
1 Urgent and routine surgery and care

1.1

Strengthen 111 capacity and sustain appropriate ambulance services, 'hear and treat' and 'see and treat' 

models. Increase the availability of booked appointments and open up new secondary care dispositions 

(SDEC, hot specialty clinic, frailty services) that allow patients to bypass the emergency department 

altogether where clinically appropriate.

1.2
Provide local support to the new national NHS communications campaign encouraging people who should 

be seeking emergency or urgent care to contact their GP, go online to NHS 111 or call 999 if necessary.

1.3
Provide urgent outpatient and diagnostic appointments (including direct access diagnostics available to 

GPs) at pre-Covid19 levels.

1.4

Ensure that urgent and time-critical surgery and non-surgical procedures can be provided at pre-Covid19 

levels of capacity. The Royal College of Surgeons has produced helpful advice on surgical prioritisation 

available at: (https://www.england.nhs.uk/coronavirus/wp- content/uploads/sites/52/2020/03/C0221-

specialty-guide-surgical- prioritisation-v1.pdf)

1.5

In the absence of face-to-face visits, primary and secondary care clinicians should stratify and proactively

contact their high risk patients to educate on specific symptoms/circumstances needing urgent hospital

care, and ensure appropriate ongoing care plans are delivered.

1.6
Solid organ transplant services should continue to operate in conjunction with the clinical guidance 

developed and published by NHS Blood and Transplant.
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1.7
Where additional capacity is available, restart routine electives, prioritising long waiters first. Make full use 

of all contracted independent sector hospital and diagnostic capacity.

1.8

All NHS acute and community hospitals should ensure all admitted patients are assessed daily for 

discharge, against each of the Reasons to Reside; and that every patient who does not need to be in a 

hospital bed is included in a complete and timely Hospital Discharge List, to enable the community 

Discharge Service to achieve safe and appropriate same day discharge.

2 Cancer

2.1

Providers have previously been asked to maintain access to essential cancer surgery and other treatment 

throughout the Covid19 pandemic, in line with guidance from the Academy of Medical Royal Colleges and 

the NHS (https://www.england.nhs.uk/coronavirus/wp- content/uploads/sites/52/2020/04/C0239-

Specialty-guide-Essential-Cancer- surgery-and-coronavirus-v1-70420.pdf and 

https://www.england.nhs.uk/coronavirus/wp- content/uploads/sites/52/2020/04/C0239-Specialty-guide-

Essential-Cancer- surgery-and-coronavirus-v1-70420.pdf ). An exception has been where clinicians consider 

that for an individual patient the risk of the procedure at the current time outweighs the benefit to the 

patient.

2.2

Local systems and Cancer Alliances must continue to identify ring-fenced diagnostic and surgical capacity 

for cancer, and providers must protect and deliver cancer surgery and cancer treatment by ensuring that 

cancer surgery hubs are fully operational. Full use should be made of the available contracted independent 

sector hospital and diagnostic capacity locally and regionally. Regional cancer SROs must now provide 

assurance that these arrangements are in place everywhere.

2.3

Referrals, diagnostics (including direct access diagnostics available to GPs) and treatment must be brought 

back to pre-pandemic levels at the earliest opportunity to minimise potential harm, and to reduce the scale 

of the post- pandemic surge in demand. Urgent action should be taken by hospitals to receive new two-

week wait referrals and provide two-week wait outpatient and diagnostic appointments at pre-Covid19 

levels in Covid19 protected hubs/environments.

2.4
High priority BMT and CAR-T procedures should be able to continue, where critical care capacity is 

available.

3 Cardiovascular Disease, Heart Attacks and Stroke

3.1
Hospitals to prioritise capacity for acute cardiac surgery, cardiology services for PCI and PPCI and 

interventional neuroradiology for mechanical thrombectomy.

3.2
Secondary care to prioritise capacity for urgent arrhythmia services plus management of patients with 

severe heart failure and severe valve disease.

3.3
Primary care clinicians to continue to identify and refer patients acutely to cardiac and stroke services 

which continue to operate throughout the Covid19 response.

3.4
Hospitals to prioritise capacity for stroke services for admission to hyperacute and acute stroke units, for 

stroke thrombolysis and for mechanical thrombectomy.



4 Maternity

4.1

Providers to make direct and regular contact with all women receiving antenatal and postnatal care, 

explaining how to access maternity services for scheduled and unscheduled care, emphasising the 

importance of sharing any concerns so that the maternity team can advise and reassure women of the best 

and safest place to receive care.

