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1 Guildhall Square (Civic Offices) 
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Governing Board 
 

A meeting will be held from 3.00pm – 5.00pm on Wednesday 15 March 2017 
in Conference Room A, 2nd Floor, Civic Offices, Portsmouth 

 
AGENDA 

 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Dr Jim Hogan, Dr Jonathan Lake 
and Dr Jason Horsley. 
 

Dr E Fellows Verbal 

2.  Declarations of Interest 
 

Dr E Fellows Verbal 

3.  Minutes of Previous Meeting 
 
a. To agree the minutes of the Governing Board meeting 

held on Wednesday 18 January 2017. 
b. Matters Arising 
 

Dr E Fellows White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

5.  Integrated Performance & Quality Report and Governing 
Board Assurance Framework 
 

Mrs M Spandley 
 

White 

6.  Equality and Diversity Report 2016 Mr I Richens Pink 

7.  Register of Interests Dr E Fellows Yellow 

8.  Draft Financial Plans M Spandley White 

9.  Budget Setting 2017/18 
 

M Spandley Cream 

10.  Minutes of Other Meetings 
 
• Clinical Strategy Committee 
• Audit Committee 
• Health and Wellbeing Board 
• Primary Care Commissioning Committee 
 

 
 
Dr J Hogan 
Mr A Silvester 
Mr I Richens 
Mr T Morton 
 

 
 
Green 
Lilac 
Pink 
Blue 

11.  Patient Story 
 

  

12.  Date and Time of Next Meeting in Public 
 

Dr E Fellows  

 The next Governing Board meeting to be held in public will take place on Wednesday 17 May 
2017 at 3.00pm – 5.00pm in Conference Room A, 2nd Floor, Civic Offices, Portsmouth. 
 

13.  Meeting Close 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 18 January 2017 at 3.00pm – 5.00pm in Conference Room A, 2nd Floor, 

Civic Offices, Portsmouth 
 
 

Summary of Actions 
Governing Board held on Wednesday 18 January 2017 

 
Agenda 
Item 

Action Who By 

4 Chief Clinical Officer Report – Circulate veterans event 
summary to Governing Board members. 

J Hogan/ 
J Collis 

Mar 17 

5 Integrated Performance Report – Investigate further the 
reported increase in mortality rates and the introduction 
of a Medical Examiner system by PHT. 

M Spandley Mar 17 

5 Integrated Performance Report – Share slides used for 
HOSP/C meeting in relation to  Solent NHS Trust CQC 
inspection, with Governing Board members. 

I Richens Mar 17 

5 Integrated Performance Report – To discuss mental 
health services further 

J Powell/ 
I Richens 

Mar 17 

 
Present: 
 
Dr Dapo Alalade - Clinical Executive 
Dr Linda Collie - Deputy Clinical Leader/Clinical Executive 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Chair of Governing Board/Clinical Executive 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Mr Tom Morton - Lay Member 
Ms Jackie Powell - Lay Member 
Mr Innes Richens - Chief Operating Officer 
Mr Andy Silvester - Lay Member 
Mrs Michelle Spandley - Chief Finance Officer  
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Mr David Williams - Chief Executive, Portsmouth City Council 
 
In Attendance 
 
Mrs Jayne Collis - Business Development Manager 
 
Apologies 
 
Mr Paul Cox - Practice Manager Representative 
Dr Jason Horsley - Director of Public Health, Portsmouth City Council 
Dr Jonathan Lake - Clinical Executive 
 
 



2 
 

 
1. Apologies and Welcome 
 

Apologies received from Paul Cox, Dr Jason Horsley and Dr Jonathan Lake. 
 
Dr Elizabeth Fellows welcomed everyone to the NHS Portsmouth Clinical Commissioning 
Group (CCG) Governing Board meeting held in public.  She reminded those present that 
although the meeting was being held in public it was not a public meeting and therefore 
during the CCGs formal business members of the audience would not be invited to 
participate. 
 

2. Declarations of Interest 
 

None. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 16 November 2016 were 
approved as an accurate record. 
 

 An update on actions from the previous meeting was provided as follows: 
 

Agenda 
Item 

Action Who By Progress 

5 Integrated Performance 
Report – Clarify the South 
Central Ambulance vacancy 
rate. 

M Spandley Jan 17 Michelle Spandley reported 
that the minutes included a 
Post Meeting Note that 
confirmed the vacancy rate 
of 11% is an improving 
position and that this 
continues to be monitored. 

6 Governance Review – Share 
the Governance Review 
outputs with Bennet Low at 
NHS England for information. 

T Sanders Jan 17 Complete. 

 
4. Chief Clinical Officer’s Report 

 
Dr Jim Hogan presented a paper which summarised the key decisions and actions 
undertaken by the Clinical Executive under his leadership on behalf of the Governing 
Board since the previous meeting and thanked Tracy Sanders for compiling the paper. 
 
Dr Hogan highlighted the main areas of the report: 
 
Portsmouth Health and Care ‘Blueprint’ Update – There has been considerable progress  
in the following areas; Better Care Fund, Personal Budgets pilot, co-location of teams, the 
Living Well project, the creation of three multi-agency teams, IT and the Acute Visiting 
Service.  The next year focuses on a number of key priorities including Frailty services, 
Multi-specialty Community Provider, joining up of IT systems and implementing new ways 
of integrated working for both children and adults. 
 
Planning and Contract Agreements – Agreement has been reached with the CCGs major 
providers and all local contracts have been signed.  There is still work to be done on how to 
link cost improvement programmes with QIPP. 
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Team Portsmouth Event – This was a very well attended successful event and Dr Jonathan 
Lake shared his reflections on having joined the organisation nine months ago.  Staff 
worked in groups in “speed dating” mode to hear about and discuss six topics. 
 
Veterans Event – On 30 November 2016 a major healthcare event was held by the CCG at 
the Mountbatten Centre in conjunction with Company of Makers to discuss the healthcare 
needs of ex service personnel, the Royal Navy, the Army and Royal Air Force.  
Approximately 70 people attended which was the maximum capacity for the venue.  The 
event was organised to feedback the results of a veteran’s healthcare survey undertaken 
for the CCG by the Company of Makers.  Several key themes were discussed, including 
the need to encourage more ex service personnel to register as veterans with their GP 
practice and for GPs to know of some of the potential issues that result from service life.  
The event gave veterans a chance to discuss and influence the development of the 
services they receive and consider opportunities to take more responsibility for managing 
their own conditions.  Thanks were given to Julie Hawkins, her team and Dr Elizabeth 
Fellows for organising such a successful event. 
 
Clinical Executive Arrangements – Dr Jim Hogan explained that he had recently 
announced his intentions to retire from his roles of Clinical Leader and Chief Clinical Officer 
in the CCG at the end of May.  Arrangements are now being put in place to appoint a 
successor to both roles to enable the CCG to allow a period of ‘double running’ to ensure a 
smoother handover before he leaves. 
 
Jackie Powell asked about IT systems for children’s social care and safeguarding services.  
Innes Richens explained that Adult Social Care is currently using System One.  Childrens 
services looked at System One but it cannot provide support for the services statutory 
requirements and therefore they will continue to use TPP.  TPP are working with the 
service to identify a solution to ensure it can connect in some way with System One.  Dr 
Jim Hogan commented that the technology exists however information governance hurdles 
prevent us from progressing. 
 
Tom Morton asked about the veterans event and if any key issues arose from it.  Dr 
Elizabeth Fellows explained that nothing unexpected arose from discussions just some 
additional ideas.  Dr Jim Hogan agreed to circulate a summary, produced by Julie Hawkins, 
to Governing Board members. 

Action:  J Hogan/JCollis 
 
Dr Dapo Alalade asked if the digital strategy referred to in the last bullet point of section 4 
would include primary care.  Dr Jim Hogan said that the desire of all plans is to encourage 
and better enable the use of self-care and it is about how this is put in front of primary care 
and what the programme is designed to do. 
 
The Governing Board accepted the Chief Clinical Officer’s Report. 

 
5. Integrated Performance Report 

 
Michelle Spandley presented the Integrated Performance Report dated 18 January 2017 
which provided an overview of progress against the delivery of the CCGs strategic priorities 
and plans, and overall CCG performance that defines an effective commissioner.   

 
The following areas of the report were highlighted: 
 
• Performance 

 
PHT remains off track on Emergency Department performance at 79.5%.  Year to date 
is 78% against a local trajectory of 85%. 
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Referral To Treatment (RTT) – Still reporting a 52 week breach at North Bristol Trust 
however patient has now received treatment.  92% standard has been failed with PHT 
remaining under 90% and discussions continue regarding alternative providers.  With 
this added pressure further inpatient cancellations have occurred. 
 
South Central Ambulance Service (SCAS) – Performance dipped in December 
however we are awaiting final numbers. 
 
Cancer 62 day target – Improving however it is still a high risk area due to the small 
numbers. 
 
As a result of these performance issues there is a danger that the CCG will not receive 
Quality Premium for 2016/17 which is payable in 2017/18.   
 

• Finance 
 

The CCG remains on target as a CCG to achieve the planned surplus.  PHT is still in a 
deficit position as are our sister CCGs. 
 
Performance against contracts – The CCG saw an increased over performance in 
November at PHT mainly related to non-elective activity.  This is unusual so further 
analysis is being undertaken and the CCG will use the December information to see if it 
is an ongoing trend. 
 
The CCG is still required to not commit the 1% non recurring monies and is awaiting 
final confirmation of the handling of these monies and it is likely that we will be 
requested to improve our financial position by a corresponding amount. 
 

Jackie Powell commented that in the previous meetings minutes it was noted that demand 
in A&E had not increased yet the target is continuing to be missed.  There has been only 
one 12 hour trolley wait, what is the average time and how well is the Urgent Care Centre 
helping with the situation?  Dr Jim Hogan noted media coverage suggested unprecedented 
demand but this is not the case.  However we need to continue to encourage the public to 
not attend for non-urgent.  Jim outlined a number of factors being looked at such as not 
admitting to assess, ensuring strong front door response as well as a focus on complex 
patient discharges and ensuring safety.  There is a lot of support from partners to address 
the issues being faced but our focus needs to be on sustaining changes so that they 
become routine practice.  

 
Dr Tawinder Upile asked about the 62 day referral and inter-trust referral and who was 
responsible.  Michelle Spandley explained that it depends on what happens to the patient.  
Sometimes they take on 62 day wait patients.  
 
Dr Tahwinder Upile commented on the increase in mortality rates and the introduction of a 
Medical Examiner system by PHT.  Michelle Spandley commented that whilst rates had 
increased they are still within tolerance levels; however the CCG will continue to monitor 
the situation.  Dr Upile expressed concern as it is not usual to employ a medical examiner 
unless there was been an issue.  Dr Jim Hogan commented that there was an influx of 
poorly patients over the Christmas period.  Michelle Spandley agreed to look into the issue 
further and report back. 

Action:  M Spandley 
 

Jackie Powell asked about Community Services and that the CQC report overall was 
requires improvement.  She asked if there was a rating to separate services and she asked 
about remodelling community services focussed on meeting CCG requirements. Innes 
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Richens explained that the CQC inspection did give an indication on the differences of the 
experiences in the two City’s and generally Portsmouth fared better on some services, 
particularly elderly people and mental health.  With regards to transformation, clearly there 
is work in mental health services that needs to happen and the Trust know we are not 
happy with existing proposals.  Dr Jim Hogan commented that it would be useful to share 
the slides presented at the recent HOSP meeting in relation to Solent NHS Trust CQC 
inspection. 

Action:  I Richens 
  

Jackie Powell agreed to catch up with Innes Richens regarding mental health services 
outside of the meeting. 

Action:  J Powell/I Richens 
 

Dr Elizabeth Fellows commented that the talking change service was still available.  Jackie 
Powell said that it was a different kind of service to counselling and she was not sure it 
could fill the gap.  Dr Linda Collie commented that wellbeing is being looked at within MCP 
workstreams and there are voluntary organisations that also provide support. 

 
Andy Silvester asked about the quality premium and also about the issues related to PHT 
emergency escalation levels going black, and if the CCG is informed in a timely manner 
and will it push us further back?  Michelle Spandley explained that the emergency 
escalation is a well rehearsed process and Dr Jim Hogan commented that only elements of 
the system went black and as a system we did not go beyond red. 

 
Dr Jim Hogan explained that because of flow issues PHT bounce between red and black 
and we try to de-escalate them and manage it in a sensitive way and ensure they have 
done internal work before contacting the CCG.  They do generally de-escalate quickly.  
Michelle Spandley added that the flat measure for the quality premium is, ‘are you 
achieving’, however there is a large portion of the country not achieving.  At the moment if 
we keep measures as they are, our current forecast is that we won’t receive quality 
premium.  We did receive some this year from last year and we did better than most. 

 
The Governing Board accepted the contents of the Integrated Performance Report.  

 
6. Risk Management Framework 

 
Innes Richens presented a paper which outlined four areas where the CCGs approach to 
risk management and Governing Board assurance could be improved.  The paper makes a 
number of recommendations which have been reflected in an updated Risk Management 
Framework.  The Board is asked to approve the nine recommendations within the report 
and updated Risk Management Framework.  The paper has been approved by the Audit 
Committee. 
 
Dr Elizabeth Fellows asked how often the Audit Committee meets compared with the 
Governing Board.  Michelle Spandley explained that the Audit Committee meets quarterly 
and the Governing Board meets bi-monthly and the Audit Committee will be used for 
additional focus. 
 
Andy Silvester asked if the Audit Committee should call in the Accountable Director as it 
would be useful for when we start to see a notable increase.  Michelle Spandley said that in 
terms of depth the risk will be more visible as it is going to the Committee. 
 
Dr Jim Hogan said that a lot of what we do is shared with our sister CCGs and asked if this 
would improve/inform joint relationships.  Innes Richens said that the CCG has worked 
over the past year to ensure there is a harmonised approach as much as possible including 
shared risks. 
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The Governing Board approved the 9 recommendations within the report and the 
updated Risk Management Framework. 
 

7. Governing Board Assurance Framework 
 
Innes Richens presented the Governing Board Assurance Framework and explained that 
this would be the last separate iteration of the GBAF as in future it will form part of the 
Integrated Performance Report.  The only change to the framework is the closure of GB16 
a patient safety risk relating to long waits for GP OOHs services.  This does not mean that 
the risk has gone away just that it is being actively monitored and does not warrant being 
included as part of the GBAF.  It has been de-escalated to a score of 12 and is being kept 
as an open risk managed by the Quality team and reviewed by QSEG. 
 
Jackie Powell asked if Out of Hours has improved (GB16) in terms of patient safety and 
Innes Richens confirmed it had. 
 
The Governing Board reviewed and ratified the Governing Board Assurance 
Framework. 
 

8. CCGs Joint 2-Year Operating Plan 
 
Michelle Spandley presented the CCGs Joint 2-Year Operating Plan which has been 
developed in line with NHSE requirements and the NHSE Operating Plan Guidance.  It is a 
joint plan with Fareham and Gosport and South Eastern Hampshire CCGs.  It links with the 
STP and forms the basis for contract negotiations.  The main focus is now around ensuring 
we have robust plans in place to achieve the transformation and financial challenge.  The 
CCG has allocated a senior officer to each broad area to oversee and consolidate plans.  
There are two meetings next week where plans will be developed further.  The CCG is 
trying to change the contract with PHT in order to achieve the financial target and improve 
patient care.  
 
Dr Julie Cullen commented that there was a large amount of material in the plan, laid out in 
a very coherent and systematic way and that she found the document easy to read.  
Michelle Spandley commented that it is for the three CCG and we are trying to develop it 
into system plans to ensure we have a ‘golden thread’ through the plans. 
 
Dr Tahwinder Upile commented on the move from a Payments by Results (PbR) contract 
and if PHT were concerned about this.  Michelle Spandley explained that it has been 
discussed with PHT and they are aware but there is a long way to go in our discussions.  
There is an extensive programme of work to get the plans into a more robust place. 
 
Dr Jim Hogan said that the onus is on the CCG to have a reliable deliverable QIPP and 
therefore there is a reliance on both sides.  PHT moving away from PBR is reliant upon us 
having QIPP.  Dr Tahwinder Upile asked if it would be by mutual agreement.  Michelle 
Spandley said that it would be and it is hoped to be in place by the end of February.  
Regular meetings are held with the aim to conclude this. . 
 
Jackie Powell asked if Solent were amicable.  Michelle Spandley explained that they are on 
a block contract but as we develop different ways of contracting they may be interested.  
Jackie Powell asked if it would be part of the MCP approach.  Michelle Spandley confirmed 
that it would.  Dr Jim Hogan said we need to think as a system and not in silos.  Everyone 
wants to think as a system however there is pressure to reach their financial 
responsibilities. 
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Jackie Powell commented on Local Authority and Public Health cuts and asked how much 
‘buy in’ would there be?  Michelle Spandley explained that prevention is one area where 
Public Health will be key.  Dr Jim Hogan said there is a two year plan and it is hoped this 
will give the scope to achieve, it confirms spending and income for 2 years. 
 
Michelle Spandley said that signing a contract now gives us a difference space for the 
future. 
 
The Governing Board approved the 23 December 2016 Final Cut Operating Plan 
narrative submission. 
 

9. Sustainability and Transformation Plan (STP) 
 
Innes Richens presented the Hampshire and Isle of Wight Sustainability and 
Transformation Plan (STP) summary draft dated November 2016.  He noted the following 
points: 
 
- The STP encompasses work at different levels and there are different levels of 

planning and delivery which the CCG is and has been involved in.  Where the 
geography of Hampshire and Isle of Wight needs to be successful is on those things 
that cannot be done locally or alone eg. hospital configuration, mental health specialist 
services, digital and some aspects of prevent – therefore it is important to have a plan 
for that work at that level. 

 
- The STP includes our existing plans such as Health and Care Portsmouth, MCP 

community providers and the work we do with sister CCGs around A&E, waiting times 
etc.   

 
- Our local plans are informed and guided by the informal and formal engagement work 

we do with patients and the local population eg. how we consider access to primary 
care, guildhall walk etc. 

 
- The plan will move and change, as will our Operating Plan as we adjust plans 

according to views etc. 
 
- The plan is being considered by the Portsmouth Health Overview and Scrutiny Panel 

on 24 January 2017. 
 
In response to a challenge from Jackie Powell about reductions in funding, Dr Jim Hogan 
explained that the plan is not taking money out of the system it is saying we cannot afford 
to continue as we are and meet projected future demands.  With a little bit of investment 
we have to transform.  We do have inefficiencies in the system and double running and 
gaps in handovers between providers etc.  So for some things there are more cost effective 
ways, the plan doesn’t do anything the CCG wasn’t going to do anyway. 
 
Innes Richens said in terms of connections with the Local Authority and Public Health, we 
look at different levels, but will have to do this in wider system as well. 
 
Jackie Powell asked if part of the system have to deliver cuts in year 1 how do we mitigate 
that and avoid risks.  Innes Richens explained that this has been done on a smaller scale 
eg. BCF, and we have moved from theory into practice in some areas. 
 
 
Jackie Powell commented that a lot of efficiency savings fall to Solent and the Acute 
alliance, is there evidence they can achieve?  Michelle Spandley explained that this 
represents 2.5% efficiency and is what they are required to achieve anyway.  There are 
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other areas that will affect the acute setting eg. new models of care work, which suggests 
reduction in acute as they are the biggest consumer of our resource. 
 
Dr Jim Hogan commented that the plan should give better outcomes for patients. 
 
The Governing Board noted the STP Delivery Plan and discussed next steps. 
 

10. Minutes of Other Meetings 
 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meetings held on 2 November 2016 and 7 

December 2016. 
• Minutes of the Audit Committee meeting held on 7 September 2016. 
• Minutes of the Health and Wellbeing Board meetings held on 22 June 2016 and 21 

September 2016. 
• Minutes of the Primary Care Commissioning Committee meeting held on 21 September 

2016. 
 

The Governing Board accepted the minutes. 
 

11. Patient Story 
 
The Action Portsmouth Signposting Project, funded by the CCG, provides GP practices 
with an easy referral route to link patients to the wide range of voluntary and community 
sector activities and services across the city, for support to improve patients’ health and 
wellbeing. 
 
Practices can refer patients to Action Portsmouth, who will then link with the patient to 
identify suitable options appropriate to their needs.  
 
Dr Elizabeth Fellows introduced Barbara O’Sullivan, Action Portsmouth Co-ordinator who 
presented examples of how patients have been supported through the ‘Action Portsmouth 
Signposting Project’. 
 
From 1 April 2016 to date the project has received more than 110 referrals from GPs 
across the city and the project has over 60 organisations they use for signposting and 
referrals. 

 
Dr Linda Collie commented that she thought the project was a fantastic service and her 
only question was do we need a GP as the entry point?  If patients could refer themselves 
would that be better?  Barbara O’Sullivan explained that the service did try a self-referral 
trial but it was not very successful but that she would be happy to try it again.  It may be 
that people who are in need are not able to self refer. 
 
Dr Elizabeth Fellows commented that she had only tried to refer a lady once but she did 
not like to receive phone calls.  Barbara O’Sullivan said that she had wrote to a patient to 
explain who she was and when she was going to phone but if they prefer writing she is 
happy for them to write back or she can provide some information in the letter. 
 
Barbara O’Sullivan explained that there were sometimes challenges and she did report any 
areas where they may be a gap to Julie Hawkins. 
 
Dr Jim Hogan said that he had used the service for older mental health patients who had 
loved it.  There is help available and it is all about accepting it. 
 



9 
 

Jackie Powell asked if people who have been through talking therapies could use the 
service.  Barbara O’Sullivan explained that they could.  Innes Richens commented that at 
the moment the service is only available through referral by a GP. 
 
Dr Elizabeth Fellows thanked Barbara O’Sullivan for attending the Governing Board. 
 

12. Date and Time of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 15 
March 2017 at 3.00pm – 5.00pm in Conference Room A, 2nd Floor, Civic Offices. 
 
Dr Elizabeth Fellows thanked everyone for attending the meeting and reminded members 
of the public that feedback and comments would be welcomed.  
 
 
Jayne Collis 
21 February 2017 
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REPORT FROM THE CHIEF CLINICAL OFFICER 
 
1 INTRODUCTION 
 

This report summarises the key decisions and actions taken by the Clinical Executive 
under the leadership of the Chief Clinical Officer on behalf of the Governing Board since 
the previous Governing Board meeting in January 2017.  
 

2 PORTSMOUTH HEALTH AND CARE ‘BLUEPRINT’ UPDATE 
 
A comprehensive update on the delivery & priorities of the Health & Care Portsmouth 
(‘Blueprint’) was given in my January report. The focus since has been on getting on with 
delivery. We continue to progress plans for building integrated primary & community health 
services for the City, using the Multispecialty Community Provider model as a basis – 
further details on this below – and have been discussing with colleagues at Portsmouth 
City Council how best to ensure integration with Council services, particularly adults & 
children’s social care and public health. 
 
The Health Care Portsmouth programme team, comprised of key people from across the 
CCG, NHS Solent and the City Council, are currently working with the emerging 
programmes of work in the Portsmouth & SE Hampshire ‘accountable care system’ to 
ensure that the delivery plans for Portsmouth support this wider work. 

 
3 ACCOUNTABLE CARE SYSTEM (ACS)DEVELOPMENT 
 

We reported at our November Governing Board meeting that an accountable care system 
was being considered as the local delivery unit for us with providers and commissioners 
working across Portsmouth and South East Hampshire to deliver the commitments in our 
STP. We explained that this supplements our existing mechanisms of our local City 
arrangements through the Portsmouth Health and Care Executive as driven by our 
blueprint.  
 
An ACS Board consisting of the Chairs and Chief Officers of the principles partners has 
been constructed and this met for the first time in February 2017. The main aim of this 
meeting was to seek initial support from all partners to the principles of operating the 
system as an accountable care system. All partners supported this aim. Terms of reference 
for the ACS board are being developed to support this.  
 
At this meeting they also agreed the focus of their work was in support of the STP and 
would look to: 
 

• To respond to system challenges, improve collective performance and mitigate the 
issues that are barriers to progress and change 

• Build an ACS to take responsibility for the planning and delivery of all healthcare for 
the population with the development of a hybrid commissioning and provider 
functions covering health and social care system.  

 
An early priority is to ensure that the system is in financial and operational balance. 
Consequently eight priority work programmes have been established focused on ensuring 
the system is in financial balance and delivering key operational requirements. These 
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programmes have a clinical lead, senior responsible officer, finance lead and a support 
programme team. The eight programmes are: 
 

• Urgent care 
• Elective care 
• Non-acute beds 
• CHC 
• Back office 
• New models of care and self-care 
• Financial baselining 

 
4 MULTI-SPECIALITY COMMUNITY PROVIDER (MCP) DEVELOPMENT 

In September’s report, details were given of a new national model of care known as a 
Multispecialty Community Provider (MCP). Since this time, the CCG has been considering 
the benefits an MCP approach, including a different contractual arrangement, may bring to 
Portsmouth. An MCP is built around integrated primary and community care teams, 
providing primary care at scale. Given this is at the core of Health and Care Portsmouth’s 
‘blueprint’ strategy for the future, an MCP could offer us the most suitable approach to 
deliver our vision. We want to establish an MCP to focus on three core foundations: 
sustainable primary care; out of hospital primary and community care teams; and demand 
management. This will take time to develop and work will be phased over the next couple 
of years. 
 
