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AGENDA 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Dr Jonathan Lake, Paul Cox 
 

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 16 November 2016. 
b. Matters Arising 
 

Dr E Fellows White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

5.  Integrated Performance Report 
 

 Quality 

 Performance 

 Finance 
 

Mrs M Spandley 
 

White 

6.  Risk Management Framework Mr I Richens Cream 

7.  Governing Board Assurance Framework 
 

Mr I Richens White 

8.  CCGs Joint 2-Year Operating Plan 
 

M Spandley Cream 

9.  Sustainability and Transformation Plan  (STP) 
 

Mr I Richens White 

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 
 

 
 
Pink 
Green 
Yellow 
Blue 
 

11.  Patient Story 
 

 Lilac 

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 15 March 
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 16 November 2016 at 3.00pm – 5.00pm in Conference Room A, 2nd 

Floor, Civic Offices, Portsmouth 
 

Summary of Actions 
Governing Board held on Wednesday 16 November 2016 

 

Agenda 
Item 

Action Who By 

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

M Spandley Jan 17 

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

T Sanders Jan 17 

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

 
1. Apologies and Welcome 
 

Apologies received from Andy Silvester and David Williams. 
 
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 
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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 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 (6, 
20.7.16) 

Stakeholder Survey – Follow 
up with providers regarding the 
importance of participating in 
future national stakeholder 
surveys. 

E Fellows Nov 16 Complete. 

6 Sustainability and 
Transformation Plan Update 
– Chair and Chief Clinical 
Officer to approve final draft 
STP submission on behalf of 
Governing Board. 

J Hogan/ 
E Fellows 

Nov 16 Complete. 

7 Governance Review Update 
– Revised Terms of Reference 
for Committees, reflecting 
agreed revisions for 
membership, to be presented 
to November meeting. 

E Fellows Nov 16 On agenda. 

9 Safeguarding Annual Report 
2015-16 – Put in place 
arrangements for members to 
meet the Head of 
Safeguarding and her team 
possibly as part of 
safeguarding week. 

I Richens Nov 16 Innes Richens reported that 
arrangements were in hand. 

14 Patient Story – The planned 
patient story to be rescheduled 
for a future meeting. 

E Fellows ASAP A representative from Age 
UK will be presenting later 
on the agenda. 

 
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. 
 
Dr Hogan highlighted the main areas of the report: 
 

 Sustainability and Transformation Plans – The revised draft was submitted as required 
nationally by the 21 October 2016.  Plans are in place to produce a plan that can be 
presented to the public in the near future, however it is a high level strategy and we are 
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now focused on what and how it is delivered.  We are now looking at local delivery 
systems to deliver the plan and the possibility of Portsmouth and South East 
Hampshire however this will not deflect from the Health and Care Portsmouth plan. 
 

 Emergency Preparedness Resilience and Response (EPRR) Annual Report – NHS 
England have undertaken their review of our assurance process and have agreed a 
position of substantially compliant for the 3 COMPACT CCGs.  They were also 
substantially assured for our providers. 

 

 National Stakeholder Survey – Ipsos MORI have been re-commissioned to conduct the 

next annual CCG 360 stakeholder survey for 2016/17 on behalf of NHS England.  The 
key dates for the survey are detailed in the report. 

 

 Other Key Actions – Other areas key actions undertaken by members of the Clinical 
Executive include looking at the local implications and opportunities for the use of MCP 
arrangements and what it would mean for the City.  

 
The Governing Board accepted the Chief Clinical Officer’s Report. 

 
5. Integrated Performance Report 

 
Michelle Spandley presented the Integrated Performance Report dated 16 November 2016 
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: 
 

 Finance 
 

The CCG remains on target to achieve the planned surplus.  The CCG has received a 
non-recurring allocation from NHS England in respect of Primary Care.  A review of 
reserves has enabled the CCG to report that it has no mitigating risks. 
 

 Projects 
 
The CCG remains vigilant in ensuring projects remain on track and where they are not 
likely to deliver deciding on whether or not to pursue them any further.  This is 
undertaken via the Clinical Strategy Committee and Portsmouth Planning Programme 
Board. 
 

 Performance 
 

South Central Ambulance Service (SCAS) – Red 1 and 2 targets remain slightly off the 
improvement trajectory.  Red 19 target has now been achieved. 
 
Cancer targets – Consistent achievement of targets remains an issue with 2 week wait 
for breast symptoms and 62 day waits off track. 
 