4.2 Ensure obstetric units have appropriate staffing levels including anaesthetic cover.

5 Primary Care

5.1
Ensure patients have clear information on how to access primary care services and are confident about 

making appointments (virtual or if appropriate, face-to-face) for current concerns.

5.2
Complete work on implementing digital and video consultations, so that all patients and practices can 

benefit.

5.3

Given the reduction of face-to-face visits, stratify and proactively contact their high-risk patients with 

ongoing care needs, to ensure appropriate ongoing care and support plans are delivered through 

multidisciplinary teams. In particular, proactively contact all those in the ‘shielding’ cohort of patients who 

are clinically extremely vulnerable to Covid19, ensure they know how to access care, are receiving their 

medications, and provide safe home visiting wherever clinically necessary.

5.4

To further support care homes, the NHS will bring forward a package of support to care homes drawing on 

key components of the Enhanced Care in Care Homes service and delivered as a collaboration between 

community and general practice teams. This should include a weekly virtual ‘care home round’ of residents 

needing clinical support.

5.5
Make two-week wait cancer, urgent and routine referrals to secondary care as normal, using 'advice and 

guidance' options where appropriate.

5.6
Deliver as much routine and preventative work as can be provided safely including vaccinations 

immunisations, and screening.

6 Community Services

6.1

Sustain the Hospital Discharge Service, working across secondary care and community providers in 

partnership with social care. Includes daily reviews of all patients in a hospital bed on the Hospital 

Discharge List; prompt and safe discharges when clinically and in line with infection control requirements 

with the planning of ongoing care needs arranged in people’s own homes; and making full use of available 

hospice care.

6.2
Prepare to support the increase in patients who have recovered from Covid and who having been 

discharged from hospital need ongoing community health support.

6.3
Essential community health services must continue to be provided, with other services phased back in 

wherever local capacity is available. Prioritise home visits where there is a child safeguarding concern.

7 Mental Health and Learning Disability/ Autism services



7.1
Establish all-age open access crisis services and helplines and promote them locally working with partners 

such as local authorities, voluntary and community sector and 111 services.

7.2

For existing patients known to mental health services, continue to ensure they are contacted proactively 

and supported. This will continue to be particularly important for those who have been recently discharged 

from inpatient services and those who are shielding.

7.3

Ensure that children and young people continue to have access to mental health services, liaising with your 

local partners to ensure referral routes are understood, particularly where children and young people are 

not at school.

7.4
Prepare for a possible longer-term increase in demand as a consequence of the pandemic, including by

actively recruiting in line with the NHS Long Term Plan.

7.5 Annual health checks for people with a learning disability should continue to be completed.

7.6 Ensure enhanced psychological support is available for all NHS staff who need it.



7.7
Ensure that you continue to take account of inequalities in access to mental health services, and in 

particular the needs of BAME communities.

7.8 Care (Education) and Treatment Reviews should continue, using online/digital approaches.

8 Screening and Immunisations

8.1
Ensure as a first priority that screening services continue to be available for the recognised highest risk 

groups, as identified in individual screening programmes.

8.2
Increase the delivery of diagnostic pathways (including endoscopy) to catch up with the backlog of those 

already in an active screening pathway, followed by the rescheduling of any deferred appointments.



8.3 Antenatal and Newborn Screening Services must be maintained because this is a time critical service.

8.4

Providers and commissioners must maintain good vaccine uptake and coverage of immunisations. It is also 

likely that the Autumn/Winter flu immunisation programme will be substantially expanded this year, 

subject to DHSC decision shortly.

9
Reduce the risk of cross-infection and support the safe switch-on of services by scaling 

up the use of technology-enabled care

9.1

In response to Covid19, general practice has moved from carrying out c.90% of consultations with patients 

as face-to-face appointments to managing more than 85% of consultations remotely. 95% of practices now 

having video consultation capability live and the remaining few percent in the process of implementation or 

procurement of a solution. GP Practices should continue to triage patient contacts and to use online 

consultation so that patients can be directed to the most appropriate member of the practice team straight 

away, demand can be prioritised based on clinical need and greater convenience for patients can be 

maintained.

9.2

Referral streaming of new outpatient referrals is important to ensure they are being managed in the most 

appropriate setting, and this should be coupled with Advice and Guidance provision, so that patients can 

avoid an outpatient referral if their primary care service can access specialist advice (usually via phone, 

video too).