As an initial step, we are working with local healthcare providers, including Solent NHS 
Trust, member GP practices, and the Portsmouth Primary Care Alliance (PPCA), to 
develop a ‘virtual’ Multi-speciality Community Provider (MCP) contract arrangement in 
2017/18. A ‘virtual’ MCP contract overlays existing commissioned contracts through an 
‘alliance’ agreement. This agreement would establish a shared vision and commitment to 
managing resources together, as well as clear governance arrangements in the delivery of 
services. In the future, we anticipate progressing to a ‘partially-integrated’ MCP model, 
which would require a new type of MCP contract. 

The Primary Care Commissioning Committee is providing oversight to this work 
programme.  
 

5 CLINICAL EXECUTIVE ARRANGEMENTS 
 
In our January report we reported that Dr Hogan had formally given notice of his intention 
to retire from his roles of Clinical Leader and Chief Clinical Officer in the CCG at the end of 
May. Since this time Dr Dapo Alalade has also informed us of his need to step down from 
his role as Clinical Executive at the end of March 2017.  
 
The LMC are currently administering the election process to our two forthcoming Clinical 
Executive vacancies. We have been pleased with the level of interest shown by member 
practices in the opportunities.  
 
Interviews have also been held for the role of Chief Clinical Officer for the CCG and we are 
currently awaiting confirmation from NHS England regarding the appointment.  
 

6 ANNUAL REPORT AND ACCOUNTS 
 

Arrangements are in place for the CCGs production of its 2016/17 annual report and 
accounts. A year end timetable to meet the requirements has been developed and key 
dates to note include: 
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Draft annual accounts and report submission 21st  April 
Audit Committee to receive draft accounts 3rd May 
Audit Committee to approve accounts and Accountable 
Officer sign off 

24th May 

CCG final audited accounts and annual report submitted 31st May 
Annual accounts and report to be published on website 
by: 

16th June 

AGM to have been taken place no later than: 30th Sept (Ours is scheduled 
for 19 July) 

 
7 CONFLICTS OF INTEREST FURTHER GUIDANCE 
 

Following a consultation process last year NHS England published new guidelines on 9th 
February 2017 to strengthen the management of conflicts of interest across the whole 
NHS, and ensure the NHS is a world leader for transparent and accountable healthcare.  
The final guidance sets consistent and clear minimum standards and covers a range of 
measures, including: 
• Requiring organisations to make registers of interests available for public scrutiny, and 

to audit the policy and procedures relating to this guidance every 3 years. 
• Underlining NHS England’s support for the ‘Disclosure UK’ scheme, which publishes 

details of payments made to medical staff by the pharmaceutical industry. 
• Hospitality - staff can accept proportionate hospitality received when there is a 

legitimate business need up to £25 without declaring it, and accept up to £75 if 
declared. 

• Gifts - all gifts from suppliers/contractors, above a £6 de-minimus exemption, should 
be declined.  Gifts offered by others (e.g. patients, service users, families) up to £50 in 
value may be accepted, and do not need to be declared.  Staff should never ask for 
any gifts however, and should always decline gifts of cash/vouchers.  Any gifts over 
£50 should be treated with caution, declared, and not accepted in a personal capacity. 

• Outside employment - all NHS doctors need to say what work they do for the private 
sector, and when and where such duties are carried out, but they will not have to give 
any indication of how much is earned from such work. 

• Loyalty interests – staff involved in decision-making should declare any ‘loyalty 
interests’.  For example where they (or any close family member, close friend or 
business partner) hold a position of authority in another organisation, professional 
body or advisory group which could be seen to influence decisions taken in their NHS 
role. 

The guidance comes into force from 1 June 2017 and it applies to all the following NHS 
organisations: 
• NHS Trusts and NHS Foundation Trusts – which include all secondary care trusts, 

mental health trusts, community trusts, and ambulance trusts; 
• Clinical Commissioning Groups (‘CCGs’) via the revised statutory guidance to CCGs 

issued by NHS England; 
• NHS England (through its Standards of Business Conduct). 

 

As the Governing Board is aware the CCG recently updating its Standards of Business 
Conduct Policy to adhere to the latest statutory guidance from NHS England. The CCG will 
review this to ensure it remains appropriate. 
 

8 NATIONAL STAKEHOLDER SURVEY 
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In November we outlined the arrangements and timetable for the 2016/17 national 
stakeholder survey being undertaken by Ipsos MORI on behalf of NHS England. The 
deadline for those invited to participate in the survey has now passed. The final reports to 
us as a CCG will be issued by the end of March 2017, the results of which will be brought 
in summary to the Governing Board at a subsequent meeting.  
 
The survey invites participants from a range of stakeholders including: 
 

• Our member practices 
• Neighbouring CCGs 
• Local Authority 
• Providers 
• Healthwatch and patients groups 

 
9 OTHER KEY ACTIONS 

 
Other key actions undertaken by members of the Clinical Executive which I would like to 
report to the Governing Board include: 
 

• Oversaw our planning process and operating plan submissions 
• Led the CCGs involvement in the STP programmes including participation in the 

executive delivery group. 
• Leadership and participation in the development of the proposed Accountable Care 

System for Portsmouth and South East Hampshire 
• Reviewed performance of support services provided to the CCG 
• Supported the audit by NHS Digital of the CCGs arrangements 
• Public Health support arrangements 
• Reviewed ongoing arrangements in respect of HMRC requirement IR35 
• Approved updated policies and procedures including our IPR and PDP policy, 

absence management policy 
• Reviewed team risk registers in line with our revised risk management framework 
• Oversight and escalation of matters related to constitutional and other standards 

delivery 
• Undertook ongoing reviews of performance and actions for improvement and 

escalation including the issuing of contract performance notices 
 

10 CONCLUSION 
 
The Governing Board is asked to accept this report.  
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The table below provides a key of the symbols used throughout the document. 
 

 Strategic 
Priority Projects KPIs 

On track to deliver expected outcomes    
May not deliver expected outcomes    
Very unlikely to deliver expected outcomes    
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Executive Summary 
Current Delivery of Strategic Priority 

 

Priority 1  Priority 2  Priority 3  Priority 4  
 

Finance Summary 
 

Indicator Target Actual Variance % RAG 
Plan – year to date surplus (£m) (£2.6m) (£2.6m) 0%  
Plan - full year forecast surplus (£m) (£3.10m) (£3.10m) 0%  
QIPP – year to date (£m) £8.0m £8.0m 0%  
QIPP - full year forecast (£m) £9.37m £9.37m 0%  

 

Programme and Projects 
 

58 out of 73 projects that have been signed off by the CCG are RAG rated as 
green, which means they are on track to deliver the expected outcomes.  
 
12 projects are RAG rated amber as having risks relating to delivery of planned 
outcomes, these are: 

o Paediatric Pathways Into Portsmouth Hospitals Trust (PHT) Project  
o Review of Portsmouth Teledermatology pilot and implementation of 

Primary Care Minor Surgery 
o Ambulatory Care Project (AEC) 
o Urgent Care Centre (UCC)/Prime Hub Project 
o Combined GI Service 
o Agree local ECRs / s117 Model Project 
o Challenging Behaviour Provision Project 
o Pharmacy Urgent Repeat Medicine (OOH) Project 
o PSEH Right Care Programme 
o Integrated Personal Commissioning Programme 
o Safe Space Project. 
o Re-modelling of community service. 

 
3 projects are RAG rated as red, which means they are very unlikely to deliver 
expected outcomes or they are complete but not delivered expected outcomes: 
• Dietetics Project is now stopped - The financial efficiencies had no real basis 

for being achieved. 
• Patient Transport Renal has been rated red as it is very unlikely to deliver 

expected outcomes due to reduction of efficiencies expected by the project. 
• Community Assessment Team Project – the pilot project did not deliver the 

expected efficiencies. 

 
 
 

Expected Delivery of all 
Projects 

 

 

 

Performance 
 

• South Central Ambulance Services (SCAS) achieved the agreed 
improvement trajectory for December recording 74.5% against a target of 
72.9% for Red1, 72.1% against a target of 71.9% for Red 2 and 94.4% 
against 92.7% for Red 19. Un-validated data indicates the Trust achieved 
the improvement trajectory for Red1 and Red 19 in January. 
  

• A&E 4 hours – Portsmouth Hospitals NHS Trust (PHT) failed to achieve the 
agreed improvement trajectory for December, reporting 73% against a target 
of 85%. The Trust has not achieved the agreed trajectory since July ‘16. Un-
validated data puts the Trust’s January performance at 73.7%. 
 

• There were no reported breaches of the 12 hour Trolley Wait standard in 

 
 

Year to Date Delivery of 
all KPIs 

 
 

 
 
 

3 12 58 

12 19 



4 

 
 

Quality 
 

Portsmouth Hospital Trust:  
• Risk to patient safety as a result of waits for treatment at QAH A&E Department remains.  
• 42 un-validated breaches of 12 hour trolley waits reported by PHT for January.  All the breaches have been 

reported as Serious Incidents and will be investigated collectively to identify themes that may require action. 
• Quality impact - risk of deterioration and poor patient experience relating to Referral to Treatment pathway 

delays. 
 

SCAS 999: 
• Risk to patient safety resulting from long waits for Ambulances. Waits are being further impacted by 

handover delays. A number of actions have been taken in response with progress monitored via the 
CQRM process. 

 
Safeguarding:  Sentencing of Child E’s mother may be delayed as the court has requested a psychiatric 
assessment prior to sentencing. National Society for the Prevention of Cruelty to Children NSPCC has stated 
that they will comment on the case publicly. 

 

 

 

 

 

 

 

 

 

 

 

December (patients waiting in excess of 12 hours from decision to admit to 
admission). Un-validated data indicates there have been a number of 
breaches in January. 
 

• December year to date, the CCG is achieving seven of the eight national 
Cancer standards, failing the 62 Days (GP Referral) standard. 

 
• The CCG failed the RTT incomplete standard for December recording 88% 

versus the 92% standard. The CCG’s position continues to be adversely 
impacted by PHT who failed the standard recording 88.2% in December. 
The Trust has not met the standard since May ’16. 

 
• There were three breaches of the 52 week incomplete RTT standard in 

December. One Trauma & Orthopaedics patient reported at North Bristol 
Trust, the patient had a treatment date of 15/12/2016 but failed to attend. 
One general surgery patient reported at PHT, due to the clinical complexity 
of this patient a treatment plan is yet to be agreed and one breach at Guy’s 
and St. Thomas’ Foundation Trust for Urology due to tertiary referral 
received being received at week 28 weeks and patient choice. The patient’s 
treatment is scheduled for 9/03/17. 
 

• NHS England published an updated set of CCG Improvement Assessment 
Framework Indicators (IAF) on 26th January 2017 (Q3 Data). The latest 
publication included 11 new indicators covering Mental Health and 
Sustainability. Nationally, the CCG have five elements ranked as ‘Best’ 
compared with two in the previous quarter, 10 elements are within the top 
quartile – the same as the previous quarter and 10 elements ranked within 
the bottom quartile compared with seven in quarter 2.  
 

• In actual performance terms 13 indicators are showing an improvement 
when compared to the previous quarter, 19 indicators have stayed the same 
and 10 indicators are showing a decline in performance. 
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Corporate Risk Register 
 

 
Matrix of all risks 

Below are the top risks as identified in the Corporate Risk Register. A number 
of key control measures are in place to mitigate these risks. 
• Emergency Department & Urgent Care Pathway - 20 
• NHS Constitution Standards - 20 
• Budget Cuts in Public Health and Adult Social Care - 16 
• Financial Sustainability of Health Partners - 16 
• Transformation - 12 
• HDOCS failure to meet assessment and home visit timeframe targets – 12 
• The size of QIPP savings - 6 

Finance Summary 
CCG Finance 

Finance Key Issues 
The CCG remains on track to meet its 2016/17 target surplus of £3.1m at M10 reporting with a YTD surplus of 
£2.6m. 
 
Mental Health expenditure increased in month due to a number of very high cost placements. The CCG is 
working closely with our system partners Solent NHS Trust and Portsmouth City Council in order to ensure that 
all placements are recovery focused, delivering the best possible outcomes and value. 
 
Whilst the overall ‘Acute’ FOT has remained stable into M10 there remains a significant financial risk. The CCG 
continues to work closely with our partners at PHT in order to gain early insight around activity levels and 
performance. 
 
The CCG has now received confirmation of allocation to cover the NHS Property Services move to market rent in 
2016/17 of £1.5m.  All payments will be released in February which will have a positive impact on the creditor 
performance indicator. 
 
The CCG also received additional allocations of £520k comprising of IAPT expansion funding, Children's waiting 
list initiative monies and Primary Care winter support funding. 
 
As reported last month the CCG is still applying the business rules with regards to holding back the 1% non-
recurrent spend.  The guidance around how this will impact on CCGs is still being determined, but it is likely that 
the CCG will need to show this as an increased surplus. 
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Summary Finance Performance 
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Priority 1 
We want everyone to be able to access the right health services, in the 
right place, as and when they need them.   

 
Delivery of Strategic Priority 1 

   
 

Project Delivery 
 

Project Priority Headline Commentary 
Progress 
39 projects are assigned to this priority, with 32 RAG rated as Green (of which 16 are complete). Commentary from 
selected projects is given below:  
Long Term Conditions Hubs Project 
• Commissioners are jointly working to produce LTC leaflets for Diabetes, COPD, Stroke and Heart Failure which 

are in final stages of development. Also in early development with Medicine Management colleagues are leaflets 
for patient guidance on taking medication and inhaler techniques. 

Sleep Studies 
• Commissioners are in discussion with PHT Clinicians to discuss new ways of working and the future delivery of 

the sleep service as a community service. 
• Commissioners are currently in contact with the supplier of Pulse Oximeters to determine whether this could be 

provided in the community and exploring details on similar products. 
Sexual Health Procurement Project 
• The contract and service commencement for the re-procurement of termination of pregnancies and vasectomies 

within the Integrated Sexual Health Service is expected by 31st March 2017. 
Contracting (CCTH) - Hip & Knee Follow ups-T&O 
• Data submission from Portsmouth Hospitals NHS Trust is still outstanding. Commissioners are meeting with the 

specialty in February 2017 to progress. 
 

Challenges 
The Dietetics Project RAG rated as red is complete, but did not deliver the expected outcomes.  This project was 
agreed to be stopped by the board in November 2016. The financial efficiencies had no real basis for being achieved. 
 
 
The 6 projects RAG rated as amber, that may not deliver expected outcomes, are listed below with some commentary 
on progress: 
Review of Portsmouth Teledermatology pilot and implementation of Primary Care Minor Surgery 
• PHT did not submit the business case in January 2017, therefore it has been agreed this will now be presented to 

the PHT Internal Business Case Review Board in February 2017. Commissioners are in discussion with PHT 
around funding for the start-up equipment. PHT have advised Commissioners the business case and funding 
queries will not delay the implementation. 

Combined GI service 
• The next Clinical Leaders Group Meeting in February 2017 will focus solely on the combined digestive disorders 

service.  This meeting will bring together fellow CCG Clinicians and PHT Clinicians to discuss this topic and move 
this project forward to meet its desired outcomes. 

Agree local ECRs / s117 Model Project 
• Amber rating reflects the risk to deliver the full savings. 
Paediatric Pathways into Portsmouth Hospitals Trust (PHT) Project (CAU) 
• This complex project is still progressing however the initial expected impact to activity will not be achieved. A new 

Lead Commissioner is reviewing this project. 
Ambulatory Care Project 
• The 5 Ambulatory Pathways have been agreed and SAVO'd into the PHT contract by the CSU contracting team. 

The agreed pathways are Gastroenterology, Respiratory, Cardiology, Neurology and General Medicine. 
Urgent Care Centre (Primary Care Hub) 
• Work is ongoing to ensure this project is achieving its goals. 
 
 
 
 

2 7 1 
 KPIs (YTD) 

5 0 0 

Risks 

 4 1 0 1 6 32 
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 Performance 
 

In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

A&E Waits (PHT)  
   Dec. 16 

Calls answered within 60 seconds (NHS 111)  
   Dec. 16 

(Red 19) Ambulance Response (SCAS)  
   Dec. 16 

(Red 1) 8 Minute Ambulance Response (SCAS)  
   Dec. 16 

(Red 2) 8 Minute Ambulance Response (SCAS)  
   Dec. 16 

Diagnostic Test Waiting Times (NHS Portsmouth CCG)  
   Dec. 16 

RTT: Incomplete (NHS Portsmouth CCG)  
   Dec. 16 

E-Referral Utilisation (NHS Portsmouth CCG)  
   Dec. 16 

   
Performance Priority Headline Commentary 
Challenges 
 
• A&E - Portsmouth Hospitals NHS Trust (PHT) failed to achieve the agreed improvement trajectory for December, 

reporting 73% against a target of 85%. The Trust has not achieved the agreed trajectory since July ‘16. Un-
validated data puts the Trust’s January performance at 73.7%. 
Action(s) 
System wide A&E recovery plan produced which has identified a number of ‘must do’ system actions including; 

o Review underway to test effectiveness/ efficacy. Demand and capacity modelling underway utilising some 
STP assessment and modelling undertaken as part of the MCP program. 

o Further roll out of access to Directory of Service (DoS) to all providers; acute, community and primary to 
ensure greater coverage and uptake of alternatives to acute based care. 

o Recommissioning of 111 and out of hours services is underway, service specification has been 
developed with clinical leadership and patient and stakeholder engagement. Extension for SCAS has now 
been agreed and the contract will terminate on the 31/05/2018. Interim arrangements for OOHs under 
development 

o GP non conveyance scheme in place in SE Hampshire and Portsmouth GP Acute visiting service in 
place. High Intensity Users project providing paramedic support and education has been developed.  

o FIT team including consultant cover 7 days. Further review of hours to fit peak attendances underway. 
Frailty screening in place. Short stay ward in operation. 

o Trust to roll out twice daily board rounds on all wards 7 days a week. Review of TTOs, use of discharge 
ward, numbers of simple discharges against ward targets monitored and report. 

 
• Calls answered within 60 seconds (NHS 111) - The service experienced an 8% increase in demand in 

December and a 3.9% increase in January compared with the same period last year resulting in the failing of the 
standard in December and January. SCAS continues to roster clinicians for regular home working to support peak 
times and pressures. 
Action(s) 

o Continue to forecast regularly against the demand profile and uplift workforce level where appropriate 
o Two recruitment days held in January ( One at Northern House on the 14/1/17 and one in Southern 

House on the 14/1/17)  
o Continue to maximise additional staffing resource from Milton Keynes to cover gaps in staffing rota.  

 
• RTT 52 Week Standard – There were three breaches of the 52 week incomplete RTT standard in December. 

One breach at North Bristol Trust for a Trauma & Orthopaedics procedure. The patient had a treatment date of 
15/12/2016 but failed to attend and a new treatment date has been scheduled in July ‘17. One breach reported at 
PHT in general surgery. PHT report that an attempt to expedite treatment and prevent the breach failed due to 
patient non-compliance with pre-operative guidance. Due to the clinical complexity a treatment plan is yet to be 



9 

agreed for this patient. One breach reported at Guy’s and St. Thomas’ Foundation Trust for Urology with 
treatment scheduled for March ‘17 
 

• RTT Incomplete Standard - The CCG failed the RTT incomplete standard for December recording 88% against 
the 92% standard. The CCG’s position continues to be adversely impacted by PHT who failed the standard in 
December. The Trust has not met the standard since May ’16. The specialties within the Trust contributing to the 
underperformance include: Cardiology =80.7%, Dermatology =76.1%, Gastroenterology =80.8%, General 
Surgery =85.1%, Urology =78.6% and Trauma & Orthopaedics =89.5%. 

 
Action(s) 
Recovery plan produced by the Trust aimed at delivering and sustaining the National standard from March ‘17. 
Key actions include; 
 

o Meeting scheduled with PHT every 3 weeks 
o Ongoing discussions being held with PHT to understand how the CCG can work with the provider to 

support the delivery of standard, through the management of demand, commissioning of alternative 
pathways and facilitating discussions regarding outsourcing of work. 

o Following whole pathways to be turned off to free up capacity; 
• Vasectomy 
• Circumcision  
• Hydroceles 
• Epididymal cysts  
• Scrotal ultrasound 
 

• 999 Ambulance Response - SCAS achieved the agreed improvement trajectory for December recording 74.5% 
against a target of 72.9% for Red1, 72.1% against a target of 71.9% for Red 2 and 94.4% against 92.7% for Red 
19. SCAS were the top performing Trust in England for December. Un-validated data indicates the Trust achieved 
the improvement trajectory set for Red 1 and Red 19 in January although Red 2 performance remains off 
trajectory. Increasing demand and acuity levels, vacancies in clinical workforce and long handover delays at PHT 
are all having an adverse impact on the Trusts ability to improve performance. 
 
Action(s): 
A Recovery Action Plan (RAP) aimed at delivering the national standards by the end of February 2017 is in place, 
key actions include; 

o Increase Hear and Treat performance to support management of increasing demand and acuity. 
o Reduction in 111 to 999 transfers through individual performance management and coaching. 
o Implementation of safe taxi referral option for patients requiring transport for social reasons. 
o Delivery of recruitment plan and maintain improvements seen in staff attrition rates. 
o Reducing time on scene and reduce handover / clear up delays supporting a reduction in operation job 

cycle time by 4 minutes. 
 
• E-Referral Utilisation – The CCG is failing the E-Referral target, recording 5.3% in December against a target of 

25%. The Primary care team is working with GP Practices to encourage usage. Additionally, commissioners are 
in discussion with our main acute provider, PHT, to ensure that more referral slots are made available. 

 
Primary Care Metrics 
The following metrics are intended to provide an indication of the relevant issues within primary care. The prescribing 
indicators detailed in the table below compare the CCG’s performance against the England average taking account of 
Age, Sex and Temporary Resident Originated Prescribing Units (ASTRO-PU) and Specific Therapeutic Group Age-
sex weightings Related Prescribing Units (STAR-Pus). This is used to compare drug utilisation between NHS 
organisations and practices. The 3C description covers a sub group of antibiotics that are deemed to put patients at a 
higher risk of antibacterial resistant infections. 
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Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

  
  
 
 
 

   

 

Perf1 

 If the NHS Constitution standards fail to be delivered then 
negative impact in services to our local population, the 
Quality Premium, regulatory engagement and CCG 
reputation. Main concerns are for the following areas: 
• A&E - failure to achieve the Sustainability and 

Transformation Fund Improvement Trajectory. 
• RTT - failure to achieve the incomplete standard at 

aggregate and specialty level, and achievement of the 
Sustainability and Transformation Fund Improvement 
Trajectory. 

• Cancer - failure to achieve all 8 national standards and 
achievement of the Sustainability and Transformation 
Fund Improvement Trajectory. 

• Ambulance response - failure to achieve the Red 1, Red 
2 and Red 19 standards. 

 

20 

 
PHT.05 

 There is an ongoing risk to patient outcomes, safety and 
experience due to increased pressure on the urgent care 
system.  

 
20 

 

Fin.P.01 

 IF cuts in Public Health and Adult Social Care Funding are 
made, THEN there would be an impact on service delivery 
and outcomes for patients, together with potential financial 
consequences for the CCG 

 

16 

 
Fin.P.29 

 IF health partners within the system are under extreme 
financial pressures, THEN there might be an impact on the 
CCG within the overall context of system sustainability. 

 
16 

 
Fin.P.19 

 IF the QIPP/Savings and pace of change are not identified 
and then delivered, THEN this will impact on the ability of the 
CCG to deliver its planned position 

 
6 

Indicator Current 
Period Current Target Current Value Status NHS England 

Prescribing costs/ASTRO-
PU 

November 
2016  

(12 months) 
N/A £43,603  £41,488 

Antibacterial Items per 
STAR PU 

November 
2016  

(12 months) 
1.161 1.109  1.072 

Antibacterial Items 
Prescribed as 3C 

November 
2016  

(12 months) 
<10.0% 8.5%  9.0% 

GP Friends & Family Test December 
2016 N/A 88%  90% 

Dementia Diagnosis Rate December  
2016 

66.7% (national 
target) 73.4%  N/A 

https://portsmouthandsehampshireccgs.covalentcpm.com/risks/show/1268793
https://portsmouthandsehampshireccgs.covalentcpm.com/risks/show/1268793
https://portsmouthandsehampshireccgs.covalentcpm.com/risks/show/1268793
https://portsmouthandsehampshireccgs.covalentcpm.com/risks/show/1268793
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 Priority 2 
We want to ensure that when people receive health services they are 
treated with compassion, respect and dignity and that health services are 
safe, effective and excellent quality.   

