeys to employment

e widening access to workforce and Organisational Development approaches to embed

Live Well and the culture of prevention and strengths based working.

The annual reports will be timed to support planning and budget setting processes

beginning this summer.

As the preventative approaches increase in maturity, and the detail of the evaluation data
deepens to fulfil Treasury standard impact studies, the evaluation outputs will underpin
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6.0

6.1

GM’s engagement with government to increase flexibilities through the Integrated

Settlement and opportunities through fiscal devolution.
Governance

The Prevention Demonstrator is overseen by a National Advisory Group. The Advisory
Group is chaired by the GM Mayor and brings together representatives from GM’s public
services, Universities, and VCFSE alongside partners from national bodies and
Government. Colleagues leading that oversight have offered significant encouragement

to the work of the Demonstrator:

“I believe this Demonstrator can prove that there are much more sophisticated and joined

up ways to tackle the entrenched challenges” — Lord Jim O’Neill

“The Prevention Demonstrator is a standout example of work to re-shape public services
to ensure health creation is at their heart, with robust measurement built in. The approach

is refreshing and innovative.” — Sarah Woolnough, Chief Executive, Kings Fund

“What makes the Greater Manchester approach compelling is that it combines place-
based leadership, population scale, data capability and cross-sector alignment in a way
that is rare internationally. It positions Greater Manchester as a leading global testbed” —
Mark Britnell - Chair of Health Innovation Manchester

“What excites me most is the opportunity across Greater Manchester to bring together
our devolved strengths—integrated locality teams, strong partnerships between the NHS,
local government and the VCSE sector, and a shared commitment to population health—
to test and scale interventions that can deliver meaningful improvements in outcomes
and inequalities.” — Dr Sohail Munshi, Joint Chief Medical Officer, MFT

“We need to change the way the NHS operates in GM so that our system is routinely
preventative and proactive with delivery through neighbourhoods becoming our default.
Greater Manchester’s status as the Prevention Demonstrator gives us the opportunity to
set the pace nationally for this different way of working” — Prof Colin Scales, Chief
Executive NHS GM

“That combination of ambition, scale and complexity is what makes it exciting. If we can

demonstrate what works in Greater Manchester, the opportunity to translate those
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lessons nationally and internationally is significant” — Ben Bridgewater, Chief

Executive, Health Innovation Manchester

“Collaboration is the force multiplier for the prevention demonstrator: if we get this right,
the impact on our people, on our economy, and on our towns and cities will be profound.
Poor health lies at the heart of so many of our economic, social and political challenges
today. This projects offers a creative and systematic attempt to turn that around” —

Duncan Iveson, Vice Chancellor, University of Manchester

“Refocussing services so that our residents get the help they need, when they need it, in
the way that they need it, supporting them to achieve their dreams, resolving smaller
problems before they become bigger problems, is a win-win for us all — happier, healthier

lives for individuals and savings for the public purse.” — Kate Green, Deputy Mayor.

“I'm particularly encouraged by the focus on culture and relationships. The bits that make
the biggest difference aren’t always the big shiny initiatives — they’re the everyday

interactions, the confidence of frontline teams to do the right thing, and the trust between
organisations and our communities.” — Alison Mckenzie-Folan, Chief Executive Wigan

Council

“I'm delighted to be supporting the Prevention Demonstrator and to build on Greater
Manchester's long track record in preventative health. More radical change comes from
deeper collaboration between central and local government — drawing on ideas from the
front line, running experiments, and then reverse-engineering policy based on that

practical experience.” - Ravi Gurumurthy, Chief Executive NESTA

“The Prevention Demonstrator is a bold step up, creating a regional proof of concept of
an exciting shift in supporting population health. Greater Manchester is already a pioneer
in many policy areas; now, by mobilizing this Prevention Demonstrator, GM is treating
wellbeing as a priority, it is transforming abstract social science into an active, living
pipeline of systemic change.” Prof Kate Pickett, University of York, Academic

Director of Health Equity North.

6.2 The GM Live Well Board, jointly chaired by the Chief Executives of Wigan Council (as the
CE Portfolio Lead for Live Well) and NHS Greater Manchester, oversees the work to
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ensure the clear alignment with Live Well roll out, and integrated place based working is

maintained.

Recommendations:
NHS GM is asked to:

i.  Support the approach to mobilise the Prevention Demonstrator
ii.  Endorse the participation of all ten areas through the spread of Live Well and the
contribution of Manchester, Rochdale, Stockport and Wigan to the detailed blueprinting
and evaluation activities.
iii.  Maximise the alignment of resources across the key preventative programmes
iv.  Connect the outputs of the evaluation into medium term financial planning and devolution

negotiations with government
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July 2026

Report information.

Required information.

Details.

Title of report.

NHS Greater Manchester Annual Public
Sector Equality Duty (PSED) Report 2025/26

Author.

Paul Lynch - Director of Health Equity and
Strategy (Strategy, People & Partnerships)

Presented by.

Chief Strategy, People and Partnerships
Officer

Contact for further information.

Paul.lynch@nhs.net majidhussain@nhs.net

Executive summary.

This report provides the NHS GM Integrated
Care Board (ICB) with assurance of
compliance with the Public Sector Equality
Duty (PSED) for the financial year 2025/26. It
evidences how NHS GM has had due regard
to all three aims of the PSED eliminating
discrimination, advancing equality of
opportunity, and fostering good relations
across its roles as commissioner, employer
and system leader.

The report constitutes NHS GM’s annual
equality information publication and
demonstrates how equality is embedded
within governance, commissioning, workforce
practice and system leadership. Delivery is
structured through the NHS GM Equality
Objectives (2022-2026) and supported by
system-wide programmes including Live Well,
the Fairer Health for All framework, the
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People and Communities Participation
Strategy, Equality and Health Inequality
Impact Assessments (EHIA), and workforce
equality initiatives. The report also reflects
progress in anti-racism, including
implementation of the Anti-Racist Framework
and the No Space for Racism campaign.

Overall, the evidence confirms NHS GM is
meeting its statutory equality duties, while
recognising areas requiring further
development. These include strengthening
how equality outcomes are measured and
demonstrated, addressing workforce
disparities in representation, senior
leadership diversity and staff experience, and
accelerating implementation of the Accessible
Information Standard (AIS), recognising that
full system-wide compliance remains in
development. Subject to Board approval, the
report and a Plain English summary will be
published in line with statutory requirements.

The benefits that the population of Greater
Manchester will experience.

By systematically integrating equality
considerations into decision-making, services
and workforce culture through programmes
such as Live Well and the Fairer Health for All
framework, the ICB supports improved
access, experience and outcomes for all
communities across Greater Manchester.

e More inclusive and equitable services:
PSED compliance drives targeted
actions to reduce barriers. For
example, focusing resources on
communities with lower screening or
vaccination uptake has improved
access to preventative care, benefiting
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those most in need.

o Improved outcomes and reduced gaps:
Through programmes like Fairer
Health for All, NHS GM has begun to
close health outcome gaps (e.g.
preventing hundreds of cardiovascular
events in higher-risk populations) by
addressing specific needs of under-
served groups. The population will
benefit from these proactive measures,
experiencing longer, healthier lives
irrespective of background or
circumstance.

o Greater trust and engagement:
Demonstrating accountability via this
report builds confidence among the
public especially those from protected
characteristic groups that their needs
and voices are valued. Enhanced
community relationships foster better
uptake of services, co-designed
solutions, and an overall healthier,
more engaged population.

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

The activity described in the PSED Report is
aligned to NHS GM'’s Equality Objectives
(2022-2026) and supports the reduction of
health inequalities by concentrating on those
who experience the greatest disparities in
health access, outcomes, or experience. NHS
Greater Manchester’s approach to reducing
health inequalities is increasingly delivered
through Live Well, the Fairer Health for All
framework and neighbourhood-based
partnership working. For instance

e Focusing on underserved
communities: NHS GM has prioritised
reaching marginalised and higher-need
groups including ethnic minority
communities, disabled residents, and
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areas of higher deprivation — with
tailored health interventions,
engagement events, and inclusive
service designs. This targeted
approach helps bridge gaps in care
and outcomes.

« Embedding equity in all strategies: By
making Equality and health impact
assessments core to the development
of strategies, policies and plans. This
means developments are increasingly
guided by data and insight on where
inequalities exist, leading to focused
actions that reduce those disparities
over time.

« Stronger partnerships and community
co-production: Working closely with
local authorities, the voluntary sector,
and community groups (e.g. through
the VCSFE Accord and locality
partnership boards) ensures policies
are shaped with local insight. Co-
producing solutions with communities
helps to remove longstanding systemic
barriers and build more culturally
competent services, thereby narrowing
health inequality gaps in areas such as
life expectancy, infant mortality, long-
term condition management, and
patient experience across Greater
Manchester.

The decision to be made and/or input
sought.

The Board is asked to:

e Receive and note the Annual Public
Sector Equality Duty Report 2025/26.

e Approve publication of the report in line
with statutory requirements.

e Approve the publication of a Plain
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English summary version to support
accessibility and transparency.

e Note the priority areas identified for
2026/27, including: strengthening
equality outcome measurement;
accelerating system-wide
implementation of the Accessible
Information Standard (AIS); addressing
variation in workforce experience,
representation and senior leadership
diversity; and continuing delivery of the
Anti-Racist Framework.

e Endorse continued oversight through
the People and Resources Committee.

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

The activities and outcomes captured in the
PSED Annual Report illustrate how we are
delivering on our statutory purpose to improve
population health and reduce health
inequalities across Greater Manchester.
Publishing this report ensures transparency
and accountability. The report also supports
delivery of the Strategic Commissioning Plan
by demonstrating how equality, inclusion and
reducing inequalities are embedded within
strategic decision-making, commissioning
and assurance arrangements.

In terms of risk management, fulfilling PSED
duties mitigates key BAF risks related to
regulatory compliance and health inequality.
By proactively embedding equality into
governance, decision-making and service
delivery, the ICB is managing the risk of legal
non-compliance with the Equality Act 2010
and reducing the risk of failing to address
disparities in health outcomes across our
communities.

¢ Reduces legal and regulatory risk
associated with statutory requirements,
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including compliance with the
Accessible Information Standard (AIS),
recognising that full system-wide
implementation remains in progress

e Mitigates workforce inequality risk by
identifying and addressing variation in
experience and outcomes.

e Strengthens Board assurance through
clear governance oversight and
reporting routes.

Key milestones.

Establishment of NHS Greater Manchester
and Equality Objectives: Upon its formation in
July 2022, NHS GM set Equality Objectives
(2022-2026), aligned to the ICB’s strategic
aims and statutory responsibilities. These
objectives have guided EDI efforts over the
past four years, and a full refresh of equality
objectives is scheduled for late 2026 to
ensure continuous improvement, and
alignment with the shift of the organisation in
becoming a strategic commissioner

e Refresh of Equality Objectives during
2026

e Development of strengthened equality
measurement frameworks

e Implementation of the Accessible
Information Standard (AIS) across all
providers, including contractual
embedding and system-wide
assurance (Q3-Q4 2026/27)

e Continued implementation of the Anti-
Racist Framework and No Space for
Racism action plan, aligned to
emerging national requirements
including the Lord Mann Review and
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NHS Staff Standards.

Leadership and governance
arrangements.

The Chief Strategy, People and Partnerships
Officer is the Senior Responsible Officer
(SRO) for equality, diversity and inclusion
within the ICB’s executive team, ensuring that
PSED and health inequalities obligations are
addressed at the highest leadership level.
Day-to-day oversight and coordination of
equality and health equity work is led by the
Director of Health Equity and Strategy. Board
assurance is in place through the People and
Resources Committee. These arrangements
ensure that priority areas, including workforce
equality outcomes and compliance with the
Accessible Information Standard (AIS), are
subject to routine oversight, scrutiny and
performance monitoring.

Engagement* to date.

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

*Engagement: public, clinical. Analysis:

The report is informed by extensive
engagement undertaken during 2025/26,
including:

o Workforce engagement through staff
networks, the BAME Leadership
Council and Equality Professionals
Network

e Community engagement through the
People and Communities Participation
Strategy and VCFSE partners

e Lived experience insight gathered
through consultations, engagement
activity and service change
programmes

e Input from system partners through
governance and programme delivery

e Engagement activity also informed
Adult ADHD pathway redesign, IVF
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policy consultation, interpretation and
translation services, migrant health
programmes, work with Roma
communities and engagement with
Deaf communities through the Silent
Voices initiative.

This ensures the report reflects both
workforce and community perspectives.

Financial or Legal Implications

This report ensures compliance with the
Equality Act 2010.

The report also highlights areas requiring
continued focus to ensure full and consistent
application of statutory duties, including full
system-wide implementation of the
Accessible Information Standard (AIS), a
statutory requirement under the Health and
Social Care Act 2012. These actions support
mitigation of legal, regulatory and reputational
risk and will be delivered through established
commissioning and governance
arrangements.

There are no direct additional financial
implications.
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Introduction and Background

This report presents NHS Greater Manchester's Annual Public Sector Equality Duty (PSED)
Report for 2025/26 and demonstrates how the organisation has met its responsibilities under
the Equality Act 2010 in its roles as a commissioner, employer and system leader.

The report provides evidence of how NHS Greater Manchester has had due regard to the need
to eliminate discrimination, advance equality of opportunity and foster good relations. It also
fulfils the organisation's statutory requirement to publish equality information and report
progress against its Equality Objectives (2022—-2026).

The report demonstrates continued progress in embedding equality, inclusion, health equity and
anti-racism across commissioning, workforce development, community participation and
organisational governance. It highlights achievements during 2025/26, identifies areas where
further improvement is required and provides a foundation for future priorities as NHS Greater
Manchester transitions to its future role as a strategic commissioner. This paper should be read
alongside the full Annual Public Sector Equality Duty Report 2025/26, which contains the
supporting evidence, case studies, performance information and statutory equality publication
requirements.

Key Highlights and Areas for Further Development
Live Well, Prevention and Reducing Health Inequalities
Key Achievement

« Continued development of Live Well as Greater Manchester's flagship approach to
prevention and reducing health inequalities, bringing together communities, public
services and the voluntary sector to tackle the wider determinants of health and support
community-led solutions. During 2025/26, Live Well continued to grow as the primary
vehicle for delivering Greater Manchester's prevention ambitions and was further
strengthened through Greater Manchester's designation as the UK's first Prevention
Demonstrator.

Further Detail

The report highlights the growing role of Live Well in supporting neighbourhood working,
community-led approaches and prevention-focused interventions. Activity through the Live Well
Communities Fund, community-led wellbeing initiatives and wider stakeholder engagement has
helped strengthen community capacity and support action on the wider determinants of health.

Alongside this work, the Fairer Health for All framework has continued to provide the strategic
approach to reducing health inequalities across Greater Manchester, supporting targeted action
on cardiovascular disease prevention, vaccination uptake, maternity equity, migrant health and
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wider population health priorities.
Areas Requiring Further Focus

Whilst progress is evident, significant inequalities in health outcomes, life expectancy, healthy
life expectancy, deprivation and access to services persist across Greater Manchester.
Continued focus will be required to demonstrate measurable impact and support long-term
reductions in health inequalities.

People and Communities Participation
Key Achievement

o Further development of the People and Communities Participation Strategy, increasing
the involvement of communities experiencing disadvantage in service design,
consultation and decision-making.

Further Detail

During 2025/26, community engagement informed a range of programmes and policy
developments, including Adult ADHD pathway redesign, IVF policy consultation, interpretation
and translation services, migrant health initiatives, work with Roma communities and
engagement with Deaf communities through the Silent Voices initiative. These activities
demonstrate a growing emphasis on co-production and ensuring that communities who may
traditionally be underrepresented have meaningful opportunities to influence decisions affecting
them.

Areas Requiring Further Focus

Further work is required to strengthen how community insight is systematically used within
commissioning and to better evidence the influence of engagement activities on decisions,
service improvement and outcomes.

Equality and Health Inequality Impact Assessments (EHIA)

Key Achievement

« Strengthening of Equality and Health Inequality Impact Assessment (EHIA)
arrangements, including operation of the EHIA Rigour Panel, review of more than 60
EHIAs during 2025/26 and progress towards digitalisation of the EHIA process.

Further Detail

A major area of progress during 2025/26 has been the continued strengthening of EHIAs as a
key mechanism through which NHS Greater Manchester demonstrates due regard under the

10
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Equality Act 2010. EHIAs were embedded throughout the NHS Greater Manchester reform
programme, from the initial reform proposals through to the development of the future operating
model, helping to identify and mitigate potential equality and health inequality impacts during a
period of significant organisational change. This included foundational EHIAS, portfolio-level
EHIAs and a cumulative EHIA approach to assessing impacts across the reform programme.
Alongside this, 16 EHIA Rigour Panels reviewed more than 60 assessments across
commissioning, transformation and investment decisions, whilst progress towards digitalisation
of the EHIA process has strengthened governance, consistency and organisational learning.

Areas Requiring Further Focus

As equality considerations become further embedded within commissioning and transformation
programmes, there will be a need to continue strengthening the quality of assessments,
monitoring delivery of mitigations and demonstrating the impact of decision-making on
communities and protected groups.

Advancing Anti-Racism and Inclusion
Key Achievement

e Progress in implementing the Anti-Racist Framework and No Space for Racism
campaign, including leadership development, anti-racism education, strengthened
governance arrangements and system-wide collaboration.

Further Detail

The report highlights continued progress in implementing NHS Greater Manchester's Anti-
Racist Framework and wider anti-racism commitments. The No Space for Racism campaign
has provided an important platform for raising awareness, creating a visible organisational
commitment and supporting the development of a culture where racism is actively challenged.
Delivery during the year also included development of the associated No Space for Racism
action plan, establishing priorities for the next phase of implementation.

Progress has been supported through leadership development, anti-racism education,
strengthened governance arrangements, the Greater Manchester BAME Leadership Council,
staff networks, the Equality Professionals Network and wider partnership working.

Areas Requiring Further Focus

Workforce data continues to demonstrate disparities in staff experience, representation and
progression. The next phase of work will need to focus on translating commitments into
measurable improvements in workforce experience, leadership diversity and organisational
culture.

Workforce Equality and Inclusive Leadership

11

Version Number v1.2



Key Achievement

« Continued investment in workforce equality initiatives, staff networks, leadership inclusion
programmes, the Greater Manchester BAME Leadership Council and the Equality
Professionals Network.

Further Detail

The report identifies continued progress in strengthening workforce equality, inclusion and
leadership accountability through leadership development programmes, anti-racism learning,
workforce equality reporting, support for staff networks and actions to improve inclusion across
the organisation.

The report also highlights continued publication and scrutiny of workforce equality information,
alongside action plans intended to address identified disparities and improve workforce
experience.

Areas Requiring Further Focus

Despite progress, workforce inequalities remain an area requiring sustained attention. The
report identifies continuing disparities in representation, progression and staff experience and
recognises the need for ongoing action to ensure the workforce more closely reflects the
communities NHS Greater Manchester serves, particularly at senior leadership levels.

Equality Governance and Assurance
Key Achievement

« Continued strengthening of equality governance and assurance arrangements during a
period of significant organisational transition.

Further Detail

Equality reporting, workforce equality information, EHIAs and progress against Equality
Objectives have continued to receive oversight through established governance arrangements.
These structures have helped ensure equality, inclusion, health equity and anti-racism remained
visible and embedded throughout a period of significant organisational reform.

Areas Requiring Further Focus

Future assurance arrangements will need to strengthen the measurement of outcomes and
demonstrate more clearly the impact of equality interventions on population outcomes,
workforce experience and organisational decision-making.

Overall Areas ldentified for Further Development

12
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Whilst the report demonstrates continued compliance with statutory duties and significant
progress across a range of priority areas, several themes require continued focus:

« Strengthening how equality outcomes are measured, evidenced and reported across
commissioning and service delivery.

e Accelerating implementation and assurance of the Accessible Information Standard
across providers and commissioned services.

e Addressing workforce disparities, particularly in relation to representation, career
progression, staff experience and senior leadership diversity.

« Improving the use of equality data, community insight and evaluation to demonstrate
measurable improvements for patients, communities and staff.

« Continuing delivery of anti-racism commitments and strengthening organisational
accountability for tackling racism, discrimination and inequity.

« Embedding equality, inclusion and anti-racism more consistently within strategic
commissioning, resource allocation and service transformation.

Looking Ahead: Opportunities for 2026/27 and Beyond

The areas identified for further development within this report provide a clear focus for the next
phase of NHS Greater Manchester's equality, inclusion and health equity work. Opportunities
over the coming year will be focused on strengthening equality outcome measurement,
accelerating implementation of the Accessible Information Standard, addressing workforce
inequalities, embedding anti-racism further into organisational practice, and ensuring equality is
increasingly reflected within strategic commissioning, service transformation and resource
allocation decisions.

As NHS Greater Manchester transitions to its future role as a strategic commissioner, there is a
significant opportunity to position equality, inclusion and anti-racism as fundamental drivers of
strategic commissioning, service transformation and population health improvement. The
organisation's future success will increasingly be judged by its ability to demonstrate
measurable reductions in inequalities in access, experience and outcomes for residents,
alongside improvements in workforce experience and representation.

The NHS Greater Manchester Strategic Commissioning Plan (in development) 2026—2031
provides a strong foundation for this next phase of development. The Plan makes reducing
health inequalities a core commissioning test and commits to using commissioning, contracting,
pathway redesign, market development and provider oversight to reduce inequalities and
improve outcomes for communities experiencing the greatest disadvantage. As the organisation
adopts its new operating model, there is an opportunity to embed equality considerations
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throughout the entire commissioning cycle; from needs assessment and service design through
to procurement, contracting, performance management and evaluation. This approach will
enable equality, inclusion and anti-racism to become part of how decisions are made.

The refresh of NHS Greater Manchester's Equality Objectives during 2026 provides an
important opportunity to align future priorities with the organisation's new operating model, the
Strategic Commissioning Plan, emerging population needs, lessons learned from delivery to
date and evolving national policy requirements. This will enable a clearer focus on outcomes,
accountability and impact, whilst ensuring that equality priorities remain aligned to the needs of
Greater Manchester's diverse communities and workforce.

National developments during 2026 have also established a stronger and more ambitious
framework for future action. The Lord Mann Review of antisemitism and other forms of racism in
the NHS contains recommendations covering board accountability, workforce experience,
leadership responsibilities, governance, reporting mechanisms, anti-racism training,
organisational culture and regulatory oversight. The Review reinforces expectations that NHS
organisations move from reactive responses towards proactive anti-racist cultures supported by
clear governance, measurable action and visible leadership accountability.

Similarly, the NHS Staff Standards published in July 2026 establish a comprehensive national
framework covering tackling racism, line management, health and wellbeing, violence
prevention and reduction, sexual safety and flexible working. The standards introduce
strengthened expectations regarding leadership accountability, workforce experience, staff
safety, organisational culture and equality performance. Together, they provide an opportunity
for NHS Greater Manchester to strengthen workforce equality, inclusion and organisational
culture whilst maintaining alignment with emerging national requirements.

Alongside these developments, there remains a significant opportunity to strengthen the
evidence base for equality through improved equality, workforce and population health data,
enabling the organisation to demonstrate more clearly how interventions contribute to improved
outcomes, narrower inequalities gaps and better experiences for both communities and staff.
This will support stronger Board assurance, improved transparency and more effective targeting
of resources towards those who experience the greatest disadvantage.

Taken together, the Strategic Commissioning Plan, Equality Objectives refresh, Lord Mann
Review and NHS Staff Standards provide NHS Greater Manchester with a unique opportunity to
build equality, inclusion and anti-racism into the fabric of the organisation; influencing how
services are commissioned, how resources are allocated, how outcomes are measured and
how system transformation is delivered, ultimately supporting the organisation's ambition to
improve population health and reduce inequalities across Greater Manchester.

Conclusion

This report demonstrates that NHS Greater Manchester continues to meet its statutory
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responsibilities under the Public Sector Equality Duty whilst making tangible progress in
embedding equality, inclusion, health equity and anti-racism across its functions as a
commissioner, employer and system leader.

Notable achievements during 2025/26 include the continued development of Live Well,
strengthening of EHIA arrangements, implementation of anti-racism initiatives, expansion of
community participation and ongoing investment in workforce equality and inclusive leadership.

The report also recognises that important challenges remain, particularly in relation to workforce
inequalities, equality outcome measurement, Accessible Information Standard compliance and
demonstrating the impact of interventions on reducing inequalities.

As NHS Greater Manchester moves into its future role as a strategic commissioner, there is a
significant opportunity to build on this progress and ensure equality, inclusion and anti-racism
are embedded within how decisions are made, resources are allocated and outcomes are
achieved for the diverse communities of Greater Manchester. The Strategic Commissioning
Plan provides a framework for placing the reduction of inequalities at the heart of commissioning
decisions, whilst the refresh of the Equality Objectives offers an opportunity to strengthen
organisational priorities, accountability and outcome measurement. Together with the
expectations arising from the Lord Mann Review and the NHS Staff Standards, NHS Greater
Manchester is well positioned to strengthen workforce and population outcomes, improve
accountability, tackle inequalities more effectively and further embed equality, inclusion and
anti-racism within the culture, governance and delivery of the organisation.

Ultimately, these developments provide a strong platform for NHS Greater Manchester to
continue advancing equality of opportunity, reducing health inequalities and ensuring that all

residents and staff benefit fairly from the transformation of health and care services across
Greater Manchester.
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Accessibility Statement

We want to ensure that the information we communicate is accessible to all sections of our local
communities. Patients, the public and staff can request reasonable adjustments such as

information converted into other formats for easier reading.

Providing detailed data in table format is the most appropriate and transparent way of giving
detailed evidence. We know this is not the most accessible format for all our stakeholders so
where any of the table-based information is inaccessible to you, please contact us and we will

ensure we look at providing alternative formats for you.

To request information or any of our key documents in an alternative format such as Braille,
larger print or other formats, please email gm.icp@nhs.net us quoting the title and date of the

publication, plus the format you require.


mailto:gm.icp@nhs.net
mailto:gm.icp@nhs.net

Foreword

We are pleased to introduce the NHS Greater Manchester (GM) 2025/26 Public Sector Equality Duty
(PSED) Annual Report. This report reflects the progress we have made in fulfilling our statutory
responsibilities under the Equality Act 2010, while also highlighting the areas where further

improvement is needed.

Progressing equality and inclusion remains a core focus of our work, and this report showcases the
steps we are taking to address inequalities both in how we serve the people of Greater Manchester
and how we perform as an employer. Our aim is to ensure that promoting equality and addressing

unwarranted variation is embedded in our culture and consistently practiced across our organisation

and the broader system.

Tackling health inequalities remains a clear priority. Too many people across our communities
continue to face barriers to living healthy, fulfilling lives. At NHS GM, we are committed to challenging
these inequities and delivering outstanding outcomes and experiences for all. This shared mission
influences everything we do, alongside the collective efforts of health and care organisations across

Greater Manchester.

Within our workforce, while we are not yet fully reflective of the communities we serve, especially at
senior levels, we remain steadfast in our commitment to achieving this goal. We are confident that

the foundations we have laid will enable us to accelerate progress in the years ahead.

To drive action and collaboration, we have established the Greater Manchester BAME Leadership
Council and the Equality Professionals Network. These forums are key to addressing workforce and

community-related inequalities and ensuring a coordinated approach across our system.

We are also proud to have adopted the Greater Manchester Good Employment Charter, reinforcing

our commitment to providing fair employment practices. Through this alignment, we are fostering



inclusive, equitable, and supportive workplaces, ensuring that employment standards across our

system reflect the diverse needs of our workforce and communities.

Senior leadership plays a pivotal role in fostering an inclusive culture and ensuring equality
considerations are central to all our strategies and plans. This includes the adoption of Measurable

Inclusion Objectives by the Board and its members as part of broader leadership goals.

In partnership with the University of Salford, we launched a continuous professional development
programme for equality professionals across health, social care, VCSE organisations, local
authorities, and related sectors. We are now in the process of the developing the next stage/cohort of
the programme which has fostered collaboration and established a cohort of equality leaders working

together to tackle systemic discrimination and disadvantage.

This year also saw further progress on our Fairer Health for All (FHFA) framework, to develop
leaders, resources, data, and tools to support collaboration, shared learning, and targeted action,

ensuring resources are directed where they are needed most.

We are also pleased to have launched the Greater Manchester Women’s Health Strategy,
addressing the social determinants of health for women and girls, and reaffirming our commitment to

improving their health outcomes.

Work has progressed on the implementation of the Anti-Racist Framework, integrating elements from
the Northwest Assembly’s Anti-Racism Framework alongside relevant Greater Manchester
Combined Authority (GMCA) and Trade Union frameworks. This work has been supported by an

Anti-Racism Board development session held this year.

Our Strategic Migrant Health Group has continued to shape a strategic approach to improving
migrant health outcomes. This includes commissioning services, assuring quality standards,

embedding equity and human rights-based approaches, and addressing our workforce development
9



and support needs.

We have advanced the implementation of our People and Communities Participation Strategy,
working closely with community and voluntary sector partners to involve them in designing and

evaluating services.

In addition, we are building on our role as an anchor institution, with early plans for a GM-wide
translation and interpretation service that will enhance consistent accessibility whilst delivering cost
efficiencies. We have also laid the groundwork for advancing Accessible Information Standards and

promoting health literacy as key determinants of equitable health outcomes.
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Background

Public Sector Equality Duty — Annual Report 2025-2026

This is the fourth Annual Public Sector Equality Duty (PSED) Report produced by NHS Greater
Manchester (NHS GM) since its formal establishment as an Integrated Care Board (ICB) on 1 July
2022. The report sets out how NHS GM has met, and continues to meet, its statutory duties under
the Equality Act 2010, providing evidence of how due regard has been given to the need to eliminate
unlawful discrimination, advance equality of opportunity, and foster good relations between people
who share a protected characteristic and those who do not. The report provides an overview of key
achievements, areas of progress, and areas where further improvement is required. It also describes
the arrangements through which NHS GM demonstrates due regard in relation to patients and
service users, and its workforce, including governance structures, policy development,
commissioning and procurement processes, employment practices, and its wider system leadership
role within the Greater Manchester Integrated Care System.

This report highlights the progress we have made and our determination to accelerate further action.
While there is still much to do, we are confident that, with collaboration and commitment, we can
deliver meaningful change for the people of Greater Manchester and our workforce. NHS Greater
Manchester Integrated Care Board confirms that it has had due regard, throughout the financial year
2025/26, to the need to:

(a) eliminate discrimination, harassment, victimisation and any other conduct prohibited under the
Equality Act 2010;

(b) advance equality of opportunity between persons who share a relevant protected characteristic
and persons who do not share it; and

(c) foster good relations between persons who share a relevant protected characteristic and persons

who do not share it.
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This report constitutes NHS GM's annual equality information publication under the specific equality
duties (Regulation 2, Equality Act 2010 (Specific Duties) Regulations 2011) and provides the
evidence base for the above statement. Due regard has been given across the organisation's
functions as commissioner, employer and system leader, including during the period of significant

organisational reform described in this report.

Understanding our Equality Objectives

This page sets out NHS Greater Manchester’s Equality Objectives and explains how they are
reflected throughout this report.

These objectives guide how we work to reduce inequalities, improve services, and support our
workforce. They are delivered across all our roles as a commissioner, employer and system leader,

and often cut across more than one area of work.
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Equality Objectives 2022-2026: Overview

Objective Area of work What this means
Objective 1.1  Our People Strengthening inclusive leadership and decision-making
Objective 1.2 Our People Creating a workplace where all staff can thrive

Communities &
Objective 2.1 Involving communities in designing and improving services
Insights

Reducing differences in health access, experience and
Objective 3.1 Improving Outcomes
outcomes

Objective 3.2 Improving Outcomes Improving how we measure and track equality

Our People (cross-
Objective 3.3 Addressing systemic and structural racism
cutting)

How this links to our legal duties
NHS Greater Manchester has legal duties under the Equality Act 2010, including the Public Sector

Equality Duty. This means we must have due regard to the need to:

e Eliminate discrimination, harassment and victimization

e Advance equality of opportunity

e Foster good relations between different groups

e We are also required to publish equality objectives and information to show how we are

meeting these duties.

How to read this report

Each objective is referred to using its number and area of work (for example, Objective 2.1
13



[Communities and Insights]). Some objectives appear in more than one section because our work is
joined across the system. This reflects the way equality is considered as part of all decision-making,
rather than as separate or standalone activity. This information is intended to make the report easier

to follow and to show how our work connects to our Equality Objectives and legal responsibilities.

Refresh of Equality Objectives

NHS Greater Manchester’s current Equality Objectives cover the period 2022—-2026. Work is now
underway to develop the next set of Equality Objectives, which will reflect emerging evidence,
workforce and population insights, learning from delivery to date, and national policy direction.

The refreshed Equality Objectives will be finalised and published during 2026, in line with the
Equality Act 2010 (Specific Duties) Regulations 2011, ensuring continuity of compliance and a clear

forward programme of action beyond the current objective period.

Operating in a period of reform and transition

This reporting year has taken place against the backdrop of significant organisational reform and
operational transition across the NHS, including changes arising from national policy direction, the
NHS Reform Programme, and the ongoing development of Integrated Care Board operating models.
As NHS GM continues to adapt to these changes and evolving system responsibilities, maintaining
robust compliance with the Public Sector Equality Duty remains essential. Equality and inclusion are
not treated as discrete or supplementary activities, but as fundamental principles underpinning
decision-making during periods of change and transformation. Accordingly, this report reflects how
NHS GM has sought to embed equality considerations consistently throughout organisational reform
activity, ensuring that changes to structures, governance or operating models do not inadvertently
widen inequalities for protected groups, either within the workforce or across the communities

served.
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Governance and committee arrangements during transition

In December 2025, in response to the ongoing NHS Reform Programme and to manage
organisational capacity during a period of transition, the Board agreed to implement temporary
governance arrangements for the final quarter of the financial year. From 1 January 2026, the
Finance Committee, Population Health Committee, People and Culture Committee, and Quality and
Performance Committee were disestablished, and their responsibilities were temporarily assumed by
a Transition Committee and a Finance Sub-Committee. The Transition Committee comprised the full
membership of the Board and undertook the functions of the disestablished Committees for the
remainder of the financial year, while new governance arrangements were developed for
implementation in 2026/27. During this period, the Primary Care Commissioning Committee was
renamed the Primary Care Commissioning Group, while retaining its existing membership and
delegated responsibilities. The Audit Committee and Remuneration Committee remained in place
throughout the year, with no change to their scope or functions. In March 2026, and in response to
the ICB Model Blueprint and the implementation of a new Operating Model for NHS GM, the Board

approved the establishment of two new Committees with effect from 1 April 2026:

e The Strategic Commissioning Committee

e The People and Resources Committee

Taken together, these governance and operating model changes provide important context for how
NHS GM has continued to meet its Public Sector Equality Duty during a period of reform and
transition. While committee structures and accountabilities evolved, the organisation maintained
established mechanisms for engaging with, understanding, and responding to the experiences of
people with protected characteristics. Alongside formal governance arrangements, NHS GM has
continued to rely on a range of workforce and community led participatory approaches to inform
equality-related decision-making, support inclusive culture change, and ensure that the voices of

under-represented groups are heard. EDI was a standing agenda item of the People and Culture
15



Committee until its disestablishment in January 2026. The newly established People and Resources
Committee (from April 2026) has assumed this function and EDI reporting will continue as a standing

item within the new governance structure.

Delivering against our Equality Objectives

Equality Objectives referenced in this report align to the NHS Greater Manchester Equality
Objectives 2022-2026 framework. Where objectives are crosscutting across more than one domain
(for example, communities, commissioning and workforce), a consistent reference key is used to

support clarity.

Objectives are therefore presented with both their numerical reference and contextual domain (e.g.

Objective 2.1 [Communities], Objective 3.1 [Improving Outcomes], Objective 1.1 [Our People)).

e Delivering our Equality Objectives — Communities and Insights

Table 1 below contributes to delivery of Objective 2.1[Communities and Insights] Engage and involve
communities who experience discrimination and disadvantage in planning, design, and delivery of

health interventions within the NHS GM Equality Objectives framework 2022-2026

Action Progress Status

Significant progress has been made in
Improve the collection, Improving.

strengthening system capability to identify,
analysis, and application of

assess and address health inequalities through
quantitative and qualitative

the Fairer Health for All framework. New and
equalities related

enhanced tools have been established to enable
information, insight and

the collation and effective use of diverse
learning to enable targeted

intelligence, data and insights from public sector
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Action

Progress

Status

action where required.

and VCFSE partners. This includes the
consistent application of Equality and Health
Impact Assessments and the introduction of the
Rigour Panel, both of which have strengthened
the quality, consistency and assurance of equity
considerations across policies, programmes and
service redesigns. In parallel, development of an
integrated online platform has improved access
to shared intelligence and supported more
collaborative, place-based and system-wide

working.

Capacity to collect, analyse and apply equity data
has also been strengthened through targeted
improvements within the Digital Intelligence and
Insights (DII) function. Enhanced analytical
approaches have supported more granular
understanding of inequality patterns and informed
prioritisation of resources and interventions, with
early application demonstrated through population
health work such as cardiovascular disease
prevention. This has contributed to improved
identification and prioritisation of health

inequalities across programmes, with early
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Action

Progress

Status

evidence of more targeted interventions and
resource allocation in areas such as

cardiovascular disease prevention.

Through the VCSE Accord,
reaching agreement with
VCSE and user
led/community
organisations where NHS
Greater Manchester
Integrated Care decisions
will be co-designed with

communities/VCSE.

With the VCSE Accord agreements in place for
another two years, a participation strategy being
delivered, our Involvement Assurance Group
continuing, GM and Local Participation Groups
meeting, Fairer Health for All Framework, as well
as work with Healthwatch Memorandum,
arrangement with 10GM. Our 2-year VCSE
Engagement Model has now commenced in

August (see below).

To support the development of Women'’s Health
Hubs, VCFSE sector organisations were funded
to hold focus group activities in diverse
communities to understand women’s experiences
of accessing women'’s health

services. Communities involved included
disabled women, women who were involved in
the criminal justice system and women from

Black and other minority ethnic

Improving.
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Action

Progress

communities. The outcome of the focus groups
was collated into reports to be understood by the
system to support improvements in the design of

women’s health community services

Status

Strengthened and
harmonized approach to
integrating community
intelligence into
commissioning decision-

making.

A combination of Fairer Health for All

Framework, the People and Communities —
Participation Strategy, Equality, Health, and
Equality Impact Assessments will all contribute to
ensuring community intelligence is integrated into
commissioning decision. Development of a Lived
Experience programme to enable open-ended
conversations with communities about what
matters to them.