9.3

All NHS secondary care providers now have access to video consultation technology to deliver some clinical 

care without the need for in-person contact. As far as practicable, video or telephone appointments should 

be offered by default for all outpatient activity without a procedure, and unless there are clinical or patient 

choice reasons to change to replace with in-person contact. Trusts should use remote appointments - 

including video consultations - as a default to triage their elective backlog. They should implement a 

‘patient initiated follow up’ approach for suitable appointments - providing patients the means of self-

accessing services if required.



Owner
Initial RAG 

rating

Children's - Charlotte Mitchell

Adults - Shaju Ahmed

Shaju Ahmed / Charlotte 

Mitchell/Alison Mitchell

Sam Merridale/Zeph Curwen

Sam Merridale/Zeph Curwen

Sarah Crossley/Kylie Thornton/Zeph 

Curwen

Zeph Curwen / Keith Pearson
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Rachael Chambers/Charlotte 

Mitchell

Rachael Chambers / Charlotte 
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Charlotte Mitchell

PH flu lead/Keith Pearson/ Sarah 

Crossley/ Amanda Clegg

Sarah Crossley/Amanda Clegg

Jen Hopes

Kylie Thornton/Zeph Curwen



Commentary

NHS 111 capacity is planned to increase through:

-GP connect and direct booking into core General Practice now in place. Review underway to allow 

direct booking into Rochdale Infirmary to meet UTC standards 

- The GM Automatic Voice Recognition service in place to support paediatric, EoL and mental health 

patients stream off the NHS111 call queue

- Additional codesets incorporated into the GM CAS to include Nursing and residential cat 2 999 calls 

for local management 

- Plan to increase the number of GM CAS codesets to include locality community response to suport 

where possible lower category 3 & 4 for paediatric, EoL and mental health

Children's

Observation and Assessment moved into Paed A and E
CCG and NCA partners are continually pushing messages out on social media and linked in with the 

GM, NW and national comms cells.

Children's

Communications re appropriate access to community V urgent care RCPCH

Update awaited from Keeley (via Zeph). 

Our Clinical Advisory Group (CAG) has published guidance and a set of overarching principles aimed at 

ensuring that those patients who can currently be brought in for elective surgery (Priority 1 and 

Priority 2 patients) can have a pathway that, as far as possible, ensures their safety from Covid-19 

infection. The document is generic and will rely on Care Organisations using their understanding of 

their potential estate and staffing constraints to undertake tests of change to operationalize.

 This guidance outlines a suggested NCA-wide model for a controlled increase of surgical procedures. It 

should be used as a template for the reintroduction of planned surgery across the NCA, however it is 

recognised that the estate configuration and staffing structures will differ on each hospital site and, as 

such, Care Organisations should adapt this guidance to fit their sites and use their best endeavours to 

ensure compliance with screening, shielding and zone segregation. This guidance describes in detail 

how we may mitigate risks for our urgent elective patients through creation of Green (COVID-19 ‘free’ 

environments), Yellow (COVID indeterminate) and Blue (COVID proven) zones in accordance with the 

national guidance. Download here https://www.pat.nhs.uk/Coronavirus/Clinical-operational-

guidance/General/Pathway%20for%20elective%20surgery%20during%20Pandemic.pdf

Initial work undertaken by GP for shielded group.  Need to link in with VH re proactive approach.  Link 

with INT/network longer term approach

Regarding immunosuppresants - and continued prescribing in +ve patients as reduce ability to fight the 

infection.  Many patients will be in the shielded cohort.  They will need expert help - special protocols 

in place.  Will need clinical review post transplant.  Management of clinical risk.
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Detailed  modelling work is underway.

Daily workbook being completed on the wards at RI to review reason to reside.   Daily review taking 

place in IMC units.   Across NES HMR MOATs/NNTR remain low. 

Each consultant is contacting their patients to discuss options, this is on a rate of 1-5, 1 being the 

highest priority where surgery is required urgently. Treatment is then carried out at the covid cold 

sites, weekly figures are being published. This is being monitored closely to see what impact this is 

having on the waiting lists. Two cold sites have been developed at Rochdale and at Christie, where all 

GM patients are to be directed, this is more helpful to HMR patients as it is more assessible. 