 
Delivery of Strategic Priority 2 

   
 

Project Delivery 
 
Project Priority Headline Commentary 
Progress 
11 projects are assigned to this priority, with 7 RAG rated as Green (of which 2 are complete). Commentary from 
selected projects are given below:  
Medicines Management Portsmouth Project 
• The quality and safety actions within the primary care CQUIN are on track to have a second run of the audits to 

complete the audit cycle by year end where appropriate.  
• The Optimise Rx pilot has been reviewed and the results showed that the system was received very favourably 

by practices and the outcomes were better than expected. This has led to extending the pilot to the year end and 
increasing the number of practices included to five. 

• November prescribing data shows that the overall savings for the prescribing budget are ahead of planned 
savings. This includes Category M drugs that have over performed against projected figures year to date. 

• EPS figures continue to increase with 11 out of 18 practices achieving nearly 57% or higher.  
• Repeat dispensing - Portsmouth CCG has a higher than average % of prescription items produced via repeat 

dispensing at 18% of items. The Medicines Management Team liaising with the Academic Health Science 
Network (AHSN) and have secured funding to locally implement a project recently started in West Hampshire. 

 
Funded Nursing Care Review Project 
This project started in December. The aim of the project is for the CCG in conjunction with the Local Authority to give 
Providers the information needed to ensure they are clear with regard to their responsibilities under Funded Nursing 
Care (FNC). Providers will be reviewed for 6 months to ensure their compliance. The project will identify new Provider 
provision and the subsequent budgetary impact. 
Patient Transport – Non Emergency 
• The Local CQUIN to audit the walker journeys commenced in November. The CQUIN is for SCAS to employ a 

'walker' journey auditor to review all 'walker' activity. Any journeys that are found to be inappropriate can be used 
as educational evidence to be fed back to the individual booker and clinic in order to help change the booking 
mind-set.  

 
Challenges 
The 1 project RAG rated as red, and deemed to be very unlikely to deliver, is shown below with some commentary on 
progress: 
Patient Transport – Renal 
• It was agreed that there are now no efficiencies attached to this project within this financial year and therefore is 

RAG rated as Red. The project aims to gather baseline data to inform decisions to be taken in financial year 
17/18 for improving this service; to this end Commissioners are actively engaging with stakeholders.  

 
The 3 projects RAG rated as amber that may not deliver expected outcomes are listed below with some commentary 
on progress: 
Challenging Behaviour Provision Project 
• The tender process for challenging behaviour beds has not been successful this year and no tender was 

awarded; this is mainly due to the quality and minimal amount of providers submitting tenders. There still remains 
a gap in the market for Challenging Behaviour Beds and therefore this project will be carried over to 2017/18. 

Pharmacy Urgent Repeat Medicine (PURM) 
• This project is rated as amber due to a delayed start date from August to November. Commissioners have 

received confirmation that pharmacies have been signed up to the Director of Service (DoS) and the list has been 
shared with NHS111 and CCGs. NHS111 has updated the DoS and the CCG have followed up with interested 

5 0 0 

Risks 
0 1 0 1 3 7 
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pharmacies. The project is awaiting updates from NHS England to progress. 
Right Care Programme 
• This project has been RAG rated amber due to the scope of the original project not being met. This project is 

evolving and all future work within the Right Care Programme will include all projects across the CCG. Therefore 
all future projects within the CCG will be categorised to Right Care areas of work to enable a full picture of all 
related Right Care schemes.  

 
Performance 
 
In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

Incidents of C.diff (NHS Portsmouth CCG)     Dec. 16 

Friends & Family Test Combined Response Rate (Portsmouth Hospitals 
NHS Trust)     Dec. 16 

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)     Dec. 16 

Incidents of MRSA (NHS Portsmouth CCG)     Dec. 16 

Never Events (Portsmouth Hospitals NHS Trust)     Dec. 16 
Venous Thromboembolism (VTE) Risk Assessment (Portsmouth 
Hospitals NHS Trust)     Dec. 16 

  
Performance Priority Headline Commentary 
Challenges 
• Cdiff There was one reported case of C.diff in December against a threshold of four. This takes the year-to-date 

total report cases to 25 against a threshold of 37. 
• MRSA - There were no reported cases of MRSA in December. Year to date there has been one reported case in 

May ’16 taking the year to date total to one against a zero tolerance. Two unavoidable cases reported in January. 
See details below in the quality section 

 
Action(s): 

o The CCG is working collaboratively to ensure the sharing of information on themes, trends and lessons learnt 
as well as using expertise to proactively guide strategies to mitigate the number of infections. 

 
• Never Event – One reported case in June ’16 involving an incorrect use of device for insulin administration. PHT 

have reported that the incident has been thoroughly investigated and there was no harm to the patient and 
lessons learnt from the investigation have been implemented. 

  
Quality 
The Portsmouth CCG Quality & Safeguarding Executive Group (QSEG) met on 15th February 2017 and undertook 
detailed review of the quality & safety risks, exceptions and safeguarding issues across all commissioned services.   
 
The information below highlights only the most pertinent quality and safeguarding issues for the CCG currently.  
 
Key Risks 
Patient safety risks at the PHT A&E department as a result of waits for treatment. Close monitoring continues 
including weekly reporting to CQC and delivering an Action Plan.  The CQC has recently published its findings of an 
unannounced inspection of Queen Alexandra Hospital which took place in September 2016. This was in response to 
an earlier inspection in February and March 2016 whereby the urgent and emergency services along with medical 
services were rated as inadequate. The CQC acknowledged improvements have been made and will continue to 
closely monitor the position to ensure these are maintained and has rated the Trust as “requires improvement”. 
 
Patient safety risks as a result of SCAS long waits impacted by handover delays however performance is 
improving.  There are a significant number of actions in place to mitigate the impact of long waits which are being 
monitored closely via the CQRM process.   
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SCAS recruitment & retention challenges – staffing level for the area is above plan.  It is positive to note that the 
rate of attrition has been decreasing cumulatively since June 2016 and an increased staffing level.  It is expected that 
this risk will be downgraded / closed next month. 
 
Quality Exceptions 
Quality impact, risk of deterioration and poor patient experience related to Referral to Treatment pathway delays 
which are referenced in other parts of this report.   
 
42 un-validate instances of 12 hour breaches reported by PHT during January.  These have been reported as SIs 
and will be investigated collectively to identify themes which require action.  The report will be discussed at a future 
QSEG meeting.   
 
There were 2 cases of pre 48 hours MRSA bacteraemia reported in January.  Post Infection Review (PIR) found no 
lapses in care and deemed both cases to be unavoidable. Both cases will go to Public Health England arbitration 
panel for final assignment. 
 
Safeguarding  
 
Child E: Sentencing of Child E’s mother may be delayed into February as the court has requested a psychiatric 
assessment prior to sentencing.  National Society for the Prevention of Cruelty to Children (NSPCC) has stated that 
they will comment on the case publicly following sentencing and prior to the publication of the Summary Care Record 
(SCR). The final report for publication will be submitted to Safeguarding Children Board (PSCB) for sign off in March 
2017. The next board meeting is on the 31/03/17. Publication is expected in April 2017. 
 
 
 
Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

  

 

R.Ports.
QUA.11 

 

PHL: HDOCS: failure to meet assessment and home 
visit timeframe targets 
Failure to meet assessment and home visit timeframe 
targets has resulted in poorly timed care and negative 
patient experience. IF this continues or deteriorates further 
THEN more harm may occur to patients.  

 

12 
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Priority 3 
We want health and social care services joined up so that people only 
have to tell their story once. People should not have unnecessary 
assessments of their needs, or go to hospital when they can be safely 
cared for at home or stay in hospital longer than they need to.  

 

 
Delivery of Strategic Priority 3 

   
 
Project Delivery 
 
Project Priority Headline Commentary 
Progress 
14 projects assigned to this priority, with 12 RAG rated as Green (of which 6 are complete). Commentary from 
selected projects are given below:  
Community Reablement Project 
• The discharge to assessment pathways has been implemented but capacity for pathway 3 (PW3) is still being put 

in place due to nursing home availability and cost. The options are being finalised for discussion with Adult Social 
Care and CCG. 

• Community Independence Service (CIS) (Front End Reablement) have recruited Occupational Therapists (OTs) 
which will reduce the waiting list. The service will then be relaunched in order to publicise the service to increase 
referrals in order to achieve anticipated efficiencies and desired outcomes. 

Pill Dispensers Project 
• This pilot project is nearing completion and feedback form the pilot will be reviewed. 
Care Home Hospital Admission Reduction 
• Primary Care Commissioners have audited each GP practice to confirm number of registered patients in Care 

homes. The next stage is to audit Care Homes with the highest occupancy to review the amount of time they 
spend with their patients and what activity they carry out. This information will feed into the development of 
options for the future service. 

• Commissioners have met with Rowans Hospice to seek proposal to roll out the 6 Step Programme to establish 
end of life care planning and support into care homes to enable them to better manage the increasing level of 
complexity homes are experiencing with patients being discharged from PHT. 

Acute Visiting Service (AVS) Project (Emergency Care Practitioner)  
• Mobilisation of a new service model has been implemented and running from September 2016.  
  
Challenges 
The 2 projects RAG rated as amber, that may not deliver expected outcomes, are listed below with some commentary 
on progress: 
Integrated Personal Commissioning (IPC) 
• Portsmouth's structured conversation took place in December 2016, feedback from the national team has not yet 

been provided.  
• The IPC Operating Model is now complete. Portsmouth is expected to produce a plan mirroring the Operating 

Model for one cohort by March 31st 2017, delivering the following year. NHSE will run an operating model 
workshop for Portsmouth in February to initiate this development. 

• Care and support planning targets: 954 CSP in total, 25% of three year target. Child data has not been included 
for a few months due to IT system changes. Majority of the deficit is due to older people. Living Well project 
management has been redefined and steering group and operational group meetings held. As per the 
collaboration agreement there is a shared responsibility for sourcing referrals. Due to low numbers of CSP, 
overall project status has been changed to 'may not deliver expected outcomes'. 

• Care & Support Planning (CSP) pilots: there has been a delay in reviews of older people and in agreeing the child 
CSP/budget due to staff shortage. A child scale up/roll out plan has been devised and requires some revision 
before publication. A financial review of the older persons participating in the pilot has also been delayed for 
reasons including limited access to data. This will be an activity focus on 2017. 

• The first externally funded providers of the learning and development activity will commence in early 2017, one 
providing a network for social entrepreneurs including mentoring opportunities, the other will support the 

2 2 1 
 KPIs (YTD) 

5 0 0 

Risks 
0 1 0 0 2 12 
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voluntary, community and social enterprise (VCSE) sector whose BCF funding will cease shortly in addressing 
weaker areas identified in the market readiness evaluation. 

Safe Space Project 
• A report was presented at the Safe Portsmouth partnership in early December confirming that in principle funding 

from the CCG has been secured subject to a report going to CSC in February. However the CCG were still 
seeking commitment from other partners. Portsmouth University have confirmed they will be contributing funding 
in 17/18.  Work is ongoing with SCAS to explore development of Safe Space.  

 
Performance 
 
Performance Priority Headline Commentary 
• Reablement and Rehabilitation -The proportion of older people (65 and over) who were still at home 91 days 

after discharge from hospital into reablement and rehabilitation services was 79% against a threshold of 85.3% as 
at the end of quarter two. This is a deteriorating position compared to the previous quarter (quarter one =82%). 
Action(s) 
o The CCG is working with partners to improve the proportion of patients still at home 91 days after discharge 

from Hospital into reablement and rehabilitation services as part the Better Care Fund. 
 
• Residential admissions - Latest published data (November ‘16) shows that the CCG is performing above target 

in relation to the number of permanent admission of older people to residential and nursing care homes. 
Residential admissions per 100,000 of population aged 65 and over were 638.9 against a target of 678.6.  
 

• Delayed transfers of care (DTOC) – The CCG’s Local Authority saw an improvement in the number of bed days 
lost resulting from Delayed Transfers of Care during November ‘16. There were 926 bed days lost in the month 
compared to 1,466 in October. Improvement also seen in the monthly DTOC rate at Portsmouth Hospitals NHS 
Trust down to 6.29% compared to previous months performance of 8.92% (national target of 3.5%). Monthly 
'DTOC Rate' is calculated using the monthly reported 'Delayed Days' total against the quarterly reported 
'Occupied Bed Days' average rate for the quarter in which the month falls. 
Action(s) 
o Establishment of an Integrated Discharge service across 5 organisations incorporating ECIP best practice 

Discharge to Assess (D2A) principles. 
o Daily Stranded Patient meetings ongoing, these are system wide with all health, acute, community and CCG 

and social partners involved to drive discharge. 
o Trajectory established to reduce the numbers of patients on medically fit For Discharge (MFFD) list and 

improve DTOC performance at main acute provider (PHT). 
o Internal discharge programme based SAFER patient flow bundle rolled out across key wards at PHT. 

  
Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

  

 

GB04 

 

IF providers do not achieve required cultural changes and 
service reform THEN the implementation of the Portsmouth 
Blueprint may be compromised  

 

12 
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Priority 4 
With our partners, we will tackle the biggest causes of ill health and early 
death and promote wellbeing and positive mental health.   

Delivery of Strategic Priority 4 

   
 

Project Delivery 
 
 Project Priority Headline Commentary 
Progress 
Of the 9 projects assigned to this priority, 7 are RAG rated as Green (of which 4 are complete). Commentary from 
selected projects are given below:  
Implementing Requirements of Crisis Care Concordat Project 
• It has been agreed that the local Portsmouth & SE Hants concordat action plan be refreshed and fed into the 

Hants wide concordat plan. The Minimum Data Set is being reviewed with support from Public Health England 
with the aim of providing greater insight into demand for services and how they perform.  

ADHD Project 
• This project is complete with the outcome delivered as expected. The Mobilisation was complete and service is in 

place. Referrals are being received by the provider. Current service users will continue with their current provider 
if they do not wish to move to the new service until their funding runs out. Information leaflets are being prepared 
by the provider. 

Future in Mind Project 
• This project is progressing; many aspects of the project are now mainstreamed within the overarching Solent 

contract for quality and activity monitoring. 
 

Challenges 
The Community Assessment Team Project (as part of the Community Equipment Store Service) 
RAG rated as red is complete, but did not deliver the expected outcome.  The pilot has now completed. Although 
there have been positive impacts for the prescribers the efficiencies anticipated have not been realised, therefore a 
decision was made to close the pilot and revert back to the original authorisation system. 
 
 
The 1 project RAG rated amber, that may not deliver expected outcomes, is listed below with some commentary: 
Re-modelling of Community Mental Health Service 
• The Programme Director and Clinical Lead are meeting with Solent NHS Trust to discuss their proposal, which 

does not meet the CCGs requirements, as it is based on achieving financial savings only, not patient care / 
outcomes or delivering the mental health forward view. The proposal was distributed to GPs for comment and 
their feedback will be considered. 

  
Performance 
 
 In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

Cancer Patients - 2 Week Waits (NHS Portsmouth CCG)  
   Dec. 16 

Cancer Patients - 2 Week Waits (Breast Symptoms) (NHS Portsmouth 
CCG) 

 
  

 Dec. 16 

Cancer Waits - 31 Days (All Cancers) (NHS Portsmouth CCG)  
   Dec. 16 

Cancer Waits - 31 Days (Drugs) (NHS Portsmouth CCG)  
   Dec. 16 

Cancer Waits - 31 Days (Radiotherapy) (NHS Portsmouth CCG)  
   Dec. 16 

Cancer Waits - 31 Days (Surgery) (NHS Portsmouth CCG)  
   Dec. 16 

Cancer Waits - 62 Days (GP Referral) (NHS Portsmouth CCG)  
   Dec. 16 

5 0 0 

Risks 
0 0 0 1 1 7 
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 In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

Cancer Waits - 62 Days (Screening Service) (NHS Portsmouth CCG)  
   Dec. 16 

Dementia Diagnosis Rate (NHS Portsmouth CCG)  
   Dec.16 

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)  
   Dec. 16 

IAPT: People Moving to Recovery (NHS Portsmouth CCG)  
   Oct. 16 

IAPT: People Entering Treatment (NHS Portsmouth CCG)  
   Oct.16 

IAPT: Referral to Treatment within 6 weeks (NHS Portsmouth CCG)  
   Oct.16 

IAPT: Referral to Treatment within 18 weeks (NHS Portsmouth CCG)  
   Oct.16 

 
Performance Priority Headline Commentary 
Challenges 
• Cancer - December year to date, the CCG is achieving seven of the eight National cancer standards, failing 62 

Days (GP Referral). Performance is primarily driven by PHT who achieved seven of the eight national standards 
in December, failing 62 day First treatment (GP Referral). There is currently an agreed recovery action plan 
(RAP) in place with regards to the 62 Day First Treatment (GP Referral) Standard; although the national target 
was missed for December reported performance is ahead of the agreed recovery trajectory which was set at 
82.1%. The Trusts Cancer recovery plan is focused on treating the longest waiting clinically urgent patients to 
deliver sustainable performance from February '17. As a result the Trust is planning to fail the target in January. 
The Trust has highlighted that performance in Urology and Lower GI are significantly contributing to the Trusts 
overall underperformance. 

Action(s): 
• Recovery plan produced by the Trust aimed at delivering and sustaining the 62 day First treatment (GP Referral) 

standard from February ‘17. Key actions include; 
o Review of Urology prostate pathways progressing towards MRI as first line diagnostics. 
o Greater focus on the Diagnostic delays through a reconfiguration and relaunch the focus of the PTL 

meetings. 
o Analysis of diagnostic pathways, concurrent testing v sequential. 
o Delivery of the improvement plan is on track and monitored at Cancer Steering Group with CCG 

representation. 
 
• Hospital Standardised Mortality Ratio (HSMR) - Hospital Standardised Mortality Ratio (HSMR) has increased 

at PHT from 110.11 (Nov ‘15 to Oct. ’16) to 109.77 (Oct ’15 to Sep ’16). This remains within tolerance levels for 
the trust (104.74 – 114.98). HSMR Ratio is an indicator of healthcare quality that measures whether the mortality 
rate at a hospital is higher or lower than would be expected. The national average is 100 and a score of below 
this indicates fewer deaths than average. PHT’s current data shows that the Trust is above the national average 
but remains within tolerance. 
 

 
Action(s) 
• The factors contributing to the increase are currently being investigated by PHT through the Trust’s Clinical 

Effectiveness and Mortality Steering Group (CEMSG). 
• The Trust has introduced a Medical Examiner system to review deaths and started with a pilot in Respiratory in 

November. 
 
Corporate Risk Register 
No risks have been identified for priority 4. 
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Annex 1: NHS Constitution – Rights and Pledges (1/2) 
 

Indicator 
December 2016 Q3 2016/17 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

RTT: Incomplete Pathways <18 Weeks 92% 88.01% 
  

88.21% 
 

90.06% 
  

Patients waiting >52 Weeks 0 3 
  

6 
 

10 
  

Diagnostic Test Waiting Times 99% 99.29% 
  

99.29% 
 

99.29% 
  

A&E 4 Hour Waits (PHT) 95% 73.0% 
  

74.8% 
 

78.4% 
  

Cancer: 2 Week Waits 93% 97.2% 
  

97.2% 
 

96.5% 
  

Cancer: 2 Week Waits (Breast Symptoms) 93% 93.7% 
  

96.1% 
 

93.6% 
  

Cancer: 31 Days (All Treatment) 96% 98.4% 
  

97.3% 
 

97.7% 
  

Cancer: 31 Days (Surgery) 94% 100% 
  98.3% 

 
96% 

  

Cancer: 31 Days (Drug Therapy) 98% 100% 
  100% 

 
100% 

  

Cancer: 31 Days (Radiotherapy) 94% 100% 
  99% 

 
97.9% 

  

Cancer: 62 Days (GP Referral) 85% 75.8% 
  

83.9% 
 

81.9% 
  

Cancer: 62 Days (Screening Referral) 90% 100% 
  

87.5% 
 

91.3% 
  

Red 1 Ambulance Response (SCAS) 75% 74.47% 
  

73.03% 
 

72.58% 
  

Red 2 Ambulance Response (SCAS) 75% 72.06% 
  

72.37% 
 

72.96% 
  

Red 19 Ambulance Response (SCAS) 95% 94.39% 
  

94.43% 
 

94.64% 
  

Methicillin-Resistant Staphylococcus Aureus (MRSA) 0 0 
  0 

 
1 

  

Clostridium Difficile (C. diff.) 37 1 
  

9  25   

Calls answered within 60 seconds (NHS 111) 95% 84.22% 
  

90.98% 
 

92.63% 
  

E-Referral Utilisation 25% 5.3% 
  

5.3% 
 

5.3% 
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Annex 1: NHS Constitution – Rights and Pledges (2/2) 
 

Indicator 
December 2016 Q3 2016/17 YTD 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

Never Events (Portsmouth Hospitals NHS Trust) 0 2 
  

2 
 

4 
  

Venous Thromboembolism (VTE) Risk Assessment 
(Portsmouth Hospitals NHS Trust) – November position 95% 90.9% 

  
94.1% 

 
96.4% 

  

 
 

Indicator 
October 2016 Q3 2016/17              YTD 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

IAPT: People Moving to Recovery (NHS Portsmouth 
CCG) 50% 51.5% 

  
51.5 

 
52.3% 

  

IAPT: People Entering Treatment (NHS Portsmouth 
CCG) 3.75% 4.5% 

  
4.5% 

 
10.6% 

  

IAPT: Referral to Treatment within 6 weeks (NHS 
Portsmouth CCG 75% 96.4% 

  
100% 

 
94.% 

  
IAPT: Referral to Treatment within 18 weeks (NHS 
Portsmouth CCG) 95% 100% 

  
100% 

 
100% 
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Annex 2: Friends and Family Test Percentage Recommended – December 2016 
 
 

 A&E Inpatient Maternity - Antenatal 
Care Maternity - Birth Maternity - Postnatal 

Ward 
Maternity - Postnatal 

Community 
 Value Value Value Value Value Value 

NHS England Average 86% 95% 96% 96% 94% 98% 
Frimley Health 89% 97% 98% 95% 90% 100% 

Hampshire Hospitals 90% 84% No Activity 98% 94% No Activity 
Portsmouth Hospitals 93% 96% 100% 100% 99% 100% 
Royal Surrey County 

Hospital 84% 95% 92% 94% 99% 97% 

University Hospital 
Southampton 94% 97% 97% 100% 95% 100% 

Western Sussex 
Hospitals 86% 78% 82% 97% 97% No Activity 

 
 

 Mental Health Community 

 Value Value 
Solent NHS Trust 91% 96% 

Southern Health NHS Foundation Trust 79% 97% 
NHS England 86% 95% 
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Annex 3 – 2016/17 Quality Premium – December Estimate 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Measure 
Status 

% of 
Quality 

Premium 

Estimated 
Financial Value 

for CCG National Measures 

Cancers diagnosed at early stage  20% £0 

Increase in the proportion of GP referrals made by e-referrals   20% £0 

Overall experience of making a GP appointment   20% £223,082 

Antimicrobial resistance (AMR) Improving antibiotic prescribing in primary care   10% £111,541 

Local Measure    

Respiratory -Reported prevalence of COPD on GP registers as % of estimated prevalence  10% £111,541 

Maternity - Rate of emergency admissions for respiratory tract infections in infants aged <one  10% £111,541 

Mental Health - The number of people on Care Programme Approach     10% £111,541 
 

  Sub-Total £669,246 
 

NHS Constitution gateway Status 
% of 

Quality 
Premium 

Financial Value 
for CCG 

RTT Incomplete – CCG  25% £0 

A&E 4 hours waits - CCG  25% £0 

Cancer – 62 day from urgent GP referral to first definitive treatment – CCG  25% £0 

Category A Red 1 Ambulance Response – SCAS  25% £0 
    

  Total £0 
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Annex 4 – Detailed Finance Performance 
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Annex 5 – Financial Risk Rating 
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Annex 6A - Improvement and Assessment Framework (IAF) – Q3 National Assessment: 
 
The Improvement and Assessment Framework aligns key objectives and priorities. The framework draws together 
NHS Constitution and other core performance and finance indicators, outcome goals and transformational challenges. 
They are joined together by being located in one of the following four domains; better health, better care, 
sustainability and leadership. 

NHSE update and data availability - Every quarter, as more recent data becomes available, NHSE refreshes the 
IAF indicators on NHS Choices site. The most recent data was published on 26th January with the CCGs most recent 
position is available on Covalent. 
 
The new indicators - In the most recent publication, NHSE included 11 new indicators; they primarily concentrate 
around the sustainability and mental health areas. However, they have also expanded on a handful of existing 
indicators, creating secondary indicators to support the less frequent indicators, such as the annual ones. A list of the 
indicators is detailed below; 

 
 
Out of these new indicators, there is only one indicator where any of our CCGs are in the bottom quartile, 142a: 
Outcomes in areas with identified scope for improvement. This indicator monitors the improvement score for 
performance on primary care prescribing, elective admissions and non-elective admissions for three programs 
selected in advance (by each CCG) the selected programs were selected using the Right Care process and should 
improve outcomes as well as reduce expenditure. This is only the first wave of this indicator, so currently only 64 out 
of the 209 CCGs are providing data for this indicator, the quartile have been adjusted to reflect this.   
 