Through equalities leads involvement in the
Manchester locality End of Life and Palliative Care
programme, we were able to involve the VCFSE
sector in sharing their experiences of delivering
carers services in hospital settings through the
government Accelerating Reform Fund through
Adult Social Care scheme. This approach
enabled the system to better understand the
added value of such interventions for carers of

those at the end of life and enabled the group to

Improving.
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Action Progress Status

make recommendations to the Board for the

continuation of hospital-based carers services.

Early evidence indicates improved integration of
community insight into commissioning decisions,
with service areas increasingly using engagement
outputs to inform option appraisal and mitigation
planning. Lived experience input is now more
consistently referenced within programme
documentation and Equality and Health Impact

Assessments.

Table 1: Objective 2.1 engages and involves communities who experience discrimination and disadvantages in

planning, design, and delivery of health interventions.

During 2025-2026, NHS Greater Manchester strengthened the systematic use of community insight,
with increasing evidence that engagement outputs are informing commissioning decisions, service
design and mitigation planning. This contributes to eliminating discrimination by improving
identification of unmet needs, advances equality of opportunity through more targeted and inclusive
service design, and fosters good relations by strengthening trust, co-production and ongoing

dialogue with communities experiencing disadvantage.

People and Communities — our approach
NHS GM is committed to involving the public and patients in its work, not just in relation to fulfilling its

statutory duty for involvement, but to ensure that the services we commission meet the needs of all
20



our diverse people and communities and that our work around reducing health inequalities is
informed by the people who need it most. This means that we will continue to prioritise the
involvement of those who are least likely to be engaged and have their voices heard.

Therefore, our ICP engagement framework (the People and Communities Participation Strategy)
continues to:

e Focus on the bigger part of our engagement capacity on bringing in the voices of people who
have been marginalised, disadvantaged and most likely to experience health inequalities.

e Take a partnership approach, both at system and locality levels, to ensure we are making full
use of all available assets and joining up work to remove duplication and repetition.

e When supporting service improvement and change, ensure we have a good understanding of
which communities are not well served, or who may be differentially impacted by change —
and ensuring our targeting and methodologies reflect this understanding.

e Ensure that agenda setting is shared with our communities so they can raise subjects which

matter to them, feel heard and see resulting action.

e Delivering our People and Communities Participation Strategy

Supporting Service Change and Improvement

There has been a core focus of the engagement activity for the year in support of the extensive
commissioning programme of work. We have undertaken two service change consultations on IVF
cycles and Adult ADHD diagnosis. This engagement on service change supports commissioners to
develop and improve their ideas and options for improvement. It also informs the equality impact
analysis providing feedback and evidence for impact and mitigations. As part of this work, we
commonly set up lived experience advisory groups who support the work on an ongoing basis,
checking the engagement report, supporting options and criteria development, and options appraisal.

A short summary of these activities are set out below:
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e Adult ADHD Service Consultation:

During the eight-week public consultation we were seeking views on two proposed ADHD pathway

proposal for adults. The overall aim was to listen to the views of those who may use these services to

help commissioners design a new pathway to reduce the amount of time people wait for assessment,

diagnosis, and support.

We received insight from 1206 people but engaged thousands more. A full breakdown can be viewed

in the table below:

Method Public Engagement Reach
Online survey 1038
Focus groups (12) 168

Engagement stalls

1,341 people across 30 events

Website 7552 visits to the page
Emails 30

Phone calls 9

Texts/WhatsApp 33

Letters/audio file 7

Media/Newspaper

10 media adverts

Social media

Reach: 180,000, including 400 reposts and 98

comments

By completing an equality impact analysis, we identified individuals and communities who might be

most impacted by the proposed changes. This included:

e Adults with disabilities

¢ Individuals from the LGBTQ+ community

e Adults with substance misuse issues
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e Adults with learning disabilities
e People within the criminal justice system

e Those from social deprived communities

This consultation built on previous engagement with adults living with ADHD, and with support and
guidance from a lived experience advisory group
The full report, with detailed findings and insights can be viewed by clicking this link: Adult ADHD

Consultation Report.

¢ In Vitro Fertilisation (IVF) Cycles Consultation
During the six-week public consultation we were seeking the views on a proposal to standardise the
number of NHS funded IVF cycles, for eligible women aged thirty-nine or under, across Greater
Manchester.
During the 6-week consultation we received insight from 1,386 people but engaged thousands more.

A full breakdown can be viewed in the table below:

Method Public Engagement Reach

Online survey 1074 responses

Public engagement stalls 28 sessions, 829 conversations

Focus groups 5 sessions, 123 participants

Targeted communities 8 sessions, 189 participants

Website 7,893 page visits

Social media Organic - 22,700 reach, Paid - 120,000 reach
Printed press advertisements 358,282 potential readers

Media releases 22 articles

By completing an equality impact analysis, we identified individuals and communities who might be
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https://getinvolved.gmintegratedcare.org.uk/uploads/3a37abe2-1161-4530-8deb-fdadf9e9b196/files/file/content/36300ef3-a3ef-444a-aec1-f012384b1c9d/Adult_ADHD_Consultation_Report.pdf?Expires=1760799971&Signature=ODnTC6GZBuG31lIgJrwKqV6gF9ip59gKX8PWw5mIcfu92Y7odHfaMFH3vei2uHMkvUN-38zlhOxIiVLahKe6iC%7EgJfJRWVCSU-Gq6DH2ZC9zinLmLUbK0wYpb8kTryd3VXWvYEe3e6Z6UXzDra5i%7EcCUoZPlrtO3MzjsjBHwhjiaF6HEmJeDcGVjbwfwgPmiiUuPHz0v7Fp2qqhoc4GfR3%7E0kc6zK83cHuo9NU11Ivrhnc-9N2LHbfQXjAbxWRiUH%7E14cNiLNGktbMPEzbykcfhbs17XFK5UljN9mjh%7ESIi-clON0HgKEGYUaI-OUSN8aOjKRayeoed6TQNVHJ0vDQ__&Key-Pair-Id=K33PCIBF60FT3I

most impacted by the proposed changes. This included:
e Women under 40
e Adults with a disability or long-term condition or prescribed medication that impacts fertility
e Adults with learning disabilities
e Black African / Caribbean communities
e Same sex couples

e Those from social deprived communities.

Throughout the consultation we also worked closely with our local authority and voluntary sector
partners, and our Lived Experience Advisory Group (LEAG), which gave advice and challenges
before and during the consultation.

We produced literature and printed surveys in different languages as well as in an Easy Read format.
The translation tool on our engagement platform, Go Vocal, translated the consultation information a

total of 272 times. The full report can be viewed by clicking this link: [VE Cycles Consultation Report.

We have also delivered many more important engagement activities, each designed to capture the
voice of the patient, to listen to and hear their options and concerns, and contribute to service

improvements and overall patient experience. Examples of this work can be viewed below.

e Ambulance Handovers
We engaged forty-eight patients and their family members who presented at the Emergency
Department (ED) to hear about their ambulance journey and handover. We were particularly
interested in patients who had experienced corridor care, a significant patient safety and experience
issue. The findings have been shared with staff at Tameside and Glossop Integrated Care NHS
Foundation Trust. The report will be presented at the Trust's Urgent and Emergency Care

Governance Meeting and Patient Experience Meeting. We plan to extend the project and visit other
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Emergency Departments across Greater Manchester.

This report is currently in draft form.

e Translation and Interpretation Service Review
We carried out engagement with over 400 people as part of 22 face-to-face sessions to gain a better
understanding of how interpretation and translation service within primary care could be improved. Of

those who we engaged, participants spoke over 27 different community languages.

e Winter Health Listening Sessions
We carried out thirteen listening sessions across Greater Manchester with groups and organisations
who support vulnerable people, many who face health inequalities. We engaged with approximately
200 people through activities designed to capture the views of individuals, relating to stay well and
safe during winter months. Some activities took place with support from groups supporting older
people, such as Age UK, while others took place in community centres, food banks and soup
kitchens. This report is currently going through our governance process. This insight will be used to

develop future campaigns to provide important information and guidance. .

e Digital Access
We worked alongside local charity and older people’s groups across Greater Manchester to produce
a podcast to help older people use online and digital platforms and how the NHS shift from analogue
to digital might impact them. It was a follow-up piece of work to further explore some of the findings
from our 2024/5 Fit for the Future engagement, which took place in 2024/25.
We have been looking to develop relationships with underserved communities, with an example

shown below.

¢ Roma Women’s Event

The engagement team worked in partnership with local community organisations, Healthwatch and
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the local authority to deliver a successful community health and wellbeing event for women from the

Roma Community.

The Roma community in Oldham faces huge difficulties accessing healthcare due to language
barriers, lack of trust, and past negative experiences. This results in poor health outcomes and late

help-seeking.

The event had a fantastic turnout, bringing together over 60 women and their families with 18 local
partnership organisations, each volunteering their time to host stalls covering important health topics
such as maternity, oral health, smoking cessation, primary care, school nursing and more. Local
community interpreters guided small groups of about five women around all eighteen stalls, ensuring
information was translated and understood. As a partnership group, we're going to build on this and

hopefully develop future engagement opportunities with this community in the near future.

e Responding to feedback and lived experience
All our work supports the organisation to respond to feedback and experience, whichever project has
come out of. From the commissioners of service change projects responding to the feedback in the
engagement, to working on improving co-production, everything we do contributes to the delivery of

this priority.

However, this year we have developed plans for a specific work programme that makes sure that we
are regularly out in communities across all areas of Greater Manchester simply listening to what
people need to tell us. We will focus this activity predominantly on communities that experience the
greatest health inequalities, and it will be supported by the new VCSE model we have invested in. An
example of a specific project working with young people who have lived experience of trying to

navigate ADHD services can be viewed below.

e Children and Young People ADHD Lived Experience Advisory Group (LEAG)
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NHS GM partnered with the Greater Manchester Youth Network to form an LEAG consisting of ten
young people from across the region with lived experience of ADHD, who were still awaiting an
assessment or had recently had a diagnosis. The monthly group sessions allowed young people to
share ideas, challenged assumptions, and shaped recommendations for commissioners of CYP
ADHD services.

Our work with our NHS Greater Manchester Silent Voices group has continued to flourish and is a
powerful example of how we can improve our work by listening and responding to feedback and

experience.

e Silent Voices
This is a group consisting of ten Deaf people of which British Sign Language (BSL) is their first
language.
The monthly meeting group worked with trusted communication professionals, BSL interpreters, the
group discusses, comments and advises on NHS Greater Manchester's communication and
engagement practices.
Throughout the project they have achieved:
e Developing a comprehensive toolkit to support confident and competent communication with
people who are d/Deaf that is being rolled out
e Supported the digital and engagement team to create targeted & effective information in BSL
with no engagement project now going live without a supporting BSL video
e Developed relationships and improved communication and engagement with the d/Deaf
community across Greater Manchester
e Members of the group actively prompt good practice and services that listen via their own

Deaf networks.

e Reaching underserved communities
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To enable us to advance equalities within our engagement, all our engagement programmes
continue to undergo an equality analysis to ensure we are reaching those who most need to be

heard in an accessible way.

We have a range of ways to ensure our engagement is accessible including developing easy read
information, producing everything in large print, publishing BSL films for all engagement, offering
information in different languages, and taking requests for any additional support for people to get
involved should they need it. Our digital engagement platform can also be navigated in ten most
spoken and written languages across Greater Manchester.

Whilst we always have a significant online element to our engagement, we also extensively engage
offline, with a significant amount of engagement taking place face-to-face or through other methods.
This includes focus groups, workshops, events, telephone calls, WhatsApp messages, emails, and

community engagement.

To support this work, we continue to utilise our Targeted Equality Engagement Matrix tool which uses
the information from the project Equality Impact Analysis and any other relevant evidence to help us
target our engagement appropriately and mitigate any barriers to access. This was particularly useful
throughout delivery of our service change consultations. There is increasing evidence that
engagement outputs are informing commissioning decisions and mitigation planning across

programmes.

Migrant Health Group

Our Strategic Migrant Health Group has continued to shape a strategic approach to improving
migrant health outcomes. This includes commissioning services, assuring quality standards,
embedding equity and human rights-based approaches, and addressing our workforce development
and support needs. The Group operates across the Greater Manchester Integrated Care Partnership

with membership from key organisations.
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Work to date includes:

Continued review of the Greater Manchester Service Model working in partnership with the
commissioned providers

Regular quality monitoring of the service provision to ensure a good consistent offer
Continued provision of ordinary primary care for those residing in contingency or dispersed
accommodation

Continued provision to complete routine health checks, including routine bloods and infectious
disease screening, immunisations/vaccinations, and onward referrals.

Continued delivery of a supportive, empathetic delivery by a diverse team using a trauma
informed approach

local sign posting prospectuses of where to go for health support developed for each hotel and
shared with other on-site agencies and service users. This will include the appropriate use of
pharmacies, pharmacy first, general practice, walk in centres and A&E.

Continued support for individuals to access appropriate health services through sign posting to
the correct part of the health offer

Continuing to work with the Home Office and their commissioned providers to improve data
sharing to allow for health services to be able to ensure that continuation of care can be
maintained for those that require it should they move on from their accommodation

Continuing to work with GMCA, local authority partners and VCS in the delivery and

implementation of any new or revised home office guidance and policy

e Delivering against our Equality Objectives —Improving Outcomes

Table 2 below contributes to delivery of Objective 3.1 [Improving Outcomes] Engage and involve

communities who experience discrimination and disadvantage in planning, design, and delivery of
health interventions within the NHS GM Equality Objectives framework 2022-2026.
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Action

Set out what staff need to
improve confidence and
capability to interrogate
whether as a system we
are proactively addressing
inequalities and achieving

success.

Progress

During 2025-2026, NHS Greater Manchester (GM)
delivered targeted Leadership for Inclusion learning
sessions focused on Anti-Racism and Positive
Action, forming part of its wider system-wide
approach to advancing equality, improving
leadership capability and meeting its statutory
duties under Section 149 of the Equality Act 2010

(Public Sector Equality Duty).

These sessions aligned with NHS GM’s
Anti-Racism Framework, Equality Delivery System
(EDS), and workforce equality priorities, and were
designed to strengthen leaders’ understanding of
their legal responsibilities while supporting
meaningful, lawful action to address inequality

across the workforce and leadership pipeline.

Through our approach to Health Literacy, we
worked with the region to deliver two health
literacy training sessions. An online awareness
raising session that attracted over 60 colleagues
and an in-person session for system leaders. 35
leaders attended the session and have pledged to

do further work to improve health literacy across

Status

Improving
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Action

Progress

the organisation.

Early evidence indicates increased participation in
leadership and inclusion learning programmes, with
improved confidence among staff to apply equality

principles in decision-making and practice.

Status

Advance a system-wide
approach to improving
meeting Accessible

Information Standards.

Work is progressing in this area. Understanding what
communities who rely on the accessible information
standard must endure to get equitable health care.
We have also started making connections with
organisations who can provide solutions to aid the
complete implementation of Accessible Information

across greater Manchester.

NHS Greater Manchester has developed and shared
AIS presentations and self-assessment tools,
embedded AIS consideration within Equality and
Health Impact Assessment processes and aligned

this work with the wider Health Literacy programme.

In progress
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Action Progress Status

Initial engagement with system partners and
specialist organisations has begun to support
consistent implementation, recognising that progress
to date has been slower than anticipated and further
system coordination is required.

Early evidence suggests increasing system
awareness and early adoption of activity, including
integration of AlS within EHIA processes and
commissioning expectations. Initial engagement
suggests a shift from awareness raising towards
structured implementation planning across provider
organisations, although full compliance remains in

development.

Progress has been made in strengthening the
Ensure all investment Improving.

integration of Equality and Health Inequality Impact
decisions are informed by

Assessments (EHIA) within governance and
a robust EHIA.
decision-making processes. EHIA remains

embedded as a core requirement supporting

investment and commissioning decisions.

In 2025-2026 16 EHIA Rigour Panel meetings were
convened, reviewing a total of 60 EHIA submissions.

Increased demand, particularly during the
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Action

Progress
commissioning and contracting cycle, has
highlighted the need to expand panel capacity, with
more frequent meetings introduced from early 2026

to support timely review, guidance, and assurance.

Work is also underway to digitalise the EHIA process
through the development of an online portal, aimed
at improving accessibility, consistency, and oversight

of submissions.

In addition to formal panel scrutiny, the Equality and
Inclusion Team have continued to provide
proportionate advisory review for EHIA submissions
received outside the Rigour Panel, primarily via the
PMO. These relate largely to lower-impact proposals
(e.g. IT equipment changes, software installations,
and Al tools within GP practices), supporting
appropriate and proportionate application of due

regard.

The expansion of the EHIA Rigour Panel and
increased frequency of meetings reflects both higher
demand and improved compliance, with a greater
proportion of commissioning decisions now

supported by formal EHIA review. A greater

Status
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Action

Progress

proportion of EHIA submissions now demonstrate
identification of impacted groups and defined
mitigation actions at the point of review, reducing the

need for iterative revision.

Status

Providers are able to
provide measures of
advancing equality

progress against an

agreed framework.

Commissioning oversight group in place,
development of provider assurance framework is

underway.

In 2025-2026 work has been progressed
collaboratively with contracting teams and through
contracting accreditation processes to embed
equality specifications, monitoring and evaluation
requirements into standard NHS, independent and
acute sector contracts, including specific application
to ADHD and Autism services. These actions are
supporting greater consistency, accountability and
transparency in how equality duties are implemented

and assured across commissioned services.

Early evidence indicates improved consistency and
transparency in provider reporting, with a growing
proportion of submissions including structured
equality analysis, identification of impacted groups

and associated mitigation actions. This reflects a

Improving.
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Action Progress Status

shift towards more standardised and comparable
approaches to evidencing progress against equality

duties across commissioned services.

System capability to measure inequalities has
strengthened, with a growing number of data
incorporating protected characteristic, deprivation
and locality breakdowns. This is supporting more

consistent analysis of variation across services.

Table 2: Equality Objectives 3.1 [Improving Outcomes] Working with others to drive the reduction of

inequalities in access, experience and outcomes of health and care services

During 2025-2026, system capability to identify, assess and address inequalities has improved, with
increased use of EHIA, leadership development, and more consistent incorporation of equality
considerations in commissioning and provider oversight. This supports the elimination of
discrimination through earlier identification and mitigation of impacts, advances equality of
opportunity through improved access and experience of services and fosters good relations through

greater transparency and consistency in decision-making.

Table 3 below contributes to delivery of Objective 3.2 [Improving Outcomes] Set equality
performance goals and develop a robust measurement framework within the NHS GM Equality
Objectives framework 2022-2026.
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Action

Scope for a shared portal
for a community
information bank to

support EHIAs.

Progress

This work is scoped out and commissioning of
new digital shared space for EHIA has been
agreed. Currently, work is underway in

designing the shared online EHIA infrastructure.

In 2025-2026, progress has been made in
developing the digital infrastructure and tools
required to support a more systematic, evidence-
led and consistent approach to Equality Impact
Assessments across NHS Greater Manchester.
Work has continued to enhance the GM
Intelligence Hub site area, providing a
centralised portal that directs programme and
commissioning leads to key data, insights and
evidence.

Tableau dashboard has been developed to
analyse submitted EHIAs and identify key

themes and trends.

Early evidence indicates improved access to
shared equality data and insight, supporting more
consistent and evidence-based EHIA development

aCross programmes.

Status

Improving.
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Action

Develop a systemic
equalities measurement

framework.

Progress

Equalities framework in development, the main
aspects of this will be part of work around
Core20Plus5, the fairer health for all work and

Statement on Information on Health Inequalities.

In 2025- 2026, a standardised checklist has been
set- up for all new dashboard developments. This
ensures that health inequalities considerations
are routinely incorporated at the design stage,
including Core20PLUSS5 priorities,
neighbourhood-level variation, and wider

determinants of inequality.

Work is underway to enhance the availability and
reporting of disaggregated data across
dashboards. Where data quality allows,
dashboards are being developed to provide
breakdowns by protected characteristics,
Core20PLUS populations, and

neighbourhood/locality geographies.

The Health Inequalities Statement continues to
meet the national statutory requirement to
demonstrate how health inequalities information is

used to inform action. Further development is

Status

Improving.
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Action

Progress

underway to align this with the annual Integrated
Needs Assessment, enhancing the depth of
analysis, improving data integration, and enabling
a more consistent, longitudinal view of inequalities
and progress over time.

System capability to measure inequalities has
strengthened, with increasing use of
disaggregated data to identify variation and inform

targeted action across services.

Status

Agree contract schedules
equality outcomes
(schedule 2n) with

providers.

Progress has been made in embedding equality
requirements within provider contract schedules
strengthening clarity of expectations for
addressing inequalities across commissioned
services. During 2025-2026, work has progressed
to improve consistency in how equality-related
requirements are applied across NHS provider
contracts, with early evidence of more structured
provider reporting on equality impacts, including
identification of affected groups and associated
mitigations. Development of proportionate and
consistent arrangements for independent and
VCSE providers is ongoing, reflecting a system-

wide approach to embedding equality within

Met.
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Action

Progress

commissioning, contracting and assurance

processes.

Status

Agree procurement and
contracting equality
targets, social value, and
anchor institution

strategy.

The strengthening of social value and anchor
institution approaches has enabled more
systematic consideration of equality impacts within

procurement and commissioning decisions.

NHS GM has established a formal Anchors
Network and associated programme, bringing
together GM trusts, localities and subject matter
experts across employment, procurement, estates
and carbon reduction. The network has focused
on local employment pathways, local spending,
and delivering social value, alongside
development of approaches to measurement and

reporting within this agenda.

Work has progressed to embed social value
considerations within business-as-usual

procurement and commissioning activity.

Accordingly, work is ongoing to determine the
appropriate approach to social value weighting
within NHS GM, including consideration of legal

compliance, proportionality, and system-wide

Met
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Action Progress Status

consistency. The system’s Anchors and social
value ambitions are formally reflected within the

Joint Forward Plan.

Early evidence indicates that social value and
equality considerations are being more
consistently incorporated within procurement and
commissioning discussions, with increasing
expectations for programmes to demonstrate how
wider equality impacts are considered and

addressed in decision-making.

Table 3: Equality Objectives 3.2[Improving outcomes] Set equality performance goals and develop a robust

measurement framework

Significant progress has been made against both objectives in this section. During 2025-2026, NHS
Greater Manchester strengthened its equality measurement capability, including improved access to
shared data, development of the EHIA digital infrastructure, and increased use of disaggregated data
to inform action. This contributes to eliminating discrimination through better identification of
disparities, advances equality of opportunity by enabling targeted interventions, and fosters good
relations by improving transparency and accountability in how equality information is used. Areas still
in progress include the system-wide implementation of the Accessible Information Standard. A
further action under Objective 3.3 (Our People section) setting proportionate aspirational targets for

senior representation is also recorded as Not met and remains a priority for 2026/27
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Fairer Health for All (FHFA) - Our commitment to tackle health inequalities shapes all that we

do

e Reducing health inequalities
Fairer Health for All is our system-wide commitment and framework for reducing health inequalities in
Greater Manchester (GM). The framework sets out our collaborative approach and priority action
across the city-region to reduce health inequalities and ensure people have the best possible health
and wellbeing, no matter who they are or where they live. It outlines key principles, alongside tools
and resources for how we can monitor progress and learn through system-wide outcome and
assurance targets and metrics. It sets out how we will work collaboratively to:
« Fulfil statutory NHS responsibilities such as unlocking social and economic potential and delivering
against Core20PLUSS inequalities targets
* Enhance and embed prevention, equality, and environmental sustainability into everything we do as
a health and care system
 Tackle the discrimination, injustice and prejudice that lead to health and care inequalities
» Create more opportunities for people to lead healthy lives wherever they live, work and play in our
city region
The Fairer Health for All Ambitions and Goals for 2030 are to:
1. Improve health and wellbeing to narrow the gap in life expectancy and healthy life expectancy:
narrow the gap by at least 15% between men and women living in GM between all 10 localities in
GM, as well as between GM and England average.
2. Reduce unwarranted variation in health outcomes and experiences: eliminate the difference
between the highest and lowest social groups in the experience of having two or more multiple health
harming behaviours.

3. Increase social and economic activity because of reduced ill health: narrow the 15-year gap in the
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onset of multiple morbidities between the poorest and wealthiest sections of the population to five
years.

4. Reduce preventable or unmet health and care needs leading to reductions in health and care
demand: close the health inequalities gap in smoking prevalence with England. Reduce avoidable
mortality rates by 40%.

5. Reduce the difference in life expectancy and the incidence of physical health conditions for people
with SMI: narrow the gap with England by 15%.

6. Reduce infant Mortality: narrow the gap in infant mortality with England by 15% and close the
school readiness gap.

The information below summarises the progress of our system-wide action on prevention and
proactive care. It demonstrates approaches to reducing inequalities in 2025/26 and that equality and

inclusion is embedded as a golden thread in all areas of work. This should be read alongside the full

Health Inequality Statement which highlights the breadth of work to tackle inequalities happening

across our neighbourhoods and localities. Further examples of Fairer Health for All in action are also

on the Academy website, with links to training and development opportunities and shared learning

resources that capture ‘stories of change’ describing how we are enhancing:
» Community-led health and wellbeing

 Health creating places.

* Prevention and proactive care

» Access, experience and outcomes of care

e Community-led health and wellbeing
Our commitment to strengthen the role of communities and the Voluntary Community Faith Social
Enterprise (VCFSE) sector as a strategic partner in our prevention programmes is enabling
community-led health and wellbeing. This is shifting resources and power to communities and
expanding access to well-being support and to screening and proactive care in non-traditional
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settings. Highlights include:

e GM Live Well
Greater Manchester's commitment to ensure everyone can access great everyday support in every
neighbourhood. It aims to tackle health, social and economic inequalities by changing how we work
with people and communities, and in public services. Live Well is nationally recognised as part of
Greater Manchester’s status as a ‘Prevention Demonstrator’, as outlined in the 10-year Plan for

Health, attracting significant interest from various government departments.

Over the last 12 months, Live Well has transformed from an ambitious manifesto pledge into our
collective programme for public service reform. Live Well is now the main mechanism for embedding
prevention, integration, and community empowerment across GM’s neighbourhoods. The GM
programme has also introduced the “Live Well Hallmarks” — a developing, collaboratively designed
framework for Live Well centres, spaces, and offers, co-created with localities and community groups
to ensure consistent, values-driven delivery.

In the past 12 months Live Well has convened over 2,000 stakeholders in high-profile community-
based events, growing a bottom-up movement to reduce inequality and further enhance collaboration
between communities and the local public services that serve them. A new Live Well Communities
Fund was prototyped, and funded community led health and wellbeing work of 400 community

groups, reaching over 13000 in deciding and or benefitting from grants.

e Immunisations and Vaccinations
Greater Manchester ICB invested more than £450,000 to support underserved groups in accessing
vaccinations throughout the winter period. Uptake of the Covid19 vaccine has met the NHS England
aspirational targets for 2025/26, with more than 155,000 vaccinations administered. Delivery of flu
vaccinations has also improved during the 2025/26 period, with over 886,000 doses given to help

protect those most at risk. The RSV vaccination programme is now established as a year-round offer.
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e Cardiovascular disease (CVD) prevention
The Beyond Core Contract Reviews (BeCCoR) quality standards for CVD and Diabetes included as
part of the GM-wide GP incentivisation programme have been shown in the year one evaluation
(2024/25) to have performed very well, with an estimated 380 catastrophic events prevented
(equivalent to one heart attack every other day and one stroke every two days across GM). GM ICB
has also this year been involved in the national ‘long-term conditions hypertension pilot’ programme
— with the largest number of GP practices of any ICB selected to take part. This work is benefitting

those at greater risk of CVD within GM and helping to address existing health inequalities.

e GM Creative Health Place Partnership
GM creative Health Place Partnership is a three—year programme (2024-2027) led by NHS GM and
pioneering ways to embed creative health approaches into a more preventative, equitable and
community driven health and care system across Greater Manchester. The programme brings
together more than 30 partners from across health, care, VCFSE, culture and higher education
sectors.
Over its first year, the programme has developed and tested creative approaches to early years
speech, language and communication; community-based mental health for global majority
communities and adults living with COPD and asthma. The programme is also building system-wide
infrastructure to support activity including practitioner support, leadership development and the

publication of evidence and research to support commissioning.

e GM'’s Nature for Health 'Test and Learn' programme
This programme was led by NHS GM 2021-2025 and has concluded after formally engaging over
1,550 residents in nature-based activities and delivering a peak net economic benefit of £4,933 per
person. The evaluation demonstrated statistically significant mental wellbeing improvements, with

83% of participants residing in the city-region’s most deprived areas and 76% from ethnic minority
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backgrounds. The programme proved the value-for-money of nature-based interventions by
specifically targeting individuals with serious mental illness and communities experiencing the most
entrenched health inequalities. Furthermore, the programme has a proven, neighbourhood-based
care model that supports the shift from sickness to prevention. This work helps contribute to the Live
Well movement, with Green Health principles firmly embedded in the Greater Manchester Strategy
and the NHS GM Green Plan 2025-28 to ensure a sustainable, low-carbon legacy for regional

health.

e Best start
We have seen positive progress on improving maternal health and the health of children in their first

1000 days. Key highlights include:

e Smoking in pregnancy
Since 2018, the Greater Manchester Smokefree Pregnancy Programme has transformed maternity
care across the region, reducing smoking at delivery from 13% to 5.9% and supporting more than
7,000 additional babies to be born smokefree. Through early intervention, universal carbon monoxide
screening, specialist midwifery-led stop smoking support, and a new digital platform that streamlines
care (which received Health Service Journal commendation), the programme has created a

consistent, evidence-based model now adopted nationally.

e The Greater Manchester Maternity Action Health Justice Partnership
This partnership has delivered benefits equating to over £3 million annually, by increasing women’s
incomes, helping retain employment, and securing settlements whilst also improving awareness of

rights and reducing stress.

e School readiness

The proportion of children in Greater Manchester achieving a good level of development by the end
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of reception increased slightly, from 63.6% in academic year 2023/24 to 64.2% in 2024-2025.
However, this figure still lags behind the England average of 68.3%. The proportion of children
achieving a good level of development decreased to 50.4% when considering eligibility for Free

School Meals and to 17.3% for children with SEN.

e Preventing Fetal Alcohol Spectrum Disorder (FASD)

In 2025/26, NHS GM continued to be recognised as a national exemplar of ICB action to prevent
diagnose and treat FASD. National FASD charity have named their annual lecture after one of the
NHS GM leads pioneering work. The Reynolds Lecture will highlight innovative work being done at a
local, regional or national level to help improve services for and/or understanding of the risks of

alcohol in pregnancy, the importance of diagnosis and support for those with FASD.

e Food and Healthy Weight
Following the successful Childhood Obesity consultation, The Real Picture, partners across Greater
Manchester have continued to collaborate on opportunities, programmes and projects to reduce
childhood obesity. This includes the establishment of a new GM Food Partnership Board, led by the
Combined Authority; a review of current school food standards and Holiday Activities and Food
(HAF) provision; and continued cross-system work to implement restrictions on out-of-home junk
food advertising. In addition, plans are in development to introduce a GM-wide approach to reducing

both childhood and adult obesity from 2026-2027.

e Prevention and Proactive Care
Continuation of system-wide programmes to positively shape the building blocks for health and to
address the key behavioural risk factors driving poor health. Highlights include:
* Work and health: Delivery of the GM WorkWell Partnership Vanguard has resulted in over 4800

GM residents who are experiencing a health condition to start, stay and succeed in work,
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acknowledging work and poverty are key social determinants of health. Mental health conditions are
primary health barriers identified, followed by musculoskeletal conditions. The success of the GM

WorkWell Partnership has contributed to the Government’s decision to roll out across England.

¢ Housing and health
Further developed ECO4 pathways delivered fully funded whole-house energy efficiency
interventions for patients with specified health conditions that are exacerbated by living in cold
homes. In 2025, over 1,071 NHS referrals into the ECO4 Flex scheme led to 757 completed home
retrofits, representing £6 million investment. This resulted in more than 2,770 tonnes of carbon
dioxide equivalent emissions saved, with residents saving an average of £590 per year on their

energy bills.

e Making Smoking History
Smoking delivery times are the lowest recorded in the city region, and we have also seen a decrease
in smoking prevalence in adults, which now stands at 11.7%. More public spaces than ever are going
smokefree, with all Trusts mobilising a smokefree approach across their sites. Community spaces
are supported to go smokefree with a new toolkit and ways to support housing tenants to quit
smoking being tested across GM.
An innovative digital platform to support transfer of care and give robust end-to-end data about
smokers’ journeys to quit, has been rolled out across all of GM’s smoking cessation support offers.
Smoking cessation pathways have been implemented through the Prehab4 cancer wellbeing
scheme, that is available in all localities. Pilots offering patients attending A&E and their friends and
family's brief advice, an e-cigarette starter kit (vape) and referral to stop smoking services have been

launched - early predictions estimate over 100,000 people a year could be offered support.

¢ Ending all new transmissions of HIV
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NHS Greater Manchester (GM), working alongside system partners, continues to invest in and
deliver a comprehensive programme to eliminate all new HIV transmissions by 2030, in line with
GM’s Fast Track City commitments. GM continues to exceed the Fast Track Cities 95-95-95 targets,
with 95% of people living with HIV aware of their status, 99% of those diagnosed receiving treatment,
and 97% of those on treatment achieving an undetectable viral load. Key activities include the
expansion of the national Blood Borne Virus Emergency Department Opt-Out testing programme,
now live across nine trust sites, alongside the extension of peer support services. Since the
programme began, over 1.1 million people have been tested for HIV, Hepatitis B and Hepatitis C in
emergency departments. Manchester University NHS Foundation Trust has also become the first
trust nationally to mandate HIV stigma e-learning for all staff. Through the Passionate About Sexual
Health Service, voluntary sector partners continue to deliver a multi-component approach to reducing

HIV stigma, including a positive speaker programme and an intensive support service.

¢ Reducing variation in access, experience and outcomes of care
We have continued to embed a culture of inclusion health and person-centered practice across care
pathways, using intelligence (data and insight) and VCFSE partnerships to inform:
« 'Where' care is delivered e.g. we are improving mental wellbeing and enabling access to mental
health services for children and young people via the Mental Health Schools Teams programme and
collaborative VCFSE projects. NHS GM have co-produced a new needs-led Neurodevelopmental
(ND) Early Help Model of Care to create a more sustainable system that supports CYP and their
families without requiring a formal diagnosis. A universal GM offer is being developed, and
mobilisation has started including a new website, sensory toolkit, chat messaging service, peer
support and a neuro-profiling toolkit. Mental Health Support Teams (MHSTS) continue to expand
across education settings with a maintained focus on meeting diverse needs and addressing
inequalities. Work has progressed locally with Equality, Diversity and Inclusion (EDI) practitioners,
Special Educational Needs and Disabilities (SEND) teams, and youth services to reach underserved
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communities.

* How we prioritise and target care for particular communities and neighbourhoods by aligning
NHS intelligence and community insight to develop quality and incentives schemes. Work has
progressed, embedding deprivation, ethnicity, and gender into dashboards. Additionally supporting
the National Neighbourhood Health Implementation Programme in Stockport and Rochdale,
providing data and insight at a population level with a focus on health inequalities to show gaps in
age, ethnicity and deprivation for adults with long term conditions and high or rising risk of hospital
admission. Furthermore, collaborative working with GMCA to implement a neighbourhood geography
to allow further detailed analysis at a resident level which links Live Well, Prevention Demonstrator
and Neighbourhood working. Prioritisation of care via the continued delivery of the GM Dental Quality
Access Scheme with priority given to key cohorts of military Veterans, Care Leavers, and people
living with Cancer has continued. Progress has also been made to reduce the gap between adult and
children with long waits (elective care). Since June 2025, the percentage of 0—18-year-old over 52-
week waiters have reduced from 5.2% to 3.7% (compared with 3.9% to 3.2% for 19—64-year-olds

and 3% to 2.4% for 65+ year olds).

*'How' care is delivered: we are co-designing culturally appropriate and accessible services that
also mitigate against the impact of poverty on health. The Bowel Screening Programme has
implemented Learning Disability (LD) flagging, which ensures extra clinic time is given to patients
attending with a LD. The Stockport Diabetes Transition Young Adult pilot report has shown significant
positive impact on clinical outcomes and engagement with the cohort accessing the service and
particularly targeting clinics in community settings in more deprived areas. Targeted engagement
with schools serving high numbers of Black, Asian and Minority Ethnic students, including Islamic
faith schools, is improving access and participation to mental health support. Further examples
mental health tailored support for Lesbian, Gay, Bisexual, Transgender, Queer (or Questioning) and

other sexual identities (LGBTQ+) young people from faith backgrounds.
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To build more capacity and capability in the system NHS GM Staff have undertaken training and
webinars including trauma informed care awareness raising sessions, adoption of the socio-
economic duty and poverty awareness raising sessions (since poverty awareness training began,
over 1,500 healthcare professionals have been trained, with attendees showing increased
confidence in how to support people struggling financially). Health literacy awareness training has
commenced to become a more health literate organisation in how we design and deliver care to
mitigate any barriers of access.

NHS GM has commenced implementation of a system-wide anti-racism programme to tackle rising
racist abuse towards staff and patients and to embed anti-racist practice into everyday culture,
governance and commissioning. Additionally, NHS GM has continued to develop a system wide
equality impact assessment online platform to better enable a read across cumulative equality impact
assessment. These approaches are contributing to improved targeting of interventions and increased

use of data and insight to identify and address inequalities.

Socio Economic duty

The socioeconomic duty under section 1 of the Equality Act 2010 has not yet commenced for NHS
bodies in England. However, NHS GM voluntarily has regard to the principles of the duty in its
commissioning and employer functions, recognising the profound impact of socioeconomic
disadvantages on health outcomes across Greater Manchester. This is evidenced through the Fairer
Health for All framework, the GM Live Well programme, poverty awareness training delivered to over
1,500 healthcare professionals, the ECO4 housing retrofit programme, and the GM WorkWell
Partnership Vanguard. NHS GM supports the case for commencing the socioeconomic duty for NHS

bodies and will continue to embed socioeconomic considerations across its functions.

Equality Impact Assessments (EHIA’S)
EHIA’s sit alongside the tools available as part of the fairer health for all framework, which will enable

collation of vast and diverse intelligence, data, and insights from across public VCFSE partners to
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drive resource and interventions where they are needed most. These tools will build capacity for
people, systems, and places and provide strategic insights and collaborative approaches for
integrated working. This will ensure we hardwire equity, inclusion and sustainability into our policies,
initiatives, and programmes to meet our six Integrated Care Partnership missions and strengthen
leadership and accountability.

Over the last year (April 2025 — March 2026) we have had 16 meetings of the EHIA Rigour Panel
where 60 EHIA’s have been reviewed. At the beginning of 2026 we have seen the need to have
more than one meeting a month due to the high demand during the commissioning and contracting
round where providers are required to submit the EHIA’s and for review and attend the Rigour Panel

for insight, guidance and approval.