A&E 4 hour wait – Portsmouth Hospitals Trust (PHT) remain low at 80% and are off 
track to achieve the agreed trajectory of 85%. 
 
Referral to Treatment (RTT) – PHT and therefore the CCG remain off track to achieve 
the 92% incomplete. 
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Diagnostics – PHT failed the 99% target in August.  The CCG asked PHT to provide 
further information on each of the failing areas and are in the process of responding to 
the additional actions and assurances provided.  A series of meetings with specific 
specialties have been scheduled. 
 
A&E performance continues to be closely monitored.  If PHT remain off track on the 
agreed performance trajectories there is likely to be a financial risk.  As a system we 
need to work with them to help them achieve targets. 
 
Quality - There are no new issues to report.   
 
Care Quality Commission (CQC) – An enforcement notice was issued to PHT in 
February/March 2016 following an inspection of the urgent and emergency core service 
and medical services.  During an inspection on the 29 and 30 September 2016, the 
CQC noted significant improvements with regards to the compliance of regulation 12: 
Safe care and treatment.  The CQC formally wrote to the Trust on 13 October 2016 
removing the condition/enforcement notice.  The Trust will continue to monitor the data 
set as agreed with the CQC for quality and safety. 
 
Solent – Have recently been inspected by CQC and have received the final report.  The 
CCG will be involved in the formal CQC presentation and summit.  The overall 
assessment is requires improvement however it is important to look at the individual 
service results.  Mental Health services received a mix of good and requires 
improvement.  Solent are being very transparent in reporting to us.  We are particularly 
pleased to note that the Portsmouth Learning Disabilities Services – Integrated Health 
and Social Care Service – received an outstanding assessment. 
 

Dr Linda Collie asked about Referral to Treatment (RTT) and should the CCG be sending 
its patients elsewhere as there are others in a similar position.  Michelle Spandley 
commented that there was varying achievement of RTT across the area and it is difficult to 
find alternatives, however where they are available we are trying to pursue.  PHT are 
looking internally to put on additional activity. 

 
Dr Elizabeth Fellows commented that at a recent Clinical Leaders meeting they looked at 
the Cancer 2 week wait and Portsmouth is not the only area with issues. 

 
Dr Jim Hogan commented that we should encourage members to use the choice system 
as that gives an indication of wait.   

 
Dr Jonathan Lake commented that the planned care team are also looking at the issues. 

 
Dr Tahwinder Upile stated that he was aware that University Hospitals Southampton were 
in discussions with PHT to transfer some work to them.  It was noted that this was part of 
the Solent Acute Alliance work programmes. 

 
Jackie Powell asked if the plans give any indication of timescales.  Dr Jim Hogan 
commented that performance is declining nationally and the 62 day cancer target has not 
been achieved anywhere in the country, A&E performance has also deteriorated nationally.  
Emergency Departments are working better but the flow out of the department is a 
challenge.  Everyone is working together and things take time and it is about taking 
ownership.  Michelle Spandley commented that communication and collaboration with PHT 
has improved since last year. 

 
Dr Jim Hogan commented that demand has not increased and is within the plan.  
Conveyance of frail and elderly is down and not everyone is being taken to hospital. 
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Paul Cox asked about the South Central Ambulance Service (SCAS) vacancy rate of 11%.  
Michelle Spandley agreed to check the figure and noted that this is not a new issue and is 
something that we have been working with SCAS on for a while. 

Action:  M Spandley 
 

Dr Jim Hogan commented that a big issue for SCAS is losing workforce and part of the 
STP planning is about not taking workforce from each other. 

 
Jackie Powell asked about the SCAS serious incident in October relating to an ambulance 
divert.  Dr Jim Hogan commented that any ambulance divert triggers a serious event 
however on that particular date there were 17 ambulances queuing which affected all 
categories of calls.  This was a significant issue but no harm was done to any patients 
waiting as a result of the queue. 

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

 
Post Meeting Note:  Michelle Spandley confirmed that the SCAS vacancy rate of 11% is 
an improving position and the Quality Team will continue to monitor. 
  

6. Governance Review 
 
Dr Elizabeth Fellows explained that Tracy Sanders would join the meeting in order to 
present the next item. 
 
Tracy Sanders presented a paper which provided a summary of the documents that have 
been updated as part of the Governance Review, undertaken during 2016, along with a 
summary of key amendments.  She explained that there were no significant changes and 
that once approved it would be circulated to members.  The Chair and Lead Manager for 
each Committee has agreed the proposed revised Terms of Reference. 
 