It is worth noting that all 209 CCGs have a local digital roadmap in place, as such all CCGs have the same ranking as 
each other. 
 
Indicator Movement - Portsmouth CCG have improved across 3 indicators, but most importantly they have moved 
out of the bottom quartile for the proportion of people with an urgent GP referral having their 1st definitive treatment 
for cancer within 62 days of referral. They are now within the second quartile, moving up over 100 places, from being 
ranked 193rd to 84th in the country (from Q4 2015/16 to Q2 2016/17). Performance is primarily driven by PHT, who 
currently have in place a remedial action plan (RAP) designed to deliver and sustain this standard from February 
2017. 
 
Below is the list of all the indicators where our CCGs have improved, the darker the green the greater the 
improvement: 

 

Indicator code Indicator Name Portsmouth
121a Provision of high quality care (hospitals) Second Quartile
123c Children and Young People’s Mental Health Services - Transformation Top Quartile
123d Crisis Care and Liaison Mental Health Services - Transformation Top Quartile
123e Out of area placements for acute mental health inpatient care - transformation BEST
126b Dementia care plan and post diagnostics support Second Quartile
127a Delivery of an Integrated Urgent Care service Third Quartile
128c Primary care access Second Quartile
141b In year financial performance BEST
142a Outcomes in areas with identified scope for improvement Bottom Quartile
142b Expenditure in areas with identified scope for improvement (Wave One CCGs only) Third Quartile
144a Local digital roadmap in place BEST

(209 CCGs in total, 1st place being the best)
Ranking 

movement
Performance 
movement

People with a long-term condition feeling supported to manage their condition 72nd to 24th 
Quality of life of carers - health status score (EQ5D) 207th to 106th 
People with urgent GP referral having 1st definitive treatment for cancer within 62 days of referral 193rd to 84th 

Portsmouth



25 

 
There are a few indicators where our position has worsened this quarter. Whilst this is mostly due to our performance 
worsening, as the IAF ranks us next to our peers, our position is connected to other CCGs improvement and 
deterioration also. As such, there are 8 indicators that have moved down a quartile for Portsmouth CCG this quarter 
compared to the last publication. 
 
Below is the list of all the indictors where our CCGs have deteriorated, the darker the red the greater the deterioration: 

 
 
Portsmouth CCG has also seen an increase in the amount of indicators where they are performing in the bottom 
quartile of the country, increasing from 7 indicators to 10. 
 
One of the most significant deteriorations is against the indicator 127e: Delayed transfers of care attributable to the 
NHS and Social Care. Deterioration is primarily driven by PHT who have reported a significant increase in the number 
of delayed transfers of care following a change in reporting system on 1st March 2016. It is generally believed that the 
Trust had previously under reported against this target however an issue remains with the accuracy of reporting by 
some wards resulting in some volatility around the reported numbers. 
 
The following table details those indicators where the CCG has been ranked in the bottom quartile; 

 
 
 
 
 
 
 
 

(209 CCGs in total, 1st place being the best)
Ranking 

movement
Performance 
movement

Cancer patient experience 127th to 165th 
Improving Access to Psychological Therapies recovery rate 51st to 64th -
People with 1st episode of psychosis starting treatment with a NICE-recommended package of care treated 
within 2 weeks of referral

91st to 170th


Delayed transfers of care attributable to the NHS and Social Care per 100,000 population 79th to 162nd 
Primary care workforce 59th to 153rd 
Patients waiting 18 weeks or less from referral to hospital treatment 110th to 162nd 
People eligible for standard NHS Continuing Healthcare per 50,000 population 52nd to 60th 
Progress against Workforce Race Equality Standard 39th to 93rd 

Portsmouth

Indicator code Indicator Name Portsmouth

103a
Diabetes patients that have achieved all three of the NICE-recommended 
treatment targets

Bottom Quartile

103b
People with diabetes diagnosed less than a year who attend a structured 
education course

Bottom Quartile

105a
People offered choice of provider and team when  referred for a 1st elective 
appointment

Bottom Quartile

122c One-year survival from all cancers Bottom Quartile
122d Cancer patient experience Bottom Quartile

123b
People with 1st episode of psychosis starting treatment with a NICE-
recommended package of care treated within 2 weeks of referral

Bottom Quartile

124b
Proportion of people with a learning disability on the GP register receiving an 
annual health check

Bottom Quartile

127e
Delayed transfers of care attributable to the NHS and Social Care per 100,000 
population

Bottom Quartile

129a Patients waiting 18 weeks or less from referral to hospital treatment Bottom Quartile
142a Outcomes in areas with identified scope for improvement Bottom Quartile
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Annex 6B - Improvement and Assessment Framework (IAF) – All Indicators (Q3 
Assessment) 
 

 

Indicator 
code

Indicator Name Portsmouth

101a Maternal smoking at delivery Third Quartile
102a % children aged 10-11 classified as overweight or obese Third Quartile
103a Diabetes patients that have achieved all three of the NICE-recommended treatment targets Bottom Quartile
103b People with diabetes diagnosed less than a year who attend a structured education course Bottom Quartile
104a Injuries from falls in people aged 65 and over per 100,000 population Top Quartile
105a People offered choice of provider and team when  referred for a 1st elective appointment Bottom Quartile
105b Personal health budgets per 100,000 population (absolute number in brackets) Second Quartile
105c % deaths which take place in hospital Top Quartile
105d People with a long-term condition feeling supported to manage their condition Top Quartile
106a Inequality in avoidable emergency admissions Top Quartile
106b Inequality in emergency admissions for urgent care sensitive conditions Third Quartile
107a Anti-microbial resistance:  Appropriate prescribing of antibiotics in primary care 1.104
107b Anti-microbial resistance: Appropriate prescribing of broad spectrum antibiotics in primary care 0.085
108a Quality of life of carers - health status score (EQ5D) Third Quartile
121a Provision of high quality care (hospitals) Second Quartile
122a Cancers diagnosed at early stage Top Quartile
122b People with urgent GP referral having 1st definitive treatment for cancer within 62 days of referral Second Quartile
122c One-year survival from all cancers Bottom Quartile
122d Cancer patient experience Bottom Quartile
123a Improving Access to Psychological Therapies recovery rate Second Quartile
123b People with 1st episode of psychosis starting treatment with a NICE-recommended package of care treated within 2 weeks of referral Bottom Quartile
123c Children and Young People’s Mental Health Services - Transformation Top Quartile
123d Crisis Care and Liaison Mental Health Services - Transformation Top Quartile
123e Out of area placements for acute mental health inpatient care - transformation BEST
124a People with a learning disability and/or autism receiving specialist inpatient care per million population Top Quartile
124b Proportion of people with a learning disability on the GP register receiving an annual health check Bottom Quartile
125a Neonatal mortality and stillbirths per 1,000 births Third Quartile
125b Women’s experience of maternity services Third Quartile
125c Choices in maternity services Second Quartile
126a Estimated diagnosis rate for people with dementia Second Quartile
126b Dementia care plan and post diagnostics support Second Quartile
127a Delivery of an Integrated Urgent Care service Third Quartile
127b Emergency admissions for urgent care sensitive conditions per 100,000 population Second Quartile
127c % patients admitted, transferred or discharged from A&E within 4 hours Third Quartile
127e Delayed transfers of care attributable to the NHS and Social Care per 100,000 population Bottom Quartile
127f Emergency bed days per 1,000 population Second Quartile
128a Emergency admissions for chronic ambulatory care sensitive conditions per 100,000 population Top Quartile
128b Patient experience of GP services Second Quartile
128c Primary care access Second Quartile
128d Primary care workforce - GPs and practice nurses per 1,000 population Third Quartile
129a Patients waiting 18 weeks or less from referral to hospital treatment Bottom Quartile
131a People eligible for standard NHS Continuing Healthcare per 50,000 population Second Quartile
141a Financial plan BEST
141b In year financial performance BEST
142a Outcomes in areas with identified scope for improvement Bottom Quartile
142b Expenditure in areas with identified scope for improvement (Wave One CCGs only) Third Quartile
144a Local digital roadmap in place BEST
144b Digital interactions between primary and secondary care Third Quartile
145a Local strategic estates plan (SEP) in place BEST
163a Staff engagement index Top Quartile
163b Progress against Workforce Race Equality Standard Second Quartile
164a Effectiveness of working relationships in the local system Second Quartile
165a Quality of CCG leadership Amber

BEST 5 (10%)
Top Quartile 10 (20%)

Second Quartile 14 (28%)
Third Quartile 11 (22%)

Bottom Quartile 10 (20%)
Worst 0 (0%)
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Annex 6B - Improvement and Assessment Framework (IAF) – Movement Q2 v Q3 
Assessment 
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Annex 8 – Glossary 
 
Abbreviation Translation 

 
Abbreviation Translation 

5YFV Five Year Forward View   KPI Key Performance Indicator 

A&E Accident and Emergency Department (Emergency 
Department)  LTC Long Term Condition 

ADHD Attention Deficit Hyperactivity Disorder  NARP National Ambulance Response 
Programme  

AMH Adult Mental Health   NHS National Health Service 
AMR Antimicrobial resistance   OOH Out of Hours 
AMU Acute Medical Unit  PbR Payment By Results 
AVS Acute Visiting Service   PCV Portsmouth Carers Voice 
BCF Better Care Fund  PHL Portsmouth Health Limited 
BPPC Better Payment Practice Code   PHT Portsmouth Hospitals NHS Trust 

C. Diff Clostridium difficile   PRRT Portsmouth Rehab and Re-
enablement Team 

CAT Clinical Advisory Team   PSEH Portsmouth and South Eastern 
Hampshire 

CCG Clinical Commissioning Group  PTS Patient Transport Services 
CEMSG Clinical Effectiveness and Mortality Steering Group  PURM Pharmacy Urgent Repeat Medicine  

COPD Chronic Obstruction Pulmonary Disease   QIPP Quality, Innovation, Productivity and 
Prevention 

CPA Care Programme Approach  RAG Red, Amber, Green 
CPN Contract Performance Notice  RAP Remedial Action Plan 
CQC Care Quality Commission  RTT Referral To Treatment 
CQRM Contract Quality Review Meeting  SAVO Service Agreement Variation Order 
CQUIN Commissioning for Quality and Innovation   SCAS South Coast Ambulance Services 
CSD Clinical Service Desk  SHO Senior House Officers 
DOS Directory of Service  SRG System Resilience Group 

ED Emergency Department (Accident and Emergency 
Department)  STP Sustainability and Transformation 

Plans STP 
EIP Early Intervention in Psychosis   UCC Urgent Care Centre 
EPS Electronic Prescribing Service  VTE Venous Thromboembolism 
GBAF Governing Board Assurance Framework  WTE Whole Time Equivalent 
GBAF Governing Body Assurance Framework   YTD Year To Date 
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Abbreviation Translation 
 

Abbreviation Translation 
GP General Practitioner   HFR Hampshire Fire and Rescue 

HDOCS Hampshire Doctors on Call Service  QSEG 
Quality & Safeguarding Executive 
Group 

HSMR Hospital Standardised Mortality Ratio  ETTF 
Estates and Technology 
Transformation Fund 

IAF Improvement and Assessment Framework  VCS Voluntary Community Services 
IAPT Increase Access Phycology Therapy  PMG Project Management Group 
IFR Individual Funding Request  

 
PHB Personal Health Budgets 

IPR Integrated Performance Report 
 

IPC Integrated Personal Commissioning 
IUCCC Integrated Urgent Care Call Centre  

 
LD Learning Disabilities  

KDA Kidney Dialysis Association  
 

FNC Funded Nursing Care 
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EQUALITY AND DIVERSITY REPORT 2016 

PORTSMOUTH CCG 

1. INTRODUCTION 

This report sets out how we have been demonstrating “due regard” to the Public Sector 

Equality Duty during 2016.  It provides an update on equality and diversity information that is 

contained within other published reports. 

 

2. PUBLIC SECTOR EQUALITY DUTY (PSED) 

During 2016 we have continued to work in accordance with the requirement to show “due 

regard” to the three aims of the public sector equality general duty as set out in the Equality 

Act 2010.  These are: 

 Eliminate unlawful discrimination, harassment and victimisation 

 Advance equality of opportunity between different groups 

 Foster good relations between different groups.  

  

The specific duties of the Equality Act 2010 require public bodies to publish relevant 

proportionate information showing how they meet the General Equality Duty by 31 January 

each year.  In addition, they require public bodies to set specific measurable equality 

objectives by 6 April every four years from 2012.  Both general and specific duties are known 

as the Public Sector Equality Duties (PSED).   

 

As a statutory public body, we must ensure we meet these legal obligations and, by 

publishing annual equality information, demonstrate how the organisation has used the 

Equality Duty as part of the process of decision making in relation to service delivery, 

provision of information and communication and engagement.   

 

3. COMPLIANCE WITH THE PSED 

 

3.1. Equality Analysis 

We continue to conduct Equality Impact Assessments (EIAs) on our commissioning projects 

and plans.  Completion and recording of EIAs is embedded our Planning Team’s 

governance processes and a copy of each completed EIA is uploaded with all other 

documents for each project onto the CCG’s Covalent database.   

As plans and projects are proposed key members of the Planning Team work with 

commissioning leads and project managers to make sure plans are robust and that support 

is received from subject leads, including from our equalities lead.   

3.2. Workforce Race Equality Standard (WRES) 

We have measured our compliance with WRES indicators 1 to 4 and 9.  As we did not 

conduct a staff survey during 2016 measurement against indicators 5 to 8 was not possible.  

The report is not in the public domain because the number of declared BME staff meant that 

robust conclusions may not be drawn and individuals may be identified.  The findings did, 
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though, provide recommendations for the CCG to encourage staff to declare their ethnicity 

and a staff survey will be conducted during 2017.   

3.3. Accessible Information Standard  

We have worked with our general practices to support their compliance with the Accessible 

Information Standard which came into force in July 2016.  This has included a briefing paper 

and discussions with practice managers.  An audit tool to assess individual practice 

compliance has also been developed for general practice managers with the 

recommendation that each of them undertakes an audit with the support of their Patient 

Participation Group.    

We have raised staff awareness to the Standard and developed an Accessible 

Communication Policy.  We are also reviewing our website in line with this Standard.   

3.4. NHS Equality Delivery System (EDS2) 

In the autumn we reviewed our self-assessment against the objectives and criteria of EDS 

and during the winter 2016/17are engaging with patients and the public for their assessment 

and will be developing equality objectives from the final patient and public grading during 

2017.   

4. OUR NHS PROVIDERS AND COMPLIANCE WITH THE  PSED 

Compliance with the PSED is an important element in the monitoring of our contracts with 

NHS organisations from which we commissioning services for our population. Equality 

metrics are included in annual review of contracts and reports and updates are received and 

discussed as part of formal monthly and quarterly contract review meetings.  The main 

providers are: 

 Portsmouth Hospitals NHS Trust 

 Solent NHS Trust 

 South Central Ambulance Service NHS Foundation Trust. 

 Care UK which runs St Mary’s NHS Treatment Centre 

Equality and non-discrimination is reviewed as follows: 

 Provision of appropriate assistance and reasonable adjustments for service users, 

carers, legal guardians who do not speak, read or write English or who have 

communication difficulties.   

 EDS2 

 WRES 

 

5. OUR WORKFORCE 

 

As at December 2016 we employ 98 members of staff.  For most, protected characteristics 

are largely undefined or unspecified.  Five per cent of staff declare their ethnicity as BME 

and 61 per cent White British /White other.  In the main staff represent the older age groups 

with 63 per cent being aged over 41 years.  
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During 2016 we have reviewed and updated a range of Human Resource policies.  These 

include:  Maternity Leave and Pay, Paternity Leave and Pay, Adoption leave and Pay, 

Whistleblowing, Disclosure and Barring, Grievance and Bullying and Disciplinary.  Policies 

are shared with our staff engagement forum prior to approval.  Membership of the Staff 

Engagement Forum comprises a representative from each CCG team.   

 

6. CONSULTING AND ENGAGING WITH PATIENTS AND LOCAL PEOPLE 

 

As part of our support to local not for profit organisations to deliver health related projects, 

awareness health information cascades have targeted BME communities, particularly in 

raising sessions have been held for BME communities in relation to: 

 Prostate cancer which affects one in 4 Black men 

 Diabetes which is more prevalent in BME communities 

 General health awareness and healthy lifestyles. 

In addition, we have surveyed veterans in the Portsmouth area about their access to 

healthcare services and talked with people attending groups held by Endometriosis UK and 

Wessex Cancer Trust about their experiences in healthcare.  Feedback is informing provider 

service reviews. 

Working with partner CCGs across the Portsmouth and South Eastern Hampshire area, we 

explored with people with long term conditions their views on the treatment and 

management of long term conditions.  This work was conducted via survey and focus 

groups.   

 

The aim was to answer the questions of who was best placed to provide support; location in 

terms of the most appropriate setting for support to be delivered; how the NHS can improve 

the information it provides to patients; how the NHS can better help people to self-manage 

effectively; and how technology could offer opportunities to better support people to stay 

well.  The information gained will support the development of a new model of care for people 

with long term conditions.   

 

We continue to ask people to complete equality monitoring at our consultation and 

engagement events and as part of our surveys to help us understand how well we are 

reaching all communities. 

 

7. COMPLAINTS WE RECEIVE 

 

We continue to ask complainants to complete our equalities monitoring form.  A form is sent 

with the complainant acknowledgement letter and consent form.  During 2016 we received 

40 complaints. Of these we received 10 completed equality monitoring forms.  Five 

complainants had a physical disability and all but one was White.  There was a balance of 

gender, with 5 male and 5 female complainants across an age range of 24 to 93.   

 

We have published on our website our commitment to the fluency duty which was introduced 

under the Code of Practice on English Language Requirement for Public Sector Workers 

which came into force in October 2016.  This will be considered under the CCG’s 

Complaints, Concerns, Comments and Compliments Policy.   
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8. OUR EQUALITY OBJECTIVES 

 

We have three equality objectives and have made progress against these during 2016. 

 

a. Improve staff awareness and responsiveness to needs of protected groups.  This was 

set in 2013/14.  Workforce data reports that staff have completed mandatory equality 

and diversity training.  This now needs to be extended to particular areas of work, 

including in ensuring equality impact analyses are adequately completed and submitted 

where required. 

 

All staff are registered on e-learning Managed Learning Environment and are updating their 

equality and diversity training. Sixty-two per cent of staff have completed the new training.   

Completion of training will be reviewed at each staff member’s annual appraisal during 2017, 

including 10 per cent of staff who were new employees in 2016. 

The CCG’s quality and safeguarding nurses have set up lunch and learn sessions.  During 

2016 staff have attended sessions on safeguarding adults and domestic abuse. 

b. Improving access for people with sensory impairment or loss. 

 

 We have listened to people with sensory impairment or loss and have reviewed policies 

and procedures in line with findings.  These views have informed our monitoring of NHS 

provider services’ contracts 

 We have implemented an Accessible Communication Policy 

 Our website is under review for compatibility with best practice   

 We have advised the providers on NHS care from which we commissioning services of 

website accessibility best practice.  Each has acknowledged our notification and one has 

adopted Recite software 

This work continues as part of review of EDS2 during 2016/17. 

c. Seek out ways of engaging and establishing working relationships with diverse groups 

and communities to ensure the voice of protected groups is heard by and informs the 

work of the CCG.    

 

 We have continued to develop our working relationships with Healthwatch Portsmouth 

and voluntary and community sector partners to engage with diverse communities 

 We have worked in partnership with the City Council and representatives from the 

Portsmouth Voluntary Community Network to host a conference in June 2016 for the 

local voluntary and community sector (VCS).  154 individuals from 74 organisations 

attended.  A key note address introduced the Portsmouth Blueprint for health and social 

care and initiated dialogue on ongoing involvement of the VCS in the delivery of the 

future vision for Portsmouth residents 

 In collaboration with Company of Makers we hosted an event on healthcare targeted 

specifically at local people who have previously served in the armed forces (veterans).  

The event was attended by 73 people 
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9. CONCLUSIONS 

 

Our equalities information 2016 shows how we have complied with the PSED.  This is in our 

practices and procedures, working with statutory and voluntary and community sector 

partner organisations and in our engagement with patients and the public.  It also shows how 

we are monitoring contracts with providers of NHS care we commission for the population 

we serve.   

 

We will continue to build on progress made during 2016.  Our review of EDS2 will be 

completed during 2017 and we will develop new equality objectives in line with the final 

grading from our engagement with patients and the public and findings of staff engagement 

the process for which will be discussed via our Staff Engagement Forum.  
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10. ACTION PLAN 

 

1. Complete re-fresh of EDS2 and develop new equality objectives to improve the CCG’s equality performance so that all patients and 
communities feel they are well served by the CCG. 

Measure How By whom Outcome When 

Assessment by 
patients and the public 

a. Survey.   

 E-survey uploaded to website and hard 
copy available in Plain English, Large Print 
and Easy Read 

 Contact via email and telephone with a 
range of statutory and VCS partners 
representing each of the protected 
characteristics.   

 Post hard copies 

 Offer to meet with groups 

 Hold a virtual panel to assess final grades 
b. Offer to attend meetings with patients and 

members of the public. 

Equalities lead Update stakeholder comments and 
develop equality objectives. 

Q3-4 
2016/17 

Assessment of staff 
views against EDS2 
Goals 3 and 4. 

 Analyse, collate and report on responses 
on relevant questions received from the 
CCG staff survey to be circulated to all staff 
mid-January 2017.  Develop and 
implement action plan in line with findings.   

Senior 
Communications 
and Engagement 
Manager/Chief 
Strategic Officer 

Genuine expression of staff views 
that are taken into account in final 
grading. 

Q4 2016/17 

1.  HR staff profile data collection and collation of staff protected characteristics 

Actions for 
improvement. 
 

Improve staff awareness and understanding 
with a view to ensuring they are aware of the 
benefits of declaring protected characteristics, 
such as for the WRES.  This may be related to 
training delivered as part of lunch and learn 
sessions.   

Learning and 
development/HR 
leads   

Improved collection and collation of 
staff protected characteristics. 

2017 

2. Continue working relationships with voluntary and community sector partners to consult and engage diverse communities.  

Community Action 
Portsmouth 

a. Liaise with sector representative regarding 
specific healthcare interest groups and 
charities and how they may be accessed 

Communication 
and engagement 
leads and Head 

Directory of charities and health 
care interest groups across the 
City, forging links as identified and 

Ongoing 
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b. Identify ongoing links, eg via CCG 
newsletter, VCS forum. 

of Commissioning keeping in touch to utilise the 
expertise of the sector in the 
CCG’s communications and 
engagement work.   

Healthwatch 
Portsmouth 

Continue engagement with Healthwatch via 
current links. 

Head of 
Commissioning  

CCG able to utilise the support of 
Healthwatch in reaching and 
engaging seldom heard groups. 

 
Ongoing 

3. Project findings relating to access to health care by people with sensory impairment or loss inform projects and processes. 

CCG website 
compliance with 
disability requirements. 

Review CCG website in line with disability best 
practice. 

Communication 
leads. 

CCG website conforms with 
website best practices. 

Ongoing 

CCG website access 
by people with sensory 
impairment or loss 

Seek feedback from local people with sensory 
impairment or loss on reviewed CCG website. 

Equalities lead. Local people with sensory 
impairment or loss provide positive 
feedback on the CCG’s website. 

Ongoing 

Access to NHS 
provider services. 

 Monitor and follow up actions on provider 
reports relating to equality of access and non-
discrimination. 

Equalities lead. Providers have clear actions that 
are put in place and show 
improvements where short falls are 
identified. 

Ongoing.   

4. Equality and diversity training undertaken by all staff. 

100% compliance by 
all staff of mandatory 
equality and diversity 
training.   

a. Identify staff who have not completed the 
training to include executive and non-
executives. 

b. Encourage completion by a set date. 
c. Review and follow up as required. 

Learning and 
Development 
lead. 

100% completion of mandatory 
training by all staff.  

Ongoing 

Equality and diversity 
training in accordance 
with individual 
responsibilities. 

a. Review of staff individual staff awareness 
and understanding in line with their role at 
annual appraisal and identification of 
training needs. 

b. Attendance at equality and diversity 
training as indicated by individual staff (e.g 
completion of equality analyses). 

All line managers. Staff understand the impact of 
equality and diversity and how it 
applies to their role.    

Ongoing.   
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Title Register of Interests 

 
Purpose of Paper 
 

The CCG is committed to the principles of transparent and open 
decision making.  As part of this, and underpinning the CCGs 
Constitution, the CCG has a Standards of Business Conduct policy to 
manage conflicts and potential conflicts of interest to ensure that 
decisions made by the CCG will be taken and seen to be taken without 
any possibility of the influence of external or private interests.  
 