Outside of the EHIA Rigour Panel there are EHIA’s being shared with the Equality and Inclusion
team for review primarily by the PMO team. These EHIA’s do not directly impact people and include:
the movement of IT equipment within GP practices; introduction of software to practice computers; or
the use of new Al programmes that various GP practices are trialing or have asked to have installed

across their practices.

¢ NHS GM Reform EHIA Process

NHS Greater Manchester ICB has undertaken a structured Equality and Health Inequalities Impact
Assessment (EHIA) process to support its reform programme, beginning with two foundational
assessments that separately considered workforce impacts from running cost reductions and longer-
term population impacts arising from the future operating model.

These assessments were informed by a wide range of evidence sources, including workforce
equality data (e.g. WRES, WDES, pay gap data) and population health intelligence (e.g. JSNAs,
Core20PLUSS5, Healthwatch insight), ensuring that both staff and community impacts were

considered.

51



An extensive programme of engagement supported the development of the operating model,
involving staff, trade unions, system partners, local authorities, and voluntary sector representatives,
alongside over 1,400 staff contributions. Accessible engagement approaches, including reasonable

adjustments, were applied to support inclusive participation.

Six portfolio-level EHIAs were subsequently developed across the new organisational structure and
combined into a Cumulative Equality Health Impact Assessment (CEHIA) in February 2026. This
cumulative assessment identifies key cross-cutting risks, including workforce fairness, pace of

change, loss of expertise, digital exclusion, unequal funding, variation in care, and loss of local voice.

A range of mitigating actions and assurance mechanisms have been established, including inclusive
workforce processes, equality oversight through a dedicated rigour panel, and safeguards to
maintain access, engagement and equitable service delivery. The CEHIA functions as an ongoing,

regularly refreshed framework underpinning reform decisions.

Equality monitoring is embedded throughout implementation, with outcomes tracked by protected
characteristic and pay band to identify any emerging variation. Initial findings from the first phase of
voluntary redundancy indicate no evidence of disproportionality, with further monitoring continuing

across subsequent phases and workforce processes.

The CEHIA now provides the overarching equality framework informing organisational design,
workforce transition and future commissioning decisions, with further EHIA activity undertaken where
more detailed assessment is required. There is also increasing evidence that equality risks are being
identified earlier in programme development, with more consistent application of mitigation actions

prior to decision-making.
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Accessible Information Standard (AIS)

As part of NHS Greater Manchester’'s approach to meeting the Public Sector Equality Duty, work
during 2025- 2026 focused on strengthening compliance with the refreshed Accessible Information
Standard. The updated standard reinforces statutory requirements to identify, record, flag, share,
meet and regularly review individuals’ communication and information needs, with strengthened
expectations for commissioners, providers and assurance processes. AlS was proactively socialised
across teams through the sharing of presentations, implementation guidance and the national Self-
Assessment Framework, alongside tailored implementation insight to clarify responsibilities and
support organisational readiness for compliance discussions. Key updates, including the introduction
of the sixth “Review” stage and clearer commissioning and assurance requirements aligned to CQC
expectations, were highlighted to ensure consistent understanding across the system. To embed
accessibility into decision-making, AlS requirements were integrated within Equality Health Impact
Assessment processes and incorporated into EHIA Rigour Panel assurance expectations, ensuring
communication and accessibility risks are systematically identified, assessed and mitigated. In
parallel, work is progressing to strengthen stakeholder engagement and assurance through
structured engagement materials, including the EHIA Process Map, to support consistent
engagement practice and embed lived experience insight. NHS GM’ recognises that full system-wide

implementation of the Accessible Information Standard remains a work in progress.

Accessible Information Standard Toolkit

To improve implementation of the Standard and remove access barriers to primary care for Disabled
people and to help GP practices meet their legal requirement, training and support was delivered in
Manchester which was co-designed between Breakthrough UK (the Disabled People’s organisation),
primary care and the Integrated Equity and Engagement Team. This training and support was

specifically for GP practices in Manchester locality. The support package commenced with a

53



lunchtime online session held and led by Breakthrough UK for all Manchester GP practices with the
offer of subsequent coaching on an individual basis.

Breakthrough UK provided a final report outlining the common themes and requirements identified
during the coaching sessions which led to the development of the AIS Toolkit. Practices asked for
easily accessible AIS information.

There is so much great information available, but it is not always easy to find. The AIS toolkit is
hosted online on the GMICB website and pulls together a wealth of essential information in a one-
stop shop displayed in a simple and easy-to-follow format and accessible in just a couple of

clicks. The main component of the AIS toolkit is a video narrated by June who is a patient champion
with personal experience of accessing services which went live in June 2024. This provides
practices with a quick snapshot of the 6 steps of the Standard. This can be viewed here: Accessible

Information Standard Primary Care Toolkit | Greater Manchester Integrated Care Partnership

A more recent comms campaign included raising awareness within the Primary Care locality bulletin
and a GM wide campaign via LinkedIn. The LinkedIn campaign ran from December 2025 — March
2026 with an introductory video to draw attention to Toolkit via social media.

https://youtube.com/shorts/ZaVoYVjfnAs?feature=share

Accelerating Accessible Information Standard (AIS) Compliance

NHS Greater Manchester recognises that the Accessible Information Standard (AlS) is a statutory
requirement under the Equality Act 2010 and a mandatory NHS standard, subject to Care Quality
Commission (CQC) oversight. While progress has been made during 2025-2026, the organisation

acknowledges that full and consistent system-wide implementation remains in development.

To mitigate legal, regulatory and reputational risk, NHS Greater Manchester has agreed an

accelerated programme of work to achieve full AIS compliance across commissioning, provider
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assurance and workforce practice. This programme is underpinned by clear governance, defined
milestones and system-wide accountability.
Planned implementation milestones include:
e Q3 2026/27: Completion of a structured AIS compliance baseline assessment across all NHS
GM provider organisations using the national AIS self-assessment framework.
e Q4 2026/27: Publication of a system-wide AIS improvement plan, including priority actions,
responsibilities and timelines.
o Q4 2026/27: Embedding AIS requirements within all new and renewed NHS GM contracts,
alongside targeted AIS training for primary care and commissioning teams.
o Q4 2026/27: System-level evaluation of progress against the AIS baseline, with outcomes

reported to the NHS GM Board.

e Improving Equitable Access to Information for the Primary Care Workforce
A Greater Manchester Primary Care Portal has been established as a single, central point of access
for all primary care staff to receive the latest news, updates, guidance and resources issued by NHS
GM. This initiative responds to the recognised risk that reliance on high volumes of email
communication can result in important information being overlooked or inconsistently received across
different professional groups, localities and service types.
The portal went live on 20 March 2026 and, at the time of reporting, more than 1,700 primary care
staff across Greater Manchester have registered, with registration numbers continuing to increase
weekly. By providing a consistent and accessible communications platform, NHS GM aims to reduce
information inequality and support fair access to system updates for staff working across general
practice, pharmacy, dentistry and optometry, including those working part-time, across multiple sites

or in smaller provider organisations.

e Improving Access to Interpretation and Translation Service

Over the last 12-18 months NHS Greater Manchester has been undertaking a review of its
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Interpretation and Translation provision for Primary Care services, which is currently provided under
a range of specifications and suppliers with variation in pricing structures. A project group was
formed, Framework specifications were reviewed, and an engagement process was carried out over
the summer of 2025. This work has fed into an NHS Greater Manchester Framework of
Requirements which describes our expectations of future suppliers and our aims for improving
access and quality of service delivery. Following a mini-competition process, NHS Greater
Manchester aims to go live with the new service in May 2026. We have given particular focus to the
d/Deaf community with the aim of improving access and patient/service user experience of British
Sign Language services, and we look forward to continuing with this work as we move forward with

the new service once it is live.

GM Maternity Equity and Equality Plan

GM LMNS has made strong progress towards delivering the Maternity & Neonatal Equity & Equality
Action Plan (2023 — 2027). Over half of all high-impact actions have been delivered, and most of the
remaining actions are underway. Achievements include improved ethnicity data quality, earlier
access to maternity care, increased breastfeeding initiation, reduced smoking at delivery rates,
translation of key materials, improvements to interpreting services and wider adoption of
personalised and culturally responsive care education and care pathways. Collaboration with VCSE
partners alongside good working relationships with MNVP has further strengthened co-production
and improved access for women, birthing people, and their families, who may be experiencing
inequality.

Case study 1

National guidance from National Institute for Health and Care Excellence (2021) recommends that
the first antenatal booking appointment should take place by 10+0 weeks’ gestation. ASAP campaign
update: The Greater Manchester Local Maternity & Neonatal System (GM LMNS) is delivering a

coordinated programme to improve early access to antenatal care, directly supporting the Public
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Sector Equality Duty. The introduction of the ASAP website provides a simplified, standardised

self-referral route, ensuring all women; including those without GP registration, with language needs,

or from migrant backgrounds; can access care as soon as they know they are pregnant. Focus

groups identified inequalities affecting Global Majority communities, migrants and

non-English-speaking families, including inconsistent GP advice, limited interpreter access, cultural

norms influencing early pregnancy disclosure and lack of understanding of booking appointments.

These insights shaped targeted interventions and highlighted the need for a GM-wide early booking

campaign. A number of maternity providers have been working to improve this metric, particularly in

the identification of which groups of women are more likely to book late for maternity care and

offering targeted interventions to improve access:

Saint Mary's Hospital (Manchester) set an earlier local ambition of 9+3 weeks to allow
sufficient time for laboratory screening for conditions such as thalassemia and sickle cell
disease. Performance improved from 36% in Q4 2022/23 to approximately 65% across the
last financial year, where it has since plateaued. While this remains below the 75% target,
challenges include supporting women who are new to the country or seeking asylum, where

early identification and clear communication on how to access services are key factors.

Both Saint Mary’s and Northern Care Alliance NHS Foundation Trust (NCA) have identified
that women whose first language is not English are more likely to book later in pregnancy. In
response, Saint Mary’s is working with Family Hubs and community partners, including CAHN,
to support completion of digital referral forms and is exploring translation options to improve

accessibility.

Saint Mary’s analysis also indicates that women living in more deprived areas, and those from
Asian Pakistani and Black African backgrounds, are more likely to book later. In contrast,
Northern Care Alliance has not identified a consistent association between deprivation and

late booking within its population.
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NCA reached 56% of women booking within the target timeframe by October 2025, with
continued improvement towards a 70% ambition. There is also evidence of improved access
and earlier engagement, supported by increased availability of translated information,
community outreach; 'early bird' appointments and the electronic appointment booking system

in providing accessible information in multiple languages.

Tameside has focused on improving early access to maternity services, with a target of
booking by 9+6 weeks. Surveys have been implemented to better understand the local
reasons for late booking. A range of targeted engagement activities have been undertaken,
including signposting to the ASAP website, and distribution of “book early” posters across GP
surgeries, community settings, Family Hubs, and children’s centres. The MNVP has also
worked with local places of worship to support community engagement. Additional outreach
has included placing information in local hotels to support refugees and asylum seekers, with
materials translated into the five most spoken languages to improve accessibility and
awareness. In January 2025, 53.7% of women were booked by 9+6 weeks, but this has risen

to almost 80% by the end of 2025.
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Tameside Percentage of booking by 9+6 weeks gestation

e Diabetes in Pregnancy
Existing Diabetes in pregnancy and gestational Diabetes can have a significant effect on pregnancy
outcomes and maternity providers are working hard to improve the care offered, particularly to those
groups of women who require close monitoring and treatment.
NCA has worked to embed new processes, with 87% of South Asian women receiving HbAlc testing
at booking; this rate has remained stable over time.
Outcome 1: The average gestation at first Glucose Tolerance Test (GTT) for South Asian women
has decreased since the test phase began, indicating earlier testing in pregnancy. This improvement
has been most notable in the latter half of the test period, with the average gestation reducing from
26.3 weeks to 24.5 weeks over the past five months (a reduction of 6.8%).
Outcome 2: The proportion of South Asian women receiving a first GTT test within 20 weeks has
also increased over the test period. This complements the average measure and provides further
evidence that testing is taking place earlier in pregnancy.

Additional clinic templates and multi-disciplinary approaches have been created and strengthened in
59



order to provide more detailed, holistic and frequent contact with women with Type 1 & Type 2

diabetes in pregnancy.

Saint Mary’s Hospital has addressed postnatal care following gestational diabetes in recognition of
the relationship between GDM and
Type 2 DM. There is a 10-fold
higher risk of developing T2DM
compared to those with
normoglycemic pregnancy, with an
increased risk of hypertension,
coronary disease. Women with a

history of GDM, South Asian ethnicity is associated with a greater risk for developing T2DM. The

teams aimed to increase the number of South Asian women with GDM that are aware of and access

postnatal diabetes follow-up and screening, including referral to diabetes prevention support.

This project aimed to co-develop translated resources to communicate messages around the

prevention of Type 2 diabetes following Gestational Diabetes in pregnancy.

e Vitamin D supplementation
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Vitamin D supplementation is being progressed across a number of maternity providers. Five GM
organisations are actively exploring the introduction of a loading dose of vitamin D (20,000 IU or
500mcg in early pregnancy), followed by a daily maintenance regimen (either 400 or 800 mcg daily).
Pathway implementation is anticipated in early 2026/27. Communication materials have also been
developed and have been interpreted into the 10 most common languages. This approach is

expected to deliver improved maternal and neonatal health outcomes.

e Cultural safety and cultural competency in maternity care

To address stark disparities, particularly for women from minority ethnic backgrounds who are more
likely to experience poor outcomes. A GM wide Cultural safety and cultural competency in maternity
care was commissioned by the LMNS and is now widely being used by GM maternity care

providers. Documents and resources are accessible on the NHS Futures Platform. Each provider
Trust will be responsible for implementing the training locally; tailored to their specific demographic of

women and birthing people and language needs.

Delivering against our Equality Objectives — Our People

Table 4 below contributes to delivery of Objective 1.1 [Our People] Strengthen inclusive and
accountable decision-making and leadership with a clear organisational commitment to advance

equality and inclusion within the NHS GM Equality Objectives framework 2022-2026
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Action

Progress

Status

Require the People Board to
take leadership on driving

transformation in this area.

The ICB has embedded inclusive and
accountable leadership through the active role
of our People and Culture Committees, which
operate with both an organisational and system-
wide focus. These committees are key
governance structures where equality, diversity,
and inclusion (EDI) are standing agenda items.
Regular equality reports and updates are
reviewed across these groups, ensuring
transparency, oversight, and a continuous focus

on improvement.

System-wide representation and lived
experience are further amplified through the
Inclusion Staff Networks, BAME Leadership
Council and the Equality Professional Network
(EPN), whose insights and contributions directly
inform the reports and recommendations
presented to leadership. This ensures a diverse
range of voices are integrated into strategic

planning and operational delivery.

Met.
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Action

Progress

Status

Early evidence indicates that equality
considerations are now more consistently
embedded within governance and decision-
making processes, with increased visibility,
scrutiny and senior leadership accountability for

EDI across the organisation.

Develop and monitor equality
performance objectives for all
senior leaders and staff in

NHS GM. Measure and share

progress and achievements.

ICB Executive Team maintains a clear
commitment to personal accountability for
equality outcomes, with each executive leader
holding individual equality objectives aligned to
our wider EDI strategy. This collective and
individual approach ensures equality and
inclusion remain central to our leadership

ethos and decision-making processes.

Early evidence indicates that equality
objectives are increasingly embedded within
leadership accountability frameworks, with
growing consistency in how equality
considerations are reflected in leadership

priorities and organisational decision-making.

Improving.
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Action

Progress

Status

Develop and implement a Recruitment, retention, and progression of Improving.
diverse leadership, talent, policies and procedures are under review from
and career progression action [an inclusion perspective; aspirational targets
plan to work towards have not yet been set.
reaching representational
Equality data is routinely monitored and
parity over time with a focus
presented as part of workforce reporting to the
on race and disability initially,
People and Culture Sub-Committee, supporting
using the NHS Model
ongoing oversight of representation and
Employer Strategy to set out
disparities.
aspirational targets.
Early evidence indicates improved visibility and
use of workforce equality data to inform
governance discussions, although the absence
of defined aspirational targets currently limits the
organisation’s ability to measure progress
towards representational parity.
Strengthening governance for | Equality Health Impact Assessments are a Met.

equality and inclusion with a

particular focus on ensuring

tool by which we can evaluate how a service

change, project, policy or procurement of
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Action
equality impact assessments
are integral to decision-

making.

Progress

service will impact across the communities we
serve and / or the workforce. These Equality
Impact Assessments are shared at committees
and board and are signed off by the relevant

lead or Senior Responsible Officer (SRO).

In 2024, the Equality and Inclusion Team formed
an EHIA (Equality Health Impact Assessment)
Rigour Panel, that is made up of colleagues from
across Greater Manchester and meets monthly.
The panel reviews and supports colleagues in
strengthening their EHIA's to meet due regard.
Since the inception of this panel in November
2024, we have seen a marked improvement in
the standard of EHIA's that are being created
and submitted. The Equality Health Impact
Assessment (EHIA) digital platform. The EHIA
digital platform remains in active development
during 2025-2026, with ongoing testing and
refinement to support improved accessibility,
consistency, and oversight of Equality and
Health Inequality Impact Assessments. Once
fully implemented, the platform is expected to

strengthen system capability by providing

Status
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Action Progress Status

integrated insights, supporting mitigation
tracking, and enhancing the quality and
efficiency of EHIA development across

programmes.

Early evidence indicates that equality
considerations are being identified and
addressed more consistently at earlier stages of
decision-making, with improved quality of EHIA
submissions and increased integration of

mitigations for impacted groups prior to approval.

Table 4: Objective 1.1 [Our People] Strengthen inclusive and accountable decision- making and leadership with

clear organizational commitment to advance equality and inclusion

During 2025-2026, equality considerations have become more consistently embedded within
governance and decision-making processes, supported by strengthened leadership accountability
and improved EHIA quality. This supports the elimination of discrimination through structured
oversight and challenge, advances equality of opportunity by embedding equality within leadership
decision-making and fosters good relations through inclusive governance and representation of

diverse perspectives.
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Table 5 below contributes to delivery of Objective 1:2 [Our People] Enabling NHS GM to become an
employer of choice where all people can flourish within the NHS GM Equality Objectives framework
2022-2026.

Action Progress Status
Have designed and begun A range of programmes are underway Met.
delivering an equality education including through the Fairer Health for
programme for all ICB staff and All Academy, Leadership for inclusion

board to meet the challenges set out | workshops, Anti racism workshops,
for ICS’s, to improve outcomes in trans inclusivity in the workplace,
population health and healthcare, social model of disability, faith and
and tackle inequalities in outcomes, | belief in workplace and sexual
experience, and access. orientation in the workplace and
continuous professional development

programme for quality professionals.

The NHS GM International Women's Day
Roundtable event was hosted in March
this year where updates on the GM
Women's Health Strategy, our Gender
Pay Gap, and wider developments
across GM was provided. Discussions
around the things that impact women in

the workplace was also covered.

Evidence indicates increased participation
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Action

Progress

in equality education and leadership
programmes, with improved awareness
and confidence among staff to apply
equality principles in practice and

decision-making.

Status

Through the People and Culture
Strategy, strengthen staff and
leadership capability to recognise
and act on existing workforce
disparities by setting and moving
towards aspirational targets to
improve recruitment, experience,
and development opportunities for
minoritised ethnic staff and disabled

staff in the first instance.

Recruitment, retention and progression
policies and procedures are under
review from an inclusion perspective, we
have not yet moved to setting

aspirational targets.

A consolidated action plan has been

produced for the workforce.

Early evidence indicates improved
visibility and use of workforce equality
data to inform governance discussions
and workforce planning, although the
absence of defined aspirational targets
currently limits the organisation’s ability to
measure progress towards reducing

disparities.

Improving.
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Action

Progress

Status

Table 5: Objective 1:2 [Our People] Enabling NHS GM to become an employer of choice where all people can

flourish.

During 2025-2026, NHS Greater Manchester has strengthened workforce inclusion activity,

including expanded equality education and improved use of workforce data to inform organisational

insight and action. This contributes to eliminating discrimination through increased awareness and

capability, advances equality of opportunity by supporting fair access to development and

progression and fosters good relations by promoting an inclusive and supportive workplace culture.

Table 6 below contributes to delivery of Objective 3.3 [Our People] Proactively address

existing systemic and structural racism. within the NHS GM Equality Objectives framework

2022-2026

Action

Set out the foundations for a
system wide anti racism

framework using the

Progress

Anti Racist Framework has been adopted by
the ICB and most NHS organisations within

GM, with other committing too, but work has

Status

Met.
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Action Progress Status
northwest BAME Assembly not yet commenced.
Framework.
Set out proportionate Work on setting aspirational workforce targets | Not met.
aspirational goals for has not yet commenced — but will be
improving representation at progressed as part of the Anti-Racist
levels where it is disparate, Framework and EDI improvement plan.
including at board.
The absence of defined aspirational targets
currently limits the organisation’s ability to
measure progress in addressing
underrepresentation at senior levels.
Establishing these targets has been identified as
a priority for 2026/27.
Set out ICB wide evidence of | WRES, WDES, EDS, Pay Gap reports being Improving.

workforce disparities and an

action plan to address them.

produced as well as staff surveys all with

corresponding action plans.

Early evidence indicates improved use of
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Action

Progress

workforce equality data to inform governance
discussions and action planning, with increased
consistency in how disparities are identified,
monitored and responded across the

organisation.

Status

Senior Equality leads drawn
from the northwest BAME

assembly to provide direction.

Senior Equality leads actively participate in the
Northwest BAME Assembly through membership
of the Assembly, its steering group and
associated working groups. This engagement
supports system-wide collaboration, shared
learning and alignment on priorities relating to

race equality and workforce inclusion.

Early evidence indicates strengthened system-
level alignment on race equality priorities, with
increased opportunities for shared learning,

collective challenge and dissemination of good

practice across organisations.

Met.

Table 6: Objective 3.3 [Our People] Proactively address existing systemic and structural racism.

During 2025-2026, NHS Greater Manchester established key foundations for addressing

systemic and structural racism, including adoption of the Anti-Racist Framework and
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strengthened system-wide leadership engagement. This supports the elimination of
discrimination by embedding anti-racist approaches within governance and practice,
advances equality of opportunity through improved identification of workforce disparities,
and fosters good relations through system-wide collaboration, shared learning and

accountability.

Summary of NHS GM System Facing Workforce Priorities

Following the announcement of national NHS Reform in March 2025, NHS Greater
Manchester entered a significant period of organisational transition as it prepared to adopt
its new role as a strategic commissioner. During this time, a number of system-facing
programmes were paused or concluded, and internal reform activity including a formal
consultation process beginning in November became the organisational focus.

Despite this inward shift, the NHS GM People and Culture Committee continued to provide
oversight of system-wide workforce risks and priorities from April to December 2025. This
included focused scrutiny of maternity workforce challenges, risks affecting migrant

workers, and progress across three major crosscutting workforce programmes.

Maternity Workforce

The Committee maintained close oversight of the GM Maternity and Neonatal Workforce
Implementation Plan, ensuring a comprehensive programme was in place to address
significant staffing gaps, recruitment challenges and associated safety risks. It emphasised
the need for strong system ownership and confirmed alignment with wider governance

structures, with progress monitored against more than 70 actions.

Migrant Workers
The Committee considered risks affecting migrant workers, including the impact of private

provider closures, visa-related pressures and increased reliance on international
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recruitment. Assurance was received on work across Trusts, primary care and social care
to understand the scale of the issue, share good practice and implement mitigating actions,

with ongoing monitoring in place.

System-wide Workforce Priorities

Delivery was reviewed across three agreed GM priorities:

. Workforce Efficiency:

Oversight of GM-wide workforce reduction targets, substantive workforce growth, temporary
staffing use, sickness absence, turnover and agency spend. Providers were supported
through a structured waterfall assurance process.

. Transforming People Services:

System implementation of shared recruitment processes, Al-enabled transactional
improvements, ESR data cleansing, Occupational Health procurement and digital HR tools.
Progress was monitored on standardised ID checks, onboarding and recruitment
timescales.

. Leadership, Culture & EDI:

Monitoring of actions linked to the Single Improvement Plan, leadership and governance
deep dives, and staff survey themes such as morale and burnout. The Committee received
regular Freedom to Speak Up updates and oversaw delivery of PSED requirements, anti-
racism commitments, the Sexual Safety Charter and wider EDI actions, including WRES
and WDES findings.

Looking forward

In January 2026, the NHS GM People and Culture Committee formally stood down in
preparation for the introduction of revised governance arrangements, reflecting the
organisation’s new operating model and its shift in strategic focus.

In support of the ICB’s new operating model, NHS GM is strengthening the alignment of
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workforce, finance and operational decision-making through the establishment of the new
Resource Committee, which will take forward the organisational level workforce assurance
previously held by the People & Culture Committee. System-wide oversight of workforce
risks and strategy will be overseen at provider and regional level. Transition arrangements

are in development to support this transfer.

Staff Networks

During 2025-26, NHS Greater Manchester’s Peer Support Networks (PSNs) played a
significant role in advancing equality, supporting protected characteristic groups, and
mitigating disproportionate impacts arising from sustained organisational change. Operating
across networks including Disability, Neurodiversity, LGBTQ+, Ethnic Minority Voice
Alliance, and Carers, PSNs provided psychologically safe, peer-led spaces grounded in
lived experience. Evidence demonstrates that these networks helped reduce isolation,
support mental wellbeing, and sustain engagement in work during periods of uncertainty,
particularly for staff from minoritised and marginalised groups. PSNs contributed to
advancing equality of opportunity by enabling access to peer support, shared learning,
informal mentoring, and increased awareness of reasonable adjustments, flexible working,
and inclusive practices. They also functioned as early warning mechanisms, surfacing
potential disproportionate impacts of organisational reform on protected groups and

informing system learning through the Inclusion Staff Networks governance structure.

Black, Asian Minority Ethnic (BAME) Leadership Council

Between April 2025 and March 2026, the Greater Manchester Black, Asian and Minority
Ethnic (BAME) Leadership Council made a significant contribution to NHS Greater
Manchester Integrated Care Board’s (ICB) delivery of its Public Sector Equality Duty under

the Equality Act 2010. Through five meetings held during the year, the Council provided
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strategic leadership, informed challenge, and advocacy on race equality, workforce

inclusion, and anti-racism across the GM health and care system.

The Council played a key role in ensuring that the lived experience and perspectives of
BAME leaders informed senior decision-making, particularly during a period of
organisational change and national debate on race and immigration. Its work supported the
ICB to give due regard to the need to eliminate discrimination, advance equality of
opportunity, and foster good relations.

Key areas of focus during the year included scrutiny of workforce equality data (WRES and
WDES), understanding and promoting the use of Positive Action within NHS policy,
engagement with regional and system-wide anti-racism initiatives, and consideration of
health inequalities affecting BAME communities, including maternity and neonatal
outcomes. The Council also prioritised the wellbeing and psychological safety of BAME
leaders, recognising the additional emotional labour and pressures associated with equality

and inclusion work.

The activity of the BAME Leadership Council during 2025/26 reflects and advances NHS
Greater Manchester ICB's obligations under the Public Sector Equality Duty (section 149,
Equality Act 2010). Throughout the year, the Council's programme of engagement, scrutiny,

and advocacy has contributed to our PSED in the following ways:

e Advanced equality of opportunity between BAME and non-BAME staff through scrutiny

of WRES and WDES data and advocacy for positive action

e Fostered good relations and tackled race discrimination through engagement with the

regional anti-racism campaign and the BRAP learning offer

e Promoted staff wellbeing and psychological safety among BAME leaders across the

system
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e Strengthened external partnerships with GMCA and partner organisations on shared
anti-racism priorities
e Provided informed, values-led challenge to senior ICB leadership on the equity

implications of organisational reform

The Council's continued operation as a strategic body demonstrates NHS GM ICB's

commitment to embedding race equality at the highest levels of organisational governance.

Equality Professionals Network

The NHS GM Equality Professionals Network (EPN) was established in June 2024 as a
GM-wide, equality-professional-led forum bringing together Equality, Diversity and Inclusion
(EDI) leads from NHS GM provider Trusts and the ICB. During 2025-2026, the EPN
continued to provide system leadership on equality, inclusion and workforce equity, acting
as a strategic platform for collaboration, shared learning, assurance and advisory input to

senior leaders across NHS GM.

The EPN Steering Group coordinated the network’s programme of work, agreed priorities
informed by workforce intelligence (including WRES and WDES), and oversaw the
establishment and governance of thematic working groups. From January 2025, the EPN
moved to a bi-monthly meeting cycle, with a clear focus on translating system-level insight

into practical actions across GM organisations

Key areas of steering group focus during 2025-2026 included:

e Oversight and coordination of GM-wide workforce equality initiatives
« Strengthening system responses to bullying, harassment and workplace culture
« Improving consistency and quality of workplace reasonable adjustments

e Supporting delivery of the Public Sector Equality Duty (PSED), EDS, WRES, WDES
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and pay gap reporting across organisations

« Providing an evidence based advisory function to senior leaders and committees

e EPN Bullying and Harassment Working Group

e Establishment and Purpose

The EPN Bullying and Harassment (B&H) Working Group was formally established in
October 2025 in response to consistent themes emerging from WRES and WDES findings
across GM provider Trusts, which identified bullying, harassment and unacceptable

workplace behaviours as a significant and shared challenge across the system.

The group met on a quarterly basis and brought together EDI leads, HR/OD colleagues,
workforce representatives, and system partners to support collective improvement and

shared learning.

e Key Activities and Outputs (2025-2026)

During 2025-2026, the Working Group:

o Provided a dedicated system forum to explore GM-wide workforce data and lived
experience relating to bullying, harassment and discrimination
o Shared case studies and practical interventions from GM and national organisations,
including:
o Active Bystander Training (Pennine Care NHS FT)
o Civility and culture campaigns (Manchester University NHS FT)
o Case studies from other NHS Trusts and national
e Supported alignment with regional and system-wide initiatives, including anti-racism

campaigns and leadership accountability for EDI objectives
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e Agreed priority focus areas for ongoing GM collaboration, including leadership
behaviour, cultural competency, and consistent approaches to prevention and

response.

The Working Group also contributed intelligence and learning back into the EPN Steering

Group to inform broader system priorities and PSED assurance.

e EPN Workplace Reasonable Adjustment Working Group

e Establishment and Purpose

The Workplace / Reasonable Adjustment Working Group (WRAWG) was established in
October 2024 and continued its work through 2025-2026, meeting quarterly. Its purpose
was to improve consistency, accessibility and quality of workplace reasonable adjustment
processes across NHS GM, ensuring equitable support for disabled staff and those with

long-term health conditions.

e Key Activities and Outputs (2025-2026)

Over the reporting period, the Working Group:

o Facilitated GM-wide sharing of good practice on workplace adjustments, including
input from NHS Trusts, GM localities and partner organisations
e Supported aligned approaches to:
o Workplace Adjustment Passports
o Access to Work processes and barriers
o Line manager capability and guidance
o Use of absence management and HR systems to support reasonable

adjustments
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« Focused on reducing unwarranted variation in staff experience by promoting early
intervention, clear guidance and shared learning, informed by lived experience.
« ldentified priority areas for ongoing development, including manager training, digital

tools/apps, and clearer standard operating procedures across GM organisations.

Learning from this group informed wider workforce equality work and contributed directly to

PSED evidence under disability, health and workforce inclusion.

Collectively, the EPN Steering Group and Working Groups made a significant contribution

to NHS GM’s compliance with the Public Sector Equality Duty during 2025—-2026 by:

« Advancing equality of opportunity through consistent system-wide approaches to
workplace culture and reasonable adjustments

e Addressing discrimination and harassment via data informed, preventative and
collaborative interventions

e Fostering good relations by enabling shared learning, transparency and collective
accountability across GM organisations

e Providing documented evidence of due regard through meeting records, action logs,
and integration into wider EDS, WRES, WDES and equality reporting processes

Leadership for Inclusion Masterclasses

Purpose and Context

During 2025-2026, NHS Greater Manchester (GM) delivered targeted Leadership for
Inclusion learning sessions focused on Anti-Racism and Positive Action, forming part of its
wider system-wide approach to advancing equality, improving leadership capability and
meeting its statutory duties under Section 149 of the Equality Act 2010 (Public Sector

Equality Duty).These sessions aligned with NHS GM'’s Anti-racism Framework, Equality
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Delivery System (EDS), and workforce equality priorities, and were designed to strengthen
leaders’ understanding of their legal responsibilities while supporting meaningful, lawful

action to address inequality across the workforce and leadership pipeline

¢ Anti-Racism Leadership Session

Overview

In May 2025, NHS GM’s Equality and Inclusion Team delivered a virtual Leadership for
Inclusion session on Anti-Racism, open to all colleagues across the GM health and care

system, irrespective of role, profession or band.

The session explored:

Structural and institutional racism and its impact on workforce experience and
outcomes

e The role of leaders in embedding anti-racist practice within organisations

o Leaders’ responsibilities under the Equality Act 2010 and PSED

e Practical actions leaders can take to challenge discriminatory behaviours, systems

and cultures,

The session explicitly supported delivery of NHS GM’s commitments within the GM
Anti-Racism Framework, reinforcing expectations around inclusive leadership,
accountability and the elimination of racial discrimination in organisational

decision-making.

e Positive Action in Practice Masterclass

Overview

In February 2026, NHS GM delivered a Leadership for Inclusion masterclass on Positive
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Action in Practice, building on prior anti-racism leadership learning.

The masterclass focused on:

The lawful use of positive action under the Equality Act 2010

« Differentiating positive action from positive discrimination

« Using workforce data and evidence to justify positive action interventions

o Real-world case studies illustrating transparency, proportionality and legal
compliance

« Reducing organisational risk while addressing underrepresentation in recruitment,

progression and leadership

The session achieved the following outcomes:

Increased leaders’ confidence to implement evidence based, legally compliant

interventions to advance equality of opportunity.

e Improved leadership capability to address underrepresentation in recruitment,
progression and leadership roles

e Promoted evidence based, proportionate use of positive action to remove barriers
experienced by protected groups

e Ensured equitable access to leadership learning through open, system-wide
sessions

e Created safe, facilitated spaces for dialogue on racism, inclusion and equality

¢ Increased shared understanding of fairness, transparency and legal context among
leaders

e Supported consistency and trust across the GM system by addressing

misconceptions around equality law
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Anti Racist Framework

During 2025-2026, NHS GM has continued to strengthen its approach to inclusion, with
particular focus on anti-racism, workforce voice, and embedding equality into governance
and decision-making. A significant milestone in the year was the launch of No Space for
Racism in March 2026, establishing a clear and public statement of leadership intent on
anti-racism across the system. This marked the most visible commitment NHS GM has
made to date in this area and created renewed momentum for delivery within the ICB. Work
since launch has focused on translating visibility into accountable action, recognising that
trust is built through follow-through rather than statements alone.

Progress has been made against the Northwest BAME Assembly Anti-Racist Framework
(ARF), with strong foundations now in place. An Executive-level EDI sponsor has been
appointed, with personal anti-racism objectives reflected in role expectations. Governance
arrangements have been strengthened to provide clearer senior oversight, and preparatory
work has continued to address gaps in evidence and delivery readiness ahead of a bronze
submission. While the Board has committed to achieving gold status, the organisation
recognises that bronze accreditation is a necessary and credible first step and has set out a
clear line of sight to this.

Trusted reporting and response have been identified as a critical inclusion priority. During
2025/26, preparatory work has taken place to introduce Datix-based reporting for racism
and discrimination incidents from April 2026, alongside clearer escalation routes and
learning mechanisms. This responds directly to staff feedback about confidence in reporting
and organisational response and represents a shift towards more transparent and
accountable handling of inclusion related concerns. Workforce inclusion has been further
supported through leadership development and capability-building. Planning has been

completed for a five-session anti-racism and inclusive leadership programme delivered in
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partnership with BRAP, with senior leader participation expectations to be confirmed for
2026/27. This reflects an explicit move away from optional or awareness-only training
toward sustained leadership responsibility and behaviour change.

The ICB has also begun reviewing its staff networks and equality-related forums,
recognising that these are critical channels for voice, insight, and co-production but require
clearer purpose, support, and alignment in the context of reduced capacity and
organisational change. A formal landscape review is planned to ensure networks are
properly resourced, connected to decision-making, and not relied upon as unfunded
delivery mechanisms.

Overall, inclusion work during 2025/26 has laid important groundwork. The focus has been
on establishing credible governance, clarifying leadership accountability, and preparing the
organisation to move from intent to measurable impact. The delivery plan for 2026/27 sets
out the next phase, prioritising resourcing, assurance, and embedment to ensure inclusion

and anti-racism are sustained as business as usual rather than time limited initiatives.

Supreme Court Ruling on the Definition of Sex Under the Equality Act 2010

During 2025-2026, NHS Greater Manchester (GM) established a system-wide, structured
response to the UK Supreme Court ruling of 16 April 2025 on the definition of sex under the
Equality Act 2010. This response was delivered primarily through the NHS GM Supreme
Court Ruling Working Group (established in May 2025) which was turned into a Community
of Practice (CoP) group from Jan 2026 meeting every six weeks rather than monthly. The
work demonstrates due regard to eliminating discrimination, advancing equality of
opportunity, and fostering good relations, while ensuring lawful, proportionate and

compassionate decision-making across the GM health and care system.
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Eliminating Discrimination, Harassment and Victimisation

NHS GM developed and shared system-wide legal briefings explaining the Supreme

Court ruling, its retrospective application, and implications for protected
characteristics, including sex, gender reassignment, disability and religion or belief

« Organisations were supported to review policies and practices potentially impacted
by the ruling (e.g. single-sex spaces, admissions, dignity and privacy, workforce
policies) to reduce the risk of unlawful discrimination or inconsistent practice.

e A coordinated approach to estates and facilities audits (including toilets, wards and
changing areas) was agreed to ensure compliance with the Equality Act while
maintaining dignity and safety for all service users.

« Trade unions and workforce representatives were actively engaged to manage
potential workforce impacts and minimise the risk of harassment or conflict arising

from inconsistent interpretation.

These actions supported consistent, lawful practice across GM and reduced risks of

discrimination, legal challenge and workforce grievances.

Advancing Equality of Opportunity

NHS GM emphasised the use of Equality and Health Impact Assessments (EHIAS) to
assess the disproportionate and intersectional impacts of policy changes on protected
groups, including trans people, women, disabled people and people with religious or belief-
based needs

Shared tools and templates were provided to support robust, evidence-based decision-
making, including recording mitigations and rationale for local decisions.

The Community of Practice (CoP) enabled practitioners across GM to share learning,

discuss complex cases, and identify reasonable adjustments and mitigations to advance
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equality of opportunity in local contexts.
This approach strengthened consistency, supported proportionate responses, and improved

organisational ability to mitigate adverse equality impacts before implementation.