Jackie Powell asked about the recruitment of the fourth lay member.  Tracy Sanders 
explained that the role description is currently being put together and it is likely it will be 
advertised for in the New Year. 
 
Michelle Spandley asked if the decision for a fourth lay member should be reconsidered as 
the CCG is trying to reduce costs.  Tracy Sanders explained that the fourth lay member 
had been suggested as part of the review in response to guidance that states there should 
be a fourth lay member in order to allow more movement across Committees and better 
management of conflicts of interest.  This had been agreed at the Governing Board 
meeting in September.  Tracy noted that the minimum requirement was to have three lay 
members and therefore the appointment to a fourth was at the local discretion of the CCG.   
The Terms of Reference being considered would all need to be revised if a decision not to 
have a fourth lay member was taken.   
 
Dr Elizabeth Fellows commented that one of the reasons for having the fourth lay member 
is that we have been criticised in the past for not having significant challenge.  Dr Julie 
Cullen said that her view is that we need challenge now more than ever. 
 
Michelle Spandley stated that the CCG will be challenged with reducing its running costs 
so we may have some difficult choices to make in the future. 
 
Innes Richens commented that it was a valid question however if you look at what happens 
nationally on STP, often lay members are another way of getting a voice of the population.   
 
Dr Elizabeth Fellows commented that she supported the recruitment of a fourth lay 
member but understood the concerns. 
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Dr Tahwinder Upile commented that the recruitment of a fourth lay member would reduce 
the Governance risk for the CCG. 

  
 Dr Dapo Alalade suggested representation from the younger population if possible. 
 

Tracy Sanders commented on the revised Scheme of Reservation and Delegation and that 
it had been revised considerably following review by DAC Beachcrofts and input from 
herself and Michelle Spandley. 

 
Dr Elizabeth Fellows commented that the draft Governance Map is for noting and 
comments and that it is a document that will change and move forward. 
 
Paul Cox asked about Governance Map and the separation of member practices as 
detailed on page 6.  Tracy Sanders explained that it shows the Governance for member 
practices who are the CCG and direct the Governing Board.   

  
Jackie Powell about section 5.3.3 (j) in the Governance Map which refers to designing local 
incentive schemes as an alternative to the Quality Outcomes Framework.  Tracy Sanders 
explained that it gives the CCG the power to do it but it does not mean that the CCG will. 

 
Tracy Sanders said that if members had any further comments on the documents to let her 
know.  It is hoped the revised framework and documents will be uploaded onto the CCG 
website in the New Year and will be reviewed periodically. 

 
Dr Jim Hogan commented that it had been agreed that the CCG would share the 
Governance Review outputs with Bennet Low at NHS England for information.  Tracy 
Sanders agreed to ensure this was done. 

Action:  T Sanders 
 
 The Governing Board: 

 Approved the revised Constitution and recommend it to member practices for 
their approval prior to submission to NHS England for a formal variation. 

 Approved the revised terms of reference in respect of the: 
- Audit Committee 
- Remuneration Committee 
- Clinical Strategy Committee 
- Primary Care Commissioning Committee 

 Approved the revised scheme of reservation and delegation. 

 Reviewed the first draft of a governance map for the CCG noting that this is a live 

document and will be updated as required.  
 

7. Conflicts of Interests Management Arrangements 
 
Dr Elizabeth Fellows explained that Tracy Sanders would remain at the meeting in order to 
present this item particularly on the absence of Andy Silvester, lay member who was going 
to present this item. 
 
Tracy Sanders presented a paper which detailed the Conflicts of Interests management 
arrangements.  The paper sets out the CCGs planned actions and those already taken in 
respect of this, specifically the revised Standards of Business Conduct Policy and 
Procurement Framework. 
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She noted that it has been proposed that Andy Silvester be appointed as Conflicts of 
Interest Guardian and he had worked closely with DAC Beachcrofts in order to understand 
the role. 
 
The Governing Board: 

 Approved the Standards of Business Conduct Policy. 

 Approved the Procurement Framework. 

 Approved Andy Silvester as Conflicts of Interest Guardian. 

 Noted the requirements regarding assurance and audit. 

 Noted the next steps. 
 

8. Minutes for Approval 
 
The minutes of the NHS Portsmouth CCG Annual General Meeting held on 28 September 
2016 were presented for approval. 
 