The CCG maintains register of interests in line with its Standard of 
Business Conduct Policy. Following revised national statutory 
guidance from NHS England a revised policy was approved by the 
Governing Board in November 2016. The information recorded from 
individuals when declaring interests was amended as part of this and a 
process has been in place to collate information from all relevant 
individuals in the revised format.  
 
Presented for the Governing Board’s attention is the register of 
interests, in the agreed revised format, in respect of Governing Board 
and committee members. 

 
Recommendations/ 
Actions requested 
 

The Governing Board is requested to accept the Register of Interests 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

Not applicable 

Item previously 
considered at Not applicable 

Potential Conflicts of 
Interests for Board 
Members 

none 

 
Author 
 

Tracy Sanders, Chief Strategic Officer 

Sponsoring member Andy Silvester, Lay member and Conflicts of Interest Guardian 

Date of Paper 3 March 2017 
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Dr Dapo Alalade Clinical Executive Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Jane Cole Deputy Chief Finance 
Officer

Association of Certified Chartered 
Accountants

 Direct Member Current Non required

Jane Cole Deputy Chief Finance 
Officer

Healthcare Financial Management 
Association

 Direct Member Current Non required

Dr Linda Collie
Deputy Clinical 
Leader/Clinical 
Executive

East Shore Partnership  Direct Partner Current Manage in line with SOBC policy

Dr Linda Collie
Deputy Clinical 
Leader/Clinical 
Executive

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Paul Cox
Practice Manager 
Representative on 
Governing Board

Sunnyside Medical Centre  Direct Business Manager Sep-07 Current Manage in line with SOBC policy

Paul Cox
Practice Manager 
Representative on 
Governing Board

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Dr Julie Cullen
Registered Nurse 
Representative on 
Governing Board

University of Southampton  Direct Employee 2011 Current Manage in line with SOBC policy

Carly Darwin

Practice Manager 
Representative for 
Clinical Commissioning 
Group

Awaiting Return

Michael Drake Director of Planning and 
Performance

Nil

Dr Anne Eggins Clinical Commissioning 
Lead

Eastney Practice   Direct General Practitioner Current Manage in line with SOBC policy

Dr Elizabeth Fellows Chair/Clinical Executive East Shore Partnership  Direct Partner Current Manage in line with SOBC policy

Dr Elizabeth Fellows Chair/Clinical Executive Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Dr Elizabeth Fellows Chair/Clinical Executive Circle Health  Direct Shareholder Current Manage in line with SOBC policy

Name Action taken to mitigate riskNature of InterestDeclared Interest- (Name of the 
organisation and nature of business)

Current position (s) 
held- i.e. Governing 

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?
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Name Action taken to mitigate riskNature of InterestDeclared Interest- (Name of the 
organisation and nature of business)

Current position (s) 
held- i.e. Governing 

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?

Patrick Fowler
Healthwatch 
Representative on 
Governing Board

Management Consultant  Direct Management Consultant Current Declare any interest to Chair of 
Committee as and when one arises.

Dr James Hogan Chief Clinical Officer & 
Clinical Leader

Lake Road Practice - Also the contract 
provider for John Pounds Medical 
Centre

 Direct General Practitioner Current Manage in line with SOBC policy

Dr James Hogan Chief Clinical Officer & 
Clinical Leader

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Dr Jason Horsley Director of Public Health Portsmouth City Council & 
Southampton City Council

  Direct
Employed as Director of 
Public Health jointly between 
the organisations

Current

In decisions where there is potential 
conflict of interest between the CCG 
and either or both councils, I would be 
acting in an advisory capacity but 
would not vote on the Governing 
Board.

Dr Jason Horsley Director of Public Health Infectious Diseases and Microbiology Indirect Wife works as doctor Current

In decisions related to commissioning 
of these services I would not be voting 
member, but may still act in an 
advisory capacity.

Dr Jason Horsley Director of Public Health Genito-urinary medicine, Portsmouth Indirect Close friend works as a 
consultant Current

In decisions related to commissioning 
of these services I would not be voting 
member, but may still act in an 
advisory capacity.

Katie Hovenden Director of Primary Care Portsmouth Hospitals Trust Indirect Sister is Senior Orthopaedic 
Secretary

Current Manage in line with SOBC policy

Katie Hovenden Director of Primary Care General Pharmaceutical Council  Direct Registered Current Manage in line with SOBC policy

Dr Jonathan Lake Clinical Executive Sunnyside Medical Centre  Direct GP Partner Current Manage in line with SOBC policy

Dr Jonathan Lake Clinical Executive Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Thomas Morton Lay Member Nil

Jackie Powell Lay Member Solent NHS Trust  Direct Associate Hospital Manager 2013 Present
Declare conflict where appropriate in 
discussions relating to Solent and 
Mental Health Services

Jackie Powell Lay Member Southern NHS Foundation Trust  Direct Mental Health Act Manager 2013 Present
Declare conflict where appropriate in 
discussions relating to Mental Health 
Services
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Current position (s) 
held- i.e. Governing 

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
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Jackie Powell Lay Member Young Persons Support and 
Counselling Service

 Direct Trustee and Counsellor 2013 Present

Declare conflict where appropriate in 
discussions regarding mental health 
and wellbeing of young peoples' 
services

Dr Jonathan Price Clinical Commissioning 
Lead

Trafalgar Medical Group  Direct Partner 1991 Current Manage in line with SOBC policy

Dr Jonathan Price Clinical Commissioning 
Lead

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy

Dr Jonathan Price Clinical Commissioning 
Lead

Healthcare  Direct Parent of Autistic Adult 1991 Current Manage in line with SOBC policy

Innes Richens Chief Operating  Officer Portsmouth City Council  Direct Dual role - Director of Adult 
Services Apr-16 Current

Actions as per risk/conflicts 
mitigations framework agreed with 
dual role.

Suzannah Rosenberg Director of Quality and 
Commissioning You and Your Baby social enterprise Indirect

Friends with a Director.  
Organisations has received 
grant funding previously.

2014 Current

Always declare this interest prior to 
any discussion about this service and 
not to be involved in any 
commissioning/funding decisions.

Tracy Sanders Chief Strategic Officer Sandpiper Associates  Direct Director Current

Approval provided via T&Cs of 
employment to undertaken work for 
other NHS organisations.  Little 
activity undertaken by company at 
present but when identified will 
consider any mitigating actions 
required if necessary.

Tracy Sanders Chief Strategic Officer University of Portsmouth Indirect Husband is Lecturer Current
Unlikely to present a conflict but to 
remain alert when CCG dealing with 
the University.

Tracy Sanders Chief Strategic Officer Healthcare Financial Management 
Association

 Direct Member Current
Unlikely to present a conflict but to 
remain alert when CCG dealing with 
the HFMA.

Tracy Sanders Chief Strategic Officer
Chartered Institute of Management 
Accountants and a Chartered Global 
Management Accountant

 Direct Associate Member Current
Unlikely to present a conflict but to 
remain alert should the CCG ever be 
dealing with the CIMA/CGMA.

Andrew Silvester Lay Member Portsmouth Civil Service Sports Council  Direct Chair and some CCG staff 
are CSSC members 1996 2018 Manage in line with SOBC policy

Andrew Silvester Lay Member Portsmouth Hospitals Trust   Indirect Spouse is an employee 2016 Current Manage in line with SOBC policy

Andrew Silvester Lay Member Unite Trade Union  Direct Elected workplace rep within 
the Defence sector

Current Declare any lobbying in Health related 
matters
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organisation and nature of business)

Current position (s) 
held- i.e. Governing 

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?

Michelle Spandley Chief Finance Officer Association of Certified Chartered 
Accountants

 Direct Member Current Manage in line with SOBC policy

Michelle Spandley Chief Finance Officer Healthcare Financial Management 
Association

 Direct Member Current Manage in line with SOBC policy

Michelle Spandley Chief Finance Officer NHS Portsmouth Clinical 
Commissioning Group Indirect Daughter is employed in the 

Finance Department Current

Daughter does not report directly to 
Michelle.  There are systems in place 
to ensure that segregation of duties is 
addressed.

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

Royal College of General Practitioners   Direct Curriculum Guardian Current Manage in line with SOBC policy

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

University Hospitals Southampton NHS 
Foundation Trust & Hampshire 
Hospitals NHS Foundation Trust

  Direct Secondary and Primary Care 
Physician Current Manage in line with SOBC policy

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

Kent Surry Sussex Deanery   Direct Physician Current Manage in line with SOBC policy

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

Concordia Healthcare   Direct Secondary and Primary Care 
Physician

Jan-17 Current Manage in line with SOBC policy

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

Harley Street LMA Group   Direct Consultant Aug-12 Current Manage in line with SOBC policy

Dr Kevin Vernon Clinical Commissioning 
Lead

Lake Road Practice  Direct Partner Oct-02 Present
Declare an interest in items relating to 
Primary Care and not voting in these 
matters.

Dr Kevin Vernon Clinical Commissioning 
Lead

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Sessional work Dec-16 Present
Declare an interest in items relating to 
Primary Care and not voting in these 
matters.

David Williams Chief Executive, 
Portsmouth City Council

Awaiting Return



 

 
 

 

 
 

GOVERNING BOARD 
 

Date of Meeting 15 March 2017 
 
Agenda Item No  
 

8 
 
Title 
 

Draft Financial Plans 

 
Purpose of Paper 
 

 
To inform the Governing Board of the CCG’s Draft Financial Plans for 
2017/18 to 2018/19.  
 

 
Recommendations/ 
Actions requested 
 

 
To note the Draft Financial Plans for 2017/18 to 2018/19, including 
acknowledgement of growth assumptions, inflation, proposed reserves 
for investment and contingencies, QIPP, together with anticipated risks 
and mitigating actions.  
   

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

Not Applicable  

Item previously 
considered at 

Earlier version taken to Clinical Executive Committee – 21 December 
2016    

Potential Conflicts of 
Interests for Committee 
Members  

None  

 
Author 
 

Jane Cole, Deputy Chief Finance Officer    

 
Sponsoring member 
 

Michelle Spandley, Chief Finance Officer   

 
Date of Paper 
 

8 March 2017    

 



Improving health services… Improving health services… 

Portsmouth Clinical  
Commissioning Group 

Draft Financial Plans 
2017/18 to 2018/19 

 
Governing Board 
15th March 2017 



Contents  

Improving health services… 

1. Contents 
2. Introduction 
3. Context 
4. Key Assumptions (1) 
5. Key Assumptions (2) 
6. Allocations 
7. Financial Model 2017/18 to 2018/19 
8. Detailed Assumptions – Provider Tariff 
9. Investments, Reserves and Contingencies 
10.QIPP (Quality, Innovation, Productivity and Prevention) 
11.Movement from 2016/17 to 2017/18 
12.Key Risks and Mitigations 
13.Recommendations 
 

 
 
 
 



Improving health services… 

Introduction 
• This document summarises the Draft Financial Plans 

submitted for the two year planning period 2017/18 to 
2018/19 

 
• Incorporates the updated CCG Allocations issued on 21st 

October 2016 
 

• Outlines financial planning assumptions made for future 
years 

 
• Developed in line with the NHS Operational and 

Planning and Contracting Guidance 2017-2019 

1 
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Context 

• Local Health System – financially challenged 
• Sustainability and Transformation Plans (STPs) 
• Compact agreement with local CCGs 
• Better Care Fund continues 
• NHS England ‘Business Rules’ 

2 
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Key Assumptions (1) 
• National Allocations issued 21st October 2016 
• Application of NHS England business rules and 

efficiency assumptions: 
– Delivering ‘in-year’ break even 
– 1% non-recurrent spend: 

• 0.5% uncommitted and held as a risk reserve 
• 0.5% to support transformation and change in line with the STP 

– 0.5% contingency set aside to manage in-year pressures and risks 
– Expenditure continues at HIOW average levels 
– Provider tariff inflation uplift of 2.1% 
– Provider tariff efficiency deflator of 2% 
– CNST premium of 0.7% 
– £3 per head for primary care transformation, split across two years 
– CQUIN of 2.5% (0.5% of the local CQUIN scheme held in reserve – 

release subject to delivery of provider/system control totals) 

3 



Improving health services… 

Key Assumptions (2) 
• Better Care Fund recurrent at 2016/17 level 
• 1.5% investment reserve set aside to support 

delivery of must-do national priorities, transformation 
and change to deliver STP and QIPP plans 

• Running costs need to reduce to meet QIPP/STP 
requirements 

• Technical changes relating to impact of HRG4+ and 
IR will be cost neutral 

• QIPP of c. 3% per annum 

4 



Improving health services… 

Allocations 

• 2017/18 to 2018/19 represent the second and third years 
of the three year firm allocations 

• Allocations adjusted to take into account any new 
recurrent allocations issued during 2016/17 

• Adjusted for the impact of HRG4+ and IR (identification 
rules) 

• Allocations include Primary Care Co-Commissioning 

5 7 
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Financial Model 2016/17 to 2018/19 
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         Summary Financial Model 2016/17 2017/18 2018/19 
  £m £m £m 
 Resources:       

  Recurrent baseline allocation 258.7 266.4 272.0 

  Primary Care Co-Commissioning 26.8 28.1 29.0 

  Running Costs allocation 4.7 4.7 4.7 

  Increase to recurrent baseline allocation 7.9 5.6 5.4 

  Non-Recurrent Allocation 0.0 1.6 1.6 

  Surplus repayment 3.1 0.0 0.0 

 Total Resources 301.2 306.3 312.7 
        

 Expenditure:       

Acute Commissioning 142.5 143.8 144.2 

Mental Health Commissioning 31.6 34.0 34.9 

Community Services Commissioning 27.9 30.1 31.2 

Primary Care Commissioning 36.6 38.3 38.9 

Co-Commissioning 26.8 28.1 29.0 

Continuing Care 15.7 17.1 17.2 

Other Commissioning 12.5 12.5 12.2 

Running Costs 4.7 4.7 4.8 

Reserves & Contingencies 9.2 7.0 10.9 

 Total Expenditure 307.5 315.5 323.4 
        

Quality, Innovation, Productivity and Prevention (QIPP) 9.4 9.2 10.7 

        

 Surplus  3.1 0.0 0.0 
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Detailed Assumptions – Provider Tariff 
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Inflation Efficiency Inflation Efficiency 

Provider Tariff  (including CNST) 2.8% -2.0% 2.8% -2.0% 

Prescribing 6.9% -4.4% 7.0% -4.5% 

Continuing Health Care 5.8% -4.4% 5.5% -4.1% 

Primary Care 4.9% -3.0% 5.3% -3.0% 

2017/18 2018/19 

• Acute provider efficiency and inflation as per National Guidance 
• STP HIOW assumptions used for non-acute inflation 
• Tariff currently out to consultation 
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Investments, Reserves and 
Contingencies 
 

Reserves to meet NHSE business rules: 
• 1% non-recurrent: 

• 0.5% uncommitted and held as a risk reserve 
• 0.5% to support transformation and change in line with the STP 

• 0.5% contingency to manage in-year pressures and risks 
Local Reserves: 
• General reserves of 1.5% set aside by the CCG to cover anticipated developments 

and or investments to support QIPP, STP and other pressures and unexpected costs, 
the CCG have already transferred some monies into budgets i.e. contract alignment 
adjustments and known cost pressures such as FNC 

Investments Built into Budgets: 
• The financial plans already incorporate the following anticipated investments: 
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Summary Investment & Contingency 2017/18 2018/19 
  £m £m 

  Non Recurrent Expenditure 1% 3.1 3.1 
  General Reserves & Investment 1.5% 2.4 6.2 
  Contingency 0.5% 1.5 1.6 
Total Investment & Contingency 7.0 10.9 

  Investments (growth) Already Built into 
Budgets 2017/18 2018/19 

  £m £m 

  Primary Care Transformation GP5YFV £3 per head 0.4 0.4 
  New Models of Care Community Growth 0.8 1.5 
  Mental Health Growth 0.8 1.8 
  CHC 0.9 0.9 
  Prescribing 2.2 2.3 

5.1 6.8 
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QIPP (Quality, Innovation, Productivity 
and Prevention) 

• Total QIPP required over the two year period equates to £19.9m (£9.2m 2017/18 and £10.7m in 
2018/19) 

• The QIPP requirement for each year is a derivative of the assumptions used 
• Providers expected to find efficiency of 2% each year (in accordance with national guidance), 

together with additional savings arising from  the CCGs QIPP schemes. 
• The QIPP headings shown in the table represent the CCGs assumption of what it is expected to 

contribute towards the STP work streams 
• In addition to the STP headings, the CCG will need to continue to utilise other benchmarking 

information in order to deliver some of the QIPP (i.e. Milliman) 
• NHS Right Care approach is one of the expected areas to be further explored as part of the STP 

work streams 
• QIPP schemes now need to be developed by Commissioners to deliver the required level of 

savings against the work streams and also to develop schemes to reduce the level of unidentified 
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  2017/18 2018/19 
  £m £m 
Prescribing 2.2 1.5 

CHC 1.0 0.7 

New Models of Care 1.3 0.9 

Rightcare (Elective) 0.6 0.4 

MH Alliance 1.0 0.6 

Effective Flow and Discharge 0.9 0.6 

Prevention 0.8 0.2 

System Infrastructure (Running Costs) 0.5 0.5 

Estates 0.9 0.6 

Unidentified against any headings 0.0 4.8 

Total 9.2 10.7 
Percentage of total allocation 3.0% 3.4% 
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Movement from 2016/17 to 2017/18 
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£000’s 
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Key Risks and Mitigation 
Risk Mitigating Action RAG 

rating 
Better Care Fund – does not release the required reductions in 
non-elective activity, and/or LA partner is unable to fulfil plans  

The governance arrangements contained within the s75 ensure continual 
monitoring of expenditure and savings on the BCF, schemes to be 
evaluated and mitigating action taken where schemes are not delivering.   
 

Financial sustainability of local health and social care economy 
could impact on service delivery and investment decisions by 
CCG, in particular the part the CCG needs to be play through 
the STPs 

Non-recurrent contingencies set aside/reduction in investment 
System Transformation Plans to be developed with partners 

Size of QIPP challenge & pace of change Robust performance management to ensure QIPP plans are developed, 
agreed with providers and are on target.  Use of contingencies and/or 
reduction in investment 

Costs of meeting NHS Constitution obligations and developing 
new models of care may be higher than expected 

Review though planning governance framework and consider use of 
contingency and other non recurrent resources.  Continue to work with 
providers to agree a more managed way of contracting. 

  

Growth and Cost Pressures – increase beyond existing 
assumptions 

Close scrutiny of contract monitoring and regular contract reviews will 
highlight areas of concern and address any issues that emerge 

Changes to contracts to move toward outcome and capitation 
based (rather than block or PbR style contracts) 

CCG will continue to work closely with providers and the contracts team to 
review likely impact and address any issues as they arise, utilising CQUIN 
to incentivise transformation 
 

Growth on Co-commissioning of Specialised and Primary Care 
services may be insufficient, as still relatively unclear about the 
additional national funding available 

Use of reserves and contingencies, prioritisation of investments 

Estates Costs (relating to St James) are higher, and or savings 
not released as per business case, and the impact of the 
movement to market rent. 

CCG will continue to work closely with NHS Property Services and Solent to 
ensure funding flows are properly worked through and costs minimised.  
Assumption that additional funding will be made available to the CCG to 
cover the movement to market rent. 

Impact of National Tariff could have a detrimental impact on the 
CCGs financial position (i.e. movement to HRG4+ is still being 
worked through, early indication is that costs will exceed the 
allocation made to the CCG) 

Work with stakeholders to evaluate impact and use reserves/contingencies 
to offset any potential negative financial impact. 

Quality Premium milestones continue to be missed Milestones to be monitored and actions taken to rectify as necessary.  
Investment against allocation to be non-recurring. 

  

11 
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Recommendations 
• The Governing Board are asked to: 

– Note the draft Two Year Financial Plans, including key 
assumptions together with;  

• levels of investment, reserves and contingency;  
• the scale of the QIPP challenge, together with the current status of 

QIPP plans for 2017/18 
• the risks and mitigating actions 
• That it is likely that a further national plan submission will be 

required 
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Improving health services… 

Introduction and Context 

Introduction 
• Budgets prepared annually 
 
• Based upon 2017/18 – 

2018/19 National Planning 
Guidance and Allocations 
 

• Covers all revenue 
operating budgets 

 
 

Context 
• Local Health System – 

financially challenged 
• Integrated working across 

all partner organisations 
• STP requirements 
• Compact agreement with 

local CCGs 
• Running costs to be kept 

within allocation 
• Continuation of Better Care 

Fund 

1 
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Budget Setting Principles 

2 

• Budgets to be as realistic as possible - based upon 16/17 forecast 
outturn 

• Developed within CCG Allocation limits 
• Includes Allocations for Primary Care 
• Expenditure on CCG running costs within allocated amount 
• Reflects  ‘business rules’ – in-year breakeven; 1% non-recurrent 

(0.5% set aside, 0.5% transformation) and 0.5% contingency 
• Incorporates expected pay and price changes (2% efficiency 

deflator and 2.1% inflation uplift) 
• National and local investment priorities recognised 
• Budget reduction for productivity and efficiency measures 
• In year changes subject to appropriate authorisation processes 
• 2017/18 Budgets to be ‘signed-off’ by Budget Holders 
• Subject to the CCGs Detailed Financial Policies 



Improving health services… 

Expenditure Plans 

3 

• Existing recurrent expenditure forms basis of budget setting 
• Reflects full year effect of savings or investments 
• 2016/17 year end outturn review (over/underperformance) 
• Zero based budgets for CCG running costs (within allocation) 
• Inflation applied where appropriate 
• Population and consumerism increase modelled as appropriate 
• Other cost pressures – funding set aside to cover potential cost 

pressures and risks 
• Reserves set aside for National and investment priorities, to 

deliver the STP requirements – agreement through CSC/PCC 
during the year 



Improving health services… 

QIPP 

4 

• QIPP targets for 2017/18 £9.2m (3% of allocation) 
• QIPP targets against each STP programme area 
• Budgets adjusted to reflect required savings  
• Efficiency passed onto providers (in addition to QIPP) is £3.8m 
• Process in place to establish detailed schemes 
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QIPP 2017/18  

5 

QIPP 17/18 Target 
£’000 

17/18 
Stretch 
Target 
£’000 

Prescribing 1,433 2,163 

CHC 680 1,027 

New Models of Care 860 1,298 

Rightcare (Elective) 380 574 

MH Alliance 690 1,042 

Effective Flow and Discharge 630 951 

Prevention 500 755 

System Infrastructure (running costs) 330 498 

Estates 590 892 

Unidentified 3,107 0 

Total 9,200 9,200 

• QIPP targets follow the headings used within the STP 
• SRO’s and process in place to prepare detailed plans 
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Draft Financial Plan 2017/18  
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         Summary Financial Model 2016/17 2017/18 
  £m £m 
 Resources:     
  Recurrent baseline allocation 258.7 266.4 
  Primary Care Co-Commissioning 26.8 28.1 
  Running Costs allocation 4.7 4.7 
  Increase to recurrent baseline allocation 7.9 5.6 
  Non-Recurrent Allocation 0.0 1.6 
  Surplus repayment 3.1 0.0 
 Total Resources 301.2 306.3 
      
 Expenditure:     
Acute Commissioning 142.5 144.3 
Mental Health Commissioning 31.6 34.0 
Community Services Commissioning 27.9 30.1 
Primary Care Commissioning 36.6 38.2 
Co-Commissioning 26.8 28.1 
Continuing Care 15.7 17.1 
Other Commissioning 12.5 12.5 
Running Costs 4.7 4.7 
Reserves & Contingencies 9.2 6.6 
 Total Expenditure 307.5 315.6 
      
Quality, Innovation, Productivity and Prevention 
(QIPP) 9.4 9.2 
      
 Surplus  3.1 0.0 
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Recommendations 

• The Governing Board are as asked to: 
• Approve the budget setting policy for 2017/18 
• Note that urgent action is required to develop detailed plans to 

support the delivery of the £9.2m QIPP target 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 4 January 
2017 at 1.00pm - 3.00pm in the Committee Room, CCG Headquarters,  

1 Guildhall Square, Portsmouth PO1 2GJ 
 

Summary of Actions 
 

 

Agenda 
Item 

Action Who By 

7.12.16 
J York to bring an update paper to CSC on recurrent funding for 
Safe Space Service. 

J York 
Feb 
meeting 

 
 
Present: 
 
Lyn Darby  - Deputy Chief Commissioning Officer (For Alex Berry) 
Jane Cole  - Deputy Chief Finance Officer 
Carly Darwin  - Practice Manager Representative 
Michael Drake  - Director of Planning & Performance 
Dr Elizabeth Fellows  - Clinical Executive Member and Chair of CCG Governing Board 
Dr Jim Hogan  - Clinical Leader/Chief Clinical Officer (Chair) 
Katie Hovenden  - Director of Primary Care 
Dr Jonathan Price  - Clinical Commissioning Lead 
Innes Richens   - Chief Operating Officer 
Suzannah Rosenberg  - Director of Quality and Commissioning 
Michelle Spandley  - Chief Finance Officer 
Dr Kevin Vernon  - Clinical Commissioning Lead 
Jo York  - Director of Better Care 
 
Dr Annie Eggins  - GP Eastney Health Centre (Observer) 
Linda Foster    - Executive Assistant (Minutes) 
 
 

 
 
1. Apologies and Welcome 

 
Apologies were received from:  Dr Linda Collie, Dr Dapo Alalade, Dr Tahwinder Upile, and 
Andy Silvester.   
 