Fostering Good Relations Between Different Groups

The Supreme Court Ruling Community of Practice created a safe, structured forum for open
discussion of sensitive issues, helping to reduce polarisation and misinformation across the
system

Clear, consistent briefings were shared following Working Group and CoP meetings to
support transparent communication with staff and stakeholders

Engagement with communication and engagement leads supported alignment of messages
to staff, partners and, where appropriate, service users. These actions supported
constructive dialogue, reduced confusion, and helped maintain trust during a period of

significant legal and social change.

Inclusive Leadership and System Governance

The Working Group brought together senior leaders from equality, workforce, legal, estates,
commissioning, providers, adult social care and trade unions, demonstrating visible and
accountable inclusive leadership.

Issues and learning from the Community of Practice were fed back into system leadership
and programme governance, supporting continuous improvement. This work directly
informed the development of the GM Sex and Gender Identity Programme (2025-2027),
ensuring sustainability beyond immediate legal compliance. Leadership assurance was
strengthened, and equality considerations were embedded into system-level decision-
making and programme planning

The evidence demonstrates that NHS GM had due regard to all three limbs of the Public
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Sector Equality Duty through structured governance, impact assessment, engagement and
mitigation.

Colleague Health and Wellbeing

Occupational Health services can be accessed by all colleagues across NHS GM, providing
a range of services including counselling services, which provide a safe and confidential
environment for colleagues experiencing issues at work and/or at home in relation to
bereavement, stress, anxiety etc. A physiotherapy service is also available to support and
improve physical heath. To improve ease of access, in addition to manager referrals,
colleagues can self-refer. This has been supported by the development of the Wellbeing
Cultures guides, which have been embedded into the digital OH portal and embedded into
line manager guides, to help ensure that a more informed and preventative approach is
taken to supporting wellbeing in the workplace. This is the result of the award-winning
collaboration across the Northwest, and GM have led the way for all health and care

settings in this matter.

An Employee Assistance Programme for all NHS GM employees, their partners and
dependents living in the same household. This is accessible 365 days a year and includes
24/7 phone and online service to provide in the moment access to qualified counsellors,
legal and financial advisors. A new provision through the Wisdom Al app is also available to

users.

A network of Health & Wellbeing Champions including Mental Health First Aiders — ensuring

that the bi-monthly supervision of the group continues to provide support and safeguarding

the organisational duty of care.
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The GM ‘My Way Diabetes’, offers free online resources and support for people living with
diabetes in Greater Manchester, or those at risk of developing the condition, their families,

and carers, which includes multi language content.

NHS GM have been focussed on the impact that menopause symptoms can have on an
individual in the workplace, the organisational improvements needed to become more
menopause aware, and the intersectional needs our workforce must consider the provision.
Resources are available across the wider health and social care network, and menopause

is included as a thematic area of focus in the GM Wellbeing Toolkit

A GM Mental Health Toolkit for Employers which provides specific guidance for managers
on how to support employees with various mental health conditions and to create

psychologically safe working environments.

Launch of the Workplace Adjustment Passport, to ensure that the individual needs of
colleagues are captured equitably in a portable document, agreed between individual and

line manager, and transferrable as an individual moves across roles or assignments.

Intranet advice, localised hybrid working agreements and the ability to work flexibly. The

flexible working policy is currently under review.

A Health & Wellbeing toolkit to support employees to self-manage 15 | EDS Reporting

Template 2022 personal health and wellbeing and to develop confidence in managers to

hold regular wellbeing conversations (in our “Good Conversation” guide)
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A new NHS GM appraisal approach has been developed and rolled out. As part of the

process, staff are now expected to reference their work against our stated EDI objectives.

NHS GM has a network of Wellbeing Champions, spread across all localities and teams. To
become a Champion, staff obtain the support of their line manager, complete a registration
of interest form, and attend an induction. Champions are regularly supported by the
Wellbeing Team with bi- monthly CPD and network sessions, and email bulletins - many of
these Wellbeing Champions are also Mental Health First Aiders, who are trained to listen

and support members of staff to get appropriate help)

Organisation have signed the Sexual Safety Charter Pledge. The Sexual Safety policy and
processes have been launched and provide clear access and provision to reporting, support

and safeguarding provision as needed.

Workforce Data - Workforce Equality Analysis - Key Highlights

Introduction

This section of the report provides highlights from the in-depth analysis of the workforce,
which is included as appendix 1 and provides a comprehensive overview of the workforce

demographics, identifying trends, areas of under representation/ areas for improvement.

Examples of actions underway to increase workforce diversity:

» Significant work has been undertaken to identify training /professional

development needs.

* Reviewed and revised flexible working policy and aligned to NHSE best practice.

* There has been a marked increase in initiatives focused on staff wellbeing.
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» Culture Action Plan has been developed using quantitative data and workforce
insights gathered from our Culture Roadshows and National Staff Survey (NSS)

data.

» Significant progress has been made on the development of an inclusive

recruitment toolkit.

» Disability Framework, self-assessment tool, and reasonable adjustment pilot

delivered, supporting key recommendations for Health and Social Care.

 The new NHS GM appraisal approach has now been rolled out. As part of the
process, staff are now expected to reference their work against our stated EDI

objectives.

* Rolled out EHIA Training and masterclasses as well as scoping out digitising the

EHIA process — great progress being made.

* Roll out of mutual mentoring, living libraries, and a refresh of the Inclusion staff
network along with establishing five peer support networks: carers, multifaith,
LQBTQ+, disability and long-term conditions (including cancer) and a neurodiversity

network.

» EDI and health inequalities are discussed in board and committee meetings.

» EDI is activity discussed in development conversations including all members of the

Executive team have an EDI objective in their personal development plan.

New line manager training pilot has been funded and will be rolled out

Workforce Data- based on snapshot data from 31.03.2026
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NHS Greater Manchester employs a predominantly female workforce. 68.6% of staff are
female and 31.4% are male. The workforce spans a wide range of ages, with the largest
proportion aged 41-60. Representation varies across Agenda for Change (AfC) paybands
and non-AfC roles. Detailed graphs and charts are included in Appendix 1 to support and

evidence the points summarised below.

e Age
Majority of the NHS Greater Manchester workforce is concentrated within the 41-60 age
range, with the highest representation in the 46-50 age group, followed by 41-45 and 56—
60. At lower AfC bands (Bands 2—-4), staff are more likely to be represented in younger
age groups (21-35), although overall numbers remain relatively small. At Bands 5-7, staff
are predominantly within the 31-60 age range, with peak concentrations in mid-career
groups (41-50).At senior bands (Band 8a and above), staff are primarily concentrated in
the 41-60 age groups, indicating progression into senior roles later in career stages. Staff
aged over 65 years are present across several bands, but represent a small proportion

overall, with numbers declining significantly beyond age 60.
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e Disability

Across the workforce, most staff (81.8%) report no disability. 10.24% report having a
disability, representing roughly 1 in 10 individuals. 6.09% have not declared their status,

suggesting some gap in data completeness. Very small proportions prefer not to answer
(1.35%) or are unspecified (0.53%).

Disability declaration by sex

Among staff who have declared a disability, 70.3% are female and 29.7% are male. A
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broadly similar sex distribution is observed among staff declaring no disability, where 68.2%
are female and 31.8% are male. Within the not declared disability category, 73.1% are
female and 26.9% are male. For those who selected prefer not to answer, 47.8% are
female and 52.2% are male. Staff recorded under unspecified disability status are 100%

female.

Disability declaration by ethnicity

Disability declaration varies across ethnic groups. Among White staff, the majority (80.9%)
report no disability, with 11% declaring a disability. Smaller proportions are recorded as not
declared (6.4%), prefer not to answer (1.3%), or unspecified (0.4%).

Among Asian or Asian British staff, 26.4% have declared a disability, while 11.3% have not
declared and 7.5% prefer not to answer. For Black, Black British, Caribbean or African staff,
9.4% have declared a disability, with 3.8% recorded as not declared.

Within mixed or multiple ethnic groups, 7.5% have declared a disability, while among staff
from other ethnic groups, 5.7% have declared a disability, alongside higher levels of not
declared (18.9%) and prefer not to answer (3.8%). Ethnicity is not specified for 3.8% of

staff.

Declaration of no disability by ethnicity

The proportion of staff declaring no disability is highest among Asian staff (69.4%), followed
by Black staff (15%), staff from mixed ethnic groups (9.4%), and staff from other ethnic
groups (5.9%). A very small proportion (0.3%) of staff declaring no disability have

unspecified ethnicity.

Intersection of disability, ethnicity and sex

Further variation is evident when disability declaration is considered across both ethnicity
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and sex. Among Asian, Asian British or Asian Welsh staff, similar proportions of females
(34.5%) and males (34.9%) report no disability.

Within Black, Black British, Black Welsh, Caribbean or African staff, a higher proportion of
females (10.1%) than males (4.9%) have declared a disability.

Among mixed or multiple ethnic groups, 6.8% of females report no disability compared with
2.6% of males. In the other ethnic group, 3.3% of females have declared a disability

compared with 2.6% of males. Ethnicity is not recorded for 0.3% of staff.

White ethnicity and disability declaration by sex

Within the White ethnic group, 58.6% of females have declared a disability, compared with
55.6% of males. In both groups, 33.3% are recorded as not declared. Among White
females, 4.8% prefer not to answer and 3.2% are unspecified, while among White males

11.1% prefer not to answer.

e Ethnicity
NHS GM is comprised of 78.9% White staff and 21.1% of ethnic minorities. There are
13.9% of Asian, Asian British or Asian Welsh 3.1% Black, Black British, Black Welsh,
Caribbean or African, 2.0% represent other ethnic group 1.9% mixed or multiple ethnic

groups and 0.2% unspecified.
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Ethnic minority representation varies across Agenda for Change Bands 3-9 and non-AfC
roles. The lowest level of representation is observed at Band 8d. Black staff representation

is recorded up to Band 8b, with no representation shown above this pay band.

e Sexual orientation

Overall distribution by ethnicity and sexual orientation

Most individuals identify as Heterosexual/Straight across all groups. Among females, the
largest group is White heterosexual (50.85%), followed by BME heterosexual (10.30%).
Among males, White heterosexual (18.26%)) is the largest, followed by BME heterosexual
(8.13%). Other sexual orientations (LGBTQ+) are present but make up a very small
proportion. Within the heterosexual population White females (58.05%) represent the
largest subgroup overall. BME females (11.76%) and White males (20.84%) follow. BME
males (9.29%) are smaller in comparison. Very small proportions are recorded as not

specified (0.07%).
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Pay band distribution (female)

Most female staff (across sexual orientations) are concentrated in: Band 7 (20.82%) —
highest, Band 8a (13.23%) Bands 5—-6 also show moderate representation. Lower

representation is seen in: Band 2 and Bands 8c-9

Heterosexual females by pay bands
Similar pattern, with highest concentration at: Band 7 (23.3%), followed by Band 8a (14.8%)

and Band 6 (13.2%) and very small proportions in Bands 2, 8d, and 9

e Religion or Belief — Intersectional Workforce Analysis
Analysis of workforce data by religion or belief, intersected with ethnicity, sex and pay band,
shows that religious representation varies significantly by ethnic background, while pay
band distribution broadly reflects overall workforce structures rather than clear evidence of

differential progression by religion.

Overall religion profile by ethnicity

Clear differences are evident between staff from White and Black and Minority Ethnic
(BME) backgrounds. Among White staff, the majority identify as Christian (57.7%), followed
by Atheist (20.8%). Smaller proportions report no religion/belief disclosure (12.8%) or Other
beliefs (7.0%), with very small proportions identifying as Islam, Judaism or Buddhism (each
<0.6%). Among BME staff, the profile is more diverse. Islam is the most common religion,
accounting for 42.4% of BME men and 45.7% of BME women. Christianity is the second
largest belief group (20.3% of BME men and 24.1% of BME women). Hinduism accounts for
13.3% of BME men and 7.0% of BME women. A consistent proportion of BME staff (12—
13%) reported “I do not wish to disclose my religion or belief”, indicating ongoing
non-disclosure across sexes. These patterns highlight that religion and ethnicity are

strongly intersecting characteristics, and that workforce religious diversity is driven primarily
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by ethnic composition.

Pay band distribution and progression
Across AfC pay bands, staff from different religious groups are present primarily in the

mid-bands (Bands 5-8a), particularly Band 6 and Band 7, for both men and women from
BME backgrounds. Muslim staff, who form the largest religious group among BME staff, are
present across Bands 2 to 9, with the highest volumes in Bands 5, 6, 7 and 8a.

Christian and Hindu staff from BME backgrounds follow a very similar distribution,
concentrated in the same mid-bands. Representation at senior grades (Bands 8b-9) is
lower across all religion groups, reflecting typical AfC organisational structures rather than a
distinct pattern linked to religion or belief. There is no clear evidence of a religion specific
concentration at higher or lower grades within the BME workforce; instead, grade patterns

closely mirror overall workforce distribution.

e Sex and religion
Women show slightly higher proportions identifying as Christian, while men show higher
proportions identifying as Hindu. Islam remains the largest religion for both sexes, with
similar representation across pay bands. Atheism and smaller faith groups (Judaism,
Sikhism, Buddhism) are present at low volumes for both sexes. These findings suggest that
sex does not materially alter the distribution of religious groups across grades, though

overall workforce size differs by sex.

Disclosure and data completeness

Across all charts, a notable minority of staff have chosen not to disclose their religion or
belief. This pattern is consistent across sex, ethnicity and pay band, and may limit full

understanding of religious diversity and any potential barriers linked to faith or belief.
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e Sex

Overall, the workforce is predominantly female, with women accounting for 68.6% of staff
compared to 31.4% men. Female representation is higher than male representation in
almost all pay bands, particularly in the middle and upper-middle grades. Female
dominance is most pronounced at Band 4 (84.3% female) and Band 7 (74.5% female).
Bands 5, 6, 7 and 8a, which contain a large proportion of the workforce, all show women
making up around 65-75% of staff. At senior levels, the gender gap narrows slightly: Band
8c shows 60.0% female and 40.0% male. Band 9 is the most balanced, with 56.0% female
and 44.0% male. The “Other” category is close to parity (53.0% female, 47.0% male).Band
2 is the only band where men form the majority (66.7% male), though numbers at this level
are typically small.These findings are increasingly being used to inform targeted workforce
actions and governance discussions, supporting a more systematic approach to addressing

identified disparities.

e Pregnancy and Maternity (Workforce)

NHS Greater Manchester recognises pregnancy and maternity as a protected characteristic
under the Equality Act 2010 and is committed to meeting its obligations under the Public
Sector Equality Duty This includes having due regard to the need to eliminate
discrimination, advance equality of opportunity, and foster good relations for staff who are
pregnant or on maternity, paternity, adoption or shared parental leave. During the reporting
period, NHS GM has continued to support staff through the application of its flexible working
policy and the use of the Workplace Adjustment Passport, which are intended to enable
appropriate support during and following pregnancy. The People and Culture Strategy
include commitments to review and strengthen family-friendly policies and to support

equitable access to development and progression opportunities for staff returning from
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parental leave. Data relating to pregnancy and maternity-related employment matters,
including take-up of parental leave, flexible working requests, and any associated employee
relations activity, is monitored through internal HR systems and oversight arrangements,
including reporting to the People and Resources Committee. This supports ongoing

consideration of whether policies and practices are operating equitably for this group.

Where comprehensive workforce data is not currently available at a published level, NHS
GM keeps its approach to the collection and reporting of pregnancy and maternity data
under review, with the aim of strengthening transparency and assurance in future reporting

cycles.

e Marriage and civil partnership(workforce)

Marriage and civil partnership is a protected characteristic under the Equality Act 2010. The
Public Sector Equality Duty applies to this characteristic only in relation to the need to

eliminate unlawful discrimination.

NHS Greater Manchester does not routinely collect or publish workforce data by marriage
and civil partnership status. This reflects current NHS practice, as this information is not

systematically recorded through the NHS Electronic Staff Record (ESR).
NHS GM keeps its approach to the collection and reporting of data for this protected
characteristic under review, to support ongoing consideration of its statutory obligations.

e Gender reassignment (workforce)

The number of NHS GM staff who have declared gender reassignment status in ESR is
very small. In line with NHS standard practice, we do not publish this data to avoid the risk
of identifying individuals. NHS GM is committed to creating an inclusive environment for

trans and non-binary colleagues.
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During 2025/26, NHS GM established a system-wide response to the Supreme Court ruling
on the definition of sex under the Equality Act 2010, with particular attention to its
implications for transgender staff and service users (see Supreme Court Ruling section,
p.[x]). The Community of Practice established for this purpose has supported proportionate,
lawful and compassionate responses across GM. NHS GM will continue to monitor ESR
declaration rates and review its approach to trans inclusion as part of its wider EDI

improvement plan.’

Additional details on workforce summary can be found in Appendix 1.
WRES Highlights 2025 (NHS Greater Manchester ICB)

WRES was mandated by the NHS from April 2015 and was included within the NHS
Standard Contract from 2015-16. WRES baseline data has been provided and published on
a yearly basis by the NHS since July 2015. The WRES data below covers period March
31st, 2023, to the 31st of March 2024. The snapshot date for year-on-year comparisons is

31st March
Indicator 1 — Representation
e 19.6% of the workforce are from BME backgrounds (98.2% declaration rate).

« BME staff remain underrepresented compared to the local population (28.7%),

indicating a gap of around 9 percentage points.

e Representation reduces senior levels, with 0% BME representation at VSM level.

Indicator 2 — Shortlisting

e White candidates are 1.77 times more likely to be appointed from shortlisting

compared to BME candidates (approx. 1.77:1 ratio).

e Appointment rates:
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o White: 29% success rate

o BME: 16% success rate

Indicator 3 — Disciplinary

« BME staff are 3.99 times more likely to enter a formal disciplinary process

compared to White staff.

Indicator 4 — Experience of discrimination (from staff)

e 16.7% of BME staff reported experiencing discrimination from a manager, team

leader, or colleague.
e 4.9% of White staff reported the same.

e This indicates BME staff are over three times more likely to experience workplace

discrimination.

Indicator 5 — Board representation
e 25% of Board voting members are from BME backgrounds.

e This compares to 19.6% representation across the workforce, indicating relatively

higher proportional representation at Board level overall.

« However, senior leadership representation remains inconsistent (e.g., 0% at

VSM level).

Indicator 6 — Staff survey (harassment, bullying or abuse from patients/public)

o 11.9% of BME staff experienced harassment, bullying, or abuse from patients,

relatives or the public.

o 8.3% of White staff reported the same.
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« The disparity, while smaller than workforce-related indicators, still shows higher

exposure for BME staff.

NHS Greater Manchester's WRES data for 2025 indicates that inequalities persist across
the majority of indicators, with BME staff experiencing poorer outcomes in 8 of the 9 WRES
metrics. While there have been marginal improvements in representation and
appointment likelihood, disparities remain pronounced in recruitment outcomes (1.77:1
shortlisting ratio), disciplinary processes (3.99 likelihood), and experiences of discrimination
(16.7% vs 4.9%). Key areas of focus for 205/2026 include reducing inequalities in
recruitment and career progression, addressing bullying, harassment and
discrimination, and improving representation at senior levels. The full Workforce Race
Equality Standard (WRES) data report and associated action plan for 2025 is published on
the NHS Greater Manchester website and should be read alongside this PSED report.
Progress against WRES actions is monitored on a quarterly basis through established
governance routes, including the People and Resources Committee and the BAME

Leadership Council.

WDES Highlights 2025

The findings of this report have been based on NHS GM workforce data on 31 March 2025.
WDES data reflects the national reporting cycle and is based on a workforce snapshot at 31
March 2025. This differs from the 31 March 2026 workforce dataset used elsewhere in this
report.
Metric 1 — Representation

e 11% of NHS GM staff have declared a disability (92% declaration rate).

e This has increased from 9% in the previous year (+2 percentage points).
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e This remains below the Greater Manchester population level (18.35%), indicating

under-representation.
Metric 2 — Shortlisting

e The relative likelihood of a non-disabled candidate being appointed compared to a

disabled candidate is 1.04:1 (near parity overall).
e Evidence by role:

o Medical roles: Disabled applicants were more likely to be appointed (very

small numbers).

o Non-medical roles: Broad parity, with some variation depending on

declaration status.

Metric 3 — Disciplinary
« No disabled staff entered a formal disciplinary process (0 cases), compared to 4
non-disabled staff.

« Due to very small numbers, a reliable relative likelihood ratio cannot be robustly

derived.

Metric 4 — Capability
o 4 staff entered a formal capability process, none of whom declared a disability.

« With disciplinary data, small numbers limit interpretation of relative likelihood.

Metric 5 — Harassment, bullying or abuse (staff survey)
e From managers:
o 10.49% of disabled staff

o 6.19% of non-disabled staff
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e From colleagues:
o 16.07% of disabled staff
o 7.96% of non-disabled staff

o Disabled staff experience consistently higher levels of bullying and
harassment, with the largest disparity from colleagues (approximately

double).

Metric 6 — Reasonable adjustments

e 77.14% of disabled staff report that their employer has made reasonable

adjustments.
e This represents a decline of 6 percentage points from the previous year.

In direct response to WDES Metric 6 findings, NHS GM launched the Workplace
Reasonable Adjustment Passport in October, ensuring that individual adjustment needs are
captured, agreed and transferred as staff move across roles. This is monitored through the

EPN Reasonable Adjustment Working Group established in October 2024.

Metric 7 — Board representation
« 0% of Board voting members have declared a disability.

e This is compared to 11% of the workforce, indicating under-representation at Board

level.

e 25% of Board members have not declared disability status, limiting full

assessment.

Metrics 8-10 — Staff survey experience metrics

Metric 8 — Career progression
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o Disabled: 51.15%
e Non-disabled: 58.34%
Metric 9 — Staff engagement
o Disabled: 6.3
« Non-disabled: 6.72
Metric 10 — Work experience (selected indicators)
e Feeling pressure to work when unwell:
o Disabled: 15.58%
o Non-disabled: 11.26%
e Feeling work is valued:
o Disabled: 43.79%
o Non-disabled: 53.49%

Across staff experience measures, disabled staff report consistently less favourable

experiences, particularly in perceived value and workplace pressure.

The WDES report for 2025 shows that 11% of NHS GM staff have declared a disability,
representing an increase from 9% in the previous year but remaining below the wider
population level. Recruitment outcomes show broad parity (1.04:1) between disabled and
non-disabled applicants, however significant disparities persist in staff experience,
including bullying and harassment, career progression, and perceptions of value at work.
The proportion of disabled staff receiving reasonable adjustments is 77% and has declined
from the previous year, indicating a key area for improvement. Priorities for 2025-2026
include improving reasonable adjustment processes (including Workplace

Adjustment Passports), reducing workplace bullying and harassment, and increasing
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disability representation at senior and Board levels. The full WDES report and action

plan should be read alongside this PSED report.

NHS GM Genger Pay gap - snapshot of earnings as of 31st March 2025

NHS GM employs 1661 people on the payroll. 1135 (68.3%) are female and 526 (31.6%)
are male, this gender split remains unchanged from 2024. Gender Pay Gap data is
calculated using a snapshot of earnings as at 31 March 2025 (1,661 employees) in line with
statutory reporting requirements. Workforce demographic data elsewhere in this report is
based on the 31 March 2026 snapshot. A significant driver for the pay gap is having a
higher proportion of men in some of the higher bands, such as bands 8c, 9 and non-AfC.
Reducing our gender pay gap implies increasing the proportion of men in the organisation
and continuing the focus on progression particularly from band 7, creating pay equity across

pay bands.

Chart 1 : Percentage of Females and Males in each Pay Band at 315t March 2025

Table 1 below reveals that most of our staff are concentrated in bands (6-8a). In addition,
band 7 has significantly higher percentages of staff compared to other bands, band 4 has
the highest concentration of female staff followed closely by band 7. There are no recorded

apprentices in this reporting period as the organisation records modern day apprenticeship
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data separately, however there is narrower gap between males and females in band 9 and

non-AFC. Compared to 2024 data, there continues to be lower % of female staff across

several banding groups producing an under representation of female staff in band 2, with a

reduction by 10%, and bands 8C and 9, although the latter two bands have seen small

percentage increases from 57.5% to 59.4% and 56.5% to 58.3%.

Table 1
Agenda for 2023 2023 2023 2024 | 2024 2024 2025 | 2025 2025
Change Band
Female| Male |Proportion Female Male Proportion|Female Male Proportion of
of overall of overall overall
AfC2 66.7% [33.3% [0.3% 44.5% 55.5%/0.5% 33.3% 66.6%|0.3%
AfC3 71.3% [28.7% 5.8% 69.2% [30.7%4.6% 68.9% 31.0% 4.4%
AfC4 85.2% [14.8% [7.7% 86.4% |(13.6%7.3% 84.6% 15.3%7.4%
AFC5 63.1% [36.9% [11.3% 64.4% [35.5%11.4% 65.3% 34.6%11.8%
AFC6 67.4% [32.6% [13.5% 67.3% [32.6%13.9% 66.0% 33.9%13.4%
AFC7 73.0% [27.0% [21.6% 74.1% [25.8%21.7% 74.0% 26.0%21.0%
AfC8a 70.3% [29.7% [14.2% 69.3% [30.6%13.7% 70.4% 29.5%14.8%
AfC8b 62.4% [37.6% 8.5% 68.0% [31.9%9.8% 65.1% 34.8% 9.5%
AFC8c 65.2% [34.8% [3.8% 57.5% |42.4%4.3% 99.4% 40.5% 4.4%
AfC8d 70.6% [29.4% 2.9% 69.3% [30.6%3.6% 69.6% 30.3% 3.3%
AfC9 70.6% [29.4% (1.0% 56.5% |43.4%1.3% 58.3% 41.6% 1.4%
Apprentice 38.5% [61.5% [1.5% 33.3% 66.6%/0.1%
Non-Afc 52.9% 47.1% [7.9% 55.3% |44.6%7.1% 53.1% 46.8% 7.7%
Grand Total [68.2% (31.8% [100.0% 68.8% (31.2%100% 68.3% 31.6% 100%
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Table 2 below shows the overall median and mean gender pay gap based on hourly rates of
pay as at the snapshot date of 31 March 2025 and compared with data as at 31 March 2023
& 2024 highlighting there has been a slight increase in the pay gap for mean hourly rate,

rising from 11.76% in 2024 to 12.75% in 2025, while the median pay gap remains

unchanged
Table 2
2023 2023 2024 2024 2025 2025
Gender Mean Median Mean Median Mean Median
Hourly Hourly Hourly Hourly Hourly Hourly
Rate Rate Rate Rate Rate Rate
Male £28.74 £24.38 £30.36 £25.59 £32.47 £27.00
Female £25.33 £22.40 £26.79 £23.52 £28.33 £24.81
Pay Gap £3.41 £1.98 £3.57 £2.07 £4.14 £2.19
Pay Gap % 11.87% 8.11% 11.76% 8.11% 12.75% 8.11%
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Table/Chart 2 shows that on average, female staff earn £4.14 per hour less than male staff.

The median (mid-point) salary is also £2.19 lower.

Because the highest representation (39.12%) of males is in the highest quartile and the
lowest representation (28.12%) in the lowest quatrtile, this will inevitably have an impact on

the mean and medium pay gaps.

There has been a slight increase in the pay gap for mean hourly rate, rising from 11.76% in
2024 to 12.75% in 2025, while the median pay gap remains unchanged. This increase
reflects a widening disparity driven by workforce distribution at the upper end of the pay
scale. This change is primarily associated with an increase in the proportion of male
staff in the upper pay quartile (39.12% in 2025, up from 37.79% in 2024), alongside the
continued concentration of male staff within higher pay bands (Bands 8c, 9 and non-
AfC roles).

While female staff continue to represent the majority of the overall workforce (68.3%), they
remain relatively under-represented in the highest pay quartile and senior pay bands,

which exerts a disproportionate impact on the mean pay gap. Additional contributing factors
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include small increases in female representation at Bands 8c and 9, which, while

positive, are not yet sufficient to offset the overall structural imbalance at the upper end of

the pay distribution.

In contrast, the median pay gap remains stable at 8.11% for the third consecutive year,

indicating that the midpoint of the pay distribution has not materially changed. This suggests

that gender pay differences are primarily driven by inequalities in representation at the

highest pay levels rather than across the wider workforce.

Actions to address the mean pay gap, particularly focused on progression into senior roles

and improving representation in upper pay quartiles, are set out in the Closing Our Gender

Pay Gap section.

Calculation 3,4,5: No Bonus schemes operated in this pay period.

Calculation 6: Number and percentage of females and males in each hourly pay

quartile

Pay quartiles show the percentage of full-time female and male relevant employees in four

equal sized groups based on their hourly pay.

Number of employees | Quartile 1 = Lowest to Quartile 4 = Highest
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2023 2023 (2023 2023 2024 2024 2024 2024 2025 2025 [2025 2025
© Femal [Male [Female [Male FemaleMale [Female Male FemaleMale [Female [Male
g e No. No. % %% No. No. % %% No. No. % %%

10 261 90 74.36% |25.64% (304 113 72.90% 27.10% 294 115 71.88% 28.12%
2 [313 155 166.88% 33.12% (301 127 70.33% 29.67% 294 127 69.83% 30.17%
3 285 [114 [71.43% 28.57% 288 123 70.07% 29.93% 284 115 71.18% 28.82%
4 334 198 [62.78% 137.22% 1270 164 62.21% 37.79% 263 169 60.88% 39.12%




Table 3

Table 3 and chart 3 show the number and percentage of female and male staff in each pay
guartile. Given that the overall percentage of male staff is 31.6%, female staff are
overrepresented in three of the four pay quartiles. However, it must be noted the highest
representation (39.12%) of males is in the highest quartile and the lowest representation

(28.12%) in the lowest quatrtile, therefore will have an impact on the mean and medium pay

gaps.

The pay quartiles are created by ranking each full-time employee in order from lowest

earning (first quartile) to highest earning (fourth quartile).

Pay quarters give an indication of women's representation at different levels of the
organisation. In the NHS GM in each pay quatrter, as illustrated in the above table, women

occupy:

- 60.88% of the upper hourly pay quarter (highest paid jobs)
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- 71.18% of the upper middle hourly pay quarter
- 69.83% of the lower middle hourly pay quarter

- 71.88% of the lower hourly pay quarter (lowest paid jobs).

There has been minimal change across the pay quartiles over the last reporting year
however there has been a small decline in number of female staff and small increase in the

number of male staff in the upper hourly pay quarter.
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Closing Our Gender Pay Gap

Our NHS GM Health and Care People & Culture Strategy, along with supporting Equality
Frameworks and Duties, continues to drive forward several key actions and programmes to support
closing the Gender Pay Gap. We acknowledge the challenge to address the gender pay gap
requires direct and specific activity, alongside the broader cultural developments to improve all our
pay gap disparities, and experience of the workplace. Here is an update on progress made over the

last year that captures both direct and broader activity.

An enhanced flexible working offer has been successfully implemented, and promotion of agile,
flexible, and part-time work arrangements benefits a diverse range of employees.

Work is underway to improve recruitment, selection, and progression processes to ensure fair
and equitable hiring practices. This includes mapping current gaps and ensuring EDI reps are
embedded at each stage of the recruitment and selection cycle. Plans are in place to create more
inclusive recruitment process and practice, debias job descriptions, and adverts to remove gender-
coded language. Additionally, a commitment has been made to implement the HPMA #InclusiveHR
Initiative to develop a more representative and inclusive People and Culture services.

Work to improve data collection and reporting to understand gender disparities in CPD
opportunities for funded training requests and apprenticeship applications is underway, informed by
staff survey results and learning training needs analysis.

A new in-house mutual mentoring program was launched which focuses on inclusion, supporting
under-represented colleagues, and fostering leadership development. Phase One has been a
success, with colleagues reporting personal and professional growth, and several achieving career
promotions. The programme focuses on inclusion issues, particularly women's equality, and
supports under-represented colleagues' development. The initial phase addressed Race and
Disability, ensuring gender-balanced pairings, and will be expanded out to other protected groups in
2025.
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»

As part of a commitment to improving organisational culture, extensive engagement across the
organisation has taken place to co-design our organisational values. Our newly launched
values—integrity, collaboration, compassion, and inclusion—have been incorporated into a recently
launched appraisal system. These values are central to the quality appraisal conversation training
provided to all staff, with specific discussions during sessions specifically designed for line
managers. To assess how these values are demonstrated through observed behaviours across the
organisation, a bespoke question has been included in the 2024/25 NHS National Staff Survey and
will continue to be measured through quarterly pulse surveys starting in 2025.

Limited progress has been made to support and expand the apprenticeship scheme, to aid talent
pipeline development including promotion of apprenticeships and CPD opportunities through

learning and development.

We have secured some external investment to increase T Level placement capacity across Greater

»

»

»

Manchester, offering the H&SC system a fresh opportunity to tap into this workforce pipeline; this
forms a key component of the GMCA’s MBacc piece. We are currently exploring supporting T Level

placements in NHS GM.

E&I representation has been strengthened through engagement with the People and Culture
Committee, and establishment of BAME Leadership Council, Inclusion Staff Network and peer
support networks to sharpen the focus on Equality and Inclusion.

Diversity at Senior Levels: steps continue to be taken towards improving diversity among senior
managers and executives, which includes ensuring EDI representatives on selection and interview
panels, ELT engagement with allyship programmes and establishment of BAME Leadership Council
and Leadership development amongst underrepresented groups.

Women's Health Initiatives: Advanced equality for women and girls through the Women's Health

Strategy and Fairer Health for All initiatives. Work to date has centred around embedding women’s
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health concerns, and developing through the GM Good Employment Charter, as well as developing
culturally appropriate resources to support menopause, building on our health campaign.
Menopause Awareness: Delivered interactive sessions for employees alongside clinical partners
and developed and promoted a range of resources. During IWD we held a round table with CEO,
CPO and female colleagues to explore the barriers for women in the workplace and agreed action.
NHS GM have provided direction and support to VCSE partners the BHA for Equality resource
focused on the specific experience of menopause for women from BAME backgrounds. There is
also an active working group to help curate and plan for communication channels across the life

cycle of women’s health activities.

Awareness campaigns and various articles promoting gender equality aimed at NHS GM staff

have been delivered in 2024/25, including:

NHS GM Gender Pay Gap Report

National Women's Health Week; and Menopause Walking Football Project

Free period products available to NHS GM colleagues in Tootal Buildings, and provision has been
made across the wider workforce in collaborative and partnership buildings.

Reminder for pregnant women urged to get the RSV

Parliamentary under-secretary of state for patient safety, women's health and mental health, visit to
WWL maternity services

Rainbow clinics in Greater Manchester help women and their families, who have experienced

stillbirth or neonatal death, through later pregnancies

In October, we marked Breast Cancer Awareness month, Back Care Awareness Week, Baby Loss
Awareness Week and World Menopause Day events for health and care staff and will be marking
International Women's Day in March 2025, with a second-round table event to discuss what matters

most to our workforce.
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These actions reflect the organisation's commitment to promoting equality and inclusion, and to

closing the gender pay gap.

Ongoing & Future Actions

NHS GM is committed to equality and inclusion for its workforce and reducing/ eliminating the
gender pay gap. Therefore, it's recommended that the following actions continue/be taken to support

and progress this work:
Continue to monitor for and address gender bias in recruitment processes.

Continue to monitor gender bias in the uptake of its training offers and other development

processes.

Continue to Impact assess and monitor gender bias during application of policies and procedures,

such as flexible working.

Review the application pathway for staff development so that monitoring information can be picked

up earlier in the process and including for free to access development opportunities.

Design and deliver targeted comms campaign to increase recording of CPD activities that are

undertaken outside of the learning management system.

Continue to monitor and review EDI data reporting for local feedback mechanisms such as Freedom

to Speak Up or Staff Surveys.

Ensure proactive response to address thematic issues/behaviours related to sex discrimination/
indicators from staff surveys, grievances and or exit interviews, and co-produce actions to respond

to these.

Continue to update our family-friendly People policies to ensure they are as accessible, inclusive
and engaging as possible and developing supporting guidance for colleagues and managers and

increasing awareness of these through communication and engagement campaigns.
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o Continue to actively seek feedback from our colleagues about their work/life balance needs.

0 Review and update our approach to colleagues who are carers to ensure they are supported and

can work flexibly in their roles within our organisation, and roll out the GMCA Carers Passport

o Champion the Greater Manchester Baccalaureate initiative by supporting the initial aim — supporting

T Level placements — in NHS GM.

Conclusion

This report sets out how NHS Greater Manchester has had due regard to the three aims of the
Public Sector Equality Duty during 2025-2026. It evidences the steps taken to eliminate
discrimination, advance equality of opportunity, and foster good relations across both the workforce

and the populations served.

Evidence of progress is demonstrated through improvements in the quality and consistency of
Equality and Health Inequality Impact Assessment (EHIA) submissions, increased use of
disaggregated data across dashboards, strengthened provider reporting on equality impacts, and
more consistent embedding of equality considerations within governance and decision-making
processes. While quantifiable outcome measures continue to develop, early evidence indicates a

maturing system approach to evidencing due regard and addressing inequalities.

During a period of significant organisational reform and transition, NHS GM has maintained
established mechanisms for embedding equality within governance, commissioning, workforce
practice and system leadership. This includes strengthened use of Equality and Health Inequality
Impact Assessments, development of assurance through the EHIA Rigour Panel, and continued

embedding of equality considerations within decision-making processes.

Progress has been made across all equality objectives, with strengths in community engagement
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through the People and Communities Participation Strategy, system-wide partnership with the VCSE
sector, and continued development of the Fairer Health for All framework to support targeted action
on health inequalities. These approaches demonstrate a maturing system capability to use data,

insight and lived experience to inform more equitable service design and delivery.

Workforce equality activity has continued to advance through strengthened governance, leadership
accountability, and system-wide collaboration via structures such as the Equality Professionals
Network and the BAME Leadership Council. Workforce analysis highlights areas of progress, while
also indicating ongoing disparities in representation, senior leadership diversity, and workforce

experience that require sustained and targeted action.

Notwithstanding this progress, the report identifies areas where further development is required.
These include strengthening system-wide implementation of the Accessible Information Standard,
improving consistency in equality data capture and application, progressing measurable equality
outcomes, and accelerating delivery of workforce representation ambitions, particularly at senior

levels.

NHS GM recognises that meeting the Public Sector Equality Duty is an ongoing and iterative
process rather than a discrete activity. Continued focus will be placed on strengthening
measurement and impact, enhancing assurance mechanisms, and embedding equality as a core

organising principle across commissioning, service delivery and organisational development.