Rochdale and Christie are carrying out the surgical procedures and this is overseen by GM cancer 

alliance within the hubs. Bi-weekly meetings are being held with the cancer manager and the clinical 

leads. The RDC is a priority for GM cancer alliance and NHSE and our local NCA is leading on this. A 

meeting is being held on the 12th of May which will formulate the plan for the next 6-12 weeks, this 

will then be signed off by gold command. 

The original date for the implementation prior to  COVID-19 was for the 20th of May, they are now 

looking at 8th June, although this is subject to change.

·       Originally the RDC was just for vague symptoms at two hubs – Oldham and Salford, this is  still the 

plan but now with an additional pathway at Rochdale, I believe due to the success of them being the 

surgical cold site. This is also due to the national guidance regarding post covid, so the RDC will have a 

wider remit to assist with covid recovery.

·       The nursing staff who have been deployed to covid are now being brought back.

·       To minimise patients attending anywhere that is a hot site, the plan is to use digital technology 

where possible, including video consultations.

·       The plan for the diagnostics has not been shared at present, I’m not sure if the hospitals have 

been approached but the idea is to use the private sector (Highfields and Oakland’s) to carry out the 

diagnostic tests. There is also an expectation that endoscopies could be carried out there too, although 

nothing has been implemented.

Confirmed as still going ahead. 

Routine elective activity cancelled to facilitate access

Urgent pacing/heart failure/valve capacity available

Referrals have significantly dropped for routine and urgent cardiology appointments.  Continue to 

send messages re daily comms

Admissions under the stroke pathway still underway, patients admitted into Hyperacute unit if non 

covid, alternative admission to COVID ward should patients be ?/+ COVID with stroke teams inreaching 

to provide appropriate care. Those Patients eligible for IAT, referred to SRFT as per pathway and 

patients eligible for thrombolysis are thrombolysed in FGH ED prior to admission.



Assurance from North Manchester provided

Maternity voices ‘My Birth My Choice’ have been shared

Assurance from North Manchester provided 

Practices messages on telephones / websites advising patients

CCG / Federation actively promoting key messages to patients
CCG commissioning long term solution.  Practices actively utilising Acccurx / Starleaf to support video 

consultation

Engagement and sharing of shielding patients information by practices to 

Local support hubs

Network SPLWs

Standard welfare assessment form designed - for use by SPWLS

EMIS template designed to support re4corfing of activity by SPLWS 

Engaging with PCN Clinical Directors to implement Care Homes letter (1st May) linking in with Zeph/Vic 

to  build on existing VH to develop more proactive approach.  Longer term plan to advance the 

identified DES requirements

Info shared via daily comms.  EOL/Cancer commissioning lead developing comms

Follow BMA guidelines published advising what can continue / what should cease. As part of recovery 

planning looking at potential cold sites across HMR/network footprint to support continued delivery of 

vaccs& imms

Children's

Regular communication to GP’s regarding requirement to continue to offer routine immunisations

Daily review of all HMR NNTR/MOATS by patient flow lead and adult social care and pull into local 

discharge pathways. 

setting up e-referral form from ward teams to community respiratory service for follow up 

Essential services have remained in place, we are now reviewing what other elements of service can be 

mobilised.  Home visits for child safeguarding concerns have continued. 

Children's

Business continuity reviewed

Safeguarding mechanisms in place throughout



A 24 hour helpline for PCFT existing patients is now live, with links to local CMHT and Response hubs to 

support. Mental Health Liaison services have remained open and work to develop the service prior to 

COVID-19 is continuing. To be implemented soon,  the GM 24/7 CAS line - integrated all age open 

access crisis support line supporting across MH/LDA/SM 

Children's

GM Crisis Care Pathway (RRT and Safezones) already operational.

SPOA into CYP MH services operational.

CYP systems already aware of these services.

PCFT MH services have remained open and  are supporting patients as required.

Children's

Services are currently sharing information and support via their social media accounts (Facebook, 

twitter etc).  

Services are keeping in contact with CYP who are on their caseload via telephone, video and where 

appropriate face to face.  

Work is ongoing with providers to anticipate the increased capacity and demand in bereavement, 

PTSD ,general health and wellbeing including low level anxiety support. Models for bereavement in 

MH services have been drafted and costed. Additional counselling support has been enhanced and 

provided by Mind during Q1. Costings for PCFT service developments in community services, EIP,and 

Core 24 have been identified for agreement once phase 2 commences.