The Governing Board approved the minutes. 
 

9. Minutes of Other Meetings 
 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meeting held on 7 September 2016. 
• Minutes of the Primary Care Commissioning Committee meeting held on 20 July 2016. 

 
The Governing Board accepted the minutes. 
 

10. Joining Forces with Friends Service 
 
Dr Elizabeth Fellows welcomed Carol Elliott, Business Manager from Age UK to the 
meeting.  She noted that the CCG is working closely with local organisations to improve the 
health and wellbeing of Portsmouth veterans.  As home to the Royal Navy and former 
major army garrison town, we feel strongly that we have a special duty to better understand 
and help with some of the issues for veterans.  We have a Veterans’ healthcare event 
planned for the end of this month, and today have invited Carol Elliott, Business Manager 
from Age UK to inform us about a new scheme currently  being launched in Portsmouth to 
help older veterans.  We are keen to hear more about the service, the background to it and 
how it will help our older veteran population, and know that Carol will also be in attendance 
at our event later this month where we will be discussing the health of veterans of all 
ages.  Carol gave a presentation on a new scheme currently being launched in Portsmouth 
to help older veterans called “Joining Forces with Friends”. 

 
Dr Elizabeth Fellows thanked Carol Elliott for taking the time to attend the meeting and 
present details of the new service. 
 

11. Date and Time of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 18 
January 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 
8 December 2016 
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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 November 2016.  
 

2 PORTSMOUTH HEALTH AND CARE ‘BLUEPRINT’ UPDATE 
 
Since the launch of the Portsmouth Blueprint in 2015, driving change in the way we plan 
and provide health and social care in the city, there has been some exciting progress.  

 
 Health and Care Portsmouth continues to build on the work delivered through The 

Better Care Fund, which enables us to improve services for residents in the city, by 
joining up health and care resources and funding. A number of jointly funded projects 
are starting to show real benefits in improving outcomes, as well reducing hospital and 
long term care admissions This includes the Adult Social Care Intervention, which has 
worked on simplifying assessment processes and reducing waiting times.  
 

 Choice and control are key aspects of the Health and Care programme and this has 
been demonstrated in a completed Personal Budgets pilot with older residents, with a 
children's pilot also underway. Approval was granted by NHS England as well as local 
partners for the 2016/17 Better Care Fund plan and we have achieved shared 
governance and financial agreements. 
 

 We now have a senior joint role between PCC and CCG, which combines NHS 
Portsmouth CCG’s Chief Operating Officer and Director of Adult Services functions 
into a single role which is fulfilled by Innes Richens. Having such a senior figure 
working for both the NHS and for the City Council marks a pivotal moment in the 
ongoing effort to bring the two organisations closer together.  

 
 The co-location of members of the Adult Services teams from PCC and community 

nursing teams from Solent NHS Trust means that health and social care professionals 
have moved and are now based in the same buildings under three different locality 
teams. This has brought together professionals who all share the desire to improve the 
care on offer for individuals, to help people to stay well and live as independently as 
possible for as long as they can. 
 

 The Living Well project in partnership with Age UK helps to improve health and 
wellbeing for people aged over 50, living with long-term health conditions in 
Portsmouth. It has helped 300 people in the last 18 months and now funding has been 
extended so they will continue to work towards improving the quality of care and 
support they receive. 
 

 In June 2016, three Multi-Agency Teams were created for children and family services 
in Portsmouth. More than 200 professionals from Children's Social Care, the Youth 
Offending Team, Solent NHS Trust, Public Health and Barnardo's were shaped into 
three locality teams covering the North, Central and South of the city. In addition, the 
city's Children's Centres were restructured to cover the same localities. The co-location 
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of professionals is part of a wider programme to improve the integration of support for 
families. 
 

 A service designed to increase the number of GP home visits in the city, to help 
improve care and reduce pressure on A&E, has recently been extended. The Acute 
Visiting Service (AVS) was initially set up as a pilot scheme, operating across the city, 
allowing people to be referred for a home visit by a doctor working for the dedicated 
service. At first the service ran during weekday mornings, but in the autumn of 2016 it 
was extended to be available 9am – 5pm, Mondays to Fridays and to have additional 
GPs working in the service. The AVS does not replace the normal home visits carried 
out by GPs to their registered patients – it is additional to that. It means that patients 
felt to be in need of an urgent assessment can be seen sooner, perhaps benefitting 
from a longer visit than might otherwise be the case, and have support or treatment put 
in place more quickly. The service is commissioned by NHS Portsmouth Clinical 
Commissioning Group, and delivered by the Portsmouth Primary Care Alliance. The 
early signs are that the introduction of the AVS has coincided with a fall in the number 
of emergency hospital admissions for people aged over 65. 
 