Dr Elizabeth Fellows introduced and welcomed Dr Annie Eggins, GP from Eastney Health 
Centre who is currently undertaking some work at the CCG. 
 

2. Declarations of Interest 
 
There were no declarations of a conflict of interest. 
 

3. Items for Any Other Business 
 
One item was raised for AOB – please refer to Agenda item 10 of the Minutes. 
 

4. Minutes of Previous Meeting 
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The minutes of the Clinical Commissioning Committee held on Wednesday 7 
December 2016 were approved as an accurate record. 
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
7 December 2016 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By Progress 

3.6,3.8.16/ 
7.12.16 

J York to bring a paper to CSC to address 
the issue of recurrent funding for Safe 
Space Service. 

JY Feb 
17 

Work in progress 
for February 17 
meeting. 

5, 2.11.16 K Hovenden to ensure that TARGET team 
is aware of the new arrangements re the 
Solent Recovery College Project Manager 

KH Dec 
16 

Post meeting note – 
Complete. 

6, 2.11.16 L Foster to check with Primary Care 
whether any examples received from 
practices with concerns re the ISTC 
Ophthalmology Service. 

LF Dec 
16 

Primary Care has 
linked with 
Commissioning 
Team – Complete. 

9, 2.11.16 K Hovenden to circulate the data on 
utilisation of the Minor Ailments Scheme & 
breakdown by practice. 

LF Dec 
16 

Complete. 

7 Operating Plan - M Drake to check if 
feedback received from NHS England on 
the GP Forward View Plan submission. 

MD Dec 
16 
 

Still awaiting 
feedback from 
NHSE. 

7 M Drake to circulate the draft Operating 
Plan for further comments. 

MD Dec 
16 

Complete. 

 
 

5. Planning Update 
 

 National Planning 
Michael Drake presented the Planning Update paper and informed the Committee that the 
National submission of the Joint Operating Plan was submitted to NHS England on 23rd 
December 2016.  The CCG is yet to receive any feedback from NHS England on the 
submission. 
 

 Local Operating Plans 
Michael Drake updated the Committee on a proposed additional System Wide Operating 
Plan. This is in the early stages, and the Planning and Performance team are pulling 
together draft provider operating plans & aligning to the STP and CCG Operating Plan.  
 
Michael Drake updated the Committee members on the development of the Health & 
Care Portsmouth Operating Plan. This will detail plans to deliver the four work-streams.  It 
was noted this is a complex, multi-organisational piece of work.   
 

 QIPP 
The Planning and Performance team also continue to support commissioners to develop 
robust plans for delivery of projects as detailed in our operating plan to realise the STP 
and meeting the QIPP gap. 
 
The QIPP challenge for the CCG remains £9.2m for 2017/18 and £10.7m for 2018/19.  
 
Michael informed that at the December Portsmouth Programme Planning Board meeting 
(P3B), was used to escalate to executive leads concerns that the level of QIPP identified 
is insufficient.  At this meeting; senior responsible officers (SRO) were assigned specific 
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programme areas for a value of the STP (savings). SROs agreed to keep an oversight of 
these areas during the month and to provide feedback at the January P3B meeting. 
 

 STP 
Dr Jonathan Price queried if there had been any financial feedback on the STP, around 
the capital required for new buildings.   
 
Dr Jim Hogan replied that funds for new buildings would come from the sale of Estates. 
 
It was noted that a petition challenging the premise of the STP has been received by 
Portsmouth City Council.  Innes Richens informed the CSC that the CCG will help inform 
the response by the City Council to the petition members. 
 
Dr Kevin Vernon asked if the CCG is making allowances for the City Council budget cuts 
to Social Care. 
 
Dr Jim Hogan responded that what we commission needs to work for the whole system.  
Consultations with the public and patients going forward, may need to reflect what we will 
need to stop commissioning. 
 
Innes Richens said that the Local Authorities may decide to carry out the consultations.  
Conversations are on-going between the CCG and the Local Authority. 
 
The Committee members discussed how areas that are not making savings will be 
managed. It was noted that savings have been allocated across various areas and work-
streams across the whole system to be managed accordingly.   
 
The Committee members discussed workforce issues and the fact that there are no new 
GPs coming through.  Also there is a need for more nurses and care-workers and whether 
there should be more investment into the community, where the patients will be. 
 
Dr Jim Hogan informed that Richard Samuel will continue leadership of the STP for now. 
 
The Clinical Strategy Committee noted: 

 The challenges in identifying QIPP savings 

 Ongoing work to produce a local delivery system operating plan (joint with 
providers) 

 Ongoing work to produce a Health and Care Portsmouth operating plan 

 The successful submission of the Joint Operating Plan 
 

 
6. Project Plans for Review 

 
Michael Drake presented one operational plan to the CSC for noting:  
Tele-dermatology Service, the timescales and finances for this project plan have been 
reviewed and signed off by finance. 
 
Commissioners anticipate launching the Tele-dermatology Service at the end of 
January/early February.  The Arden’s template (for referrals) will be issued to practices 
soon.  The new service will be advertised ahead of the launch by Commissioners. 
 
The Tele-dermatology Service is designed to reduce the need for a face to face first 
outpatient appointment, by providing access to a medical photographer in the community 
via a GP referral, which is then sent to the dermatology consultants for advice and 
guidance and a decision to be referred.  A report is sent back to the referring GP to take 
further action if required. 
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The Clinical Strategy Committee noted the progress of the Tele-dermatology 
Service project plan and accepted/approved the intention to launch the Service. 
 
 

7. Continuing Health Care beds - Update 
 
Caroline Curtis attended the Clinical Strategy Committee to provide members with an 
update and recommendations on the tender award for block beds for Continuing 
Healthcare. 
 
Caroline Curtis explained that following approval from the CSC, Portsmouth City Council 
tendered in August 2016 for up to 30 Standard beds and up to 18 Challenging behaviour 
beds for Continuing Healthcare. 
 
A total of 18 of the Standard beds were bid for by two providers and a total of 9 
Challenging behaviour beds were bid for by one provider. 
 
Cosham Court Nursing Home bid for 12 beds and Latham Lodge 6 beds. Both homes met 
the minimum procurement requirements and have had a CQC inspection in the last 4 
months achieving an overall standard of ‘Good’ across the five main domains.  It was 
noted that commissioners were very impressed with the bid from Cosham Court Nursing 
home. 
 
The paper recommends that the CSC supports Portsmouth City Council under the present 
s75 arrangements to agree the awarding of a 4 + 2 year contract for nursing beds to the 
successful bidders as above on a block contract basis.  Formal approval will be sought 
through the PCC procurement process in the form of a Gateway 4, which has not yet 
been submitted.  
 
No award was made to the bid received for the Challenging behaviour beds. The 
Commissioners agree more work is required and the ICU team will be working with 
providers in taking this forward via a different route and shared learning. 
 
Caroline informed the CSC that some providers felt they needed more support in 
preparing and submitting bids.  Commissioners agreed and will provide training and 
support in the future.  Commissioners will also go back to providers that nearly submitted 
a bid but were put off doing so, to offer support and training with potential bids.  It was 
noted that capacity is also an issue. 
 
There is a short-fall of 12 continuing care beds; with only 2 or 3 vacancies in the City at 
any one time, commissioners will continue to ‘spot purchase’ for these. 
 
A question was raised with regards to whether the 12 beds may be purchased as a Direct 
Award.  Caroline advised that PCC Procurement would have to open up the Framework 
again in order for this to happen.   
 
The Committee agreed there is a need to show that we are working well with nursing 
homes and improving Quality; this may drive up the costs for self-funders.  PCC/CCG 
need to continue with an active market management approach to know what the costs will 
be for the next 5 years. 
 
Suzannah Rosenberg explained that commissioners have been looking at a pricing 
structure for beds.  A piece of work has been started looking at costing in layers for CHC 
beds.  ICU commissioners will continue to carry on with this work and learning; and 
update the CCG accordingly.  
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The Clinical Strategy Committee accepted and supported the awarding of the 5 + 2 
year contract for nursing beds to the successful bidders identified from the 
procurement process. 
 
 

8. Minutes of Other Meetings – for noting 
 
The following Minutes were presented for noting: 

 Minutes of the Clinical Executive Committee Meetings held on 23 November 2016 

 Minutes of the SHIP 8 Priorities Committee Meeting held on 14 September  2016 
 

The Clinical Strategy Committee accepted the above Minutes.  
 
 

9. Any Other Business 
 
Dr Jim Hogan advised that the Minutes of the Clinical Executive Committee would no 
longer be reported to CSC as per new Governance arrangements. 
 
Dr Kevin Vernon raised whether it would be appropriate for the Minutes of the Portsmouth 
Informatics Board and or the Information Technology Enabling Change Board be brought 
to CSC meetings going forward.   
 
Michelle Spandley informed this is being considered already outside of this meeting. 
 
 

10. Date of Next Meeting 
 
The next Clinical Strategy Committee Meeting will be held on Wednesday 1 February 
2017 in the CCG Committee Room, from 1 – 3 pm. 

 
Minutes: L Foster  
09/01/2017 

 

 



1 
 

 
 

 
Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 February 

2017 at 1.00pm - 3.00pm in the Committee Room, CCG Headquarters,  
1 Guildhall Square, Portsmouth PO1 2GJ 

 
Summary of Actions 

 
 

4.1.2017 
(6) 

JG agreed to take actions to ensure that Covalent is updated 
with regards to timescales reported to P3B and clarification of 
the investment required.  

James 
Gagliardini 

Feb/March 
2017 

4.1.2017 
(6) 

James to inform Michelle Spandley of the level of investment 
required for Portsmouth CCG. 

James 
Gagliardini 

Feb/March 
2017 

4.1.2017 
(6) 

The Perinatal Project to return to a Clinical Strategy Committee 
in nine months to provide an update on delivery of services with 
a particular focus on outcomes. 
 

James 
Gagliardini 

November 
2017 

 
 
Present: 
 
Dr Dapo Alalade  - Clinical Executive Member 
Lyn Darby  - Deputy Chief Commissioning Officer (For Alex Berry) 
Jane Cole  - Deputy Chief Finance Officer 
Carly Darwin  - Practice Manager Representative 
Michael Drake  - Director of Planning & Performance 
Dr Jim Hogan  - Clinical Leader/Chief Clinical Officer (Chair) 
Dr Jason Horsley  - Consultant, Public Health Portsmouth City Council 
Katie Hovenden  - Director of Primary Care 
Innes Richens   - Chief Operating Officer 
Andy Silvester   - Lay Member 
Michelle Spandley  - Chief Finance Officer 
Jo York  - Director of Better Care 
Linda Foster    - Executive Assistant (Minutes) 
 
 

 
 
1. Apologies and Welcome 

 
Apologies were received from:  Dr Elizabeth Fellows, Innes Richens, Alex Berry, 
Suzannah Rosenberg, Dr Tahwinder Upile, Dr Kevin Vernon and Dr Jonathan Price. 
 
Dr Jim Hogan introduced and welcomed Dr Jason Horsley as a newly appointed member 
of this Committee.   Dr Horsley was appointed in January to a joint role as the Consultant 
in Public Health for Portsmouth City Council and Southampton City Council.  
 

2. Declarations of Interest 
 
There were no declarations of a conflict of interest. 
 

3. Items for Any Other Business 
 
There were no AOB items raised. 
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4. Minutes of Previous Meeting 

 
The minutes of the Clinical Commissioning Committee held on Wednesday 4 
January 2017 were approved as an accurate record. 
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
4 January 2017 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By Progress 

7.12.16 J York to bring an update paper to CSC on 
recurrent funding for Safe Space Service. 

JY Feb 
17 

On Agenda  
Action complete 

 
 

5. Planning Update 
 
Michael Drake presented the Planning Update paper to the Committee.   
 
Local Planning 
 

 ACS – System Operating Plan 
The Committee was informed that work continues across the system as part of the 
emerging ACS, to produce a local system operating plan.  A workshop was held on 13 
January 17, to agree and align the main schemes.   
- Elective – Demand Management 
- Urgent Care 
- OPMH and AMH Out of Area Placements 
- Back Office 
- Continuing Health Care 
- Medicines Optimisation 
- Prevention and Self-Management 

 
 Health and Care Portsmouth - Local Delivery Plan 

Michael Drake informed that a successful meeting had been held with Portsmouth Health 
and Care Executive; at which agreement was made to contribute to delivery of the Health 
and Care Portsmouth Local Delivery Plan. Key areas of focus and deliverables defined 
around the following areas: 
- Driving the development of the Community Hubs for primary care 
- Development the children’s centres to be Family Hubs 
- Continuing the development of the integrated teams for adults and children 
- Remodelling domiciliary care 
 
Two areas of development programmes have been highlighted:  
- Defining the prevention and early intervention programme 
- Working up the approach to assistive technology 

 
 There were two areas of ‘enabling’ work highlighted: 
- Information Governance 
- Estates 

 
Michael informed that a teleconference was held on 20th January with NHS England to 
discuss the 3 CCGs Operating Plan.  NHS England are content with Portsmouth CCG’s 
Financial Plan.  It was noted that Fareham & Gosport and South Eastern Hampshire 
CCGs held a separate financial plan meeting, where plans to address their financial 
situation were discussed.  
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It is important to ensure that all of the plans link together and map to each other in order 
to deliver locally and across the system. 
 
Local Planning – QIPP 
 
Michael Drake drew attention to the table showing QIPP Targets for 17/18 and 18/19 
which have been proportionally allocated to STP programme area by the Finance Team. 
Commissioners are developing project plans to meet this challenge. Senior Executive 
Leads (SROs) have been assigned to each programme area and report at the monthly 
P3B meeting. 
 
Katie Hovenden and Innes Richens have met with Tom Kenny, Public Health Portsmouth 
City Council to discuss the prevention work stream information for the STP.  Public Health 
England published figures were used and put into the Operating Plan and STP plan.   
The Committee discussed what the process might be if the QIPP figures do not deliver in 
1 – 5 years. 
 
The Committee discussed primary and secondary care prevention areas of QIPP savings.   
 It was agreed that a stocktake of the figures would be undertaken to understand this fully, 
and if necessary the STP would be refreshed. 
 
Dr Jim Hogan updated the Committee on an Assurance Meeting held last week to discuss 
the Delivery plan for 2017-18 contract & RTT.  Another meeting is scheduled for 15th 
February 17, where we are required to submit a ‘concrete’ plan for an Accountable Care 
System (ACS) in which the deliverables need to be ‘active’.  Dr Hogan said all partners 
need to recognise the solutions in order to get transformation quickly.  The plan needs to 
include what actions the CCG has taken an what actions will be made in order to get 
some order back, and share the risk with all provider organisations involved showing they 
are all working together as one system. 
 
Michelle Spandley updated the Committee members that following the above meeting, a 
letter has been received from NHS England and NHS Improvement which confimed the 
key points for delivering the RTT plan and next steps for the ACS.   
 
At an Activity meeting held yesterday, finance teams discussed the finance challenge in 
17/18 (£96m), activity levels, and how these can link into the relevant plans.   
Michelle Spandley will also meet with the Director of Finance at PHT to formulate one 
plan. 
 
Dr Hogan suggested that Directors keep each other appraised of progress in preparation 
of the meeting on 15th February which can also be taken to the A&E Delivery Board 
meeting on 16th February. 

  
The Clinical Strategy Committee noted the content and recommendations contained 
within the Planning Update and agreed the next steps required for delivery of the 
QIPP Challenge. 

 
 
6. Project Plans for Review 

 
James Gagliardini, ICS Commissioning Project Manager, attended the meeting to provide 
an update on the Community Perinatal Service Project Plan. 
 
James explained that the aim of this project is to extend the catchment area of the 
Hampshire Perinatal Mental Health Community Service to include North East Hants & 
Fareham, Portsmouth and the Isle of Wight, thereby providing a high quality service 
across Wessex.   
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The project will provide support and care to include pre-conceptual antenatal and 
postnatal and will be integrated with all services involved to assure optimal prediction, 
prevention, detection, treatment and recovery with the aim of eliminating avoidable harm. 
 
Previously those areas without specialist service amounting to 6,500 births per year.  It is 
estimated that 4 to 5% maternities will require the input of the specialist perinatal mental 
health services each year. 
 
A bid was developed with commissioners from all 3 CCGs (Portsmouth, IOW and NE 
Hants & Farnham), the existing service (Southern Health) and key stakeholders to NHS 
England to extend and develop the community perinatal mental health offer.   
 
The key milestones of the project were discussed: It was noted that agreement is required 
on progress that Solent Health has made regarding the level of IT and IG provision across 
the 3 CCGs, which has been flagged as a risk.  The finalised service specification aligned 
to cover the new areas is awaited and contracts need to be finalised, agreed and signed 
for the service to be up and running by March 17. 
 
The service will be evaluated throughout the delivery time for the project (3 years) with a 
view to developing a full business case to mainstream the service. The new service 
(business case) will then go through a procurement process.  
 
Patients are referred to Southern Health largely by their GPs. It was suggested that the 
Communications Team are involved in informing GPs to ensure they are clear about out-
comes and how this project is trying to achieve a single pathway for perinatal mental 
health and including antenatal and post-natal health. 
 
James informed the Committee of a Steering Group he is a member of that are looking at 
the perinatal mental health pathway.  It was agreed to bring this information back to the 
CSC.   
 
James agreed to take actions to ensure that Covalent is updated with regards to 
timescales reported to P3B and clarification of the investment required.   In particular, 
James to inform Michelle Spandley of the level of investment required for Portsmouth 
CCG.  

Action: J Gagliardini 
 

The Perinatal Project to return to a Clinical Strategy Committee in nine months to provide 
an update on delivery of services with a particular focus on outcomes. 

Action: J Gagliardini 
 

The Clinical Strategy Committee noted the update on the Perinatal Mental Health 
Project Plan. 
 

7. Safe Space Service - Update 
 
Jo York presented the Safe Space Service Business Case which is seeking approval for 
re-current funding from NHS Portsmouth CCG to enable the continuation of the Safe 
Space Service beyond March 2017.  
 
Jo York informed the Committee of discussions held with the Safer Portsmouth 
Partnership, Portsmouth University, Community Safety, Public Health, and colleagues 
from Portsmouth City Council.  Jo confirmed that the University of Portsmouth has agreed 
to fund £10,000 non-recurrent towards the Safe Space Service. 
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This paper recommends that CCG work in partnership to further explore the potential 
service developments, including the increased availability of student placements and 
greater focus on health promotion. These may secure further savings in the cost of the 
service and/or further reductions in ED attendances or SCAS conveyances.  
 
Dr Jason Horsley endorsed the importance of keeping the conversation going with the 
University and other partnership teams to use as a resource for development work.  
 
The CCG has secured the support of the Safer Portsmouth Partnership Board and the 
Public health Service to continue to monitor and develop the service as part of the wider 
Alcohol Strategy for the City. 
 
The Clinical Strategy Committee accepted the recommendations within the paper 
and approved recurrent funding of £41,688 to be paid annually from 1 April 2017, to 
enable the continuation of the Safe Space Service. 
 
 

8. ECN/AWP Provider Contracts extension – 17/18 contract round 
 
Michelle Spandley introduced the above paper which is brought to this Committee for 
information and transparency. 
 
Michelle informed that the current contracts are due to expire on 31st March 2017 and this 
paper explains the recommendation to extend Any Willing Provider (AWP) contracts to 
BMI, Nuffield, Ramsay and Spire (Extended Choice Network for Elective/Planned Care) – 
choice extends to any provider who contracts with the NHS. 
 
The Committee discussed how this type of contract will keep on tariff a small level of 
activity with non-NHS providers.  Michelle informed that PHT will also have their own 
contract with the non-NHS provider.   
 
A question was asked with regards to the cost if a GP refers a patient to the non-NHS 
provider.  Michelle advised that the tariff would be the same as a referral to PHT (NHS). 
 
The Clinical Strategy Committee noted the information contained within the paper. 
 

9. Personal Health Budgets 
 
Dominic Dew Commissioning Programme Manager from the Integrated Commissioning 
Service attended the meeting to provide an update report on Personal Health Budgets 
(PHB). 
 
Dominic Dew explained that PHBs were introduced in 2014 for people with Continuing 
Health Care (CHC) needs.  Since 2015 the CCG were asked to expand their local PHB to 
other cohorts.   
 
Portsmouth CCG is an Integrated Personalised Commissioning (IPC) demonstrator site 
and has a target of 437 PHBs by March 2018.  
 
The aim of a PHB is to increase an individual’s independence and choice by giving them 
control over who delivers the jointly agreed support services they need. The individual can 
manage the budget themselves or a family member can do so on their behalf. 
 
It was noted that there are a number of PHBs for individuals with Learning Disabilities.  
These are notional budgets, predominantly with social care and not health. 
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Dominic informed the Committee members of the essentials of a PHB and the criteria on 
how they may be spent and any restrictions.  There are three types of PHB: 
a) Notional budgets – the individual is informed of their funding amount and decides 

how the budget is used by input into the care plan, but the CCG continues to 
commission services manage contacts and make purchases. 

b) Third party budgets – the money is held by a different organisation to the individual 
and the NHS and arranges and pays for all of the services on behalf of the individual 
in accordance with the care plan 

c) Direct Plan – the individual or authorised representative receives the funding and 
they purchase the services or support they need in accordance with the agreed care 
plan (with or without assistance) 

 
Dominic explained that the ICS has established a ‘Task & Finish’ group to work through 
and resolve the issues relating to PHBs as outlined in section 4 of this paper.  A progress 
report will be brought back to CSC in six months’ time. 
 
The Clinical Strategy Committee noted the current position of PHBs and accepted 
the direction of travel of work going forward, and for an update report to come to a 
Clinical Strategy Committee in six months’ time. 
 

10. Minutes of Other Meetings 
 
The following Minutes were presented for noting: 

 Minutes of the Local Estates Forum held on 28th November 2016. 
 

The Clinical Strategy Committee accepted the above Minutes.  
 
11. Any Other Business 

 
Michelle Spandley informed the CSC that Solent NHS are finalising a Business Case for 
the St James’ Hospital site and are awaiting a reply from NHS England regarding funding.    
 
Dr Hogan said it was important that the CCG is involved and that timescales are kept to, 
so as to avoid any voids post March 2018. 
 
 

12. Date of Next Meeting 
 
The next meeting will be held on Wednesday 1st March 2017 from 1 – 3 pm in the CCG 
Committee Room, NHS Portsmouth CCG Headquarters. 
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Minutes of a Meeting of the Audit Committee held on  

Wednesday 14 December 2016, 1:00-3:00pm  
in the Committee Room, NHS Portsmouth CCG Headquarters, Civic Offices,  

4th Floor, 1 Guildhall Square, Portsmouth 
 

Summary of Actions 
 

Agenda 
Item 

Action Who By 

6a Share Operational Guide for PHBs with Jane Cole WB 31/12/16 
7a Email Counter Fraud newsletter to Lay members when produced DOC As and when 

 
Present: 
 
Dr Dapo Alalade  - Clinical Executive 
Julie Cullen  - Registered Nurse Representative 
Tom Morton  - Lay Member 
Jackie Powell  - Lay Member 
Andy Silvester  - Audit Committee Chair 
 
In attendance: 
 
Will Barnard  - Audit Manager, TIAA Ltd 
Jane Cole  - Deputy Chief Finance Officer 
Dr Jim Hogan  - Chief Clinical Officer 
Jennison Baskerville  - Local Counter Fraud Specialist, Hampshire & Isle of Wight  
   Fraud & Security Management Service 
Debbie O’Connor  - Personal Assistant to Chief Finance Officer 
Giles Parratt  - Director of Audit, TIAA Ltd 
Innes Richens  - Chief Operating Officer 
Michelle Spandley  - Chief Finance Officer 
David White  - Manager, Ernst & Young 
 
 
1. Apologies and Welcome 
 

Following introductions around the table, apologies were received from Nikki Burnett, Tracy 
Sanders, Angela Sumner and Sam Willoughby. 
 

2. Declarations of Interest 
 

Innes Richens confirmed that he had a dual role as Director of Adult Social Services for 
Portsmouth City Council. 
 