Children's

There is an array of CYP MH services within the borough Services have been asked to review the 

potential increase in demand, particularly around bereavement/counselling support.  A proposal has 

been put forward for an additional 2 x 0.8 wte to sit in #Thrive specifically for CYP affected by COVID.   

This is currently being considered in the CCG.  LTP and the required additional staff have been 

recruited.  

GM Bid for increased capacity in schools successful – mobilisation in September 

Although LD Health Checks are not being undertaken, CLDT are in regular contact with their clients to 

offer support and will direct to primary care if a health need is identified. There are currently no health 

checks in primary care being undertaken.  All clients have been risk assessed joining with local 

authority colleagues and CTLD to ensure needs are being met.

Silvercloud online therapy is in place for all NHS and Carer front line staff along with an offer to their 

families.  Thinking Ahead have developed a therapy programme specifically for care home staff in the 

borough.  GM have developed the Resilience hub set up following the Manchester Arena attack to 

start screening in early May for staff at the Nightingale hospital and Acute wards.  This  will be rolled 

out further to NHS staff in the coming weeks. Local Authority have opened up there HR MH & 

Wellbeing offer to support care home staff across the borough.



Working with Action together to support and enhance our local MH & Wellbeing offer across all our 

providers and within BAME Communities. Mental Health & Wellbeing resources provided by GM will 

be shared across Primary/Community care functions via response hubs within a number of languages. 

Rochdale & District Mind Shifa project continue to support BAME Dementia clients via telephone 

communications 

Children's

All CYP services currently endeavour to engage with hard to reach groups, such as BAME.  #Thrive is 

routinely open access where all yp are able to engage with the service without a referral.  YP can be 

stepped up to HYM where necessary.  

Kooth is online and confidential.  

3rd sector provision is easily accessible, and predominantly open access.  

We currently have a review Community CETR planned for the 11th May 2020, which will now take 

place virtually via MS Teams.  We are also participating in NHS E inpatient CETRs virtually, via MS 

Teams.  It is intended to continue to convene CETR meetings virtually.  

Children's

Community CETR review for a YP is taking place via Microsoft Teams on the 11th May.  Will review how 

successful this is. 

NHS E Inpatient CETRs are being attended virtually

Starting a review of uptake figures this week with the PHE Screening and Imms team and have 

contacted them re the query about flu programmes that Keith raised . They are awaiting the national 

letter on risk groups for the 2020/21 programme and will share when they get it.  May be a risk if a 

higher number of patients present, due to availabiity of vaccines.

RDC to be fast tracked, HMR is the first area in the 5 year roll out. This is rapidly changing. All patients 

will be helped on the PTL for the safety netting. Referrals will still take place through the eRS service 

and be held by secondary care. FIT for High Risk as a secondary care triage tool. Primary care triage – 

which tests can be carried out safely and with the least attendances into health care facilities (drop 

chest x-ray). There is a drive to re-triage patients who are on the backlog, early indications show that 

up to 30% of patients can be removed due to their symptoms. 

Assessing the role of secondary care telephone/ video consultations for NSS and all Suspected Cancer 

referrals.



Children's

No plans to reduce scans and pre/post birth appointments being offered in community where possible

NMGH/FGH is continuing to adhere to national guidance in relation to newborn hearing screening, 

with some limited mitigations which have been accepted at national level

NMGH/FGH is continuing to adhere to national guidance in relation to newborn bloodspot screening, 

with some limited mitigations which have been accepted at national level

Wherever possible BCG vaccination will be undertaken prior to discharge home from inpatient 

services.   

Regular messages out to primary care to continue vaccs/imms in place currently .Public health need to 

be involved re flu campaign. Screening and flu in core +. Flu vaccines ordered Jan/Feb 2020 for 2020 

season may pose challenges for expansion. Usual planning for flu clinics different with social distancing 

will need planning

Practices utilising video consultation technology (Accurx / StarLeaf) 

CCG engaged with GM procurement for long term solution

All practices triage requests for consultations and demand is prioritised on clinical need

Consultant Connect in place and looking to expand specialties.  Advice and Guidance to be further 

developed across HMR, along with implementation of virtual clinics and PIFU.

Adult Therapies- a full risk stratification has taken place for adult therapies (see embedded document- 

this is updated regularly).      MSK Physiotherapy Service can now recommence accepting routine/non-

urgent MSK Physiotherapy referrals and that these can be referred via eRS to the MSK SPOA 

Physiotherapy RAS  or by encouraging the patient to self refer online via Physio direct at 

http://www.penninecare.nhs.uk/physiodirect

Children's

In place – need to understand impact of shift upon CYP and families.