Through sustained leadership, system collaboration and engagement with communities, NHS GM

will continue to build on the foundations set out in this report to reduce inequalities and support fair,

equitable outcomes for all.
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Charlotte Bailey
Chief Strategy, People and Partnership Officer
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Appendix 1 - Workforce Data - Based on snapshot data from 31.03.2026

The data contained within this report is presented in tables. The tables are all alt tagged for

accessibility, and explanations of the findings are detailed underneath each table in word format.

The purpose of the workforce data and intelligence section of the Public Sector Equality Duty
Report (PSED) is to analyse and present key workforce demographic data within NHS GM. This
analysis helps identify areas where under representation or other workplace disparities may exist,
and to help implement actions to address this as well as further action to promote an inclusive

working environment.

Data for this report has been collected from the NHS electronic staff record (ESR). All data has

been anonymised to protect the privacy of individuals.

Data from this report will be considered in conjunction with the pay gap reports, and our workforce

race/disability equality standard reports (WRES/WDES)

The insights derived from this workforce data will serve as a foundation for our ongoing efforts to
uphold the principles of the Public Sector Equality Duty. By understanding the current state of our
workforce, we can better address disparities, support diversity, and create a more inclusive
workplace for everyone, which of course also helps enable a more culturally competent and diverse

workforce that reflects the diversity of the communities we serve.
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NHS GM Board
15 July 2026

Report information.

Required information.

Details.

Title of report.

Freedom to Speak Up report for Quarter 1 (2026/27)

Author.

Selina Morgan, Delivery Coordinator and volunteer FTSU Guardian

Chris Gaffey, Associate Director for Corporate Governance

Presented by.

Selina Morgan, Delivery Coordinator and volunteer FTSU Guardian

Contact for further information.

Selina Morgan selinamorgan@nbhs.net

Executive summary.

The purpose of this report is to provide the Board with:

e Assurance on the Freedom to Speak Up (FTSU) Guardian service,
approach and proposed future activity.

The benefits that the population of

Greater Manchester will experience.

When staff can do a good job at work, when they feel valued,
motivated, comfortable and confident in their roles, they are able to
deliver high quality standards of work and ultimately provide better
outcomes for the GM population.

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

People implications

By speaking up staff can help the organisation learn and improve. By
listening up, leaders can make sure they understand what change is
required. By following up we can make sure that learning leads to action,
making speaking up business as usual.

Equality, diversity, and inclusion implications

It is important a wide range of staff are encouraged to speak up and
the FTSU Guardians will ensure all workers who may face additional
barriers to speaking up are able to do so. The Freedom to Speak Up
Guardians gather protected characteristics data, however no national
directive has been received to date.
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The decision to be made and/or
input sought.

The Board is asked to:
1. Note the contents of this report

2. Confirm they are happy with the current approach to FTSU

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

Link to strategy and mitigation of risk:

e To ensure we improve experience at work by actively listening to
our staff and turning understanding into positive action.
e To promote a strong safety culture within the organisation.

All staff within the organisation should feel safe, comfortable, and
confident to speak up and should not feel burden or face barriers for
doing so. All staff including our leaders to adopt our organisational
values to create the right environment, by doing this we improve health
and care outcomes for the population we serve and staff experience.
This will enable staff to work to their full potential, supporting the delivery
of our strategies.

Regular review of Guardian capacity and case complexity will be through
the SRO governance process.

Key milestones.

e April 2026 - work on refreshing arrangements begins

e May 2026 — June Refresh FTSU documentation and coordinated
approach

e July 2026 - NHSE take on responsibilities of now abolished
National Guardians’ Office

Leadership and governance
arrangements.

The Associate Director of Corporate Governance is now the Senior
Responsible Officer (SRO) for overseeing the Freedom to Speak Up
(FTSU) Guardian service and provide senior oversight of the
arrangements. The SRO will receive regular updates from the
volunteer FTSU Guardians, including emerging themes, risks, trends
and learning identified through concerns raised.

Quarterly reporting will be provided through the agreed governance
route to ensure appropriate organisational oversight and assurance.
Reports will first come to the Board to ensure information is provided
directly to the highest level, with subsequent reporting via the People
and Resources Committee for more detailed discussion if required.
Any significant concerns, risks or themes requiring senior attention will
be escalated in line with existing organisational governance
arrangements.

Colin Scales, Acting Chief Executive and Sue Bailey, Non-Executive
Director are the executive and non-executive leads for FTSU
respectively, and will receive appropriate insight from the FTSU service
to support organisational learning, staff experience improvements and
the development of a positive speaking up culture. This approach will
ensure that Freedom to Speak Up remains visible, effective and
aligned with the organisation's strategic objectives.
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Engagement* to date.

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

Details of all FTSU Guardians are on the intranet along with a guide on
how to access the support.

Financial or Legal Implications

Legal implications

The Board should note the National Guardians’ Office was abolished in
June 26, with responsibilities moving over to NHSE as of the 15t July
26. This move should not impact on local organisations and the work
they are doing with Guardians in relation to speaking up, however work
is ongoing to ensure arrangements remain robust and aligned with new
national arrangements.

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

Public Clinical Sustainabilit | Financi | Legal | Conflict | Report EHI
engageme | engageme |y impact al advic | s of accessibilit | A
nt nt advice |e interest |y

No No No No No No No No

Table 2: Assurance needed about the document. * If yes, then please include narrative in the report itself

Version Number v1.2




1.0

11

1.2

13

1.4

15

1.6

Introduction

Following the departure of NHS GM’s FTSU Guardian, a review of the FTSU service conducted in April
2026 confirmed the need to update core elements of the FTSU framework, including refreshing the FTSU
policy, clarifying access routes (particularly the anonymous speaking up form & information held on the
intranet), and agreeing a clearer and more consistent “speaking up journey” from initial contact through to
resolution and feedback. Guardians also agreed practical improvements to case management and
oversight, including the use of a single master case tracker, clearer coordination via shared inbox and
Teams arrangements, and strengthened reporting processes to support assurance and continuity.

A key outcome from the discussion was the importance of staying connected with senior leaders to ensure
Freedom to Speak Up remains a meaningful learning and feedback mechanism. Maintaining these
connections enables the organisation to understand where things are working well, where they are not and
to tackle barriers to people speaking up. Strong relationships with the Acting Chief Executive and the Non-
Executive Director as our executive and non-executive Leads for FTSU were identified as essential.
Regular engagement with these leaders will form part of the governance framework for the service. It is
important that these leaders are sighted on key FTSU themes, so this insight can appropriately inform
decisions relating to colleagues across the organisation.

The actions described above should provide increased assurance to the Board that Freedom to Speak Up
is being actively reviewed, strengthened, and embedded as part of the new operating model. The refreshed
approach:

¢ Reinforces and maintains a consistent, compassionate experience for colleagues who speak up

e Supports Guardians to work effectively and sustainably,

e Strengthens governance, reporting and learning mechanisms and

e Ensures that insight, themes, and learning continue to improve culture and inform organisational
improvement.

NHS GM has undergone a period of change under NHS Reform and subsequent staff consultation. During
periods of major restructuring, or leadership transitions, staff may choose FTSU channels increasing the
number of concerns.

From April 2026 onwards, NHS GM has retained internal capacity through its trained volunteer FTSU
Guardians. This enables continuity of support and compliance with statutory responsibilities. The volunteer
Guardians have already begun to support staff raising concerns.

THEMES AND TRENDS

Themes are recorded via a drop-down box on the FTSU Guardians tracker. 6 concerns have been reported
and recorded in Q1 to date:
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Month Number Theme

April 1 Attitudes and Behaviours

May 5 1 x Leadership and Management
3 x Attitudes and Behaviours

1x Staffing Levels

June 0

1.7 ANONYMITY

Anonymity continues to be an important option for staff. Due to the importance of maintaining anonymous
option, the FTSU Guardians have developed an e-form, available on the intranet, ensuring staff can
choose the reporting method that feels safest for them.

1.8 PROTECTED CHARACTERISTICS

The Guardians will be collecting and recording protected characteristics routinely, although there has been
no national directive to do so.

The FTSU Guardians will continue to create the kind of environment where disclosure feels natural rather
than risky, by encouraging:

e Participation in or support staff networks
e Explain how data is stored, who sees it, and how anonymity is protected.
e Clarify that disclosure is voluntary.

1.9 ROUTES

The Guardians are offering various routes for staff to report a concern. It is important to have all options
available, ensuring every member of staff can choose the route that feels safest and most accessible to
them.

The Guardians will be collecting and recording protected characteristics routinely, although there has been
no national directive to do so.

Email and the Speak Up mailbox continue to be the most used routes, reflecting their convenience and
familiarity.
The e-form, which is the anonymous reporting route, is also being used. This is an important option
because:

o It provides a safe space for staff who may feel vulnerable or fear repercussions.

o0 Itensures concerns are still captured even when individuals are not ready to identify themselves.

0 It demonstrates the organisation’s commitment to offering psychologically safe alternatives.
Teams for staff who prefer remote or digital conversations, which is particularly valuable for those working
across multiple sites.
FTSU Champions as a route, shows:

o0 Champions are visible and trusted.

o Staff value having a trained peer to approach.
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0 The Champion network is becoming embedded in the culture.

Why this Mix of Routes Matters

1.10

2.0

2.1

2.2

3.0

4.0

A healthy Speak Up culture relies on multiple access points, not a single route.

Different staff groups have different comfort levels — some prefer anonymity, others prefer a known
person, and some prefer remote or digital contact.

The anonymous e-form helps capture concerns that might otherwise go unheard.

Champions and colleagues reduce barriers for staff who prefer a more personal or informal route.

Teams provides a flexible option for staff who may not be on-site or who feel more comfortable speaking up
virtually.

FTSU CHAMPION EXPANSION

There will be ongoing expansion of the FTSU network of FTSU Champions, trained and accessible to
support staff with ongoing awareness of the role. National guidance encourages organisations to develop
a diverse network of champions to ensure all staff have access to support. Training has commenced and
delivered to two of our directors.

The role of the champion is to support the Freedom to Speak Up Guardians by signposting colleagues to
appropriate services and acting as an alternative route for speaking up.

Risks and proposed mitigations.

Although protected time has now been agreed for volunteer Guardians, there remains a risk of limited
capacity for complex or high-intensity cases. Volunteer Guardians will continue to balance FTSU
responsibilities alongside their substantive roles, which may impact response times or the ability to manage
more challenging concerns.

A further risk relates to the variability of FTSU awareness and capability within primary care. As part of new
arrangements, the ICB will not be picking up or managing any cases from primary care or NHS trusts.
Case management is the responsibility of individual organisations and the ICB’s role will be limited to
signposting, guidance and system learning. As independent contractors, practices are not mandated to
adopt a standardised FTSU model. Targeted communication, guidance and signposting from the ICB will
be essential to support practices and reduce variability. FTSU concerns received via primary care are
signposted to NHSE now under new arrangements.

Next Steps:

e Ensure timely and transparent follow-up on concerns raised, with clear feedback loops.

e Implement a formal quarterly reporting cycle from volunteer Guardians to the SRO and relevant

Board and Committee governance.
e Strengthen leadership visibility and engagement, particularly in areas where concerns may have
escalated.

e Outcomes and learning from cases will be reported going forwards including addressing barriers
RECOMMENDATIONS

The Board is asked to note the contents of this report
e Note the contents of this report

e Confirm they are happy with the current approach to FTSU
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Integrated Care Board

16 July 2026

Required information

Details

Title of report

People & Resource Committee Report

Author

Ross Baxter, Governance Advisor

Presented by

Kal Kay, Non-Executive Director/ Chair of
People & Resource Committee

Contact for further information

Kal Kay, Non-Executive Director/ Chair of
People & Resource Committee

Executive summary

To highlight key issues and provide
assurance to the Board.

The benefits that the population of Greater
Manchester will experience.

N/A

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

N/A

The decision to be made and/or input
sought

The Board is asked to:

¢ Note the contents of the report and provide
feedback to the Committee Chair.

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

N/A

Key milestones

N/A

Leadership and governance arrangements

Overview of discussions at the People &
Resource Committee

Engagement* to date

*Engagement: public, clinical. Analysis:

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

committees.

Financial or Legal Implications N/A

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

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

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




Report from: People & Resource Committee

Date of Meeting: June 2026

Chair: Kal Kay

Quoracy Achieved: | Yes

Key escalations and discussion points from the meeting:

Alert

Financial Scheme of Delegation Amendments - The Committee considered and
approved amendments to the Financial Scheme of Delegation relating to the
Strategic Commissioning Committee (SCC). The revised arrangements delegate
authority to SCC to approve investments of up to £15 million, with decisions above
this threshold continuing to require approval by the People and Resources
Committee. To strengthen transparency and oversight, all SCC decisions exceeding
£5 million will be routinely reported to the Committee. Members noted that the
revised arrangements provide a pragmatic and proportionate approach to decision-
making, supported by a Chief Officer gateway process to ensure proposals are
appropriately scrutinised before reaching SCC. The Committee agreed that the
delegation should remain subject to review in the event of significant changes to the
organisation’s financial risk profile and approved the proposals under the authority
previously delegated by the Board.

Advise

People & Resource Committee Workplan — The Committee received a verbal
update on the development of the People and Resources Committee workplan and
noted the proposed approach to establishing a clear “golden thread” between the
five-year commissioning plan, Board strategic priorities, committee workplans, staff
objectives and the Board Assurance Framework. Members welcomed the approach,
emphasising the importance of aligning strategic objectives, performance measures
and governance arrangements to ensure organisational focus and effective
oversight. It was noted that draft strategic priorities would be presented to the Board
in July, with committee workplans to be finalised thereafter and aligned to the agreed
priorities. The Committee also requested that consideration be given to committee
governance arrangements and coordination between committees as part of the final
workplan development.




Assure

GM Month 2 Financial Position - The Committee noted that NHS Greater
Manchester remained on plan at Month 2, reporting a break-even position both year-
to-date and against its forecast outturn. Whilst the overall financial position remained
stable, emerging pressures were identified in Continuing Healthcare, mental health
placements and prescribing expenditure. Members were advised that these
pressures had been mitigated within the current position but would require continued
monitoring and strengthened management action to prevent adverse impacts later
in the year.

The Committee also noted that the Cost Improvement Programme was broadly on
track at this stage of the year, although risks remained around the delivery and
maturity of schemes still under development. Assurance was provided that
enhanced financial oversight, recovery actions and run-rate monitoring would be
implemented to support delivery of the financial plan. Members further noted ongoing
work to improve transparency and value for money through the deconstruction of
community and mental health block contracts, which is expected to strengthen
understanding of activity, outcomes and commissioning effectiveness across the
system.

Overall, the Committee received assurance that the Month 2 position remained
balanced and in line with plan, whilst recognising the need for continued focus on
emerging financial risks and delivery of recovery actions throughout the remainder
of the financial year.

Chief Officers’ Update Reports — The Committee received reports from the three
portfolios, namely Strategy, People & Partnerships, Reform and Improvement, and
Finance. The Reform & Improvement update was taken as read due to apologies.

Chief Strateqy, People & Partnerships Officer

The Committee received the Chief Strategy, People & Partnerships Officer’'s update
and noted progress in strengthening workforce reporting and organisational
development arrangements following the recent organisational restructure.
Members were advised that a new workforce data system had been developed,
enabling improved access to workforce information and supporting future reporting
on key indicators including mandatory training, workforce establishment and
sickness absence. The Committee also noted plans for the forthcoming national staff
survey, regular pulse surveys, the launch of the next phase of the anti-racism
campaign, and the implementation of a revised appraisal process to support staff
transitioning into new roles.

Members discussed the importance of maintaining oversight of workforce metrics
and staff experience during the period of organisational change and received
assurance that a post-reform Equality Impact Assessment would be undertaken and




reported to the Committee and Board once the final workforce structure had been
confirmed. Overall, the Committee welcomed the progress being made and took
assurance from the actions underway to support workforce wellbeing, engagement
and organisational effectiveness.

Chief Finance Officer

The Committee received the Chief Finance Officer’s update and noted that the ICB
remained at a break-even position at Month 2, although a number of emerging
financial risks required ongoing attention. Key pressures were identified in
Continuing Healthcare, mental health placements, prescribing expenditure and
delivery of the Cost Improvement Programme (CIP), with officers implementing
strengthened recovery actions and oversight arrangements to mitigate these risks.
Members also noted the potential implications of NHS England’s requirements
regarding CIP maturity and deficit support funding, although assurance was provided
that Greater Manchester continued to engage positively with regulators.

The Committee further noted progress in the deconstruction of community and
mental health block contracts, which aims to improve transparency between funding,
activity and outcomes and strengthen commissioning intelligence across the system.
Members also received assurance regarding the successful completion of workforce
reform within the finance function, the timely submission of the annual accounts
resulting in a clean audit opinion, and external recognition received through national
award nominations and commendations. Overall, the Committee took assurance
from the current position whilst recognising the need for continued focus on emerging
financial pressures and delivery of financial recovery actions.

Risks discussed and new risks identified

Risk reports will be brought to future meetings, however risks to the organisation
were discussed throughout each item where appropriate.

Learning for sharing

There were no specific points of learning from the June 2026 meeting.




Report from: Strategic Commissioning Committee

Date of Meeting: 3 July 2026

Chair: Dame Sue Bailey

Quoracy Achieved: | Yes

Key escalations and discussion points from the meeting:

None were raised.

Alert

e Chief Clinical Officer Report: The committee were made aware of the
three main alerts: GP collective action (with no current withdrawal of data
sharing), the Supreme Court judgment affecting deprivation of liberty
authorisations (with safeguarding teams undergoing training) and the
closure of Laureate House mental health facility, which reduced system bed
capacity and required relocation of services. The committee also approved
the recommendations set out in the report from Clinical Effectiveness and
Governance (CEG).

Advise

e Performance Report: The committee were informed of the NHS Oversight
Framework (NOF) results, with discussion on Trust movements between
segments, the implications for quality and finance and the need for ongoing
oversight and action planning.

e Chief Commissioning Officer Report: The approved public consultation
on centralising specialist cardiac and vascular surgery, including
adjustments to consultation timelines was shared with the committee. The
committee was also made aware of the submission and approval of SEND
reform plans across local authorities, the positive outcome of Bury's re-
inspection and upcoming inspections in Salford and Stockport, emphasising
the collaborative approach and anticipated funding.

e Chief Strategy, People and Partnerships Report: The committee were
presented with updates on Neighbourhood Health Model.

e Chief Reform and Improvement Officer Report: A detailed analysis of 12-
hour A&E waits was provided to the committee. Discussions were held
identifying key drivers, patient outcomes and actions for improvement,
including cross-system collaboration and targeted quality initiatives.

e Financial Scheme of Delegation Approval & Reporting Key Financial
Decisions Over £5M: The committee discussed the updated financial
delegation scheme.

Assure




e GM Public Health Network Transformation — Quarterly Update: The new
integrated public health network was presented to the committee, outlining
its phased implementation, unique partnership model and focus on shared
outcomes, with committee members discussing governance, risks and the
need for robust metrics on inequalities.

Risks discussed and new risks identified

Risks scoring above 16 that are monitored via the Strategic Commissioning
Committee:

e Risk Report: Updated risk report to be shared at Augusts meeting.

Learning for sharing

Summary of learning points to share from the Strategic Commissioning Committee
July meeting.

e Suggestion to establish and implement a process for regular overlap
discussions between both committees to address increasing relevance and
shared issues was raised.

Achievements

Summary of the appreciation shared from the Strategic Commissioning Committee
July meeting.

e Chief Reform & Improvement Officer Report: The committee were made
aware that the Data Insight and Intelligence team were awarded with
“System Partner Award” from Health Innovation Manchester.

e Chief Clinical Officer Report: The committee were made aware that GM
had been recognised through the HFMA Northwest annual conference
awards, with the system receiving Highly Commended in the Collaboration
Award category.

e Chief Commissioning Report: The committee were informed of the
relocation of Didsbury Medical Centre on 8" June 2026 to a new state of the
art premises at Didsbury Point in West Didsbury.

e Chief Strategy, People and Partnerships Report: The committee were
made aware of the GM Public Health Network held the inaugural GMPHN
Celebration and Learning Event which brought together the largest ever




gathering of GM Public Health professionals for the first GMPHN excellence
awards.







NHS GM Integrated Care Board — Public

15 July 2026

Required information

Details

Title of report

Month 2 Finance Report

Author

Jackie Gardiner — Director of Operational
Finance

Presented by

Kathy Roe — Chief Finance Officer / Acting
Deputy Chief Executive

Contact for further information

Jackie Gardiner — Director of Operational
Finance

Executive summary

The purpose of the report is to update the
Board on the Month 2 financial position for
NHS GM as at 315t May 2026.

The benefits that the population of Greater
Manchester will experience.

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

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

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

The decision to be made and/or input
sought

The Board is asked to:

1. Note the Month 2 year to date and
forecast reported financial position which
is in line with the balanced plan.

2. Note and discuss the areas of key risks
and pressures and the requirements for
early intervention and mitigations to bring
spend back in line with plan.

3. Note the delivery of CIP as at Month 2 of
£20.7m against a plan of £20.5m, a slight
over delivery of £165k YTD.

4. Note that the forecast capital position is




expected to deliver in line with the
allocation.

5. Note the NHS GM cash position which
continues to be closely monitored.

6. Note that an increased financial control
framework of enhanced grip and control
still remains in place to ensure only
essential additional expenditure is
committed, and on-going scrutiny of the
financial position and delivery of CIP
through the Chief Officers continues.

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

The report provides an update aligned to the
strategic risk to ensure financial balance for
NHS GM for 2026/27.

Key milestones

Monthly reporting within 2026/27 Financial
Year.

Leadership and governance arrangements

Presented to Chief Officers on 24t June
2026.

Presented to People & Resources Committee
on 24™ June 2026.

Presented to the NHS GM Integrated Care
Board on 15™ July 2026.

Engagement* to date

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

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

Financial or Legal Implications

N/A as this is the monthly Finance Report.

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

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

Table 1 - checklist of engagement carried out, advice sought, conflict of interest and accessiblity of report
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2.

2.1

2.2

2.3

2.4

Introduction

The purpose of the report is to update the Board on the financial position for NHS GM as at 315 May

2026.

Key

Plan

Messages

NHS GM has submitted a breakeven plan to NHS England (NHSE) for 2026/27, which includes the
receipt of deficit support funding of £17.7m.

Month 2 reported position

As at

Month 2, NHS GM is reporting in line with plan.

Key messages are as follows:

There are indications of pressures across a nhumber of key risk areas including Prescribing,
Community Health Services and All Age Continuing Care and Mental Health packages, which
are being offset with underspends in other areas of spend within the overall position.

The efficiency target at Month 2 is £20.5m, and a slight over delivery of £165k is being reported.
Cash draw down at M2 is £68.0m ahead of the national straight-line profile, but with a closing
balance of £36.2m. This is higher than normal as a result of delays in receipt of expected
invoices. Future assumptions will continue to be reviewed with teams on a monthly basis.
NHS GM has received a total capital allocation of £21.4m and is expected to fully utilise all
funding in 2026/27.

An increased financial control framework of enhanced grip and control still remains in place to
ensure only essential additional expenditure is committed, and on-going scrutiny of the
financial position and delivery of CIP through the Chief Officers continues.

Efficiencies / CIP

The overall efficiency target for NHS GM for 2026/27 is £150.0m. As at Month 2 delivery continues

to be

slightly ahead of the plan by £165k. Weekly monitoring continues to be in place for all NHS

organisations to submit updates to NHSE NW on the progress being made to identify efficiency
schemes to fully deliver against the plan and to provide assurance that schemes are moving into
developed and implemented schemes by the end of June 2026.

Corporate Operating Costs

Until the NHS Reform Programme concludes and ESR is updated to reflect the new structures and
staff are moved into their substantive roles, the Admin/Running Costs position is showing an
underspend which is offset with an overspend in Programme Operating Costs. YTD there is a slight
underspend overall, due to the expected phasing of non-pay spend later in the year.



2.5 Capital

The NHS GM annual capital plan is £20.1m, which is split £6.6m for BAU, £10.5m relating to the first
year of the 4-year Strategic Allocation and £3.0m relating to the Utilisation and Modernisation Fund.
It is expected that all of this will be fully utilised in year.

2.6 Cash

At M2 NHS GM has drawn down £1,628.0m of cash against a straight-line national profile of
£1,560.0m, reflecting additional drawdown of £68.0m. The allowable cash balance at the end of M2
is £8.8m, with an actual closing balance of £36.2m. This was due to forecast cash requirements
being higher than actual payments made, with a number of invoices not received before the end of
the month. Future assumptions will continue to be reviewed with teams on a monthly basis.

3. Recommendations
3.1 For the NHS GM Financial position, the Board is asked to:

* Note the Month 2 year to date and forecast reported financial position which is in line with the
balanced plan.

* Note and discuss the areas of key risks and pressures and the requirements for early
intervention and mitigations to bring spend back in line with plan.

* Note the delivery of CIP as at Month 2 of £20.7m against a plan of £20.5m, a slight over delivery
of £165k YTD.

* Note that the forecast capital position is expected to deliver in line with the allocation.

* Note the NHS GM cash position which continues to be closely monitored.

* Note that an increased financial control framework of enhanced grip and control still remains
in place to ensure only essential additional expenditure is committed, and on-going scrutiny of
the financial position and delivery of CIP through the Chief Officers continues.



Presented by: Kathy Roe
Date: 15" July 2026



NHS GM Financial Position Introduction

As at Month 2 NHS GM is reporting in line with the year-to-date and annual plan, including receipt of Deficit Support Funding (DSF).

In Month In Month In Month YTD YTD YTD Full Year Full Year Full Year
Plan Actual Variance Plan Actual Variance Plan Forecast Variance
NHS GM £0.0 £0.0 £0.0 £0.0 £0.0 £0.0 £0.0 £0.0 £0.0

M2 2026/27 Surplus/(Deficit) £m

Key points to note for Month 2 are:

There are indications of pressures across a number of key risk areas including Prescribing, Community Health Services and All Age Continuing
Care and Mental Health packages, which are being offset with underspends in other areas of spend within the overall position.

The efficiency target at Month 2 is £20.5m, and a slight over delivery of £165k is being reported. Weekly monitoring continues to be in place for
all NHS organisations to submit updates to NHSE NW on the progress being made to identify efficiency schemes to fully deliver against the plan
and to provide assurance that schemes are moving into developed and implemented schemes by the end of June 2026.

Cash draw down at M2 is £68.0m ahead of the national straight-line profile, but with a closing balance of £36.2m. This is higher than normal as
a result of delays in receipt of expected invoices. Future assumptions will continue to be reviewed with teams on a monthly basis.

NHS GM has received a total capital allocation of £21.4m and is expected to fully utilise all funding in 2026/27. Governance is being reviewed to
ensure all funding can be appropriately spent.

An increased financial control framework of enhanced grip and control still remains in place to ensure only essential additional expenditure is
committed, and on-going scrutiny of the financial position and delivery of CIP through the Chief Officers continues.



Key Metrics Dashboard

YTD Budget | YTD Actual 1D N E R N I ear [ Eli e

Variance Budget/ :
MO2 MO02 MO2 Allocation Forecast Variance
Financial position - inc DSF £0.0 £0.0 £0.0 £0.0 £0.0 £0.0
Financial position - exc DSF -£2.9 -£2.9 £0.0 -£17.7 -£17.7 £0.0

CIP £20.5 £20.7 £0.2 £150.0 £150.0 £0.0

2026/27 NHS GM Dashboard (£m)

Capital - NHS GM £2.9 £2.9 £0.0 £17.1 £17.1 £0.0
S e T O
MHIS (excluding LD & Dementia) £141.0 £141.0 £0.0 £846.0 £846.0 £o.o-

MHIS - Delegated Specialised Commissioning* £18.3 £17.8 £0.6 £118.0 £118.0 £0.0
Running costs** £7.9 £7.1 £0.8 £47.8 £32.6 £15.2

* NHSE have confirmed that the target in the IFR file is the opening plan and does not yet include any Month |y BPPC Performance
additional allocations received, the budget for NHS GM does include those additional allocations. NHS Non-NHS

** Running Cost underspend is currently offset with Programme Operating Costs until ESR has been Current YTD Current YT
updated to reflect the new Operating Model and structures. GM ICB ] --

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



Key Metrics

NHS GM Financial Position

* As at Month 2 NHS GM is reporting in line with the

year-to-date and annual plan.

This is after Deficit Support Funding of £17.7m has
been allocated to NHS GM. To date £4.4m for Q1
has been confirmed, of which £2.9m is profiled to
month 2.

DSF for the remainder of the year will be subject to
delivery of the overall plan and identification of all
schemes to deliver the Savings target of £150.0m.

Analysis

NHS GM Efficiency

The chart above details the savings delivered
against an overall savings target of £150.0m.

YTD savings of £20.7m have been delivered
against the target of £20.5m, of which 65.0% has
been delivered recurrently.

NHS GM is expected to deliver savings of £150.0m
in full, albeit that at Month 2, £22.6m are flagged as
an opportunity, where schemes are still being
scoped. The current risk adjusted (NHSE risk
approach) forecast outturn delivery is £48.4m
which has reduced by £7.9m since last month.

NHS GM Running costs

The running cost allowance for NHS GM for
2026/27 is £47.7m.

At Month 2 the running cost allowance is £7.9m
with actual spend of £7.1m, a variance of £0.8m.
Underspends are currently being reported within
running costs, and these are being partially offset
by overspends within Programme Operating
Costs. This is until the NHS Reforms programme
has concluded and all staff can be moved in ESR
into their new substantive role and charged
appropriately.

The FOT is shown in balance in the graph above
to reflect the overall Operating Costs position.



Key Metrics

Analysis

Mental Health Investment Standard

* There are 2 targets relating to the Mental Health

Investment Standard (MHIS) which are reported
and monitored separately and not combined.

The core MHIS target requires NHS GM to spend
£845.0m on mental health provision in 2026/27.

In addition, there is a Specialised Commissioning
MHIS (SCMHIS) target of £115.7.4m. This target
has not been updated by NHSE to reflect the
additional allocations received since the opening
budgets were posted, which now totals £118.0m.

+ At Month 2 NHS GM has delivered both targets

(i.e. minimum spend) with core MHIS at £141.0m
and Specialised at £17.8m.

NHS GM Capital

* The chart above shows the entirety of the NHS

GM Capital plan for 2026/27 which totals £20.1m.

This is split £6.6m for BAU, £10.5m relating to the
first year of the 4-year Strategic Allocation and
£3.0m relating to the Utilisation and
Modernisation Fund.

At Month 2, expenditure is reported in line with
plan whilst all schemes are being finalised to
ensure that the full allocation is utilised in year.
Governance is being reviewed to ensure all
funding can be appropriately spent.

Cash

At M2 NHS GM has drawn down £1,628.0m of
cash against a straight-line national profile of
£1,560.0m, reflecting additional drawdown of
£68.0m.

The cash forecast for 2026/27 at M2 remains in
line with the M2 confirmed cash limit of
£9,359.9m, which will change as allocations are
received during the financial year.

The allowable cash balance at the end of M2 is
£8.8m, with an actual closing balance of £36.2m.
This was due to forecast cash requirements being
higher than actual payments made, with a number
of invoices not received before the end of the
month. Future assumptions will continue to be
reviewed with teams on a monthly basis.



NHS GM Financial Position Month 2

The financial summary for NHS GM by expenditure type as at Month 2 is shown in the table below:

NHS GM Financial Position £m YTD YTD YTD YTD Full Year Full Year Full Year Full Year
Plan Actual Variance Variance % Plan Forecast Variance | Variance %

Allocations £1,542.2 £1,542.2 £0.0 0.0% £9,360.0 £9,360.0 £0.0 0.0%
Admin

Running Costs £7.9 £7.1 £0.8 10.0% £47.8 £32.6 £15.1 31.7%
Total Admin £7.9 £7.1 £0.8 10.0% £47.8 £32.6 £15.1 31.7%
Programme

Mental Health £165.7 £167.0 -£1.3 -0.8% £993.9 £998.5 -£4.6 -0.5%
Acute £687.8 £687.8 £0.0 0.0% £4,123.9 £4,123.7 £0.2 0.0%
Specialised Commissioning £174.1 £173.5 £0.6 0.3% £1,067.4 £1,067.4 £0.0 0.0%
Primary Care £19.3 £19.3 £0.0 0.0% £115.9 £116.0 £0.0 0.0%
GP Medical, Pharmacy, Dental and Optometry £185.1 £184.9 £0.2 0.1% £1,100.8 £1,099.8 £1.0 0.1%
Prescribing £98.0 £99.2 -£1.2 -1.2% £606.2 £606.2 £0.0 0.0%
All Age Continuing Healthcare £48.7 £52.2 -£3.5 -7.2% £292.1 £297.7 -£5.6 -1.9%
Community Health Services £133.0 £133.7 -£0.7 -0.5% £798.2 £798.8 -£0.6 -0.1%
Programme Operating Costs £134 £13.7 -£0.3 -2.3% £80.8 £95.9 -£15.1 -18.7%
Other expenditure £3.8 £3.8 £0.0 0.5% £22.8 £22.7 £0.1 0.4%
Earmarked commitments £5.4 £0.0 £5.4 100.0% £110.0 £100.7 £9.3 8.5%
Total Programme £1,534.3 £1,535.1 £0.8" -0.1% £9,312.2 £9,327.3 -£15.1 -0.2%
surplus / (eficit) .| 0 _£0 _£O | £00 £00 ___£00 |

+ As at Month 2, there are a number of emerging pressures being reported, some of which are a continuation of the pressures reported at the end of 2025/26:
* Mental Health — relating to increases in costs of packages of care.
* Prescribing — reflecting £1.2m of additional cost from 2025/26 relating to increases in NCSOs.
* All Age Continuing Care — a continuation of increased costs associated with additional packages and higher acuity.
* Acute — activity data for Month 1 & 2 is not yet available from providers.
* Running Costs and Programme Operating Costs — are currently offset until the outcomes of the NHS Reform programme are concluded and ESR is updated to reflect
staff moving into their substantive roles.
+ Offset with other areas of underspend in the overall position, and the utilisation of centrally held allocations whilst investment decisions are confirmed.



For the NHS GM Financial position, the Board is asked to:

* Note the Month 2 year to date and forecast reported financial position which is in line with the
balanced plan.

» Note and discuss the areas of key risks and pressures and the requirements for early intervention
and mitigations to bring spend back in line with plan.

* Note the delivery of CIP as at Month 2 of £20.7m against a plan of £20.5m, a slight over delivery
of £165k YTD.

» Note that the forecast capital position is expected to deliver in line with the allocation.

* Note the NHS GM cash position which continues to be closely monitored.

* Note that an increased financial control framework of enhanced grip and control still remains in
place to ensure only essential additional expenditure is committed, and on-going scrutiny of the
financial position and delivery of CIP through the Chief Officers continues.
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Required information

Details

Title of report

Strategic Commissioning Committee Report

Author

Sue Bailey, Non-Executive Director/ Chair of
Strategic Commissioning Committee

Presented by

Sue Bailey, Non-Executive Director/ Chair of
Strategic Commissioning Committee

Contact for further information

Sue Bailey, Non-Executive Director/ Chair of
Strategic Commissioning Committee

Executive summary

To highlight key issues and provide
assurance to the Board.

The benefits that the population of Greater
Manchester will experience.

N/A

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

N/A

The decision to be made and/or input
sought

The Board is asked to:

¢ Note the contents of the report and provide
feedback to the Committee Chair.

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

N/A

Key milestones

N/A

Leadership and governance arrangements

Overview of discussions at the Strategic
Commissioning Committee

Engagement* to date

*Engagement: public, clinical. Analysis:

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

committees.

Financial or Legal Implications N/A

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

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

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




Report from: Strategic Commissioning Committee

Date of Meeting: 3 June 2026

Chair: Dame Sue Bailey

Quoracy Achieved: | Yes

Key escalations and discussion points from the meeting:

None were raised.

Alert

No alerts were raised.

Advise

e Performance Report: The committee were informed that a new
performance report format would be introduced for Julys meeting, with a
focus on Urgent and Emergency Care access targets, Elective Reform,
Diagnostics and Mental Health.

e Chief Commissioning Officer Report: Updates were provided on the
progress on cardiac and vascular service changes, gynaecology, ENT
community service models, retinopathy of prematurity screening, community
dermatology procurement and the successful transfer of the Devonshire
neuro rehab unit, as well as strong performance in continuing healthcare
assessments.

e Chief Clinical Officer Report: The report provided assurance of the robust
processes in place in GM in relation to GP Collective Action, the plans for
further walkarounds to take place for paediatric audiology recovery and the
refresh in the approach to the primary-secondary care interface. The
committee also approved the recommendations set out in the report from
Clinical Effectiveness and Governance (CEG).

e Chief Strategy, People and Partnerships Report: The committee were
presented with updates on place partnerships, neighbourhood health and
Live Well funding.

e Chief Reform and Improvement Officer Report: The committee were
informed that the digital strategy is being refreshed to align with the new 10-
year plan, addressing digital exclusion and ensuring sustainability in
technology investments. The committee were also made aware of the
transition from monthly provider oversight meetings to a risk-based
approach, with meeting frequency determined by NOF ratings.

Assure




e GM Prevention Demonstrator Quarterly Update: An overview of the GM
Prevention Demonstrator, its national significance and its integration with the
Live Well and neighbourhood health models were provided. The committee
discussed workforce, prioritisation and public engagement. The need for a
whole-system, resident-focused approach and outlined plans for
blueprinting, evaluation and national advocacy was emphasised by the
committee.

e Antimicrobial Resistance Programme: The Antimicrobial Resistance
(AMR) report detailed system-wide improvement plans, performance data
and achievements in reducing antibiotic prescribing and infection rates.

Risks discussed and new risks identified

Risks scoring above 16 that are monitored via the Strategic Commissioning
Committee:

¢ Risk Report: The committee were presented with updates on the Board
Assurance Framework (BAF) risks, corporate risk register and performance
reporting. It was confirmed a new, more integrated approach will be
presented to the Board in July, with committee updates to follow.

Learning for sharing

Summary of learning points to share from the Strategic Commissioning Committee
June meeting.

e Cross-Committee Risk alignment to take place to ensure an overarching
view on how risks are consolidated across Chief Officers reports to take
place.

Appreciative

Summary of the appreciation shared from the Strategic Commissioning Committee
June meeting.

e Chief Reform & Improvement Officer Report: The committee were made
aware of the GM Care Record programme award for ‘Digital Team of the
Year'.

e Chief Clinical Officer Report: The committee were made aware of the
NHS Excellence Awards 2026, securing multiple regional champion awards
across the Northwest. The award-winning initiatives included system-wide
transformation of mental health flow (Greater Manchester Mental Health




NHS Foundation Trust, Pennine Care NHS Foundation Trust (PCFT) and
NHS GM ICB), digital innovation in dialysis services (Manchester University
NHS Foundation Trust), population health improvement programmes
(PCFT), sustainable healthcare initiatives led by NHS GM and partnership
working through the Greater Manchester Urgent Primary Care Alliance. The
committee were also informed of the Meds Ops projects that had been
shortlisted for the HSJ award.