Giles Parratt confirmed that he was Head of Internal Audit for Portsmouth Hospitals NHS 
Trust 

 
3. Minutes of the meeting held on 7 September 2016 
 

Item 6a Internal Audit Progress report 2016/17: change the word ‘plans’ to ‘reviews’ in the 
sentence ‘The following 2015/16 reviews have been completed’.  Otherwise the minutes of 
the meeting held on the 7 September 2016 were approved as an accurate record. 
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4. Matters Arising 
 
4.1 a. Summary of Actions 
 

The summary of actions from the last meeting were discussed and reviewed as follows: 
 

Agenda  
Item 

Action Who By Progress 
 

6c Confirm the name Consultant appointed 
to carry out QIPP review and check on 
progress  

MS Next 
meeting 

Post meeting note: The original 
minute was in respect of the 
Paediatric Plan.  The Management 
Consultant is Donna Ockenden 
who provided a stocktake of the 
Plan and proposed a way forward.  
The commissioning team are 
reviewing the Plan. 

9c Circulate the Governance Review TS Next 
meeting 

Completed. 

 
5. External Audit 
 

a. External Audit Progress Report 
 
David White presented the External Audit Progress Report which summarised the work 
undertaken since the last Audit Committee meeting in September 2016.  The purpose of 
this report was to provide the Committee with an overview of Ernst & Young’s plans for the 
2016/17 audit, to ensure they were aligned with the CCG’s service expectations.   
 
David White was pleased to confirm that Paul King would be returning as Executive 
Director for the 2016/17 audit.  Paul was the engagement lead for the CCG’s audit in 
2013/14 and would therefore be familiar.  Paul would also be the engagement lead for 
Fareham & Gosport and South Eastern Hampshire CCGs for 2016/17.   
 
Ernst & Young are required to give an audit opinion on whether the financial statements of 
the CCG give a true and fair view of the financial position as at 31 March 2017 and of the 
income and expenditure for the year then ended.   A risk based approach to the audit will 
be undertaken.  The CCG’s Governing Board papers will be reviewed and Ernst & Young 
will take into account the wider NHS environment.  All of the CCG’s Audit Committee are 
attendees. 
 
Ernst & Young have started the CCG’s audit planning and risk assessment and intend to 
bring forward as much work as possible this year, completing their high level planning and 
risk identification procedures in December 2016 and January 2017. It would seek to 
complete early substantive testing in January 2017 and bring the Audit Plan to the Audit 
Committee meeting in March. The timing of our visits have been agreed with the finance 
team. 
 
In connection with the value for money conclusion, the value for money risk assessment 
would be to the same timescale, some focus being on delivering the requirements of the 
STP.  Ernst & Young would report any risks identified in their Audit Plan and if any 
significant risks are identified, they would complete their work in this area at the year end. 
 
Ernst & Young would continue to use their computer-based analytics tools to enable them 
to capture whole populations of your financial data, in particular payroll, cash payments 
and receipts and journal entries. 
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The final page of the report sets out the timetable showing the key stages of the audit, 
including the value for money work, and the deliverables we will provide to you through the 
2016/17 Audit Committee cycle.  
   
The Audit Committee accepted the contents of the External Audit Progress Report 
 
b. Audit Committee Health Sector Briefing 
 
The briefing produced by the CCG’s External Auditors is one of the way Ernst & Young 
hope to continue to support the CCG in an environment that is constantly changing and 
evolving.  It covers issues which may have an impact on the CCG, the health sector and 
the audits that Ernst & Young undertaken.   
 
The Committee welcomed these briefings and the opportunity to discuss the questions 
posted to Audit Committees. 
 
Andy Silvester and Michelle Spandley had recently met and scrutinised these questions 
and were satisfied and that the CCG was aware of all the areas and acting upon them 
accordingly. 
 
Jackie Powell highlighted the issue on page 7 under ‘what questions should the Audit 
Committee ask itself? ‘are there lessons for us to learn in respect of Commissioning / 
Contracting from the Uniting Care Partnership report? 
 

a) Michelle Spandley and Innes Richens explained that this contract and its apparent 
failings were known to the CCG. 

b) It is vital therefore that for any future tendering process we do not make the same 
errors, hence the publishing of the findings. 

 
The Audit Committee accepted the contents of the Audit Committee Health Sector 
Briefing 
 

6. Internal Audit   
 

a. Internal Audit Progress Report 
 
Giles Parratt presented the Internal Progress Report 2016/17 which gave a summary of 
progress against the 2016/17 approved Internal Audit Plan and to provide assurance 
through the final reports issued. 
 
The following two reports had been finalised: 
 

• Procurement: given a substantial assurance with no recommendations 
• Quality Assurance: given a reasonable assurance with two recommendations.  

Response being addressed, with nothing to flag of major concern. 
 
Giles Parratt was confident that the Head of Internal Audit Opinion would be available in 
quarter 4, with a draft being sent out on 17 March.  Jane Cole queried whether an Interim 
Head of Internal Audit Opinion could be made available in January as previously.  Jane 
Cole and Giles Parratt to co-ordinate dates and requirements for the month 9 closedown. 
 
Quarter 3 fieldwork had been completed, with reports imminent. 
 
Across the TIAA CCG client base, TIAA were asked to undertake reviews specific to 
individual clients that may be of relevance to the wider CCG community. Personal Health 
Budgets is an issue, which whilst not material in terms of numbers and value for some 
CCGs, does require the establishing of clear operational controls.  
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Will Barnard reported that one of their client CCGs had produced an operational guide for 
PHBs which reflected good practice and which was available to share with the CCG. A 
briefing had also been issued on ‘Lessons Learned - Commissioners: Personal Health 
Budgets’ - this summarised the findings from audit work carried out by TIAA in the last two 
years across our commissioning clients.  
 
Action for Will Barnard: Share the Operational Guide for PHBs 
 
The Audit Committee noted the contents of the Internal Audit Progress Report 
 
b. 2016/17 Internal Audit Final Reports 
 
Will Barnard then presented the 2016/17 Internal Audit Final Reports.  As previously 
stated, the following two reports had been completed: 
 
Quality Assurance: given a reasonable assurance with two recommendations 
Page 2: Recommendation - The collation of PHL quality data to be developed in 
conjunction with the CCG to ensure that all the required quality data is consolidated and 
reported in one report.  Quality are to take the lead on PHL and the CCG is currently 
awaiting information from PHL.  
 
Page 3: Operational Risk area: Recommendation – The CCG continue to formally develop 
its ‘organisational development’ intervention at PHL in order to effectively manage the 
contract to its end date in 2017. 
 
Procurement: given a substantial assurance with no recommendations 
 
The Audit Committee noted the contents of 2016/17 Internal Audit Final Reports 
 
c. Internal Audit Follow up Recommendations Report 
 
Will Barnard presented the list of Internal Audit follow up recommendations showing the 
new colour format which made the report easier to understand. 
 
The Audit Committee accepted the contents of the Internal Audit Follow up 
Recommendations Report 
 
b. Internal Audit Briefings 

 
The following briefings produced by the CCG’s Internal Auditors, to inform the Audit 
Committee of general issues affecting the health sector, were previously circulated to Audit 
Committee members who considered these to be extremely useful and helpful. 
 
• Introduction of the New Polymer £5 Note 
• Lessons Learned from Review of the Mobilisation Stage of a Large Innovative 

Commissioning Contract 
• New Provider ‘Single Oversight Framework’ 
• Operational Planning & Contracting Guidance 2017-19 
• Consultation on Managing Conflicts of Interests 
• Uniting Care Procurement 
• Selected Summaries of Investigations by the Parliamentary and Health Service 

Ombudsman (PHSO) October to December 2015 
• Raising Awareness of Phishing Scams and Cyber Security 
• Client Digest - Lessons Learned Briefing - Commissioners: Personal Health Budgets 
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The Audit Committee noted the contents of the Internal Audit Briefings previously 
circulated 
 

7. Local Counter Fraud Services 
 

a. Local Counter Fraud Services Progress Report 
 

Jennison Baskerville presented the Local Counter Fraud Services Progress Report in 
respect of the four strategic areas for countering fraud and corruption during the period 10 
August to 22 November 2016. 
 
Jennison Baskerville confirmed that he had been appointed in the interim as Heather 
Greenhowe’s replacement until March 2017 at which time Karen Travers would take over 
this role going forward. 
 
Jennison Baskerville reported that there were no particular concerns.  The focus had been 
on providing the online training package which had now gone live and arrangements were 
being made to test a group of people. 
 
Section 4.1 Local and National Fraud Prevention Notices, Alerts and Intelligence Bulletins: 
These were widely distributed; with the benefit of staff receiving these being that it keeps 
staff fully informed/aware of incidences of fraud.  In particular, the CEO fraud bulletins 
highlight the increase in fraud via electronic transfer with the fraudsters targeting NHS 
Trusts.  
 
Andy Silvester suggested emailing the Counter Fraud newsletter is sent to Lay members 
when produced. 
 
Action for Debbie O’Connor: Email Counter Fraud newsletter to Lay members when 
produced 
 
The Audit Committee noted the contents of the Local Counter Fraud Services 
Progress Report 
 

8. Financial Matters 
 

a. Finance Report 
 

Jane Cole tabled the month 8 finance report the finance report for the period ending 30 
November 2016 (month 8) and was pleased to confirm that the CCG remained on track to 
meet its 2016/17 target surplus of £3.1m.  The financial position and forecast is carefully 
reviewed in detail each month, taking into account any emerging pressures, and looking at 
how those will be mitigated.  The CCG is still awaiting National Guidance as to the 
use/release of the uncommitted 1% non-recurrent funds. 
 
Action for Debbie O’Connor: Send out Month 8 Finance Report 
 
The Audit Committee noted the contents of the Finance Report 
 
b. Audit Committee Work Programme 2017 
 
Michelle Spandley presented the Audit Committee Work Programme for 2017 which was 
agreed and approved by Audit Committee members 
 
The Audit Committee agreed and approved the Audit Committee Work Programme 
2017 
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c. Use of the NHS Portsmouth CCG Trust Seal 
 

None to declare. 
 

The Audit Committee accepted and noted the contents of the NHS Portsmouth CCG 
Seal Report 
 
d. Record of Chair’s Actions for noting 
 

i. The following Chair’s Actions undertaken by the Chair of the Governing Board are 
presented to the Audit Committee for scrutiny.  As the following  two documents 
were commercially sensitive, these were tabled and destroyed at the end of the 
meeting: 

 
 Enteral Feeds and Associated products procurement ratification - Three 

contracts came up for renewal, providing enteral feeds and associated products 
to both Secondary Care organisations and following through to a community 
service, including a home delivery service for patients. All three contracts were 
made coterminous to enable one Tender process which was split into three lots 
to accommodate specific requirements.  

 
 Procurement ratification of sexual health service (TOPs and Vasectomy) - 

Hampshire County Council (HCC), Portsmouth City Council, Southampton City 
Council and NHS Fareham and Gosport, North Hampshire, North East 
Hampshire and Farnham, South Eastern Hampshire, Portsmouth, Southampton 
City and West Hampshire CCGs jointly commissioned an integrated Sexual 
Health Service; this included the Termination of Pregnancy and Vasectomy 
Services which are the responsibility of CCGs. 

 
ii. The following Chair’s Action undertaken by the Chair of the Clinical Strategy 

Committee are presented to the Audit Committee for scrutiny.  As the following  two 
documents were commercially sensitive, these were tabled and destroyed at the 
end of the meeting: 

 
 SHIP 8 Clinical Commissioning Groups Priorities Committee Policy Statement 

Recommendation for endorsement number 15:  Patellar Knee resurfacing as 
part of primary total knee joint replacement.  This service is now longer 
provided. 

 
 Joint Access Policy 2016 version 8 for Portsmouth Hospitals NHS Trust and 

Portsmouth & South Eastern Hampshire Clinical Commissioning Groups. 
 

 Approval to extend the existing NHS 111 Contract and GP OOH Contracts until 
31 May 2016.   

 
The above Chairs’ Actions were noted and accepted by the Audit Committee 
 

9. Governance Matters 
 

a. Information Governance Update 
 
Michelle Spandley presented the update on the developments and actions relating to the 
IG toolkit and the wider Information Governance work programme which included 
appendices 1-4 attached which were approved at the Clinical Executive Committee on 23 
November 2016. 
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Page 4, Section 8 NHS Digital access to secondary use data - NHS Digital have sent 
through the Data Sharing Agreement but without any background information, this has not 
yet been signed and are currently awaiting more information from NHS Digital. 
 
Page 4, Section 13 Cyber Security Report – Organised cyber-crime poses a real risk to our 
organisations.  Attempts will be frequent and should one be successful, could potentially be 
extremely damaging.  This year closer working links have been developed with Hampshire 
Constabulary’s Economic Crime Unit and it is hoped to hold a workshop in February and 
key people have been identified to attend this; Michelle has nominated Jason Eastman, the 
CCG’s IT Programme Manager. 
 
The Audit Committee noted the contents of the Information Governance Update 
 
b. Risk Management Framework 
 
Innes Richens presented the Risk Management Framework.   
 
The CCG strives to achieve robust and dynamic risk management which is owned and 
understood by all staff.  Over the last six months the CCG have identified four areas where 
our approach to risk management and Governing Board assurance could be improved and 
this paper outlined the changes to improve the CCG’s management of risk which have 
been incorporated in an updated Risk Management Framework. 
 
The Audit Committee accepted the recommendations and approved the revised Risk 
Management Framework for presentation to the Governing Board 
 
c. Audit Committee Terms of Reference 
 
Michelle Spandley presented the revised Terms of Reference for the Audit Committee 
which were approved by the Governing Board when in met in November 2016. 
 
The Audit Committee members noted the revised Terms of Reference for the Audit 
Committee 
 
d. Update on the Association of the British Pharmaceutical Industry Disclosures 
 
Katie Hovenden, Director of Primary Care, joined the meeting to provide the Audit 
Committee with an update on the new Association of British Pharmaceutical Association 
(APBI) arrangements for disclosing payments made to health care professionals and 
organisations and how this linked in with best practice in relation to conflicts of interest. 
 
There has been a long history and an established relationship between the pharmaceutical 
industry and healthcare professionals and arguably it is a relationship that has helped 
develop and deliver many lifesaving medicines.  However, it is important that patients and 
the public have confidence in the relationship between their healthcare professional and 
the pharmaceutical industry and the APBI have taken the significant step of publicly 
disclosing the payments made to healthcare professionals on an online search database. 
 
Contact has been made with individual companies via the APBI disclosures team 
requesting details of payments are correctly assigned. 
 
As a result of investigating these payments, it has been discovered that there are some 
areas where sponsorship has been provided indirectly, i.e. for events not directly organised 
by the CCG.  
 
The medicines management team are in the process of clarifying the amounts involved and 
in ensuring these are recorded on the Gifts and Hospitality Register in the future.  
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`Andy Silvester thanked Katie Hovenden for her comprehensive update and suggested 
conducting regular visits to the database to ensure probity and any conflicts of interests. 
 
The Audit Committee noted the contents of the Update on the Association of the 
British Pharmaceutical Industry Disclosures 
 
e. Register of Gifts/Hospitalities 
 
None to declare. 
 

10. Any Other Business 
 

The Audit Committee discussed the possibility of going 'paperless' from a financial and 
human resource point of view.  Board packs were previously considered but, in view of the 
complexity of some agendas, it was agreed that paper copies should continue but kept to a 
minimum.  Julie Cullen suggested keeping this as a subject for future consideration. 
 

11. External Audit Tender Ratification Report 
 

In view of the commercial in confidence nature of this report, David White was asked to 
leave the meeting for this item. 
 
Jane Cole, supported by Tom Morton were members of the External Audit Moderation and 
Review Panel regarding the process undertaken to appoint External Auditors across the 
Hampshire and Isle of Wight CCGs (separate lot for Isle of Wight).   
 
A separate meeting of Audit Committee members had taken place on 16 November 2016 
to ratify the Report. 
 
Jane Cole outlined the content of the ratification report supplied by SoEPS (South of 
England Procurement Services) and briefed the Audit Committee on the outcome of the 
procurement process, which resulted in the contract being awarded to Grant Thornton LLP. 
The panel were content with the process undertaken, which was considered to have been 
very fair, together with results of the procurement process, and duly ratified the report. 
 
It was noted that the contract unfortunately was not awarded to our incumbent auditors 
(Ernst & Young), due to their price being much higher than the other bidders, hence giving 
them a much lower score.  It was noted that Michelle Spandley had previously spoken 
personally to Paul King from Ernst & Young concerning this. 
 

12. Dates and Times of future meetings 
 
The next meeting will be held on Wednesday 1 March 2017, 10:00am to 12:00 midday in 
the Committee Room, NHS Portsmouth CCG Headquarters. 
 
Wed 24 May 2017  1:00-3:00 CCG Committee Room 
Wed 13 September 2017 1:00-3:00 CCG Committee Room 
Wed 13 December 2017 1:00-3:00 CCG Committee Room 
Wed 7 March 2018  10:00-12:00 CCG Committee Room 
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HEALTH AND WELLBEING BOARD 
 
MINUTES OF THE MEETING of the Health and Wellbeing Board held on 
Wednesday, 30 November 2016 at 10.00 am in Conference Room A, Civic 
Offices, Portsmouth. 
 

Members Present 
 

 Councillor Luke Stubbs (in the Chair) 
 Councillor Donna Jones 

Councillor John Ferrett 
Councillor Colin Galloway (Standing Deputy) 
Innes Richens, CCG & PCC 
Patrick Fowler Healthwatch Portsmouth 
Dianne Sherlock, Voluntary Sector 
Sue Harriman, Solent NHS Trust 
Jackie Powell, CCG Lay Member 
 

Officers Present 
Kelly Nash 
David Williams PCC Chief Executive 
 

 
 

 
 

64. Apologies, Declarations of Interest, Introductions and Deputation (AI 1) 
 
Apologies for absence had been received from Dr James Hogan (Joint Chair), 
Councillor Ryan Brent, Councillor Gerald Vernon-Jackson (who was 
represented by standing deputy Cllr Galloway), and Alison Jeffery. 
 
There were no declarations of members' interests. 
 
The Chair asked everyone to introduce themselves and explained that he had 
agreed to receive a deputation from a member of the public about an item that 
was not specifically on the agenda at this meeting, relating to counselling 
services. 
 
Public Deputation 
Katie Magro addressed the Board to make a statement as a voluntary 
counsellor with Portsmouth Counselling Service which had provided an 
affordable and experienced service in the city.  It had relied on funding from 
PCC which was coming to an end so was due to close on 16 December and 
she asked what could be done to help retain the skills of the volunteers in 
providing this much needed service and she felt that there would be a knock-
on effect on other services such as health, social care and housing. 
 
Councillor Stubbs thanked Ms Magro for attending and explained that 
discussions were taking place between PCC and David Miles to look at 
possible solutions and the Leader reiterated that consideration was being 
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given to unlocking Voluntary Sector Transition Funds, but that this would have 
to be subject to full Council sign-off. 
 

65. Minutes of Previous Meeting - 21 September 2016 (AI 2) 
 
RESOLVED that the minutes of the previous meeting held on 21 September 
2016 were approved as a correct record. 
 

66. Verbal update on appointment of Joint Director of Public Health (AI 3) 
 
David Williams, PCC Chief Executive, reported that Dr Jason Horsley had 
been appointed as the Joint Director of Public Health for both Portsmouth and 
Southampton, and was due to start in January.  He was currently at Sheffield 
City Council and had wide-ranging experience. 
 
Councillor Stubbs had recently attended a course in Coventry at which it was 
evident that the City Council's close relationship with the CCG and successful 
joint working arrangements, including sharing of chief officers, was ahead of 
those experienced by most other cities. 
 

67. Portsmouth Children Safeguarding Board (PCSB) - Annual Report (AI 4) 
 
Reg Hooke, Chair of the PCSB, presented the annual report, which set out 
how areas of responsibility for children's safety in the city and how the 
priorities of the annual report (as set out on page 3/4) would be delivered 
through the Board, multi-agency training and audits/case reviews.  The report 
included 5 examples (page 9) of where constructive challenges had been 
made. He reported that next year the legal status of the safeguarding boards 
would be under review, with local areas being given more powers to set their 
own arrangements. 
 
There were questions and responses on the following: 
 

 Emphasis to be given to the 'neglect' priority - a major conference had 
been held in the city and on-going work was taking place on the level of 
impact of the tool-kit, and joint areas of inspections would focus on 
neglect. The reasons for the spike in figures of neglect for 2015/16 
would need to be further investigated but the audits had indicated that 
appropriate responses had been made. 

 The capacity of the Youth Offending Team - this was due to be fully 
staffed by July 2017. 

 Police Data - Hampshire Constabulary had responded positively to 
requests for improved sharing of data and this was being further 
developed. 

 Support for unaccompanied child asylum seekers - the care support 
given in the city was good but the risk was where children go missing 
as they are not in the care system, and there was the need to continue 
to be aware of the diversity of communities in Portsmouth so that 
children do not fall under the radar of the authorities. 
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The PSCB's annual report was noted and welcomed by the Health & 
Wellbeing Board. 
 

68. Portsmouth Adult Safeguarding Board (PASB) - Annual Report (AI 5) 
 
Robert Templeton, the Chair of the PASB, presented their annual report and 
touched on the close links with the PCSB with the cross-cutting themes to be 
addressed by both boards. The report set out how partners would be working 
together and learning for any mistakes via the review process. Commissioning 
of reviews was expensive and there are other options to consider when 
looking at the adequacy of processes in place such as clear workforce plans 
and governance arrangements being in place to give a consistent approach to 
safeguarding. 
 
There were questions and responses given on: 
 

 Training - there was already multi-agency training regarding children's 
safeguarding, and it was felt that a similar programme was needed for 
adult safeguarding, and joint awareness campaigns were encouraged 

 Isolation - it was noted that the figures and reporting of this had 
increased. 

 
Councillor Stubbs thanked both chairs for their work and the wider work taking 
place as evidenced in the annual reports. 
 
The Portsmouth Adult Safeguarding Annual Report was noted and welcomed. 
 

69. HIOW Sustainability and Transformation Plan (STP) - presentation (AI 6) 
 
Richard Samuel from the STP Programme Team attended and circulated a 
copy of the HIOW STP summary and draft Delivery Plan.  As part of 
developing the strategy engagement was taking place at this HWB and similar 
bodies and with local communities on this 5 year forward view.  The 
commonalities of the communities in the area were recognised and he 
commented on Portsmouth being ahead in terms of integration of sectors.  
The report set out 8 areas in which, for the wider area, it had been identified 
that it would be more powerful to act together at a time of financial constraints 
for the public sector there was in fact £0.33b more available for health.  The 
challenge is for the operating model for its delivery.  The 8 areas are: 
 
i) Acute physical healthcare - creation of an alliance for Portsmouth, 

Southampton and the Isle of Wight - such as the major trauma centre at 
Southampton - to maximise expertise for the population of the Solent 
area. 

 
ii) Mental Health Services - there is a mental health alliance with Solent 

NHS Trust but there are still problems when people present in crisis and 
beds for acute services are not always local; collaboration with the 3 
suppliers of services allows a better recovery. 
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iii) Workforce - this covered training and re-designing roles to maximise 
efficiency. 

 
iv) Digital Transformation - this needed to be embraced as currently 98% of 

interactions were face to face where alternative methods could be used 
and patients could be more in control such as via their own care plans.  
There would be a roll-out of e-consult models, help to self-diagnose and 
consultancy at the appropriate level such as use of pharmacists. 

 
v) Intelligence and People Insight - predictions on how people will behave 

and their care needs, such as use of personalised medicines and better 
targeted cancer screenings. 

 
vi) Scaled Solutions and Preventions - earlier targeting where there are high 

mortality rates e.g. sclerosis of the liver. 
 
vii) Simplified Flow and Discharge - work with Portsmouth Hospitals Trust to 

improve the flow of discharge. 
 
viii) Cost Reduction Programmes at Scale - needing more collaboration e.g. 

there are currently 5 separate pathology services in the area. 
 
The chair circulated a proposed response and stated the need for consultation 
at the start of the process and further comments were made by HWB 
members: 
 
Innes Richens, in representing the CCG, felt that from a NHS point of view the 
focus of the STP was on what we need to do beyond Portsmouth and the STP 
should reflect what NHS partners have planned for the city, and they would 
continue to commit to make the plan work.  Kate Lees on behalf of PCC 
Public Health reiterated the importance of supporting collaboration of 
services. 
 
Councillor Ferrett, as previous Chair of HOSP, commented on the vascular 
debate which had caused a lot of concern for residents about moving services 
from Queen Alexandra hospital and the sustainability effects of doing so.  He 
therefore asked about the view of Portsmouth hospitals? Richard responded 
that there would be challenging discussions ahead but that the Chair of PHT 
also chairs the Acute Alliance where issues surrounding services such as 
vascular and neurology would be raised.  He hoped that these would not be 
approached from a competitive process but one of collaboration to find 
solutions to retain service presence and access to expertise for the local 
communities who would also be consulted. 
 