Key actions
Timescales for 

completion

RAG 

following 

completion

Update NHS111 DOS and GM CAS to reflect all the local urgent, 

community and primary care service dispositions. This includes 

updating and mapping COVID Assessment Service and Virtual 

Hospital SPOA onto the DOS and CAS.

Children's

Develop CAS pathways into PNP

Scope development of 'Consultant Advice and Guidance' to primary 

care

15/06/20

Tailor messages to support shielded patients and those of 

vulnerable categories ie. Elderly, BAME, Paed 

Children's 

Further develop holistic Communications Plan for Children's and 

Maternity agenda

18/05/20

Children's

Scope Continuation of Observation and Assessment Capacity ROH  

in previous CYP A and E

15/06/20

Check that relevant protocols are in place with clinical risk 

management. 
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Children's 

Contact planned care links re CYP. Restart of Children's elective 

pathways.

Agree QI plan for addressing historical long waits and impact of 

COVID

16/06/20

Bi-weekly meetings to be held with the cancer manager to focus on 

the recovery plan and the 2WW, across NES with the clinical leads. 

Jan to monitor the information that is publicised on tableau and 

keep in contact with BI team for further information. Jan to email 

Sue Sykes and Barney Schofield for an update on the RDC.

Bi-weekly meetings to be held with the cancer manager to focus on 

the recovery plan and the 2WW, across NES with the clinical leads. 



No assurance from Royal Oldham provided - for escalation 

Develop communication plan for Maternity re access to routine 

appointments

11/05/20

No formal assurance provided by ROH - for escalation 11/05/20

Continued sharing of information to patients

Additional equipment required to support full primary care team 

can undertake video consultations
Continued patient contact

Continued practice verification of patient lists by GPs

Identification of follow up requirements / continued contact to 

patients identified 

Risk stratification of other high risk ( wider than shielded) to be 

looked into
Allocation of nursing homes via primary care networks and their 

member practices

Develop model for virtual ward rounds

Engagement with wider MDT to take place to agree model

Children's 

Request immunisation take up data from Primary Care
16/06/20

Children's

Agree Recovery Plan back to BAU
16/06/20



PCFT to undertake audit  from patient calls to understand if unmet 

need gaps in current systems

GM CAS - work in progress/ sub group with commissioner input 

now in place

Children's

Develop Communications Plan re CYP MH

Mobilise the agreed (TBC) all age liaison model (with adult MH 

commissioners).

16/06/20

Continue to review service capability /staffing levels /Patient 

demand 
ongoing

Children's

Shared media campaign with GM
In place

Continue to review access /service demand across mental health 

pathways 

Children's

Review how existing resources can be matched to meet the 

additional demand, in the short team.  

Review of alternative ways of delivering services, particularly 

learning from good practice during COVID

16/06/20

Currently reviewing national direction around face to face 

consultations to undertake health checks 

Improvement plan is currently in development, working with 

Primary Care & Quality teams to improve pre COVID  

Ensure communications continue to go out across networks 



Communication -Ensure information is reaching out to the public

Children's

Ongoing participation and engagement, and comms/marketing 

promotion of services and support with BAME and hard to reach 

groups

In place

Continue to review delivery and impact on virtual working  - SWOT 

analysis of virtual CETRs
In place

Children's

Phlebotomy staff have been furloughed due to being commissioned 

on a tariff basis (independent contract). This will need to be 

reviewed and reenabled as soon as possible 

16/06/20

Monitor closely and communicate with Barney (project lead) and 

Sue Sykes for further updates. 



Children's

Ensure increased communications re the importance of access

Still need assurance from ROH

11/05/20

Implementation of NHSE SOP for General Practice

Continued engagement with practices 

Children's

Scope development of improved pathways for Advice and Guidance 

for CYP - Tameside advice and guidance model for children has 

robust evidence base – would like to develop locally (ISC Medical 

Model Scoping)

Discuss options with ROH 

Understand the Tameside model in more detail

Adult- Further work required across the wider system with PAHT, 

SRFT, MRI etc   

Children's 

EOI to develop Chat Health to support CYP MH (GM)

Speak to Health Watch re public consultation CYP and families into 

new ways of working

Reintroduce Chat Health School Nursing 

Understand activity surrounding Kooth online counselling access 

during pandemic.

16/06/20