Antimicrobial Resistance Programme: Updates were provided on the
collaborative AMR improvement work underway across GM. The
programme continues to span AMR, AMS, IPC and also sepsis/acute
deterioration. The committee were also informed of the IPAP-UTI study
which is now live and running across NHS GM and run by the University of
Bristol, with GM the 3rd ICB intervention site. It was reported that it is
population-based seeking to determine whether changes in prescribing
patterns can impact/reduce antimicrobial resistance.

Chief Strategy, People & Partnerships Report: GMCA and NHS GM have
confirmed maintenance of the current level of Live Well Implementation
Support Funding in each locality for 2026/27. As part of this, there is a
commitment to sustain the implementation support funding through to
2027/28 and 2028/29 as Live Well continues to develop.

Chief Commissioning Report: The committee were informed of the
Ophthalmology Eye Care Navigation Service which provides clinical triage
and consistent, unbiased and effective choice to patients.
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Required information.

Details.

Title of report.

Quality and Performance Report

Author.

Miladur Rahman — Head of Performance and
Improvement

Anita Rolfe, Deputy Chief Nursing Officer
Amy Jeffery, Quality Manger

Presented by.

Manisha Kumar, Chief Clinical Officer

Contact for further information.

Ed Dyson: edward.dyson@nhs.net

Executive summary.

This report provides the Board with an
overview of current system performance and
guality across NHS Greater Manchester,
using the Assure, Alert and Advise approach.
It highlights key areas of achievement, areas
requiring continued oversight and escalation,
and the actions being taken through provider,
locality and system governance
arrangements.

The Board is asked to discuss and agree the
levels of assurance set out in this report,
noting areas rated Alert, Advise and Assure
across performance and quality.

The benefits that the population of Greater
Manchester will experience.

Improvement in performance and quality will
support safer care, better access, reduced
waits, improved outcomes and a more
consistent experience for people using
services across Greater Manchester.

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

The report includes oversight of variation in
service performance and quality across
Greater Manchester and supports targeted
action to reduce unwarranted variation,
improve access and strengthen outcomes for
communities experiencing poorer care or
longer waits.

The decision to be made and/or input
sought.

The Board is asked to:
Discuss and agree the levels of assurance for
performance and quality set out in the report.



mailto:edward.dyson@nhs.net

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

This report supports delivery of operational
priorities by providing Board oversight of
system performance, quality risks and
improvement actions. It also contributes to
assurance against relevant Board Assurance
Framework risks relating to quality,
operational delivery and service resilience.

Key milestones.

The report reflects monthly and quarterly
monitoring of key performance standards,
quality risks, provider oversight arrangements
and improvement actions across the system.

Leadership and governance
arrangements.

The report is informed through established
provider, locality and system governance
arrangements, including quality review
meetings, provider oversight processes,
system boards and committees.

Engagement* to date.

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

*Engagement: public, clinical. Analysis:

The report draws on information from
localities, providers, system boards and
committees. Specific engagement activity sits
within the individual programmes and
services referenced, rather than within the
preparation of the report itself.

Financial or Legal Implications

There are no direct financial or legal
implications arising from this report. It is
provided for assurance and oversight.

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

Public Clinical Sustainabi | Financial Legal Conflicts Report
engageme | engageme | lity impact | advice advice of interest | accessibili
nt nt ty

No No No No No No Yes




1. Introduction

1.1 This paper advises the Board on the levels of assurance regarding performance and
quality. Itis completed using information from localities, system boards and committees
within the NHS Greater Manchester (NHS GM) integrated care system. The paper
highlights material issues for Board. The paper also briefs Board on provider and locality
assurance arrangements.

1.2 This report uses the “Assure, Alert and Advise” approach aimed to direct members to the
key issues and provide an understanding of the work that is being completed to address
these issues.

ALERT: Alert to matters that require escalation for the board’s attention or action
ADVISE: Advise of areas of ongoing monitoring or development
ASSURE: Inform the board where assurance has been achieved

1.3 The Board is asked to discuss and agree levels of assurance set out in this report.

2. Performance

2.1 This section highlights current performance against key deliverables. It used the latest
national published data and/or the latest unvalidated data/forecast position. Narrative
commentary is provided for Alert domains only, to focus Committee attention on areas of
material delivery risk requiring system oversight. Some 26/27 metric are early in the
reporting cycle and data is not yet available for a small number of measures.

Alert

2.2 In May, 72.3% of patients attending A&E were admitted, transferred, or discharged within four
hours, worse than May plan of 73.3%. The latest unvalidated data for June (15t — 24™) shows
performance at 70.8%. The latest national benchmarking (May 2026) places the ICB 27" of
36 nationally.

2.3 In May, 9% of patients attending type one and two A&E departments waited more than 12
hours, worse than May plan of 7.9%. GM ICB benchmarked at 11 out of 36 ICBs in May.
The latest unvalidated data for June (15t — 24™) shows a decline to 9.5%. The plan is to
improve to 7.7% by March 2027.

2.4 Urgent and Emergency Care (UEC) performance continues to experience system
pressures, particularly the four-hour and twelve-hour wait metric. A coordinated system
response remains in place through established UEC governance, with continued focus on
improving discharge, optimising flow and reducing long waits across urgent care
pathways. A deep dive into 12-hour waits is being presented to the Strategic
Commissioning Committee in July.

2.5 Atthe end of April, there were 55 patients across GM Trusts waiting over 65 weeks for
treatment against a target of zero. Unvalidated provider forecasts from the 23" of June



shows an anticipated increase to 212 patients waiting over 65 weeks at the end of June:
139 at Northern Care Alliance NHS Foundation Trust, 71 at Wrightington, Wigan and
Leigh NHS Foundation Trust (WWL), and 2 at Stockport NHS Foundation Trust.

2.6 Industrial action, and temporary closure of two surgical theatres for refurbishment are key
drivers for the increase in 65+ waiters. WWL anticipate a reduction in breaches over
coming weeks through additional support being provided by the independent sector.

2.7 The total number of patients in GM providers waiting for elective treatment stood at
435,293, worse than April plan of 431,979. The continued uptake in the use of advice and
guidance by primary care, expansion of community services and the single point of
access for managing referrals are areas of focus in 26/7.

2.8 At the end of April there were 55 adults with autism (with no learning disability) in an
inpatient bed, worse than the Q1 plan of no more than 50 adults. There were also 45 adults
with a learning disability (and may also be autistic) in an inpatient bed, worse than the Q1
plan of no more than 42 adults. Published data for LD metrics are rounded to nearest 5 to
prevent identification of vulnerable individuals. Access to the actual unrounded figure shows
GM still worse than Q1 plan for both these metrics.

2.9Work is ongoing to reduce inpatient admissions, ensuring all patients are reviewed through
Care and Treatment Reviews (CTRs) with a documents discharge trajectory, escalating
individual discharge barriers through Multi Agency Discharge Events (MADES), developing
plans for an autism crisis and admission avoidance service and developing community step-
down and housing solutions. Delivery remains dependent on effective system-wide
collaboration and securing appropriate invest-to-save funding to expand crisis and admission
avoidance provision.

2.10 People with mild to moderate mental health problems such as anxiety or depression can
be referred to talking therapy for treatment. In April, 67% of people discharged after
treatment showed a reliable improvement in their symptoms, meaning they felt noticeably
better. This was worse than the 69% target. Also 44.5% of people discharged reliably
recovered, meaning they showed a lasting improvement in their mental health. This was
worse than the 51% target.

2.11 There is a system-wide approach to improve reliable improvement and reliable recovery,
focused on strengthening pathway delivery and treatment completion. Core actions include
driving progress against System Maturity Tool plans with clear local ownership and oversight
and improving efficiency across pathways by reducing ‘Do not Attends’, minimising
administrative waste, and addressing variation in attrition and re-referral rates.

2.12 As of the 28" of June, there were four out of area placements which was worse than
the plan of no more than two throughout the year. This means four adults requiring acute
mental health inpatient care were admitted to hospital outside of GM because a suitable bed
was not available inside GM. Reducing the number of patients clinically ready for discharge
remains a key priority as well as a continued system focus admission avoidance.



Advise

2.13 In April, 61.6% of GM Trust patients were waiting less 18 weeks for treatment, which
was better than the April plan of 60.6%. GM Trusts are forecasting to achieve 62.1% at the
end of June which would achieve June plan of 62.1%. The aim is to increase to 69.6% by
March 27.

2.14 In April, 1.6% of the patients in GM Trusts were waiting over 52 weeks for treatment,
better than the April plan of 1.8%. GM Trusts are forecasting to achieve 1.6% at the end of
June which would be slightly worse than June plan of 1.5%. The aim to is to reduce to 0.6%
by March 27.

Assure

2.15 The 28-day cancer faster diagnosis standard saw 77% of patients diagnosed within 28
days in GM providers in April, which was worse than the April plan of 80.2%. GM ICB is
ranked 16™ out of 36 ICBs in April. May forecast improves to better than plan at 81.4%. June
forecast is also expected to be better than plan.

2.16 In April 77.3% of cancer patients in GM providers received treatment within 62 days,
which was better than the April plan of 74.8% and ranked GM ICB 6™ out of 36 ICBs
nationally. May forecast is 81.4%, which would be better than plan. June forecast is also
expected to be better than plan.

2.17 In April, 96% of cancer patients in GM providers started treatment within 31 days of
receiving a decision to treat. This was better than April plan of 94% and ranked GM ICB 4t
out of 36 ICBs nationally. Both May and June forecast are expected to be better than plan

2.18 In May, average category 2 ambulance response time across Greater Manchester was
22 minutes and 38 seconds, which was better than the 25-minute target.

2.19 In April, 12.3% of patients were waiting more than six weeks for a diagnostic test at GM
NHS providers, better than April plan of 13.6% and ranking GM ICB 4™ out of 36 ICBs
nationally. The ICB year end plan to reduce to 2% by March 27.

2.20 The percentage of people waiting less than 18 weeks to start treatment in a community
health service was 85% in April, which was better than the April plan of 84.6%.

2.21 Inthe 12 months up to the end of April, 4,460 GM registered patients with serious mental
illness accessed Individual Placement and Support (IPS) services, which was better than
April plan of 3,109. ISP offers intensive support to help people find the right job and keep it
through ongoing individualised support.



3  Quality Update

System Improvement Board Updates

Greater Manchester Mental Health NHS Foundation Trust (GMMH)

3.1 Further to the recent closure of Laureate House to enable repair work to damaged pipework,
Griffin Ward at Junction 17 has been hosting the Psychiatric Intensive Care Unit (PICU).
Intelligence has been shared by the Trust highlighting concerns about bed capacity and the
management and delivery of clinical care on Griffin Ward following commencement of the
relocation including 2 significant patient safety events. Griffin Ward has subsequently been
closed and the ICB will monitor the Safeguarding investigation and patient safety issues with
ongoing oversight and assurances being requested via the Quality Review Meetings.

3.2 During the May Quality Review Meeting, the closure of the majority of GMMH Contract
Performances Notices across the ICB and NHSE was acknowledged and highlighted as an
item for positive escalation to the Provider Oversight Meeting.

Patient Safety Event Data Quarterly Publication (Quarter 4)

3.3 The National Patient Safety Event Data has been published for Q4 and provides some
summary reporting for all organisations in relation to patient safety events recorded on
LFPSE - Statistics » Quarter 4 2025/26 (January, February, March 2026)

3.4 The new data also includes a breakdown of Learning From Patient Safety Events (LFPSE),
participation/uptake across NHS Trusts and primary care providers along with the number of
patient safety events recorded by taxonomy version as LFPSE-compliant. Local Risk
Management Systems Local Risk Management Systems (LRMS) suppliers and healthcare
organisations continue working towards full adoption of version 6 of the taxonomy. The
adoption timeline of the latest taxonomy is expected to occur at different points across
healthcare organisations.

A summary data is provided below to show the number of patient safety events (including
good care events) recorded per 1000 bed days for each of the NHS Greater Manchester
(NHSGM) Trusts, including a comparison to Q3 data:


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fstatistics%2Fstatistical-work-areas%2Fpatient-safety-data%2F2025-26%2Fq4%2F&data=05%7C02%7Ca.jeffery1%40nhs.net%7C4bd7f1ebb08e4bc48ddb08ded36416e5%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639180624012799879%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=QEKCXaz8yWQxQOKlC07w4KMUTlUqmgx1wNnMNtpxMdA%3D&reserved=0

Recording Q4 Q3
Organisation Total Median Activity Recording |Recording
code Organisation name incidents |day lag Recording rate type |denominator |rate Rate

RMC Bolton NHS Foundation Trust 4005 0|Per 1,000 Bed Days 50039 80 84.5
RXV Greater Manchester Mental Health NHS Foundation Trust 9748 0|Per 1,000 Bed Days 65833 148.1 153.7
ROA Manchester University NHS Foundation Trust 15595 0|Per 1,000 Bed Days 181570 85.9 87.2
RM3 Northern Care Alliance NHS Foundation Trust 8999 0|Per 1,000 Bed Days 133083 67.6 83.1
RT2 Pennine Care NHS Foundation Trust 2398 0|Per 1,000 Bed Days 40610 59 58.2
RW)J Stockport NHS Foundation Trust 3636 0|Per 1,000 Bed Days 54704 66.5 78.9
RMP Tameside and Glossop Integrated Care NHS Foundation Trust 4942 0|Per 1,000 Bed Days 40018 123.5 126.2
RBV The Christie NHS Foundation Trust 2365 1|Per 1,000 Bed Days 15410 153.5 139.8
RRF Wrightington, Wigan and Leigh Teaching Hospitals NHS Foundation Trust 3945 0|Per 1,000 Bed Days 46666 84.5 88.7

3.5 The Board is asked to note the above and advised that the ICB will continue to pick up
discussion points or gaps in assurance as part of the ongoing programme of Quality Review
Meetings.

Local Maternity & Neonatal System

National Maternity & Neonatal 3-Year Delivery Plan

Greater Manchester achieved compliance with 97.3% of the national deliverables

The only outstanding deliverables on completion of the 3 years related to:

Bespoke digital implementations (Manchester University NHS Foundation Trust
(MFT) — Personalised Care & Support Plan & Stockport NHS Foundation Trust
(SFT)— New Maternity Early Warning Score (MEWS) implementation)

Full implementation of an Electronic Patient Record (EPR) systems. (Tameside &
Glossop Integrated Care NHS Foundation Trust (TGICT), Stockport NHS Foundation
Trust (SFT), Bolton NHS Foundation Trust (BFT) & Wrightington Wigan & Leigh NHS

Foundation Trust (WWL))

All providers have committed to full implementation and procurement of Electronic
Patient Record (EPR) systems to support future compliance.

MFT/Greater Manchester Mental Health NHS Foundation Trust (GMMH) - Perinatal Mental
Health Mother & Baby Unit (Laureate House) Closure for estates works

¢ Planned work scheduled to last till the end of the year (Work commenced

February 2026)

e A temporary Mother & Baby Unit (MBU) opened at Lowswater Ward, Prestwich

site, providing up to 6 beds.

e Work at Laureate House is continuing as planned, and it is hoped that the building
will re-open towards the end of the year.

Tameside Neonatal Unit Fully re-opened all 13 cots on Monday 15th June following
remedial estates work.



e All works completed and no concerns escalated since reopening
4 Recommendations

4.1 The NHS GM Board is asked to discuss and agree levels of assurance set out in this report
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Required information

Details

Title of report

Audit Committee Report

Author

Faye Vaughan, Governance Advisor

Presented by

Jackie Njoroge, Deputy Chair / Senior
Independent Director

Contact for further information

Jenny Noble

Executive summary

To highlight key issues and provide
assurance to the Board.

The benefits that the population of Greater
Manchester will experience.

N/A

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

N/A

The decision to be made and/or input
sought

The Board is asked to:

¢ Note the contents of the verbal report
including items for escalation and
provide feedback to the Committee

Chair.
How this supports the delivery of the N/A
strategy and mitigates the BAF risks
Key milestones N/A

Leadership and governance arrangements

This is a summary report following the June
Audit Committee meeting.

Engagement* to date

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

Draft report shared with the Chair for
comments.

Financial or Legal Implications

N/A

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

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

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




Report from: Audit Committee

Date of Meeting: 17 June 2026

Chair: Richard Paver

Quoracy Achieved: | Yes

Key escalations and discussion points from the meeting:

Alert

The Committee noted several areas for alert/escalation, including the ongoing
financial sustainability challenge and technical breach of statutory duty under the
External Auditors Annual Report 2025/26, reliance on delivery of significant future
savings, the need to strengthen contract management and Provider Selection
Regime (PSR) controls and the potential impact of organisational capacity and
skills retention following workforce changes.

Advise

External Auditors Annual Report 2025/26: The Provider Selection Regime (PSR)
was highlighted as an ongoing governance and compliance risk area. It was noted
that NHS GM had worked to establish arrangements for consistent application of
PSR, but the nature of the regime meant further development of controls and
governance was required. Improvement recommendations were therefore raised to
strengthen procurement and PSR compliance. The committee also reflected that
members would benefit from a deeper understanding of PSR, its implications and
the associated governance requirements. It was suggested that a future Board
Development Session should be arranged to cover PSR in more detail.

Improve flow between Board committees: The committee discussed the
importance of effective cross-committee working to ensure that key risks,
recommendations and areas of assurance were considered in the appropriate
forums. The committee noted the need for clear links between the committees and
wider Board governance arrangements, particularly in relation to financial
sustainability, Provider Selection Regime compliance, contract management and
organisational capacity. It was agreed that relevant matters should continue to be
escalated or cross-referenced through committee reports and Board summaries
where appropriate.

External Audit Findings Report 2025/26: The Committee discussed the potential
impact of voluntary redundancy on organisational capacity, particularly in relation to




the retention of key knowledge, skills and expertise. Assurance was sought that
appropriate arrangements were in place to manage any associated risks. It was
confirmed that work would be undertaken to review the skills and capacity required
across the organisation and to ensure that sufficient capability was retained to
support effective delivery.

SIRO Report: The committee received the SIRO Report shared in Part B of the
meeting. The report outlined actions, clear accountability and deadlines to support
the actions that need to be completed as part of the NHS GM Data Security
Protection Toolkit (DSPT) 2025/2026 submission. It was confirmed that an overall
plan and full SIRO Report would be shared at the next meeting in September 2026.

Assure

Annual Report and Accounts (including Annual Governance Statement) and
Letter of Representation: The Committee received the Annual Report and
Accounts 2025/26 including the Annual Governance Statement and Letter of
Representation as part of the Annual Reporting process. The committee
acknowledged the significant work undertaken to finalise the report, with thanks
recorded to those involved. The Annual Report and Accounts was approved.

Head of Internal Audit Opinion: The committee received the Head of Internal
Audit Opinion, which provided assurance to support the Accountable Officer and
Board in assessing the effectiveness of NHS GM'’s system of internal control.
The committee noted that the final opinion was Substantial Assurance and that
the Internal Audit Plan was designed to address the ICB’s key risks on a cyclical
basis. The committee were advised that one draft audit report remained to be
finalised, pending management responses.

Anti-Fraud Annual Report 2025/26: The committee received the Anti-Fraud
Annual Report, which summarised the work completed by the ICB’s Anti-Fraud
Specialist during April 2025 to March 2026. The report set out the organisations
counter fraud, bribery and corruption activity and confirmed that the ICB had been
assessed against Government Functional Standard 013 for Counter Fraud. The
committee noted that the 2025/26 Counter Fraud Functional Standard Return had
been submitted ahead of the deadline, with the ICB receiving green ratings against
11 of the 12 assessed requirements and an overall, green-rated self-assessment.

Risks discussed and new risks identified

The committee discussed a number of key risks, including financial sustainability
and the technical breach of statutory duty, delivery of significant future savings,
contract management controls, Provider Selection Regime compliance,




organisational capacity and retention of key skills following workforce changes and
the outstanding position on the third-party company investment. Assurance was
sought on the actions being taken to manage these risks, with further updates
requested where appropriate.

Learning for sharing

There were no specific areas of learning for sharing from the Audit Committee.







Integrated Care Board

15t July 2026

Required information

Details

Title of report

NW Specialised Commissioning Committee
Report

Author

Dr Ruth Hussey, Chair, NW Specialised
Commissioning Committee.

Presented by

Katherine Sheerin, Chief Officer for
Commissioning

Contact for further information

Katherine Sheerin

Executive summary

To highlight key risks and issues associated
with the commissioning of specialised
services and provide assurance to the Board.

The benefits that the population of Greater
Manchester will experience.

Access to high quality specialised services to
improve health and clinical outcomes.

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

The work of the NW Specialised Services
Committee will be supported by a Health
Inequalities Task Force to ensure that
inequalities in access and outcome are
central to commissioning programmes.

The decision to be made and/or input
sought

The Board is asked to:

Note the contents of the report.

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

Key milestones

N/A

Leadership and governance arrangements

This is a summary report following the last
NW Specialised Commissioning Committee
meetings.

Engagement* to date

*Engagement public, clinical. Analysis:
quality, sustainability, financial.

committees.

T%Br]n NS APSPSVAN DY GFSEIE) and creation of

NW Specialised Commissioning Committee
comprises members (clinical, managerial and
NEDs) from across the 3 NW ICBs and
HMNEISE. Each programme has its own
arrangements for wider engagement.

Financial or Legal Implications

N/A

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

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




Meeting of the NW Specialised Services

Committee
29t April 2026

Highlight report of the Chair of the NW Specialised
Services Committee

Committee Chair: Steve Spill

NOTE

RED TEXT IS ADVISORY AND SHOULD BE REMOVED WHEN
FINALISING PAPER

NOTE

BLUE AND TEXT SHOULD NOT BE REMOVED

FONT TO USE: ARIAL
FONT SIZE: 12 for main text, 14 for section titles




Highlight report of the Chair of the North West
Specialised Services Committee

Committee Chair Steve Spill
Terms of Reference
Date of meeting 29t April 2026

Key escalation and discussion points from the Committee meeting

e Significant risk remains regarding the Adult Critical Care Transfer Service
(ACCTS) due to the absence of capital funding, preventing procurement of a
compliant service and requiring continued reliance on interim arrangements
which potentially pose workforce and patient safety risks

e Ongoing operational and quality pressures across specialised services were
noted, including cardiac waiting times, cancer performance, neurosciences
capacity, renal dialysis incidents and breast screening delays

e The closure of Saint Andrew’s Healthcare continues to create system pressure
on secure mental health provision and bed capacity nationally

Advise

e Capital funding for ACCTS requires urgent national resolution, with escalation
supported through a joint NHS England and ICB submission.

e Further development is needed to strengthen pathway-level financial insight and
support strategic commissioning decisions

e Work is required to clarify governance arrangements under OPIC, including
roles, accountability and committee structures

e The Committee supports enhanced alignment between specialised
commissioning and ICB quality governance and strengthened shared learning
approaches

e A balanced financial plan for 2026/27 has been developed, with most contracts
agreed and robust oversight through established governance arrangements.

e Quality concerns are actively managed, with oversight through regional and
ICB governance structures and improvements to reporting.

e Transformation programmes, including the ROP service model, are delivering
measurable improvements in access, consistency and patient safety.

e (Governance arrangements are being reviewed and strengthened in line with
OPIC development, including improved structure and reporting approaches.




Minutes

NHS Greater Manchester People & Resources Committee — Public

Date: Wednesday 27 May 2026
Time: 14:00 — 15:15
Venue: MS Teams
MEMBERS:
Kal Kay KK | Non-Executive Director, Chair
Jackie Njoroge JN | Non-Executive Director, Deputy Chair
Richard Paver RP | Non-Executive Director
Vish Mehra VM | Partner Member - GP
Owen Williams OW | Partner Member - Chief Executive Officer, Northern Care Alliance
Nicola Hepburn NH | Acting Chief Reform and Improvement Officer
Kathy Roe KR | Chief Finance Officer
Charlotte Bailey CB | Chief Strategy, People and Partnerships Officer
IN ATTENDANCE:
Stephen Downs SD | Deputy Chief Finance Officer
Jackie Gardiner JG |Director of Operational Finance
Chris Gaffey CG | Associate Director of Corporate Services
Ross Baxter RB | Governance Advisor (Minutes)
APOLOGIES:
Colin Scales |CS | Acting Chief Executive Officer

[tem | Item

No

PUBLIC
1. Introductions and Apologies

KK welcomed everyone to the meeting and the apologies were noted.
Attendance Matrix

The Attendance Matrix was shared for information.

meeting.

2. Declarations of Interest

The People & Resources Committee Conflict of Interest Register was shared for
information. There were no additional declarations or conflicts of interest declared at the

3. Minutes of the Last Meeting and Action Log

The minutes of the last People and Resource Committee were approved as an accurate
record. There were no updates to the action log to be noted.
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Sub-Groups and Workplan

The Committee received a report outlining the proposed People and Resources
Committee workplan and supporting sub-group structure. The report set out progress to
date in developing draft workplans, mapping statutory and assurance requirements, and
establishing an overarching framework for committee business.

Members noted that the current workplans remain in draft and, while comprehensive in
capturing required assurance items, require further development to ensure a more
strategic focus. It was reported that work is underway to move away from an itemised
approach towards a streamlined model centred on strategic oversight, including the
introduction of thematic deep dives aligned to key organisational priorities and risks.

The Committee considered the proposed organising framework for committee business,
comprising governance; statutory and annual reporting; process and pipeline items;
thematic deep dives; and items for decision. Members also noted the alignment of sub-
groups to the two main committees, with reporting to be consolidated through Chief
Officer reports to improve efficiency and reduce duplication.

Members raised concerns regarding whether the proposed thematic deep dive
approach would provide sufficient depth to enable robust assurance, noting the need
for the Committee to maintain clear oversight of key risks and priority areas. It was
emphasised that certain significant issues, including staff survey outcomes and
Freedom to Speak Up arrangements, should retain visibility at Committee or Board level
rather than being managed solely through sub-group structures. The Committee noted
the decision not to undertake a full staff survey in the current year due to organisational
change, with pulse surveys used as an alternative; however, members highlighted the
importance of transparency and advocated for a return to full survey participation in
future to align with wider NHS practice.

Further discussion highlighted the importance of maintaining independence in reporting
on Freedom to Speak Up and whistleblowing, with a preference for assurance to be
provided separately from senior management reporting. Members also sought clarity on
how items would be escalated through Chief Officer reports, including whether existing
reporting formats would be adapted to align with the new framework. The need for
strong interdependencies and effective communication between sub-groups, as well as
between this Committee and the Strategic Commissioning Committee, was
emphasised. In addition, it was suggested that agendas should be structured to prioritise
decision-making items earlier in meetings to ensure adequate time for strategic
discussion.

The Committee acknowledged that the proposed structure represents a pragmatic
approach and supported a test-and-learn methodology. It was confirmed that formal
reviews of the new arrangements will take place after three and six months to assess
effectiveness and make any necessary refinements.

NHS GM People & Resources Committee provided comment and views on the
current proposals on the Committee workplan and supporting groups.




Chief Officers’ Update Reports

Chief Strateqy, People & Partnerships Officer

The Committee received the Chief Strategy, People & Partnerships Officer’'s report,
which provided an update on progress across the people and culture agenda, including
the establishment of the People and Culture sub-group, progress on key organisational
priorities, and developments in relation to Freedom to Speak Up arrangements.

The Committee noted that the People and Culture sub-group had now been established
to support delivery and oversight of the people agenda, with current priority areas
focused on the organisational development plan, anti-racism programme, and wider
reform activity. Members were advised of ongoing work across Greater Manchester on
a system-wide anti-racism programme, including initiatives relating to leadership
behaviours, bystander training, and improvements in reporting and data.

The Committee also received an update on changes to Freedom to Speak Up
arrangements, noting the forthcoming closure of the national Guardian’s Office and the
transition of responsibilities at regional and local levels. It was reported that Freedom to
Speak Up functions had been incorporated within the corporate governance portfolio to
enable triangulation with other sources of staff insight, including complaints, workforce
data, and staff feedback mechanisms, while maintaining appropriate independence
through governance oversight.

In discussion, members emphasised the importance of ensuring strong alignment
between Freedom to Speak Up, whistleblowing, staff feedback, and wider colleague
voice mechanisms, to provide a comprehensive view of organisational culture. The
Committee also reiterated the importance of maintaining sufficient independence in
assurance arrangements.

Members sought assurance on the impact of organisational reform on workforce
equality, particularly in relation to gender and ethnicity, and were advised that a full
equality impact analysis, covering staff starting, remaining and leaving the organisation,
would be reported to the Board at an appropriate point following completion of the reform
programme.

The Committee further noted the absence of a comprehensive workforce data
dashboard and highlighted the importance of receiving clear, accessible metrics to
support oversight of workforce performance, including indicators such as sickness,
appraisal rates, and overall staff experience. It was acknowledged that work is underway
to develop a dashboard; however, data quality challenges associated with
organisational change were noted, and it was agreed that an initial high-level position
could be provided, with further refinement over time.

Acting Chief Reform and Improvement Officer

The Committee received the Acting Chief Reform and Improvement Officer's report,
noting that this initial submission primarily reflected Quarter 4 performance and
achievements from the previous financial year, with further development of reporting
planned for future meetings. Members were advised that, as the portfolio continues to
evolve, future reports will present a more integrated view linking performance outcomes,
strategic commissioning priorities, and the financial impacts of cost improvement
programmes. It was noted that work is underway to enhance reporting through the use
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of more meaningful performance tracking, including the introduction of statistical
process control charts to better demonstrate trends and the impact of interventions over
time.

The Committee noted the positive performance position at year end, with the system
concluding 2025/26 strongly. Early indications from Month 1 of the new financial year
were also encouraging, with the majority of trusts performing above plan in key areas,
including four-hour performance, reflecting the impact of recovery actions implemented
in the latter part of the previous year. Members were advised that this positive trajectory
has been recognised regionally, with continued support being provided through
oversight arrangements with providers.

The report also highlighted ongoing work to strengthen oversight of performance and
delivery, including continued collaboration with finance colleagues to align performance
improvement with financial sustainability and cost improvement plans. The Committee
noted that emerging risks associated with delivery of prior recovery plans are already
being identified in the early part of the year, and that a proactive approach is being taken
to intervene early and support delivery.

In discussion, members noted that the current report format did not consistently include
supporting data alongside narrative reporting, particularly within the alert and advise
sections, and emphasised the importance of strengthening quantification and evidence
in future iterations. It was acknowledged that enhanced reporting, including clearer
metrics and trend data, would be incorporated in forthcoming reports to improve
transparency and support effective oversight.

Chief Finance Officer

The Committee received the Chief Finance Officer's report, noting that the content
would continue to develop as the supporting sub-committee structure becomes fully
established. It was reported that existing financial governance arrangements were
already operating in practice through established forums, particularly in relation to
financial management, contracting, and delivery of the cost improvement programme,
with these expected to be formally reflected within the evolving governance framework.
The Committee noted progress in relation to neighbourhood health development,
including ongoing work to establish a pipeline of neighbourhood health centres.
Members were advised that an initial proposal for ten developments had been submitted
to ensure continued access to national funding allocations, with a provisional £44m
available to support delivery. It was emphasised that this represents an early stage in
the process, with detailed business cases yet to be developed and further engagement
required across partners to determine delivery models, funding contributions, and the
use of existing estate. The Committee was informed that national expectations in
relation to neighbourhood health are continuing to evolve, and that maintaining flexibility
and readiness to access further funding opportunities is a key priority.

The Committee discussed the importance of partnership working in the development of
neighbourhood health centres, including alignment with wider system partners such as
local authorities, housing providers, and GMCA. It was noted that initial engagement
has taken place at locality level; however, timelines for submission have required an
accelerated approach, with further collaboration and co-design expected as the
programme progresses. Members also emphasised the importance of maximising the
use of existing public estate in line with one public estate principles.




The Committee noted positive progress in a number of financial areas, including the
timely submission of required national returns, successful contract sign-off with Greater
Manchester providers ahead of previous years, and ongoing budget finalisation. Early
feedback from external audit indicated no material issues at this stage, and the
Committee acknowledged the significant achievement in delivering a compliant financial
plan for 2025/26 across the system. It was further noted that deficit support funding had
been secured for Quarter 1 for both the ICB and providers, reflecting compliance with
national requirements, including timely contract agreement.

In discussion, members sought clarification on the operation of deficit support funding
arrangements and were advised that funding is now assessed at an organisational level,
allowing different parts of the system to qualify independently. It was confirmed that all
Greater Manchester organisations had secured support for Quarter 1, although future
quarters will require continued delivery against challenging plans, particularly within the
provider sector.

The Committee also considered broader issues of financial risk and system delivery,
noting that early engagement and robust management will be required to sustain
financial performance and respond to emerging pressures.

NHS GM People & Resources Committee;

¢ Noted the reports

e Supported the progress and direction of travel for establishing the new People
and Culture Sub-Group

e Noted scrutiny of performance takes place at the Strategic Commissioning
Committee and is presented to Board.

Finance Report — Month 1

The Committee received the Month 1 Finance Report, noting that the reported position
is subject to a number of caveats due to ongoing organisational transition and the
current stage in the financial reporting cycle. It was explained that the month 1 position
reflects a high-level view pending finalisation of budget uploads with NHS England, with
a mix of on-ledger and off-ledger reporting in place. The Committee was advised that,
due to continued staff movement and system changes, some costs may not yet be fully
aligned to the correct areas, although this is expected to stabilise in subsequent months.

The Committee noted that the organisation is reporting a balanced position at Month 1
year-to-date; however, forecast information is not yet available. Members were advised
that early pressures have been identified in specific areas, including ADHD, autism
services and all-age continuing care, largely driven by an increase in high-cost
packages observed at the end of the previous financial year. It was noted that this
position reflects a cautious, worst-case view at this stage, and further detailed analysis
and recovery actions are underway. Additional pressures were also identified in
community health services relating to undelivered cost improvement programmes
carried forward from the previous year.

The Committee discussed the Cost Improvement Programme (CIP), noting that the
current position is marginally ahead of plan but that a number of schemes remain in
development. Members emphasised the importance of clear visibility on the trajectory
and phasing of delivery and sought greater detail on both the areas where savings have
been realised and those being targeted going forward. It was confirmed that a more
refined approach to CIP delivery has been adopted, focusing on fewer, larger thematic
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schemes with clear ownership and strengthened oversight across portfolios. The
Committee also noted the intention to provide enhanced reporting on CIP progress
through future reports.

Members were advised that the current financial position remains volatile, reflecting the
use of exit run-rate assumptions in budget setting and the sensitivity of expenditure in
key areas. It was acknowledged that, while variances are not currently material, there
is a risk of escalation if mitigating actions are not delivered. The Committee noted that
these risks have been identified early and are being actively managed through
strengthened financial grip, prioritisation of key issues, and alignment with the
overarching recovery and improvement programme.

The Committee further discussed improvements to financial reporting, including the
intention to reintroduce more structured dashboards and performance metrics from
Month 2 onwards, albeit focused on the ICB position rather than the wider system.
Members also noted the planned reintroduction of the ‘jigsaw’ resource allocation tool
in a revised format, with a longer-term ambition to support more needs-based resource
allocation and improved linkage between financial inputs and outcomes.

The Committee emphasised the importance of developing a more integrated and
transparent reporting framework, including clearer articulation of financial risks, cost
improvement delivery, and the relationship between financial performance and system
priorities. It was also agreed that further development of the ‘jigsaw’ approach and
needs-based allocation methodology would benefit from dedicated discussion at Board
level.

NHS GM People & Resources Committee;

¢ Noted the summary nature of the Month 1 financial report.

¢ Noted the 2026/27 NHS GM financial plan is balanced following the receipt of
£17.7m of deficit support funding.

¢ Noted the Month 1 year to date reported financial position is in line with the
balanced plan.

e Noted and discuss the areas of pressures and the requirements for early
intervention and mitigations to bring spend back in line with plan.

e Noted the delivery of CIP in Month 1 of £12.8m against a plan of £12.8m, a
slight over delivery of £84k in month.

Performance Report

This report provided an update on key performance indicators for GM. The indicators
included were those considered high risk and/or form part of the undertakings process.

NHS GM People & Resources Committee noted the information provided.

Any Other Business
There was no additional business raised.
Board Paper Escalations

There were no specific escalations noted, and the Board Report would be drafted based
on the discussions in the meeting.




Meeting Reflections

The reflections indicated that the committee is functioning well in its new form, with
strong foundations in place, but with clear areas for refinement, particularly around data
richness, system visibility, and governance clarity.




Minutes

Greater Manchester Strategic Commissioning Committee

Date: 6 May 2026
Time: 14:00pm - 16:00pm
Venue: Microsoft Teams
(Public)
Present Apologies

In attendance: Rachel Egan (RE) — Non-Executive

Dame Sue Bailey (SB) — Non-Executive Director (Chair) Director

Prof. Manisha Kumar (MK) — Chief Clinical Officer Kathy Roe (KR) - Chief Finance

Katherine Sheerin (KS) — Chief Healthcare Commissioning Officer Officer
Leigh Vallance (LV) — VCSE Partner Member

Jackie Njoroge (JN) — Deputy Chair/Senior Independent Director
Chris Gaffey (CG) — Associate Director of Corporate Services
Charlotte Bailey (CB) — Chief Strategy, People and Partnerships
Officer

Nicola Hepburn (NH) — Acting Chief Reform and Improvement
Officer

Melissa Maguinness (MM) — Programme Director Commissioning
Development (item 8)

Chris Gresty (CGr) - Analytical Lead, Corporate Services, Digital
Insight and Intelligence

Jim Ritchie (JR) - Deputy Chief Clinical Officer

Sam Evans (SE) - Corporate Director of Finance — Commissioning
& Financial Assurance (deputising for Kathy Roe)

Faye Vaughan (FV) — Governance Advisor (Minutes)

Iltem | Topic Action
No.
1. Welcome, Introductions and Apologies

SB welcomed everyone to the meeting, introductions were made, and the above
apologies were noted.

2. Declarations of Interest

SB reminded board members of their obligation to declare any interest they may
have on any issues arising at the meeting which might conflict with the business of
the NHS Greater Manchester. No interests were declared.

3. Minutes from the previous meeting held on Wednesday 1 April 2026

The minutes were accepted as a true record of the previous meeting held on 1
April 2026, subject to a minor amendment raised.
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Update on Sub Groups & Draft Workplan Discussions

The report provided the committee with progress on the development of
Supporting Groups and Work Plans for the Strategic Commissioning Committee.

CB presented the development of a new substructure for committee support,
focusing on refining work plans, ensuring alignment across committees and
establishing a consistent framework for thematic deep dives and reporting.

It was explained that a supporting substructure of working and assurance groups
would be introduced to streamline capacity. It was also confirmed that they would
use existing meetings more effectively, with the aim of simplifying processes and
ensure clear accountability.