Councillor Jones, as Leader of PCC, was concerned by the geographical 
footprint of the plan on an historic basis rather than recognising the 
partnership work taking place locally for the Portsmouth postcode area. 
Richard responded that there had been a lot of discussion about boundaries 
and delivery should take place at the lowest place therefore 8 areas had been 
identified and the flow issues were for the Portsmouth & SE Hants area, and 
for public health a lot of work would continue to take place between the cities 
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of Portsmouth and Southampton.  The plan sought the delivery of best 
outcomes and most of this would be delivered at the locality level - David 
Williams, Innes Richens and Sue Harriman were all involved in these 
discussions. The HWB Chairs would be invited to be involved in the top level 
of consultation meetings. 
 
David Williams stressed that this machinery had been imposed by NHS 
England and some of the biggest issues to resolve would be governance and 
structures when there are 24 partners involved.  The STP is being promoted 
nationally and people do want to be consulted as part of the process. 
 
Sue Harriman reported on her involvement for Solent NHS Trust and whist 
there may be some parochial concerns being raised there is the opportunity to 
do things differently and more effectively at scale.  There would be benefits for 
residents and the workforce and the plan is an enabler to deliver the 
aspirations of the Portsmouth Blueprint. 
 
Patrick Fowler, representing Healthwatch Portsmouth, expanded on the need 
for consultation and also involvement of staff to help inform the process of 
change.  He asked how the engagement could be meaningful and the 
timescales for contributions?  Elizabeth Fellows asked what the consultation 
would be on? 
 
Richard acknowledged that this had been done at pace by NHS England (for 
endorsement by the end of December) but that there would be consultation 
through communities and conversations with local providers, and 
representatives would be happy to be invited to give talks on the STP. He 
reported that there would be accompanying investment such as WiFi 
provision and hub development (in Portsmouth, Emsworth and Bordon). The 
capital bids submissions however had been prior to the launching of the 
STPs.  There would also be consultation on any changes to acute services.. 
 
Jackie Powell asked if big savings were required?  Richard explained the 5 
year approach for financial allocation, which commissioners welcomed for 
forecasting purposes and this gave 5 years to identify opportunities to make 
savings such as via the use of technology, and the only way to deliver cost 
reductions and improved quality was by working together. 
 
 
Councillor Stubbs proposed a formal response which supported : 
"The Health and Wellbeing Board notes the progress to date on the STP. It 
welcomes the recognition of the importance of place and the implied support 
for the Portsmouth Blueprint. It also acknowledges that the health and care 
system will not be able to continue to provide high quality care and stay within 
budgets without an increased emphasis on community provision. 
 
The STP is an important document. It sets the direction of travel for health 
and care across Hampshire and the Isle of Wight for the coming decade. It is 
therefore important that the public has the opportunity to express its views. 
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The Health and Wellbeing Board therefore asks partner organisations in 
Portsmouth to consult on the STP, with Healthwatch Portsmouth co-ordinating 
the process. The questions asked should be aligned where possible with any 
similar consultations elsewhere in Hampshire and Isle of Wight and the 
consultation should at a minimum be open for the whole of January." 
 
 

70. Joint Strategic Needs Assessment (JSNA) Annual Summary 2016 
(Information Item) (AI 7) 
 
Kate Lees, Consultant in Public Health, presented this annual summary report 
of the health needs in the city.  She drew members' attention to the 
demographic figures for Portsmouth's increasing over 65 population, and the 
deprivation statistics with Portsmouth lying 63rd out of 326 local authorities. 
The life expectancy figures in Chapter 4 were worse for males in the city than 
for the national average over the last 3 years, and there is a gap of 9.5 years 
between those living in the most affluent ward and the least affluent ward. 
Female life expectancy was now significantly worse than the English average. 
 
Going forward aims included increasing the number of years of good health of 
residents for which there would be less burden on the health system and to 
give the best start in life such as through increasing breast-feeding rates and 
decreasing smoking by mothers at the time of delivery.  Other prevention work 
included taking forward progress in tackling childhood obesity (although there 
had been an increase in the number of girls who were overweight). 
 
Another area of focus was mental health especially deaths from suicide and 
other preventable deaths which were linked to smoking and drinking; it was 
known that 57% of adults in Portsmouth have 2 or more unhealthy 
behaviours.  Page 55 of the report set out the recommendations of the annual 
summary, with key priorities including data sharing, and the appendix set out 
key areas for research. 
 
Questions and comments were raised by HWB members, covering: 
 

 The report contained useful information, especially at the time of 
choices needing to be made on targeting budgets, and it was asked if 
Portsmouth was becoming more deprived? Kate felt that the rankings 
should be treated with some caution as small changes can affect 
these. 

 The JSNA website included further information on comparators with 
similar local authorities 

 There were concerns raised about the effect of cuts to services such as 
counselling and substance misuse and a squeeze on public health 
finances was being seen nationally 

 The City Council leaders would take forward the deprivation 
information to use in attracting national investment, along with our 
close neighbours, and there was close work with partner organisations 
such as the police on the links between the rise in serious crime and 
drugs and alcohol. 
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 The City Council had data sharing protocols in place and being taken 
forward. 

 There is dialogue with core city group authorities in sharing good 
practice e.g. there are good links with Plymouth Council 

 Solent NHS Trust also has a range of intervention work such as 
healthy eating, smoking cessation etc to encourage citizens to take 
more control 

 Communities should be involved in helping to find solutions and the 
new Director of Public Health would be asked to encourage local 
participation 

 
Councillor Stubbs asked for views of HWB members on breast-feeding in 
the Civic Offices and this was supported by HWB members so the Civic 
Offices should be endorsed and publicised as a breast-feeding friendly 
public building. 

 
71. Dates of meetings in 2017 (AI 8) 

 
The suggested dates were noted (for 10am starts) and the date of the next 
meeting in February would be consulted on with HWB members: 
 
15th or 22nd February (later confirmed as 15th February) 
21st June, 20th September and 29th November 
 
 
The meeting concluded at 12.07 pm. 
 
 
 
 
 

  

Councillor Luke Stubbs 
Chair 
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Minutes of the NHS Portsmouth Primary Care Commissioning Committee meeting held on 
Wednesday 16 November 2016 at 1.00pm – 2.45pm in Conference Room A, 2nd Floor, Civic 

Offices, Portsmouth 
 

Summary of Actions 
Primary Care Commissioning Committee held on Wednesday 16 November 2016 

 
Agenda 
Item 

Action Who By 

4 Draft Primary Care Action Plan – Include measurements 
of success into the action plan and agree progress 
reporting arrangements. 

T Russell Jan 17 

4 Draft Primary Care Action Plan – Incorporate feedback 
from Committee members into the Action Plan. 

T Russell Jan 17 

5 GP Resilience and Transformation Programmes – 
Discuss further the potential risks and mitigations in 
respect of an exit strategy following the trial of iPlato. 

T Russell/ 
E Fellows 

Jan 17 

5 GP Resilience and Transformation Programmes – 
Explore with the communications team the opportunities 
for a broader marketing campaign for patient online 
services. 

T Russell Jan 17 

 
Present: 
 
Dr Linda Collie - Deputy Clinical Leader/Clinical Executive 
Dr Julie Cullen - Registered Nurse 
Ms Katie Hovenden - Director of Primary Care 
Mr Tom Morton - Lay Member (Chair) 
Ms Jackie Powell - Lay Member 
Mr Innes Richens - Chief Operating Officer 
Ms Tracy Sanders - Chief Strategic Officer 
Mrs Michelle Spandley - Chief Finance Officer  
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
 
In Attendance 
 
Mrs Jayne Collis - Business Development Manager 
Mr Mark Compton - Head of Primary Care Transformation 
Mr Paul Cox - Practice Manager Representative 
Dr Elizabeth Fellows - Chair of Governing Board/Clinical Executive 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Dr Jonathan Lake - Clinical Executive 
Ms Suzannah Rosenberg - Director of Quality and Commissioning 
Mrs Terri Russell - Head of Primary Care Engagement 
Mrs Lisa Stray - Business Assistant, Medicines Management Team 
 
Apologies 
 
Dr Dapo Alalade - Clinical Executive 
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Mr Patrick Fowler - Healthwatch Representative 
Mr Andy Silvester - Lay Member 
Mr David Williams - Chief Executive, Portsmouth City Council 
 
 
1. Apologies and Welcome 
 

Apologies received from Dr Dapo Alalade, Patrick Fowler, Andy Silvester and David 
Williams. 
 
Tom Morton welcomed everyone to the meeting.  He reminded those present that although 
the meeting was being held in public it was not a public meeting and therefore no 
participation from members of the audience is allowed during the formal business of the 
Committee.   
 
The CCG undertakes primary care co-commissioning under delegated powers from NHS 
England.  As a GP membership organisation we are open and transparent in how we 
handle perceived or potential conflicts of interest in all aspects of our business.  In line with 
our policies the chairing of the Committee is a lay member representative.  In addition there 
is only one voting representative from member practices, the Clinical Executive lead for 
primary care.  All other Clinical Executives and the practice manager representative are in 
attendance at the committee which means they will normally be able to participate in 
discussions where there is no perceived conflict of interest but will not participate in 
decision making.  Where members (voting or in attendance) are felt to have a direct 
potential conflict of interest they will be excluded from our discussions as well as decision 
making. However in order to retain the voice of local primary care the Clinical Executive 
lead for primary care, Dr Linda Collie, will be allowed to participate in discussions for such 
items unless they are directly about their practice.  

 
2. Declarations of Interest 
 

It was noted that Dr Linda Collie, Dr Elizabeth Fellows, Dr Jim Hogan, Dr Jonathan Lake 
and Paul Cox would have possible conflicts of interest relating to all items on the agenda.  
However, it was not thought to be significant enough to exclude them from the meeting with 
the exception of Item 6, when they would all be excluded from discussions apart from Dr 
Linda Collie who would remain in order to provide the voice of local primary care. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Primary Care Commissioning Committee meeting held on Wednesday 
21 September 2016 were approved as an accurate record. 
 
An update on actions from the previous meeting was provided as follows: 

 
Agenda 
Item 

Action Who By Progress 

3 (5, 
20.7.16) 

Minutes of Previous Meeting - 
Proposed Merger of Portsdown 
Group Practice and Northern 
Road Surgery; and Proposed 
Closure of Northern Road as a 
Branch Surgery – Clarify what is 
meant by “quasi-trained” nurse.  
Information to be circulated to 
committee members outside of 
the meeting. 

K Hovenden Nov 16 Katie Hovenden explained 
that the practice had been 
asked what was meant by 
“quasi-trained” nurse and 
they explained that it was a 
nurse who was partially 
trained as a nurse 
practitioner (a fully qualified 
nurse training as a 
practitioner).  This 
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Agenda 
Item 

Action Who By Progress 

information was circulated 
to board members and the 
practice apologised for 
using the term.  Dr Julie 
Cullen added that we 
needed to ensure this term 
was not used in the future. 

6 A Quality Improvement 
Framework for Primary Medical 
Care – Agree a form of words 
that define what the CCG means 
by quality perhaps taking some 
learning from other settings. 

A Silvester/ 
T Russell 

Nov 16 Terri Russell explained that 
she had not yet spoken to 
Andy Silvester and she has 
asked her team to pick up 
the action. 

7 GP Patient Survey Results – 
Confirm the national response 
rate to Committee members in 
order to be able to compare to 
our CCG rate of 37%. 

T Russell Nov 16 Terri Russell explained that 
the national response rate 
was 38.9% which was 
comparable to our rate and 
of the 2.1m patients who 
received the survey, 
836,312 responded. 

 
4. Draft Primary Care Action Plan 

 
Terri Russell presented the Draft Primary Care Action Plan for discussion and comments.  
She explained that the purpose of the document was to bring together all strands of work 
around general practice and to inform relevant stakeholders of the schemes designed to 
support and develop general practice in the city.  The plan is separate to, but will inform, 
the General Practice Forward View, which will accompany the CCG operating plan for 
2017-19.  She asked members if the plan was bold enough, if it provides clarity, will it give 
practices reassurance in supporting them and is there anything missing. 
 
Jackie Powell asked about costings.  Terri Russell explained that there will be a section on 
investment and the aim is to have a schedule included as part of the plan so that costing 
are clear. 
 
Dr Julie Cullen commented that the document was very good and asked if each time 
“nurse” is mentioned if it meant “registered nurse”?  Terri Russell confirmed that this was 
the case.  Dr Julie Cullen asked if perhaps the term “registered nurse” could be used just to 
clarify as sometimes the term “nurse” is used for healthcare support workers. 
 
Michelle Spandley commented on the need to be clear on the funding and what extra 
allocation we expect to receive.  We need to understand what we are currently spending 
and what can be recycled. 
 
Quality Improvement 
 
Terri Russell explained that a national scheme called “The General Practice Development 
Programme” had been missed out and she would ensure details are included in future 
versions of the document. 
 
Katie Hovenden asked if some aspirational targets should be included and Terri Russell 
agreed they should be included. 
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Paul Cox asked about QOF and the likelihood of it being discontinued.  Katie Hovenden 
said it was believed there were planned changes nationally, Terri Russell commented that 
we may not know what these would be until nearer the time.  Katie Hovenden said that the 
CCG could give a commitment that when these changes were known the CCG would 
consider the opportunities for using CQUIN to embed the changes to ensure practices are 
better prepared. 
 
Investment 
 
Dr Julie Cullen asked when the CCG would know it has achieved what it set out to achieve 
and if it is possible to put in some sort of measurement.  Terri Russell agreed to include 
this in the action plan and agree progress and reporting arrangements. 

Action:  T Russell 
 
Workforce 
 
Suzannah Rosenberg asked about practice nursing as there had been conversations with 
Solent suggesting that practice nurses could potentially take on some of the roles of 
community nurses where patients are not actually house bound but it was unclear whether 
they had the necessary skills.  Terri Russell said that her understanding is that looking at 
the skills and competencies of both practice and community nurses should be part of the 
plan.  Katie Hovenden highlighted that there may be some practicalities and issues around 
infection control why some tasks cannot be undertaken in practices. 
 
Katie Hovenden also explained that Julia O’Mara has increased her hours working for the 
CCG and is in helping to ensure practices are well placed to take on student nurses.  If 
there are any issues around skills or mentoring these should be discussed with Julia 
O’Mara.   
Paul Cox asked about the mental health workforce and Mark Compton explained that the 
CCG is working with Solent in terms of integrating some aspects of the mental health 
workforce into general practice. 
 
Paul Cox asked if we are being bold enough with GP recruitment as most practices are 
struggling to recruit GPs.  Katie Hovenden explained that Health Education England are 
the lead for GP workforce planning.  As a CCG we need to continue to ensure Portsmouth 
is an attractive place for GPs to work. 
 
Workload 
 
Jackie Powell asked if the uptake of social prescribing in Portsmouth had been good.  Terri 
Russell explained that the CCG must make it work more effectively to increase uptake. 
 
Practice Infrastructure 
 
Dr Jim Hogan said that the document was very good but highlighted some points that he 
felt were not included: 
 
- Managing demand - Given the workforce is diminishing he would like to see something 

specific about how we are going to support practices to manage demand.  
- STP and Blueprint - We need to acknowledge the link to both of these. 
- Reporting progress – how will we measure and report on progress.  Katie Hovenden 

said that we must ensure the managing demand self-care strand is reflected. 
 
Dr Jonathan Lake commented that the aspiration for a primary care hub in the south was 
not mentioned in the paper and Paul Cox commented that looking at the document the 
north cluster and central cluster hubs are mentioned but not the south.  Katie Hovenden 
explained that proposals for hubs in each locality were submitted as part of our Estates and 
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Technology Transformation Fund (ETTF) application.  However our proposal for the South 
was not prioritised by NHS England in view of the limited capital and the fact that a specific 
site had not been identified.  The plan will be amended to reflect our ambition to further 
scope opportunities for a hub in the south of the city. 
 
Dr Jonathan Lake commented that we need to highlight/articulate the need for continuity of 
care within the plan, as this is very important. 
 
Michelle Spandley said she would just like to clarify that although the document is not a 
response to the 5 Year Forward View it includes everything the CCG wants to do.  Terri 
Russell confirmed this was the case. 
 
Tom Morton commented that one theme that came through in discussions is tracking 
progress and reporting and we need to ensure this is built in. 
 
The Primary Care Commissioning Committee discussed the draft plan and made the 
recommendations details above regarding further areas for development. 
 
Terri Russell agreed to incorporate feedback from Committee members into the Action 
Plan. 

Action:  T Russell 
 

5. GP Resilience and Transformation Programmes 
 
Terri Russell presented a paper which detailed the resilience and transformation initiatives 
within general practice in the city.  She explained that for the General Practice Resilience 
Programme two practices from the CCG were put forward with immediate need, although 
one has so far not accepted support through the scheme.  Six practices can access 
funding and support as a high priority with one practice being offered support in the third 
tier.  The total funding allocated to support practices in Portsmouth is £179,000 in 2016/17.   
 
In addition the Wessex Change Fund has been made available to enable practices to free 
up the time required to develop a new set of skills and a vision for the future of primary 
medical care locally. 
 
Dr Elizabeth Fellows raised concerns around the iPlato system and that patients are now 
being asked to use this and System One.  The funding is only for a year so what will 
happen after that time.  Terri Russell explained that iPlato is a two way messaging system 
with a number of key features.  Dr Elizabeth Fellows commented that there had been 
issues with patients registering with one system and then having re-register with another 
and there is the potential that this could happen again.  How will the CCG overcome the 
risk bearing in mind this may be temporary.  Dr Elizabeth Fellows and Terri Russell agreed 
to meet outside of the meeting to discuss further the potential risks and mitigations in 
respect of an exit strategy following the trial of iPlato. 

Action: T Russell/E Fellows 
 
Dr Jim Hogan asked if it was possible to see the iPlato system.  Terri Russell said that it is 
being presented at the next Practice Managers Forum meeting so could be seen there. 
 
Dr Jonathan Lake commented on online services for patients and asked if there could be 
broader marketing campaign from the CCG.  Terri Russell agreed to explore with the 
communications team the opportunities for a broader marketing campaign for patient online 
services. 

Action:  T Russell 
 
Dr Julie Cullen asked what the CCG was expecting from the money spent.  Terri Russell 
explained that evaluation criteria were part of the submitted proposals.  
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The Primary Care Commissioning Committee noted the report.  
 

Dr Elizabeth Fellows, Dr Jim Hogan, Dr Jonathan Lake and Paul Cox had possible conflicts of 
interest relating to the following agenda item due to their roles in general practice and therefore 
excluded themselves from the meeting. Dr Linda Collie remained, as the items did not directly 
relate to her or her practice, in order to provide the local voice of primary care. 
 
6. GP Winter Access 

 
Mark Compton presented a paper which requested approval for a Winter Pressures 
Extended Hours proposal to be delivered by the Portsmouth Primary Care Alliance 
(PPCA).  If approved the service would be delivered from December 2016 until April 2017 
in order to add additional system resilience over the winter pressures period and to test 
new, collaborative methods of delivering primary medical care services at scale. 
 
Since the paper was written it has been updated to ensure that the 111 Service can send 
the contact details of patients direct to the service. 
 
Dr Tahwinder Upile commented that he was pleased to see the use of the 111 service, as 
a GP and secondary care doctor the demand on Friday afternoons, Saturdays and Monday 
mornings is increasing so anything that can divert it is good news.  Mark Compton 
explained that it is proposed that it is done in a phased approach and the work the Alliance 
are doing with Solent is looking at expanding this type of model across the City but they 
wanted to test it out first on a Saturday and then possibly move to other days.  He 
explained said that the CCG has been doing work on demand and there is a surge on 
Saturday mornings and there is still demand on Saturday afternoons. 
 
Suzannah Rosenberg raised the issue of workforce risks and GPs locally may choose to 
be a part of this scheme which could impact on service delivery for other services and in 
particular out of hours.  Mark Compton said that the team were aware of this but were 
trying to minimise this risk by specifically targeting GPs who do not usually work in the 
OOH service.  
 
Michelle Spandley said that we need to be careful how we manage and measure the 
scheme and that they are using the money wisely. 
 
Dr Julie Cullen commented that an important change has been made and it is essential 
that if the 111 Service is taking responsibility of passing the details on that we know what 
the timing expectation is.  Mark Compton said that there is currently a range of dispositions 
relating to call back time but the service offers between 1-24 hours to speak to a GP and 
within this service it will be one hour for a call back at which point the patient will be 
informed of the waiting time for a face to face appointment. 
 
The Primary Care Commissioning Committee: 
 
- Agreed the revised proposed delivery model of the Winter Pressures Extended 

Hours proposal as presented including the changes; 
- Approved the use of a Single Waiver Tender with the PPCA for the delivery of the 

Winter Pressures Extended Hours proposal up to the value of circa £268k; 
- Agreed ongoing oversight and assurance to be managed by the Primary Care 

Operational Group. 
 

Dr Elizabeth Fellows, Dr Jim Hogan, Dr Jonathan Lake and Paul Cox re-joined the meeting. 
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7. Estates and Technology Transformation Fund (ETTF) Applications 
 
Mark Compton presented a paper which detailed Portsmouth CCGs bid to the Estates and 
Technology Transformation Fund (ETTF), the outcome of those applications and the next 
steps in order to progress the work detailed within the bids.  Tom Morton congratulated the 
team for their work. 
 
The Primary Care Commissioning Committee noted the paper. 

 
8. CQC Inspection of GP Practices – Update November 2016 

 
Katie Hovenden presented a paper which provided an update on the CQC reports 
published since the last meeting particularly in relation to those practices placed in Special 
Measures by the regulator.  She explained that an updated version of the paper had been 
circulated to Committee members as there had been an error in the ratings table on page 2 
of the report.  She thanked Paul Cox for notifying her of the inaccuracy.  The papers on the 
website had also been updated. 
 
Katie highlighted the main areas of the report noting that support is available for practices 
particularly those in special measures. 
 
Waverley Road practice has had its targeted re-inspection and whilst the CQC has not 
published anything yet, feedback from the practice was that the visit went well and they are 
waiting to hear if the Warning Notice has been lifted. 
 
Dr Julie Cullen commented that it had been discussed fully at the Quality meeting earlier 
about the focus of the CQCs findings being about the ability to produce evidence around 
process rather than clinical quality concerns. 
 
The Primary Care Commissioning Committee: 
 
- Noted the update on CQC practice ratings, particularly with regard to those 

placed in special measures; 
- Considered if the Committee required any additional assurance regarding the 

ongoing work to support those practices placed in special measures. 
- Supported the principle of the primary care learning event to identify best 

practice with regard to the CQC Safety Domain. 
 

9. Multispecialty Community Provider Contract 
 
Mark Compton presented a paper which provided an overview of the Multispecialty 
Community Provider (MCP) Contract Framework, published by NHS England, and detailed 
next steps to be undertaken by the CCG in determining whether an MCP contract could be 
introduced locally. 
 
Paul Cox asked about plans for patient engagement.  Mark Compton explained that a plan 
is currently being put together. 
 
Jackie Powell asked if we are likely to end up with one contract eventually.  Mark Compton 
said that it was too early to tell.  Innes Richens said there are a range of options which 
need to be worked through and it has to be about improving patient services. 
 
Dr Jim Hogan commented that it gives the impression that the acute provider is excluded 
from any type of conversation but we need to ensure we involve acute providers in all 
aspects. 
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The Primary Care Commissioning Committee noted the ongoing developments 
around MCP contracts and endorsed the CCGs planned action of engagement with 
local stakeholders. 
 

10. Primary Care Operational Group Terms of Reference 
 
Tracy Sanders presented the Primary Care Operational Group Terms of reference for 
approval.  She explained that it had been agreed by the Governing Board, as part of the 
governance review, that the group would report to the Primary Care Commissioning 
Committee in the future. 
 
Jackie Powell commented that the number of meetings had changed to when it is felt 
appropriate to have a meeting and she felt that it would be useful to have a set number of 
meetings.  Tracy Sanders explained that it was dependent upon the business of the 
meeting and had been a suggestion from Beachcrofts. 
 
The Primary Care Commissioning Committee approved the revised Terms of 
Reference for the Primary Care Operational Group. 
 

11. Chairs Action 
 
• Practice Merger Application – Portsdown Group Practice and Derby Road 

Practice 
 

Tom Morton presented a paper which detailed Chairs Action that had been taken on an 
application for the proposed merger of Portsdown Group Practice and Derby Road Group 
Practice.  He explained that Chairs Action had been sought because of timing issues. 

 
12. Any Other Business 

 
Katie Hovenden provided an update regarding the Guildhall Walk Practice.  The decision 
has been taken to suspend the current procurement and to extend the current interim 
contract with the incumbent for a further period of 12 to 15 months.  There are likely to be 
major changes in the way that primary and community care is organised and delivered in 
the city in the coming years, and given this it was felt that it was most sensible to avoid 
entering into a new long-term contract at this time. 
 

13. Date of Next Meeting in Public 
 
The next Primary Care Commissioning Committee meeting to be held in public will take 
place on Wednesday 18 January 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd 
Floor, Civic Offices.  Tom Morton thanked everyone for attending the meeting and 
reminded members of the public that feedback and comments would be welcomed. 
 
 
 
 
 
Jayne Collis 
6 December 2016 
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