The committee were made aware that the work plans for the substructures were
still being refined to focus on top priorities. Assurance was provided that this
process was ongoing and would be coordinated to avoid duplication and ensure
strategic alignment across committees.

JN raised concerns regarding how issues such as health inequalities would be
tracked across subgroups. The plans for deep dives and integrated reporting to
provide comprehensive oversight were outlined. It was suggested that a draft
piece of work could be shared at the August 2026 meeting to the committee.

LV emphasised the need for timely implementation of commissioning processes
ahead of April 2027. The committee agreed a timetable for reporting and further
work on health inequalities, with key deliverables would be scheduled for the
October 2026 meeting.

The Committee:
e Provided comment and views on the current proposals on
Committee workplans and supporting groups.

Chief Officers Update Reports:

Chief Clinical Officer Report:

The report highlighted key areas of assurance and oversight, including the
Paediatric Hearing Services Improvement Programme; maternity and neonatal
safety oversight (including escalation routes through the Local Maternity and
Neonatal System (LMNS) Safety Assurance Panel); learning from national patient
safety event data (LFPSE) and never events; independent sector provider quality
assurance and the management of commissioning risks such as Right to Choose
activity and associated legal challenge.

The report also set out emerging system risks and improvement activity, including
the affordability and implementation position for updated National Institute for
Health and Care Excellence (NICE) NG28 guidance on type 2 diabetes medicines
and the use of NHS IMPACT Learning and Improvement Networks (LINS) to
accelerate improvement.

JR outlined the ongoing work to address paediatric audiology recalls, workforce
gaps in perinatal pelvic health and the implementation of updated NICE guidance
for type 2 diabetes, with holding positions and action plans in place to manage
risks and ensure patient safety.

The report highlighted achievements in maternity services, compliance with safety
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actions and improvements in hypertension diagnosis, as well as the development
of strong links with learning improvement networks to support shared learning
across the region.

The Committee:

¢ Noted the key areas of risk and assurance highlighted within the
report, including the Paediatric Hearing Services Improvement
Programme, and support continued system level oversight and
escalation through established governance routes.

¢ Noted the assurance and improvement activity described, including
maternity and neonatal safety oversight, system learning from
national patient safety event data (LFPSE) and never events,
independent sector provider quality processes, and active oversight
of Right to Choose activity and associated risks.

* Noted the emerging system risks and proposed approaches set out
in the report, including the interim holding position for
implementation of updated NICE NG28 guidance (pending a phased,
affordable commissioning proposal) and the use of LINs to
accelerate improvement; and advise on any areas where further
deep dive reporting is requested.

e Approved the addition of Azathioprine 10mg/mL suspension for
inflammatory bowel disease (IBD) to the GM formulary (AMBER
shared care), following Clinical Effectiveness and Governance Sub-
Committee (CEG) clinical approval.

e Approved the updated GM Direct Oral Anticoagulants (DOACS)
Commissioning Statement, enabling switching and supporting
system-wide cost savings, following CEG clinical approval.

e Approved the NHS GM Independent Sector Rheumatology Service
Specification, following Clinical Policy, Audit and Standards Group
(CPAS) challenge/amendment and CEG clinical approval.

Chief Commissioning Officer Report:

KS reported progress towards consolidating specialist vascular surgery at MRI
and cardiac services at Wythenshawe, noting positive feedback from the Clinical
Senate and ongoing work to define service levels at Oldham.

The committee were also made aware of the development of a single major
trauma centre that had been delayed due to capacity issues and the need to
appoint a Clinical Lead. It was confirmed that a new lead had since been
appointed, however, the timeline will now need to be extended with a further
review to take place at the upcoming Programme Board.

KS highlighted the ongoing difficulties in securing a provider for adult critical care
transport due to capital investment constraints, with interim arrangements in place
and efforts underway to unblock capital issues following discussions at the
Northwest Specialised Commissioning Committee.

The committee emphasised the importance of setting clear, realistic timelines and
learning from delays in trauma and cardiovascular projects, with a call for more
definite dates and proactive management to avoid similar issues in future.

The Committee:
¢ Noted the report.

Chief Reform and Improvement Officer Report:
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The report showed varying levels of assurance in delivery of standards. It
demonstrated GM continued to show continuous improvement against standards.

NH reported on the six key areas of concern in performance and patient
standards, including urgent care waits, RTT pathways, diagnostics and mental
health. It was confirmed that all had established recovery plans in place and were
being monitored through oversight and contract meetings.

NH highlighted the significant system improvements over 2025/26, including
reduced waiting times and improved standards across most Trusts, with specific
mention of Wigan's performance, emphasising the importance of integrated,
collaborative working.

The Committee:
e Received and discussed the report.
¢ Noted scrutiny of performance takes place at the Strategic
Commissioning Committee and is reported to Board.

Chief Strateqy, People and Partnerships Report:

CB reported that the place outcomes framework, partnership agreement, funding,
staffing models and governance options were in the final draft stages, with plans
for executive and locality board review and sign-off.

It was further reported that efforts were underway to bring together various
neighbourhood health programmes, such as Live Well and Population Health,
under a unified governance structure to ensure strategic alignment and oversight
while maintaining the independence of each initiative.

JN gquestioned how consistency and local variation would be managed. It was
clarified that the outcomes framework set out consistent goals, while local
partnerships determined how to achieve them based on local needs, with ongoing
work to refine data and dashboard capabilities.

The committee discussed mechanisms for sharing best practice across localities,
with CB noting that the new governance arrangements would enhance visibility
and oversight, replacing current local assurance meetings with more fit-for-
purpose structures.

The Committee:
e Noted the report.

Performance Report

This report reflected a transition point between the 2025/26 year-end outturn and
the early delivery position for 2026/27. Final validated positions for some 2025/26
measures were subject to national reporting timelines; therefore, where validation
was not yet complete, forecast positions had been used to provide an early view

of performance and delivery risk.

The committee were informed that the plans were underway to combine
Performance, Finance, and DIl reports into a single, comprehensive report to
facilitate richer committee discussions and inform future commissioning intentions,
with a draft expected to be shared at the August 2026 committee.

The committee discussed data access and dashboard tools. It was confirmed that
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detailed dashboards and elevated metrics could be accessed, enabling granular
analysis and more meaningful performance discussions.

The Committee:
e Agreed the recommended status of partial assurance and agreed the
levels of assurance and delivery risks.

Oldham SEND Inspection Outcome

This report supported the work of the committees responsibilities for SEND
assurance and oversight and the forward plan for Children and Young People.

KS summarised the SEND inspection process, noting significant reductions in
waiting lists for speech and language therapy, community paediatrics and
improvements in partnership working following the implementation of a priority
action plan.

It was explained that the team were moving towards a more proactive, system-
wide approach to SEND, supporting localities in developing reform plans and
exploring opportunities for commissioning services at GM level to achieve
economies of scale and consistent quality.

LV sought assurance on the inclusion of education and parent voice in planning. It
was confirmed that strong co-production practices took place at both local and GM
levels, with parent/carer forums and young people actively involved in the
transformation work.

The shift towards needs-led, person-centred service models, particularly in
neurodevelopmental pathways was described, aiming to provide early, holistic
support and reduce reliance on diagnosis-driven approaches.

The Committee:
¢ Noted the improvements made by Oldham SEND partnership and the
“effective action” outcome of the Local Area SEND Monitoring visit
inspection.
¢ Noted the recommendations for system improvements to support for
locality SEND systems and agree where this work can be further
discussed and progressed.

Mental Health Productivity: Inpatient Reduction, Flow and Commissioning
Decisions

This report brought together planned activity and emerging evidence across
mental health, learning disability and autism (MHLDA) services in Greater
Manchester to support strategic oversight and commissioning decisions for
2026/27. It summarised system priorities for the coming year, progress and
learning from the Mental Health Inpatient Quality Transformation Programme and
the commissioning-led approach to inpatient bed reduction and improved flow
through Clinically Ready for Discharge (CRFD) modelling.

MM reported a reduction of over 80 non-commissioned beds and 30 rehab beds in
2025/26, with ongoing investment in step up/step down capacity and community
alternatives to admission, aiming to end all block contracted beds by March 2027.

It was explained that the transformation programme emphasised therapeutic care,
purposeful admission, reduced length of stay and outcome-based service
specifications, with lived experience and qualitative/quantitative metrics to monitor
progress.
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LV raised concerns about workforce fragility. It was reported that improvements in
care models had positively impacted recruitment and retention, with collaborative
strategies and recent successful recruitment drives, though further work remained.

The need for place-level ownership of discharge planning and flow, particularly for
clinically ready for discharge patients was emphasised. The importance of early
intervention and community support to prevent admissions was also highlighted.

The Committee:

¢ Noted the planned commissioning priorities for 2026/27 across
MHLDA services.

¢ Noted the progress and learning from the Mental Health Inpatient
Quality Transformation Programme.

e Endorsed the commissioning intent and approach to inpatient bed
reduction and CRFD improvement, including the planned exit from
block contracted independent sector acute beds by March 2027.

Frailty Update

This paper provided an update on the learning from Long Term Conditions (LTC)
and Urgent and Emergency Care (UEC) work. It summarised the impact of frailty
on the population, what the system was currently experiencing, what GM frailty
stocktake identified and the overall direction of travel.

JR described the need for a comprehensive, end-to-end approach to frailty,
moving beyond front-door interventions to include prevention, community support,
and end-of-life care, with a collaborative oversight group established with GMCA.

It was explained that the strategy would prioritise falls and fractures,
polypharmacy, dementia/delirium and severe frailty, with a planned stocktake of
existing services to assess capacity, standards and alignment with strategic
commissioning goals.

The approach aligned with the neighbourhood health model, aiming to mobilise
local resources and address system pressures such as UEC demand.

LV declared a conflict of interest in the item and emphasised the role of hospices
and end-of-life care. The committee also noted the importance of balancing
resources across working-age adults, children, the elderly and the need for
predictive analytics to plan for future demand.

The Committee:
¢ Noted the scale and importance of frailty as a system issue; the link
between frailty, older people’s experience, long waits and system
performance; the baseline findings from the GM stocktake; and the
direction of travel including alignment with neighbourhood health
models and forthcoming national service expectations.

Any other business

None were raised.
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Minutes

Greater Manchester Strategic Commissioning Committee

Date: 3 June 2026
Time: 14:00pm - 16:00pm
Venue: Microsoft Teams

(Public)

Present Apologies

In attendance:

Dame Sue Bailey (SB) — Non-Executive Director (Chair)

Rachel Egan (RE) — Non-Executive Director

Prof. Manisha Kumar (MK) — Chief Clinical Officer

Katherine Sheerin (KS) — Chief Healthcare Commissioning Officer
Kathy Roe (KR) - Chief Finance Officer

Leigh Vallance (LV) — VCSE Partner Member

Jackie Njoroge (JN) — Deputy Chair/Senior Independent Director
Charlotte Bailey (CB) — Chief Strategy, People and Partnerships
Officer

Nicola Hepburn (NH) — Acting Chief Reform and Improvement
Officer

Sam Evans (SE) - Corporate Director of Finance — Commissioning
& Financial Assurance

Warren Heppolette (WH) - Prevention Demonstrator Director,
GMCA (item 7)

Claire Lake (CL) - Deputy Chief Medical Officer (item 8)

Faye Vaughan (FV) — Governance Advisor (Minutes)

Item | Topic Action
No.
1. Welcome, Introductions and Apologies

SB welcomed everyone to the meeting, introductions were made, and the above
apologies were noted.

2. Declarations of Interest

SB reminded board members of their obligation to declare any interest they may
have on any issues arising at the meeting which might conflict with the business of
the NHS Greater Manchester. No interests were declared.

3. Minutes from the previous meeting held on Wednesday 6 May 2026

The minutes were accepted as a true record of the previous meeting held on 6
May 2026.
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Risk Report

The report provided an update to the committee on the final position of the Board
Assurance Framework (BAF) risks for the areas of responsibility for the
committee, as well as an update on Corporate Risks.

NH outlined the current status of the BAF risks for 2025-26 and provided an
update on the corporate risks relevant to the committee, noting that two areas
(SR1 and SR10) exceeded year-end targets, with NHS reform risks remaining
outside the agreed risk appetite.

The committee requested assurance on the delivery of the new risk reporting
approach. It was confirmed that the committee would see the revised report after
Board approval in July 2026, emphasising the commitment to a live, action-
oriented risk management process.

The need for a consolidated view of workforce and clinical risks across all Chief
Officer reports was highlighted. A suggestion was raised for a stocktake to take
place to ensure risks were appropriately assigned under the new operating model.

ACTION: Conduct a stocktake to clarify which workforce risks remain ICB NH
accountabilities post-reform and update the risk register accordingly before the
July 2026 Board meeting.

A request for Chief Officers to take an overarching view on how risks were put
together in Chief Officer reports to ensure alignment was raised.

The Committee:
o Reflected on the final position of the strategic (BAF) risks for
2025/26.
e Considered the Corporate Risks relevant to this committee.

Chief Officers Update Reports:

Chief Reform and Improvement Officer Report:

The report highlighted the key areas of assurance and oversight from the
Reform & Improvement portfolio.

There were no alerts in the report.

NH informed the committee that they were changing provider oversight
arrangements at present. It was explained that there would be a transition from
monthly Provider Oversight meetings to a risk-based approach, with meeting
frequency determined by NOF ratings. The need for collaboration with regional
partners and providers to ensure effective oversight and assurance was
emphasised.

NH reported that the digital strategy was being refreshed to align with the new 10-
year plan, addressing digital exclusion and ensuring sustainability in technology
investments.

The committee were made aware of the revised EPRR on-call model that was
now live and would be reviewed in future.

NH informed the committee that NHS England now required all organisations to
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have fully developed cost improvement plans. It was explained that failure to
comply to this would impact the deficit support funding. The committee were
assured that plans were being developed across the organisation.

The committee acknowledged and thanked the teams involved in the GM Care
Record Programme that were awarded the HSJ Digital Team of the year award.

A discussion took place regarding the potential funding implications of digital
transformation, particularly for reaching digitally excluded populations. A
suggestion was raised for it be addressed jointly by the People and Resources
Committee and Strategic Commissioning Committee.

ACTION: Plan a discussion in the next private meeting to address digital inclusion
challenges, funding implications and how to reach populations not digitally literate,
involving the People and Resources Committee.

The Committee:
e Noted the report.

Chief Strateqy, People and Partnerships Report:

The paper informed the committee of the key priorities, risks and mitigations
relating to Live Well, Population Health Transformation, Place Partnerships
development and Neighbourhood health plans.

There were no alerts in the report.

Key updates shared to the committee:

e CB reported that the outcomes framework, partnership agreement,
funding model and staffing model for place partnerships had completed
their development sprint and were being circulated for local sign-off, with
employment arrangements for place teams being finalised.

e The committee were made aware of the national visit from Dr Claire Fuller
— National Medical Director that would take place during the engagement
phase on Neighbourhood Health.

e CB informed the committee of the development of Health Hubs
responding to the national asks around potential national tasks to support.

e National Lottery Community Bid: It was confirmed that 10 GM had been
awarded which would enable the VCFSE sector to grow Live Well spaces
and boost everyday support across every neighbourhood.

LV raised concerns around the funding cuts to the voluntary sector and the gap
between strategic ambition and practical delivery, emphasising the need for
effective engagement and stabilisation of the sector. KR acknowledged the
funding challenges and stressed the importance of moving from planning to
delivery.

CB explained that each locality had a draft neighbourhood plan, with local boards
and partners responsible for translating strategy into action and committed to
sharing the plans and engaging further with the voluntary sector which could be
shared.

LV highlighted issues with contract managers understanding of system working
and the need for upskilling to ensure that strategic intentions would be realised at
the operational level.
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The Committee:
¢ Noted the report.

Chief Clinical Officer Report:

The report provided an update on key clinical governance, quality, medicines
optimisation and service improvement matters across Greater Manchester. It
highlighted current issues requiring attention through the Alert, Advise and Assure
framework, including GP collective action linked to data sharing, work to improve
the primary and secondary care interface, progress on resident doctor rotation
planning, ongoing paediatric audiology risk and the proposed CNST Year 8
assurance approach. The report also summarised items considered by the Clinical
Effectiveness and Governance Committee and identified those requiring
committee approval.

MK reported on GP Collective Action questioning data sharing agreements. It was
confirmed that Greater Manchesters processes were robust. The ongoing risks
related to national policy changes were noted.

The committee were made aware that paediatric audiology remained a system
and regional risk as re-call clinics for children continued. The committee were
informed of the plans for further walkarounds to take place at the end of the
summer.

MK described efforts to refresh the approach to the primary-secondary care
interface, focusing on integrated care around people rather than organisational
boundaries, with ongoing assurance processes and place-based solutions.

The committee approved and supported the recommendations from the Clinical
Effectiveness and Governance (CEG) report.

ACTION: SE to work with MKs team to provide financial values for new drugs to SE
be included in future reports.

The committee were made aware of the NHS Excellence Awards 2026, securing
multiple regional champion awards across the Northwest. The committee were
also informed of the Medicines Operations projects that had been shortlisted for
HSJ award.

The Committee:
¢ Noted the contents of the report.
e Approved the items within the report that require Strategic
Commissioning Committee approval.
¢ Noted / endorsed the remaining items that have progressed through
established governance routes and do not require further
Committee decision.

Chief Commissioning Officer Report:

The paper sets out the key issues for Alert, Advice, Assurance and Achievement
from the Healthcare Commissioning Directorate.

KS highlighted progress on cardiac and vascular service changes, gynaecology,
ENT community service models, retinopathy of prematurity screening and
community dermatology procurement as well as strong performance in continuing
healthcare assessments.
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KS informed the committee that 1,154 appointments had been completed for
paediatric audiology with them on track to see all patients within the year.

The committee were also informed on the Neurorehabilitation Transformation and
the successful transfer of Stockport NHS Foundation Trusts Devonshire Centre to
the Northern Care Alliance NHS Foundation Trust (NCA).

Assurance was provided to the committee that 89% referrals had been completed
within 28 days for All Age Continuing Healthcare.

The committee discussed the estates constraints in Oldham that were causing
challenges and whether there were any other areas that may cause issues in the
future. It was agreed that having the estate would be fundamental to what could
be achieved over the next five years. A suggestion was raised to complete a piece
of work on this area in future.

The Committee:
e Noted the report.

Performance Report

The report provided an update on Greater Manchesters progress in achieving
NHS operational planning goals, outlining significant risks faced by providers
along with key improvement actions.

NH informed the committee of a new performance report format to be introduced
the following month, with a focus on Urgent and Emergency care access targets,
Elective Reform, Diagnostics and Mental Health.

Key updated from the report:

e 12-hour waits: The committee were made aware of the significant amount
of work with providers that had taken place around 12-hour waits.

e RTT: Continued improvement was taking place.

e Elective Reform: A focused piece of work would be taking place on this
area.

e Diagnostics: The committee were also made aware of the work taking
place around improving diagnostics.

ACTION: Prepare a joint deep dive report on corridor care, including breakdowns | NH/ MK
for mental health waits, elder waits and complex long-term conditions for
committee review.

The Committee:
e Agreed the recommended status of partial assurance and the levels
of assurance and delivery risks.

GM Prevention Demonstrator Quarterly Update

The paper introduced the National Prevention Demonstrator agreed between
Greater Manchester and UK Government last year.

WH explained that Greater Manchesters designation as the UKs first national
prevention demonstrator was based on its track record in public service reform,
data capability and integrated care, with the demonstrator serving as both a
blueprint and a proof-of-concept for integrated, place-based models.
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It was explained that the demonstrator aimed to define the conditions for
successful integrated care, develop financial frameworks for prevention
investment and establish robust evaluation metrics, including resident and
practitioner testimony and value-for-money assessments.

The committee agreed that the prevention agenda would need to be system-wide,
not limited to specific cohorts or pilots and should be communicated in language
that resonates with residents and frontline staff, focusing on practical benefits and
lived experience.

CB raised the need to influence workforce transformation and balance of pay in
the VCSFE sector through Prevention Demonstrator.

ACTION: CB & WH to collaborate further on how to influence the workforce role CB/WH
and balance of pay in VCSFE sector.

JN asked about prioritisation and psychological safety for innovation. WH
explained that tactical choices would be needed to address system pressures and
that the demonstrator would support a test-learn-grow approach, leveraging the
applied research collaborative.

The Committee:
e Supported the processes set out in this paper to mobilise delivery
across the Prevention Demonstrator; and
¢ Noted the intent to take a formal paper to the GMCA and NHS GM in
June/July to secure full system sign up and commitment to directly
feed into resource planning and budget setting for 2027/28.

AMR

This paper provided a Quarter 1 assurance update for the GM Antimicrobial
Resistance (AMR), Antimicrobial Stewardship (AMS) and Infection Prevention &
Control (IPC) programme. As part of the national Act Now: Protect Our Present,
Secure Our Future directive, NHS GM was required in Q1 2026 to benchmark
performance against national AMR targets using the latest English surveillance
programme for antimicrobial utilisation and resistance (ESPAUR) and Model
Health System data, complete both the IPC Board Assurance Framework and the
ICB AMS Self-Assessment Toolkit and identify three system-wide AMR
improvement priorities with executive accountability.

CL explained the structure of the AMR programme, including stewardship,
infection prevention, sepsis and outlined priorities for reducing antibiotic exposure
in children, healthcare-associated infections and 1V/broad-spectrum antibiotic use.

The report showed improvements in E. coli and C. diff rates, with ongoing
challenges in MRSA and emerging infections like Klebsiella and Pseudomonas,
supported by targeted improvement plans with acute providers.

A robust system was in place for moving between quality assurance and
improvement, with surveillance, rapid quality reviews and escalation processes,
exemplified by the reduction in C. diff cases.

The committee were made aware of the achievements such as the near-target
antimicrobial prescribing in primary care, the launch of the IPAP UTI research trial
and the successful health protection events led by locality IPC nurses.
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A request for more detailed data on sepsis outcomes and staff training was raised.
It was confirmed that it would be provided in future reports.

The Committee:
e Received and discussed the Quarter 1 AMR/IPC assurance
assessment.
e Endorsed the proposed next steps for Quarter 2, including data
improvement work and refinement of assurance processes.

Any other business

The committee acknowledged the progress that had been made and shared their
appreciation of the work that had taken place for the committee.
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Minutes

Greater Manchester Audit Committee (Part A)

Date: Thursday 23 April 2026
Time: 11.00am to 12.45pm
Venue: 5" Floor, Tootal Buildings, Manchester
Present
Members:
Richard Paver RP Non-Executive Director and Audit Committee Chair, NHS GM
Sue Greenhill SG Independent Member
Jackie Njoroge JN Senior Non-Executive Director, Vice Chair
Anthony Hassall AH Partner Member bringing the perspective of Mental Health

Providers, Chief Executive of Pennine Care NHS Foundation Trust

Attendees / Participants:

Kathy Roe KR Chief Finance Officer, NHS GM

Charlotte Bailey CB Chief Strategy, People and Partnerships Officer, NHS GM
Chris Gaffey CG | Associate Director of Corporate Services, NHS GM

Izhar Chaudhary IC Associate Director of Finance — Financial Assurance, NHS GM
Sam Efans SE g;);ﬁ?;iiee?&atgo(; |c\)/:‘ Finance — Commissioning & Financial
Jackie Gardiner G ﬁgﬁ:&:‘;ﬁeﬂrector of Operational Finance — Financial

Kaye Abbott KA Associate Director of Finance — Financial Control, NHS GM
Patrick Clark PC Senior Audit Manager, MIAA

Darrell Davies DD Regional Assurance Director, MIAA

Perminder Sethi PS Senior Manager, Grant Thornton

Ross Baxter RB Governance Advisor, NHS GM (minutes)

Apologies:

Stephen Downs SD Deputy Chief Finance Officer, NHS GM

Paul Bell PB Head of Anti-Crime Services, MIAA

Michael Green MG | Engagement Partner, Grant Thornton
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Topic Action

Welcome, Introductions and Apologies

The Chair welcomed members and attendees to the meeting.

Declarations of Interest (DOI)

RP reminded Committee members of their obligation to declare any interest
relating to items on the agenda. No interests were declared.

Minutes from the last meeting

The minutes of the last Audit Committee meeting on 19 March 2026 were
approved as an accurate record.

Action Log

The action log was reviewed noting that updates had been provided against the
open actions, with any closed actions recorded on the log.

It was agreed that the Counter Fraud update (Action 127) would be brought to the
September meeting.

Internal Audit Progress Report

The Committee received and considered the Internal Audit Progress Report,
noting progress since the previous update and the current status of the internal
audit work plan. The internal audit team highlighted that the Specialised
Commissioning review had been finalised and had received a Substantial
Assurance rating, with one medium-risk and one low-risk recommendation
identified, primarily relating to strengthened governance processes and improved
risk monitoring.

It was reported that, at the time of the meeting, six audit reviews were in
progress, of which one had been finalised shortly prior to the meeting, leaving five
reports outstanding. These covered a range of core areas including key financial
controls, procurement, IT systems, system-wide assurance, the Assurance
Framework, and risk management core controls. The Committee noted that
fieldwork was ongoing for two reviews, including the DSPT review, which was
nearing completion and expected to be reported to the Committee at the next
meeting.

The Committee was advised that the Data Quality review had experienced delays
but that terms of reference had now been agreed, and an initial meeting had been
scheduled to formally commence the work but had had to be postponed.
Members emphasised the importance of agreeing and monitoring clear timelines
for this review, expressing concern that further slippage could undermine
assurance ahead of the external audit opinion. It was noted that data quality
represented a recurring and material risk area with implications for
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commissioning, planning, and decision-making.

Members discussed the KPls, particularly noting that progress in following up
internal audit recommendations remained rated Amber. While some improvement
was anticipated, the Committee reiterated the importance of timely completion
and monitoring of agreed actions, particularly in the context of organisational
transition.

The Committee raised specific concern regarding two audit areas where draft
briefing notes had been issued without a formal assurance rating. Members
expressed dissatisfaction with this approach, noting that the absence of a clear
assurance assessment limited the Committee’s ability to understand the level of
risk and assurance, particularly in relation to IT-related audits, which had been
the subject of broader and ongoing risk discussions. The Committee requested
that either formal assurance ratings be provided or, as a minimum, that the draft
briefing notes be shared with members to enable appropriate scrutiny.

The rationale for issuing briefing notes without assurance ratings was explained
as relating to changes in personnel and ownership of recommendations.
However, the Committee did not consider this fully satisfactory and requested that
the internal audit team revisit the approach, particularly where findings were not
positive or related to areas of heightened organisational risk.

Discussion also covered the Assurance Framework review, with clarification
provided that the assessment followed nationally mandated NHS England
methodologies. It was noted that changes to the approach were anticipated in
future audit years, and the Committee requested to be kept informed once this
became clearer.

In concluding the item, the Committee acknowledged overall progress against the
audit plan but reiterated expectations around timeliness, clarity of assurance
ratings, and transparency, particularly for high-risk areas such as IT and data
quality. The importance of early visibility of audit findings during the transition
period was emphasised to ensure that risks and recommendations could be
addressed in a timely and proportionate manner.

NHS GM Audit Committee noted the contents of the report.

Annual Internal Audit Plan 2026/27 (including feedback from Chief Officers and
Committee Chairs)

The Committee considered the proposed Annual Internal Audit Plan for 2026/27,
noting that the paper presented reflected a revised version of the plan previously
discussed, following further engagement with Chief Officers and Committee
Chairs. It was confirmed that this additional consultation had been undertaken to
refine the proposed scope of reviews and ensure alignment with organisational
priorities and capacity.

The Head of Internal Audit advised that the revised plan included the removal and
amalgamation of a number of proposed audit reviews, together with the inclusion
of a significant contingency allocation. This was intended to ensure the plan
remained sufficiently flexible to respond to emerging risks, system pressures, and
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organisational change during the year. The Committee was asked to indicate

whether it was content with the revised proposed coverage. It was also requested
that approval in principle would enable internal audit work on Quarter 1 reviews to
commence, alongside early discussions on terms of reference for Quarter 2 work.

Members sought assurance regarding the removal of certain audit areas from the
plan, requesting clarity on the rationale and the underlying risk considerations. It
was acknowledged that there was not a single reason for all removals; rather,
these reflected a combination of factors including duplication with other audits,
the opportunity to expand the scope of retained reviews, and the timing and
maturity of key strategies and programmes (for example, digital strategy), which
were not considered ready for meaningful audit review within the proposed
timeframe. It was noted that, while the Committee did not require full detail within
the plan, it would be helpful to include brief narrative explanations against
removed items to evidence that risks had been considered and consciously
accepted.

The Committee also discussed the achievability and deliverability of the plan in
the context of significant organisational change and workforce pressures. It was
recognised that the scale and pace of reform across Greater Manchester would
inevitably impact audit capacity and management attention. While it was not
possible to provide absolute assurance at this stage that all reviews could be
delivered as planned, it was emphasised that the plan represented a realistic and
proportionate assessment of what could be undertaken, with progress to be
monitored closely throughout the year and the plan adjusted as necessary.

It was confirmed that audits removed from the 2026/27 plan had not been
discounted entirely but would instead be considered as part of the three-year
strategic internal audit plan, with the intention that they could be revisited and
re-profiled into future years should risks remain relevant.

Members welcomed the increased emphasis on contingency capacity, noting this
as a key strength of the proposed plan in light of uncertain future risks and the
need for responsive assurance, particularly in relation to the reform programme.
The Committee also highlighted the importance of ensuring that any significant
new risks identified later in the year were surfaced early enough, ideally by
September, to allow internal audit resource to be deployed effectively.

In concluding the discussion, the Committee indicated that it was content with the
direction and structure of the revised Annual Internal Audit Plan, subject to the
inclusion of clearer explanatory narrative on removed audit areas and ongoing
oversight of deliverability. It was agreed that the plan should be progressed on
this basis, and with internal audit activity for Quarter 1 commencing in line with
the proposals.

Action: CG to add discussion on this area to the Chief Officers meeting
agenda, with a brief rational to be provided for audit areas removed from
the proposed plan.

NHS GM Audit Committee;
e Confirmed the items proposed for audit reviews contained in the
previous section for inclusion in the Internal Audit Plan for 2026/27
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e Ensured the audits prioritised remain within the budgeted days
allocated for 2026/27

e Considered the suggestions put forward for audit reviews by the
Committee Chairs and Non-Executive Directors for inclusion in the
Internal Audit Plan

¢ Noted that the current Internal Audit Plan is under committed by 45
days, which would be set aside as a contingency

¢ Noted that the Internal Audit Plan would need to be reviewed in early
September 2026 to ensure it remains fit for purpose taking into account
the embedding of the new operating model and structures

Draft Head of Internal Audit Opinion

The Committee considered the Draft Head of Internal Audit Opinion, which
summarised the results of internal audit work undertaken during 2025/26 and
provided the overall annual assurance opinion. It was explained that the opinion
was derived from three core elements: an assessment of the organisation’s
assurance framework and governance arrangements, consideration of the
individual assurance ratings issued across completed audit reviews, and progress
in implementing internal audit recommendations.

The Head of Internal Audit reported that the overall opinion for 2025/26 was
Substantial Assurance, representing the first occasion on which the ICB had
received a substantial assurance rating since its establishment, having previously
received moderate assurance. It was further noted that, while improvements had
been observed across other ICBs in the North West, Greater Manchester’s
position was particularly strong by comparison.

Members were advised that, across the year, three audits had received Moderate
Assurance ratings, with no Limited Assurance opinions issued, and that those
reviews still in draft were assessed as either substantial or moderate and
therefore did not adversely impact the overall opinion. The Committee was
assured that the assurance framework process had matured over the year and
was operating effectively, albeit with some recommendations identified to further
strengthen it, none of which were assessed as high risk.

The Committee discussed how the Draft Opinion would contribute to the Annual
Governance Statement, alongside other sources of assurance, and the extent to
which it reflected organisational progress over recent years, particularly in the
context of sustained system pressures and organisational change.

While welcoming the improvement reflected in the audit opinion, members
expressed caution and challenge, noting the continued existence of a significant
number of outstanding audit recommendations, including some assessed as high
risk, and queried how this reconciled with a substantial assurance rating. Concern
was expressed that, despite improvements, the organisation had recently faced
challenges in progressing actions and follow-up of recommendations, which could
give rise to perceived tension between the headline opinion and operational
reality.

In response, the Head of Internal Audit explained that the opinion was based on
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the robustness of core controls, governance arrangements, and the outcomes of
audits completed within the year, rather than solely on the volume of open
recommendations. It was acknowledged that further work was required to review
whether some outstanding recommendations remained relevant or had been
superseded by organisational reform, and that clear decisions were needed to
formally close or update such items. The Committee was also reassured that the
opinion had been subject to MIAA internal moderation and quality review,
including oversight by senior assurance directors, and considered proportionate
within the wider regional context.

Senior officers acknowledged the Committee’s challenge, recognising that while
significant improvement had been made, some weaknesses remained,
particularly in relation to legacy recommendations and certain high-risk areas.
However, it was emphasised that the substantial assurance opinion represented
a notable milestone and a positive signal to the organisation, reflecting sustained
effort to maintain governance and control through a particularly demanding
period. Members agreed that the key challenge now was to maintain and embed
this position during 2026/27, particularly in light of ongoing reform, reduced
capacity, and further system change.

The Committee also discussed the forthcoming External Quality Assessment of
Internal Audit, noting that this had been completed and was in the final stages of
report clearance. It was confirmed that the results would be shared with the
Committee once finalised, either at the June meeting if timings allowed, or
otherwise at the September meeting, with an offer to circulate the findings in
advance.

In concluding the item, the Committee acknowledged the achievement
represented by the Substantial Assurance opinion, while emphasising that it
should not lead to complacency. Members stressed the importance of continued
focus on resolving outstanding recommendations, strengthening IT and control
weaknesses, and ensuring that improvements were sustained throughout the
transition period.

NHS GM Audit Committee noted the contents of the report.

MHIS Audit Findings

The Committee received and considered the MHIS Audit Findings for 2024/25,
noting that this was the final year in which the audit would be presented in its
current format. The external auditor confirmed that the audit work had been
completed and the MHIS opinion had been signed off earlier in the week, with no
issues arising from the review.

Members were advised that the audit concluded that the ICB was compliant with
the Mental Health Investment Standard for 2024/25. It was reported that there
were no amendments required to the figures or disclosures included in the
accounts, and that the relevant compliance statement had been provided and
finalised. The Committee noted that the MHIS disclosures would be reflected both
in the Annual Report and within the 2024/25 accounts, with confirmation provided
of the relevant note reference. Going forward it will reflected in the 2025/26
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accounts.

The auditor reported on three recommendations carried forward from the prior
year, noting that progress had been made against these. One recommendation
had been partially implemented, with the remaining action relating to the
completion of supporting working papers and documentary evidence, particularly
in relation to Continuing Healthcare (CHC). It was confirmed that this final
element had been included as an action within the current report.

Members acknowledged the positive outcome and smooth conclusion of the
audit, noting that the work had been completed without complication and provided
appropriate assurance. The Committee further noted that, from 2025/26 onwards,
MHIS compliance would be addressed through the main accounts and financial
reporting process, rather than through a standalone audit report.

A member expressed disappointment that MHIS audits would no longer be
undertaken and reported formally in future years, highlighting that the requirement
to demonstrate and report compliance had historically provided a valuable focus
and assurance mechanism. It was noted that the MHIS process had helped to
maintain visibility and accountability for mental health investment, and concern
was expressed that the loss of a specific reporting requirement could reduce the
emphasis placed on mental health funding over time.

In response, it was acknowledged that while the formal audit requirement was
ending, MHIS compliance would continue to be disclosed and monitored through
statutory financial reporting arrangements. The Committee recognised the
strength of feeling expressed and noted the importance of maintaining continued
focus and transparency in relation to mental health investment, notwithstanding
the change in reporting arrangements.

In concluding the discussion, the Committee noted the MHIS Audit findings for
2024/25, welcomed the confirmation of compliance, and acknowledged both the
assurance provided and the concerns raised regarding future visibility of mental
health investment assurance.

NHS GM Audit Committee noted the achievement of the MHIS Standard in
2024/25.

External Audit Progress Report and Sector Update

The Committee received the Audit Progress Report and Sector Update from the
external auditor and considered progress against the 2025/26 external audit
programme, together with broader sector intelligence relevant to the ICB. It was
reported that audit work was progressing as planned, with no significant issues or
delays identified at that stage. Members noted reassurance that the audit team
remained on track to complete their work in line with the agreed timetable. It was
anticipated that the remaining elements of audit work, including those relating to
local authority aspects, would be finalised in the coming weeks.

The Committee discussed resourcing and capacity considerations,
acknowledging that the ICB was operating within a challenging context of
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organisational change, staff turnover, and reduced capacity. It was noted that
steps were being taken to prioritise audit activity appropriately, including the
retention of key staff for longer handover periods where possible, to ensure
continuity and minimise risk to audit delivery.

Members highlighted the importance of knowledge retention and documentation,
particularly in light of staff departures. The Committee emphasised the need for
robust documentation of processes, judgements, and working practices to ensure
that remaining and incoming staff were able to maintain continuity for year-end
accounts, audit work, and associated reporting requirements. It was recognised
that this extended beyond finance teams alone and included contributions from
people, HR, and other service areas involved in the annual reporting process.

The discussion referenced earlier consideration of organisational resilience,
transition, and handover arrangements, noting that these issues continued to
present a risk not only to the completion of the 2025/26 accounts, but also to the
robustness of arrangements heading into 2026/27. It was noted that Executive
leaders had been asked to take responsibility for ensuring appropriate transition
planning within their respective portfolios, with messaging already issued to
support this work.

In providing a wider sector update, the external auditor advised that there was
nothing emerging at that time which caused material concern for the Committee.
Members were assured that any emerging issues, audit risks, or sector-wide
developments with relevance to the ICB would be highlighted promptly.

In concluding the discussion, the Committee noted the Audit Progress Report and
Sector Update, took assurance that external audit work was progressing as
expected, and reiterated the importance of continued focus on capacity,
knowledge transfer, and documentation to support both current-year audit
completion and future resilience.

NHS GM Audit Committee noted the update presented.

Risk Management Update

The Committee received the Risk Management Update, which was presented as
a follow-up to the detailed risk deep dive undertaken at the previous meeting,
focused on a Board Assurance Framework (BAF) strategic risk. Members noted
that the paper was intended not to revisit the individual risk discussed previously,
but to capture the key learning points from that session and set out how these
would be used to strengthen risk management and reporting arrangements going
forward.

It was explained that the paper sought to reflect the Committee’s feedback on
how strategic risks should be articulated, monitored and assured, and proposed a
number of improvements to the approach to risk reporting. Key themes
highlighted included the need to move beyond process-based assurance towards
a clearer focus on outcomes and impact, to strengthen the ownership and
accountability of system-level risks, and to ensure that strategic risks were
sufficiently prioritised and clearly defined, rather than being overly broad in scope.
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The Committee noted the emphasis placed on improving the use of data, metrics
and evaluation within risk reporting, to better demonstrate whether mitigating
actions were effective and proportionate. Members also supported the proposal to
align risk management more closely with the organisation’s operating
environment, recognising the scale and complexity of the system in which the ICB
operates.

The paper outlined proposed actions to strengthen the BAF, including the
intention to apply the learning from the risk deep dive as part of the forthcoming
refresh of strategic risks. It was confirmed that this work was already underway,
with initial discussions planned with Chief Officers, followed by engagement with
the Board to agree the revised BAF risks. Members noted that improvements
would be iterative rather than delivered as a single exercise, with progress
developing over time as risks were reviewed and refined.

The Committee discussed the need for the risk refresh to extend beyond the BAF
to include corporate and committee-level risks, acknowledging that some existing
risks reflected responsibilities or system roles that had evolved or no longer sat
fully with the ICB. The importance of ensuring that risks accurately reflected the
organisation’s current and future role, particularly as a strategic commissioner,
was emphasised.

Members highlighted the importance of clearly distinguishing between risks and
issues, noting that some risks represented immediate operational issues requiring
active management, while others related to longer-term strategic uncertainty. It
was suggested that reintroducing clearer differentiation between risks and issues
would support more effective oversight and prioritisation.

The role of horizon scanning was also discussed, with members noting the
importance of identifying emerging risks arising from policy change, government
priorities, the wider economy and system pressures. While recognising that not all
future challenges could be mitigated in advance, the Committee agreed that
structured horizon scanning would support more informed and proactive risk
management.

The Committee emphasised the importance of clear communication and shared
understanding of risk management expectations across the organisation. It was
agreed that the learning from the risk deep dive and the proposed changes to risk
reporting should be shared with other committees, the Board, and senior risk
leads, to ensure consistency and support cultural change. The value of
articulating a clear timetable and direction of travel for these improvements was
also noted, to help manage expectations during a period of ongoing transition.

In concluding the discussion, the Committee agreed that the paper provided an
accurate reflection of the previous discussion and a helpful framework for
improving risk management arrangements. Members endorsed the proposed
direction of travel and supported the continued use of the learning from deep
dives to strengthen the BAF and wider risk reporting over time.It was requested
that the paper be shared widely as it would impact other Committees’
consideration of Risks and Issues
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NHS GM Audit Committee considered the learning and next steps set out
and agreed that it adequately reflected the key areas of focus and
discussion at the March Audit Committee meeting.

Draft Annual Report and Accounts (including Annual Governance Statement)

The Committee considered the Draft Annual Report and Accounts, noting that the
draft submission had been circulated late due to dependencies on final
information and audit inputs. It was confirmed that the statutory submission
deadline was 9.00am on the following Monday, with the intention to complete
outstanding updates and refinements before the end of April and to share a
near-final version with the external auditors to enable the commencement of their
work.

The Committee was advised that the majority of the content had now been
completed, with only a small number of minor gaps remaining. Members were
invited to provide any comments on the draft to officers as soon as possible, to
allow these to be incorporated ahead of finalisation. It was emphasised that
formatting issues should be disregarded at this stage, as the document would be
subject to further review by communications colleagues to improve accessibility,
consistency and presentation, including the addition of appropriate front sheets
and signposting.

Officers reported that a further review of the Annual Report would be undertaken
following the meeting to ensure that all recent feedback and updates had been
reflected. It was confirmed that the pensions disclosure had now been updated,
having not been finalised at the point of the previous draft, and that final checks
were ongoing in relation to pooled budgets, with information still awaited from a
small number of localities. Final checks were also being undertaken on the staff
and remuneration disclosures to ensure completeness and accuracy.

Members raised a number of specific points of clarification and challenge on the
draft content. It was noted that the organisational structure chart appeared to omit
the former Chief Executive, despite that role being held up to the end of March,
and members requested that the structure accurately reflect both substantive and
acting arrangements during the year. Concerns were also raised regarding the
presentation of redundancy figures, particularly compulsory redundancies.
Members noted that, while provisions and costs had been recognised, the
narrative risked implying that compulsory redundancies had already taken place,
whereas in practice staff remained formally “at risk” and processes were ongoing.
It was agreed that the narrative required clearer explanation and nuance to
accurately reflect the current position.

The Committee also discussed the treatment of redundancy costs within running
costs and programme expenditure. Members queried the consistency of this
treatment with previous years. Officers advised that this approach reflected
specific guidance issued by NHS England as part of the reform programme, and
that while this differed from historical treatment, it was compliant with current
requirements. It was agreed that this rationale should be explicitly referenced
within the Annual Report, to aid transparency and understanding.
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Further comments were made regarding the intended audience and accessibility
of the Annual Report. Members observed that the document contained a high
level of technical and regulatory detail and queried whether the report was
sufficiently clear and accessible for a public audience, given its role as the
organisation’s formal public account. While acknowledging the constraints
imposed by national templates and guidance, officers confirmed that work would
be undertaken with communications colleagues to improve readability, and
members suggested that options such as a glossary of terms could help support
public understanding.

Members also questioned whether the scale and impact of the reform programme
were sufficiently visible within the draft Annual Report, noting that the programme
had been a key driver of workforce change, redundancy costs and organisational
focus during the year. While it was acknowledged that some reference was
included, members suggested that the reform narrative could be strengthened
and made more explicit, particularly to provide context for financial and workforce
disclosures. Officers confirmed that this point would be reviewed and reflected
further, including through the foreword and overarching narrative.

In concluding the discussion, the Committee acknowledged the progress made in
bringing the Draft Annual Report and Accounts to an advanced stage, despite a
challenging context. Members emphasised the importance of clear narrative,
transparency and accuracy, particularly in relation to workforce change, costs and
governance arrangements. The Committee noted the update, requested that the
points raised be reflected in the next iteration of the document, and
acknowledged the intention to finalise the report for submission in line with
national deadlines.

NHS GM Audit Committee reviewed the proposed changes, subject to the
above amendments.

NHS GM Financial Scheme of Delegation Amendments

The Committee considered the proposed amendments to the NHS Greater
Manchester Financial Scheme of Delegation, noting that the review had been
undertaken in response to the new operating model, revised committee
structures, and changes to budget delegation arrangements arising from the
reform programme. It was noted that the revised Scheme was being presented
following prior consideration at the People and Resources Committee and was
scheduled for onward submission to the Board in May 2026.

Officers outlined that the revised Scheme sought to reflect the consolidation of
budgets, including the move away from previous delegation arrangements across
the ten localities, and the need to ensure that the organisation could continue to
operate effectively and at pace while maintaining appropriate governance and
control. Members were advised that the review had involved a significant
rationalisation and clarification of delegated financial authorities, including the
removal of redundant tables, improved hierarchy and sequencing of delegations,
and clearer articulation of “who can do what, when”.

The Committee noted that the revised Scheme placed greater accountability with
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budget holders, reducing reliance on central finance authorisation and aligning
with earlier Audit Committee discussions on procurement accountability. This was
presented as a deliberate shift to strengthen ownership and responsibility at
portfolio level, while ensuring transparency and oversight through appropriate
reporting mechanisms.

Particular discussion focused on the delegation of authority for consultancy
expenditure. The Committee noted the confirmation that NHS England approval
was still required for consultancy spend above £50k. It was explained that the
proposed Scheme introduced a revised internal delegation route for consultancy
spend between £50k and £100k, involving approval by two Chief Officers (one
which must be the Chief Executive or Chief Finance Officer), with onward
transparency to non-executive members through committee reporting. Members
indicated that this approach was acceptable, provided that visibility and
transparency to Board members were maintained, given the sensitive nature of
consultancy expenditure.

The Committee emphasised the importance of forward visibility and retrospective
transparency for decisions taken under delegated authority, particularly where
large financial thresholds were involved. Members reiterated longstanding
concerns that significant delegations must be accompanied by clear reporting,
including forward plans and summaries of decisions taken, to support effective
non-executive scrutiny and assurance.

Discussion also considered the relative roles of the Strategic Commissioning
Committee, Finance functions, and the People and Resources Committee.
Members stressed the principle that commissioning decisions and business
cases for service change should be considered through the Strategic
Commissioning Committee, with appropriate financial oversight, rather than being
determined solely through financial delegations. Concerns were expressed by the
Executive regarding the absence of finance representation on the Strategic
Commissioning Committee, and the need to ensure that financial pressures and
in-year flexibility could still be managed effectively. Officers acknowledged these
concerns and confirmed that further refinement would be undertaken, including
setting clear delegation limits for the Strategic Commissioning Committee and
reviewing arrangements over the coming months as structures settled.

The Committee noted that the revised Scheme included significant increases in
some financial thresholds, reflecting the move from multiple locality-level
contracts to larger pan-Greater Manchester arrangements. Members asked that
the rationale for these increases be clearly explained in supporting
documentation, to ensure transparency and understanding of scale.

It was recognised that the revised Financial Scheme of Delegation represented a
substantial piece of work, undertaken during a period of considerable
organisational change. Members acknowledged that, while the Scheme had been
strengthened and clarified, it would require ongoing review in practice, to ensure it
operated effectively and did not inadvertently create bottlenecks or impede timely
decision-making.

A member suggested that, during the transition period, consideration be given to
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more agile mechanisms for capturing learning on how the Scheme operated in
practice, potentially through less formal means than committee papers, to allow
non-executive members to maintain oversight without placing undue burden on
executive teams. Officers welcomed this suggestion and agreed to consider how
learning and feedback could be captured and shared.

In concluding the discussion, the Committee confirmed that it was content with
the revised Financial Scheme of Delegation, subject to the clarification of the
consultancy approval route, continued emphasis on transparency of delegated
decisions, and ongoing review as the new operating model embedded. The
Committee noted that the Scheme would proceed to the Board, accompanied by
appropriate explanatory narrative and assurances.

NHS GM Audit Committee endorsed the proposed amendments to the NHS
GM Financial Scheme of Delegation.

Standing ltems:

Debtors Update

The Committee received the Debtors Update, which set out the current debtor
position and movements since the previous report to the Committee.

Officers advised that the position was largely consistent with that reported in
March, with no material deterioration overall. It was highlighted that the bad debt
provision had been recalculated as part of the year-end process, resulting in an
increase from approximately £0.9m to just over £1.0m. This adjustment was
noted as part of normal year-end accounting activity rather than a reflection of
new or unexpected risks.

The Committee was provided with a specific update in relation to Bury Council. It
was reported that payments had been received; however, these related to
current-year debts rather than older outstanding balances. Officers confirmed that
further engagement was underway, in liaison with relevant colleagues, to address
and unblock recovery of the older debts.

A member queried the significant increase in year-end debtors, noting a rise from
approximately £35m to £42m, and commented that this movement did not appear
to be clearly reflected or explained within the report. In response, officers advised
that this may relate to a coding or a presentation issue and undertook to review
the position and provide clarification outside of the meeting.

In concluding the discussion, the Committee noted the Debtors Update,
acknowledged the year-end adjustment to the bad debt provision, and requested
further clarification on the reported increase in year-end debtor balances once the
underlying cause had been confirmed.

Losses/Special Payments

There were no updates to note.

Conflicts of Interest Guardian
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There were no updates to note.

Use of Corporate Seal

This was noted for information.

Board Summary Report

This would be completed noting items during the meeting.

Audit Committee noted the updates provided.

14.

Audit Committee Workplan

It was noted that this needed reviewing to ensure the June agenda only has items
relating to the Annual Report.

15.

Any Other Business, reflections on the meeting and items for escalation to the
Board

There were no other items of business for consideration.

Reflections on the meeting:

Members felt the discussion had been healthy and productive.

16.

Date and time of next meeting:

17 June 2026, 9am — 1pm

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




	Item 1 NHS GM-Agenda Jul 26 v2
	Date: 15th July 2026

	Item 2 Board declarations of interest - June 2026
	Sheet1

	Item 3 NHS GM ICB Action Log - 15.07.26
	Outstanding

	Item 3 NHSGM-Minutes 20 May 26 v3
	Item 5 260702 CEO Report to the July 2026 Board v2
	Acting CEO’s Report to the Board
	15 July 2026
	Report for Information

	Introduction
	1.1. The paper details updates from the Acting CEO with reference to the national, regional and local system positions.
	National and Regional Updates

	1.2. This section of my report is aimed to update the Board on the key areas of development from a national and regional position, since the last Acting CEO’s Report to the Board in May.
	1.3. Board members will be aware that Donna Ockenden has published the independent review into maternity and neonatal services at Nottingham University Hospitals NHS Trust.
	1.4. This is a deeply distressing report. It describes years of serious and repeated failures in care, including poor leadership and culture, a lack of accountability, unacceptable racism and discrimination and women and families being disbelieved or ...
	1.5. All of our thoughts are with the women, babies and families who were harmed, bereaved and let down, and with those who have fought for years to be heard. Every woman, baby and family has the right to safe, compassionate, personalised and equitabl...
	1.6. The review has taken a continuous learning approach. Nottingham University Hospitals NHS Trust has responded to findings as they emerged and has already taken steps to improve care. However, the report shows the scale of what still needs to change.
	1.7. One of the most important steps the Trust has taken is to listen to women and families, and every service in the NHS must do the same. Previous reviews have repeatedly shown that women and families must be heard, believed and have their concerns ...
	1.8. The Government has announced immediate action in response to the review including roll out of Martha’s Rule to all maternity and neonatal settings in England, strengthening candour and cooperation in future reviews, and Human Tissue Authority (HT...
	1.9. I’ve attached a Stakeholder Briefing with an update on work to improve neonatal care services in the North West, issued on behalf of North West Safe and Sustainable Specialised Health Services for Babies & Children programme which will be reviewe...
	Office for Pan ICB Commissioning (OPIC) – National Context and North West Arrangements
	1.10. The Office for Pan ICB Commissioning (OPIC) is a new national model mandated by NHS England (NHSE) and the Department of Health and Social Care (DHSC) to be led by Integrated Care Boards (ICBs) in regions in taking on a wider strategic commissio...
	1.11. To enable this transition to an ICB-led OPIC model while maintaining consistency and expertise, NHSE requires the establishment of seven OPICs, one in each NHS region. OPICs will operate as regional centres of commissioning excellence, enabling ...
	1.12. In the North West, NHS Lancashire and South Cumbria (LSC) ICB has been collectively agreed as the host organisation for OPIC, working in full partnership with NHS Greater Manchester (GM) ICB and NHS Cheshire and Merseyside (CM) ICB, which was fo...
	1.13. The North West OPIC will initially focus on delivering the nationally mandated “OPIC Core” functions, including specialised commissioning, health and justice services, vaccination and screening, and Child Health Information Services, with the po...
	1.14. Implementation will follow a phased approach. A “shadow” OPIC is planned to be in place by autumn 2026 to test governance, operating models and ways of working, ahead of the formal transfer of functions and staff from NHSE North West Specialised...
	1.15. Overall, the establishment of OPIC represents a significant step in enabling ICBs to act as strategic commissioners for their local populations, supported by strong regional collaboration and national standards, with the North West partnership w...
	Greater Manchester (GM) System Updates
	The NHS GM Board

	2.1. Since the last Board meeting in May, Sir Richard Leese has retired as Chair of NHS GM’s Board. Since taking up the role of Designate Chair on 1 November 2021, and subsequently being appointed as substantive Chair on the establishment of NHS Great...
	2.2. He has also led the organisation through a demanding period of formal undertakings, organisational reform and financial challenge, providing steady leadership and constructive challenge at a time when the system has needed clarity, resilience and...
	2.3. Recruitment to appoint Sir Richard's successor is still under way. As announced earlier this year, this role is expected to also take on the Health Commissioner responsibilities for Greater Manchester, working closely with the Mayor. In light of ...
	2.4. There is another change to notify the Board of, which is in relation to Kathy Roe, who has been appointed as Acting Deputy Chief Executive, as well as being our Chief Finance Officer. This will provide invaluable support to me as Acting Chief Exe...
	2.5. New Board and Committee arrangements have now been operational for three months and a governance and leadership review is currently underway as well as Committee Development. Board development has largely been paused until we have a substantive C...
	NHS Reform

	2.6. The 1st July marked an important milestone in our reform journey, with the vast majority of colleagues taking up their new roles in the structures. This means that we are now much more materially able to work in ways which align to our new operat...
	2.7. Another milestone was reached in June, when we created a set of documents that will support the bringing to life of our Place Health and Care Partnerships (PHCPs). Known as the 'document suite', the documents collectively provide the practical fr...
	Neighbourhood Health

	2.8. We had a successful System Leaders Group event on 29th June on Neighbourhood Health as part of Live Well. This was the culmination of our system engagement on Neighbourhood Health over the last two months. Over that period, we have met with a ran...
	2.9. The key action from the engagement was for us to produce a Strategic Commissioning Framework for Neighbourhood Health – and we will take a first draft of this to NHS GM Executive Committee on 8th July and follow this up with an item at today’s Bo...
	2.10. Over the summer, Place Leads will lead the work to finalise Neighbourhood Health Implementation Plans for each of the 10 localities – set in the context of the new Strategic Commissioning Framework. As per the National Framework , these plans wi...
	2.11. The second phase of the Greater Manchester-wide No Space for Racism campaign has now launched publicly, featuring health and care staff from across our system sharing their personal experiences of racism in the workplace.
	2.12. The campaign has been developed in response to evidence that around one in four health and care staff in Greater Manchester report experiencing racism at work. Incidents range from racist language and exclusion to threats and, in some cases, phy...
	2.13. At the heart of this phase is a public-facing film featuring staff from a range of professions across health and social care, including general practice, nursing, surgery, ambulance services and social care. By sharing their lived experiences, t...
	2.14. However, the awareness campaign is only one element of a much wider programme of work. As with many of our campaigns, it is the action that sits behind the communications that will ultimately deliver lasting change.
	2.15. Across Greater Manchester, partners are working together to strengthen and simplify reporting mechanisms for staff who experience racism, building on the significant progress many organisations have already made. There is also a collective commi...
	2.16. Work is also underway to improve how incidents that meet the threshold for hate crime are identified and escalated, with closer collaboration taking place with Greater Manchester Police. Alongside this, enhanced training and support are being de...
	2.17. This work complements and builds on the recommendations of the Mann Review, supporting a coordinated system-wide approach to creating a more inclusive and supportive working environment for all staff.
	2.18. Thousands of young people will receive protection against MenB vaccination through a one-off programme launching ahead of the 2026 academic year.
	2.19. Eligibility includes those born between the 1 September 2007 and the 31 August 2008, students turning 25 after 31 December 2026 entering higher or further education for the first time, and international students under 25 starting university.
	2.20. The programme will start later this month with the first dose being offered from mid-July and the second being offered in August. A new Q&A blog and eligibility asset are available, with a full communications toolkit to follow before England’s b...
	Health Innovation Manchester (HInM) Update

	2.21. As reported at the last meeting, the HInM Strategy has recently been refreshed to respond to national and local strategic drivers in health and life sciences and HInM colleagues were invited to attend our Board strategy session in June to presen...
	Health and Safety Oversight

	2.22. I have previously committed to updating the Board on matters relating to health and safety through a standing item within my report. Since the last update to the Board, there has not been a further meeting of the Health and Safety Oversight Grou...
	2.23. Progress has also been made in implementing the outstanding recommendations from the Mersey Internal Audit Agency (MIAA) Health and Safety Audit – this includes further progress on the implementation of our new incident reporting system, which w...
	2.24. The next meeting of the Health and Safety Oversight Group is scheduled to take place in August, following which a further update will be provided to the Board.
	Recommendations
	3.1. Note the contents of the Acting CEO’s Report to the Board.
	3.2. Provider feedback on any future topics they wish to be covered within the Acting CEO’s Report to the Board in September 2026.

	Item 5.1 Stakeholder Briefing - Improving Neonatal Care in the North West 2.7.26
	Item 6 Strategic Objectives, Priorities and BAF Report - Board (15 July 2026) (Final)
	Strategic Objectives, Priorities and BAF
	15 July 2026
	Report information.

	Introduction and Background
	1.1. NHS Greater Manchester is committed to supporting delivery of the Greater Manchester Integrated Care Partnership Strategy. In support of that strategy, consideration has been given to adopting a small number of NHS GM-specific strategic objective...
	1.2. The proposed objectives provide a clearer framework for NHS GM’s role as a strategic commissioner, setting out the intended medium-term direction across prevention and neighbourhoods, population health and inequalities, system transformation, and...
	1.3. The ICP Strategy sets the shared ambition for improving health and wellbeing across Greater Manchester. NHS GM’s 5-Year Commissioning Plan will be the principal route through which the organisation describes its contribution to that wider partner...
	1.4. The development of NHS GM-specific strategic objectives is intended to support clarity of purpose, alignment of delivery, and a more explicit link between strategy, commissioning decisions, annual deliverables, assurance and risk management.
	Proposed Strategic Objectives
	1.5. Four proposed strategic objectives are set out for consideration. Together, they describe the areas where NHS GM will need to focus over the next five years to deliver its commissioning ambitions and make a clear contribution to the ICP Strategy:
	1. Preventative and Proactive Care in Neighbourhoods
	Strategic BAF Risks
	1.7. A set of proposed high-level strategic risks are proposed for the Board’s consideration. The risks are intended to reflect the principal uncertainties that could affect delivery of the proposed strategic objectives and the wider 5-Year Commission...
	1.8. The proposed risks cover prevention-led population health improvement and inequalities, financial sustainability, strategic commissioning and service transformation, system partnership and place-based delivery, workforce and organisational capabi...
	1.9. If agreed, these Strategic Risks will be developed over the summer, taking into account the lessons learned from the deep dive conducted via the Audit Committee earlier in the year, and presented back to the Board for consideration and approval a...
	Risk 1 – Failure to deliver prevention-led population health improvement and reduce inequalities (Manisha Kumar, Chief Clinical Officer)
	Risk 2 – Inability to deliver financial sustainability (Kathy Roe, Chief Finance Officer)
	Risk 3 – Failure to transform services through strategic commissioning (Katherine Sheerin, Chief Commissioning Officer)
	Risk 4 – Failure of system partnership and place-based delivery (Charlotte Bailey, Chief Strategy, People and Partnerships Officer)
	Risk 5 – Insufficient workforce, leadership and organisational capability (Charlotte Bailey, Chief Strategy, People and Partnerships Officer)
	Risk 6 – Failure to maintain effective Emergency Preparedness, Resilience and Response arrangements (Nicola Hepburn, Acting Chief Reform and Improvement Officer)
	Risk 7 – Failure to maintain effective cyber security and digital resilience (Nicola Hepburn, Acting Chief Reform and Improvement Officer)
	Risk 8 – Failure to maintain effective quality, clinical governance and safeguarding arrangements (Manisha Kumar, Chief Clinical Officer)
	Risk alignment to strategic objectives

	Recommendations
	1.10. The Board is asked to:
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	Item 8. Committee Cover Sheet Template ICB Strategic Commissioning Framework for Neigbourhood Health
	July 2026
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	1.1. As a strategic commissioner, our direction of travel is clear: neighbourhoods will be the main vehicle for improving health and health services. We will deliver the National Framework for Neighbourhood Health but enhance this through our Live Wel...
	1.2. There was strong support for our vision for Neighbourhood Health through the system engagement we carried out between April and the end of June. We will develop a full report to set out the key themes from that engagement. This paper focuses on t...
	2.1. Working in neighbourhoods, closer to where people live, enables us to deliver models of care and support much more tailored to meeting the needs of the local population. Neighbourhood working is about local teams who know their communities and ca...
	2.2. Our vision for Neighbourhood Health in Greater Manchester is set out in the diagram below:
	2.3. People across Greater Manchester will rightly expect the same level of service to be delivered to them regardless of where they live. There will be differences in how services are delivered but there needs to be a core, reliable offer available t...
	2.4. This Strategic Commissioning Framework is about setting those core standards that we will commission to be provided in every locality and neighbourhood.
	The Core Greater Manchester Model
	2.5. The diagram below describes the core features that we expect to see in every neighbourhood in Greater Manchester. This begins with a clear process for Needs Assessment and Planning; systematically uses risk/need stratification to target resources...
	2.6. Flowing from the key features are a set of core functions and requirements that should be present in every neighbourhood team. These define the scope of the activity and the main functions to be carried out.
	2.7. Integrated Neighbourhood Teams for Health and Care form the central part of the model and should be available consistently across Greater Manchester. These teams will be complemented by the wider infrastructure in the locality as part of Live Wel...
	3.1. We need to move rapidly to implement the framework so that it can inform full versions of locality Neighbourhood Plans to be ready for 2027/28 – as per the national guidance.
	3.2. We propose the following process to adopt and implement the framework:
	3.3. The adoption of the Commissioning Framework, the finalisation of the 10 Neighbourhood Health plans and the agreement of the suite of Place Documents will, together, represent a significant step in embedding our new operating model and confirming ...
	3.4. This approach is core to rebalancing our health and care system to a more preventative, proactive model – improving population health, meeting need in a different way, reducing costs and slowing the rate of demand on acute services. The impact of...
	The Board is asked to endorse:

	Item 9 Prevention Demonstrator Update to NHS GM
	Prevention Demonstrator – Moving to Delivery
	15 July 2026
	Report information.

	The Prevention Demonstrator
	1.1 Greater Manchester has been designated as the UK’s first national Prevention Demonstrator. That means we have cross-Government backing to test the hypothesis that a scaled, system wide shift to prevention and early help can deliver better outcomes...
	1.2 Through the Prevention Demonstrator, GM will show how re-wiring the state improves decisions, connects public services to community strengths and leads to more preventative action.
	1.3 This is the most significant public service reform programme in the UK and will guide how we reimagine the state both locally, in relation to how services and support are offered and experienced, and nationally, to maximise the opportunity of deep...
	The Prevention Demonstrator and Live Well
	2.1 The Greater Manchester Strategy confirmed the shared intention to pioneer a new way of enabling people to live well, shifting spending and effort from crisis to prevention and creating the conditions for people to thrive.
	2.2 Making this happen isn’t about adding more services but making sure services work better for people’s lives. It brings together councils, health services, public services across, education, housing and safer communities, voluntary and community or...
	2.3 Partners in all 10 localities in Greater Manchester have been developing and implementing models of neighbourhood working for several years. In Greater Manchester, neighbourhood working has always been about more than the NHS - bringing together a...
	2.4 2026/27 will be a pivotal year as we embed our whole system delivery of Live Well. This will need to come together in our 10 places supported by joint working at the GM level between GMCA and NHS GM. This will focus on the following aims:
	 To collectively set and track clear deliverables for Live Well and accelerate implementation in all 10 localities
	 To integrate our approach to Neighbourhood Health as a core part of Live Well – with neighbourhood teams working across health and care, public services and the VCFSE to support residents
	 To maximise the role of GMCA and NHS GM in supporting place-based delivery – including through the implementation of the new Place Partnerships for Health and Care formalised through Place Agreements, Place Outcomes and a Place Fund
	 To integrate the existing public service reform activities (neighbourhood health, employment support, early family help and school support, safer communities, Housing First etc) with local Live Well implementation approaches rooted in communities.
	2.5 Our collective ambition is for all public services in GM to be joined up, local and built around everyday life, meaning that:
	 People will get the support they need, in their neighbourhood, at the right time without having to navigate complex systems or repeat their story. Services will work with people and communities, recognising strengths, lived experience and local lead...
	 Live Well Centres and Spaces will be visible and accessible to all residents, will be part of a fully developed neighbourhood model across all public services and support and will deliver across the full range offers – for example, Employment, Housi...
	Blueprinting Live Well and the shift to prevention
	3.1 As Live Well takes root and demonstrates impact, the work of the Prevention Demonstrator will be to blueprint what’s changed and how the impacts are achieved. That means describing how our insight into emerging risk and better targeted support is ...
	 Public service reform – designing and describing the service innovation, conditions and behaviours necessary to achieve the objectives, For example, cross sector working and leadership; integrated commissioning and neighbourhood delivery; empowering...
	 Civic Data, digital and AI developments – GM is uniquely placed to demonstrate how data, and digital capabilities including AI, can enable preventative public service delivery.  For example, the GM Care Record is one of a number of critical data ass...
	 The economics of prevention – developing and testing the financial frameworks and tools to support a systemic shift to prevention. For example, outcome or value based payment methods or incentives; place based budgeting; funding flexibility through ...
	Evaluating, Learning and Spreading Prevention
	1.1 GM will accelerate the rollout of this model by testing, learning from and spreading those approaches across GM and driving an evaluation framework which will demonstrate the impacts of prevention to Government as well as inform and support GM and...
	1.2 The Demonstrator will recognise the demand and cost pressure felt now across public services. With that in mind the work will seek to provide early learning to provide immediate contributions to those changes which will bring relief to the day to ...
	1.3 The evidence requirements will be significant and cover five evaluation aims which must:
	a) Understand the degree to which key pressures on public services are being alleviated over time, as measured through service demand/utilisation data
	b) Understand the degree to which the proportion of GM public service expenditure directed towards ‘preventative’ activities is increasing, with less spending on acute / crisis / reactive demand
	c) Deliver high-quality impact evaluation, demonstrating additionality and Value for Money (VfM) evidence in relation to the reform of public services at the heart of the Prevention Demonstrator, showing the cashable savings to Departments and HM Trea...
	d) Establish a cycle of continuous learning and improvement, supporting and enabling GM’s ‘Live Well’ model of place-based prevention, with a focus on enablers and inhibitors (service integration; workforce and organisational culture; funding models)
	e) Embed resident ‘voice’ as a key mechanism for making key judgements about GM’s success.
	1.4 The evaluation will provide the standard of evidence Government would expect to support national replication and further devolution. That evaluation will incorporate process, experiential, and impact and value for money evidence to show how positi...
	1.5 GM will work with Government as part the Cabinet Office led Test, Learn and Grow process. Test, Learn and Grow is a flagship part of the government’s reform programme and will work directly with affected communities to test out what works instead ...
	 DWP on optimising employment support models
	 DHSC/NHSE on predictive long term conditions management and the national Prevention Accelerators
	 DfE on SEND reforms and NEET prevention
	 MHCLG on the Changing Futures programme
	1.6 The outputs of the evaluation year on year, will be used to inform annual budget setting and planning processes to help systematically build preventative capability into local approaches.
	1.7 Working in this way the GM Prevention Demonstrator will focus the first 12 to 18 months on the proof of value to capture the first phase of benefits from these approaches and roll it out across Greater Manchester. Within three years, every part of...
	4.5 By 2030, the way GM delivers public services will look and feel very different, with the communities facing the greatest challenges feeling the biggest benefit. By 2035, our Prevention Demonstrator will have delivered an evidence-based blueprint t...
	4.6 Four places in Greater Manchester are directly supporting these elements of the reform initially and engaging their teams, local leaders and partners in providing that blueprint and feeding the evaluation. All ten places will be part of the learni...
	5. Driving Implementation
	5.1 The evaluation outputs will be captured in annual reports with findings driving recommendations to support Greater Manchester’s own shift to prevention and inform our asks of Government.
	5.2 Across the lifecycle of the prevention demonstrator, the recommendations in the first instance will relate to ensuring the foundations and key enablers are in place alongside confirmation of sustained commitment to existing preventative approaches...
	 building on our data capabilities to better target and track prevention,
	 spreading proactive healthcare approaches where reduced risk of crisis (such as the incidence of heart attack or stroke) is demonstrated
	 optimising models to support Live Well journeys to employment
	 widening access to workforce and Organisational Development approaches to embed Live Well and the culture of prevention and strengths based working.
	5.3 The annual reports will be timed to support planning and budget setting processes beginning this summer.
	5.4 As the preventative approaches increase in maturity, and the detail of the evaluation data deepens to fulfil Treasury standard impact studies, the evaluation outputs will underpin GM’s engagement with government to increase flexibilities through t...
	6.0 Governance
	6.1 The Prevention Demonstrator is overseen by a National Advisory Group. The Advisory Group is chaired by the GM Mayor and brings together representatives from GM’s public services, Universities, and VCFSE alongside partners from national bodies and ...
	“I believe this Demonstrator can prove that there are much more sophisticated and joined up ways to tackle the entrenched challenges” – Lord Jim O’Neill
	“The Prevention Demonstrator is a standout example of work to re-shape public services to ensure health creation is at their heart, with robust measurement built in. The approach is refreshing and innovative.” – Sarah Woolnough, Chief Executive, King...
	“What makes the Greater Manchester approach compelling is that it combines place-based leadership, population scale, data capability and cross-sector alignment in a way that is rare internationally. It positions Greater Manchester as a leading global...
	“What excites me most is the opportunity across Greater Manchester to bring together our devolved strengths—integrated locality teams, strong partnerships between the NHS, local government and the VCSE sector, and a shared commitment to population he...
	“We need to change the way the NHS operates in GM so that our system is routinely preventative and proactive with delivery through neighbourhoods becoming our default. Greater Manchester’s status as the Prevention Demonstrator gives us the opportunit...
	“That combination of ambition, scale and complexity is what makes it exciting. If we can demonstrate what works in Greater Manchester, the opportunity to translate those lessons nationally and internationally is significant” – Ben Bridgewater, Chief ...
	“Collaboration is the force multiplier for the prevention demonstrator: if we get this right, the impact on our people, on our economy, and on our towns and cities will be profound. Poor health lies at the heart of so many of our economic, social and...
	“Refocussing services so that our residents get the help they need, when they need it, in the way that they need it, supporting them to achieve their dreams, resolving smaller problems before they become bigger problems, is a win-win for us all – hap...
	“I’m particularly encouraged by the focus on culture and relationships. The bits that make the biggest difference aren’t always the big shiny initiatives — they’re the everyday interactions, the confidence of frontline teams to do the right thing, an...
	“I'm delighted to be supporting the Prevention Demonstrator and to build on Greater Manchester's long track record in preventative health. More radical change comes from deeper collaboration between central and local government — drawing on ideas fro...
	“The Prevention Demonstrator is a bold step up, creating a regional proof of concept of an exciting shift in supporting population health.  Greater Manchester is already a pioneer in many policy areas; now, by mobilizing this Prevention Demonstrator,...
	6.2 The GM Live Well Board, jointly chaired by the Chief Executives of Wigan Council (as the CE Portfolio Lead for Live Well) and NHS Greater Manchester, oversees the work to ensure the clear alignment with Live Well roll out, and integrated place bas...
	Recommendations:
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	Item 13ai Strategic Commissioning Committee Report to the Board June 2026
	Item 13b Board Performance  Quality - July 26i - final
	ALERT: Alert to matters that require escalation for the board’s attention or action
	ADVISE: Advise of areas of ongoing monitoring or development
	ASSURE: Inform the board where assurance has been achieved
	2. ​Performance

	2.1  This section highlights current performance against key deliverables. It used the latest national published data and/or the latest unvalidated data/forecast position. Narrative commentary is provided for Alert domains only, to focus Committee att...
	2.4  Urgent and Emergency Care (UEC) performance continues to experience system pressures, particularly the four-hour and twelve-hour wait metric. A coordinated system response remains in place through established UEC governance, with continued focus ...
	2.5    At the end of April, there were 55 patients across GM Trusts waiting over 65 weeks for treatment against a target of zero. Unvalidated provider forecasts from the 23rd of June shows an anticipated increase to 212 patients waiting over 65 weeks ...
	2.6    Industrial action, and temporary closure of two surgical theatres for refurbishment are key drivers for the increase in 65+ waiters. WWL anticipate a reduction in breaches over coming weeks through additional support being provided by the indep...
	2.7    The total number of patients in GM providers waiting for elective treatment stood at 435,293, worse than April plan of 431,979. The continued uptake in the use of advice and guidance by primary care, expansion of community services and the sing...
	2.8    At the end of April there were 55 adults with autism (with no learning disability) in an inpatient bed, worse than the Q1 plan of no more than 50 adults. There were also 45 adults with a learning disability (and may also be autistic) in an inpa...
	2.9 Work is ongoing to reduce inpatient admissions, ensuring all patients are reviewed through Care and Treatment Reviews (CTRs) with a documents discharge trajectory, escalating individual discharge barriers through Multi Agency Discharge Events (MAD...
	2.10 People with mild to moderate mental health problems such as anxiety or depression can be referred to talking therapy for treatment. In April, 67% of people discharged after treatment showed a reliable improvement in their symptoms, meaning they f...
	2.11 There is a system-wide approach to improve reliable improvement and reliable recovery, focused on strengthening pathway delivery and treatment completion. Core actions include driving progress against System Maturity Tool plans with clear local o...
	2.12 As of the 28th of June, there were four out of area placements which was worse than the plan of no more than two throughout the year. This means four adults requiring acute mental health inpatient care were admitted to hospital outside of GM beca...
	2.13 In April, 61.6% of GM Trust patients were waiting less 18 weeks for treatment, which was better than the April plan of 60.6%. GM Trusts are forecasting to achieve 62.1% at the end of June which would achieve June plan of 62.1%. The aim is to incr...
	2.14 In April, 1.6% of the patients in GM Trusts were waiting over 52 weeks for treatment, better than the April plan of 1.8%. GM Trusts are forecasting to achieve 1.6% at the end of June which would be slightly worse than June plan of 1.5%. The aim t...
	2.15 The 28-day cancer faster diagnosis standard saw 77% of patients diagnosed within 28 days in GM providers in April, which was worse than the April plan of 80.2%. GM ICB is ranked 16th out of 36 ICBs in April. May forecast improves to better than p...
	2.16 In April 77.3% of cancer patients in GM providers received treatment within 62 days, which was better than the April plan of 74.8% and ranked GM ICB 6th out of 36 ICBs nationally. May forecast is 81.4%, which would be better than plan. June forec...
	2.17 In April, 96% of cancer patients in GM providers started treatment within 31 days of receiving a decision to treat. This was better than April plan of 94% and ranked GM ICB 4th out of 36 ICBs nationally. Both May and June forecast are expected to...
	2.18 In May, average category 2 ambulance response time across Greater Manchester was 22 minutes and 38 seconds, which was better than the 25-minute target.
	2.19 In April, 12.3% of patients were waiting more than six weeks for a diagnostic test at GM NHS providers, better than April plan of 13.6% and ranking GM ICB 4th out of 36 ICBs nationally. The ICB year end plan to reduce to 2% by March 27.
	2.20 The percentage of people waiting less than 18 weeks to start treatment in a community health service was 85% in April, which was better than the April plan of 84.6%.
	2.21 In the 12 months up to the end of April, 4,460 GM registered patients with serious mental illness accessed Individual Placement and Support (IPS) services, which was better than April plan of 3,109. ISP offers intensive support to help people fin...
	Patient Safety Event Data Quarterly Publication (Quarter 4)
	3.3 The National Patient Safety Event Data has been published for Q4 and provides some summary reporting for all organisations in relation to patient safety events recorded on LFPSE - Statistics » Quarter 4 2025/26 (January, February, March 2026)
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