 We have shared the plans for the Portsmouth Blueprint with VCS partners and 
continue to work closely with them to look at how the sector can support us to improve 
outcomes for individuals, reduce waiting times and improve efficiencies. Practical 
examples of this include projects such as: Living Well and through the Integrated 
Personalised Commissioning Project. We are supporting the VCS with training and 
development opportunities to help them develop new skills to deliver services 
differently. 
 

 Developments have been made in IT with Adult Health & Care staff from GP practices, 
Solent NHS, and the Clinical Commissioning Group all using the same IT system. 
Work is now underway to move Portsmouth City Council's Adult Social Care work to 
the same system. This means that it may be easier in the future to join-up work and 
processes, and share relevant information.  
 

 The same system won't work for children's social care and safeguarding services, so 
work is taking place to identify a system solution that will work for these services and 
potentially work with the system for adult's services.   
 

 The Health and Care Portsmouth agencies are working together to understand how 
they can use and share information to inform service design and delivery, and are 
discussing the possibility of a shared Information Governance post being created to 
manage this.  
 

Our next steps include: 
 

 Following the co-location of our health and care staff, we aim to put in place an 
integrated management and delivery structure. This will be between the community 
nursing teams from Solent NHS and the social care team from Portsmouth City Council. 
In Children's Services, a new Head of Service post has been created to manage the full 
range of preventative and early help services in the MATs, across NHS Solent and 
PCC.  Contracted family support services will also be integrated within that new service. 
 

 We will be working with Portsmouth Hospitals NHS Trust to implement proposals for 
‘Discharge to Assess’ and ‘Frailty’ services which have been planned with wider system 
partners and form part of our response to managing urgent care in the city. 
 

 We will be finalising our first phase plans for the Portsmouth Primary Care Alliance and 
NHS Solent ‘community hub’ as part of building a ‘Multi-specialty Community Provider’ 
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(MCP) for the City. Our initial aim is to improve in-hours capacity for urgent demand in 
GP practices and in NHS community services. 
 

 We will be agreeing and delivering the next stages of our city’s approach to joining up 
our IT systems, maximising use of the single system TPP to create shared care records. 
 

 The Better Care Fund will continue to deliver results. The Integrated Personal 
Commissioning Team will be completing their child pilot and the Adult Social Care 
intervention will have been rolled in to all community teams to enable ASC to work in the 
new way. 
 

 In particular, over the coming months, we are working on further embedding our local 
‘Blueprint’ plans within the wider Hampshire and Isle of Wight Sustainability & 
Transformation Plans (STPs).  

 

Through 2017/2018 our key priorities will be: 
 

 Implementation of the new ways of integrated working for both children and adults  
 

 health and social care teams 
 

 Increasing the numbers of people with personalised care and support plans. 
 

 Strengthening primary care, by improving access and triage approaches to the wider 
primary care team. 
 

 Procurement of TPP for Adult social care and developing the information governance 
approaches that will optimise use of the system to enable use of shared care records. 
 

 Developing a digital strategy to better enable better self-care and give residents the 
tools to take preventative measures to improve their health and avoid crises. 

 
3 PLANNING AND CONTRACT AGREEMENTS 
 

The planning process for 2017/18 and 2018/19 has been brought forward this financial year 
which includes contract negotiation.  Historically we would be signing contracts at the end 
of March/April however the CCG was expected this year to negotiate and agree contracts 
by 23rd December 2016.    

 
Agreement has been reached with our major providers including Portsmouth Hospitals, 
Solent NHS Trust and South Central Ambulance Service.  This is significant progress on 
previous year’s processes.  Discussions will continue and contracts will require updating as 
we work through the technical changes, forecast of 2016/17 and for Portsmouth Hospitals 
in particular a potential alternative contract model.   Securing plans to reduce activity via 
our Quality, Innovation, Productivity and Prevention agenda will also continue to ensure the 
system as a whole is able to live within the resources allocated. 
 

4 CLINICAL EXECUTIVE ARRANGEMENTS 
 
Dr Jim Hogan has recently announced his intentions to retire from his roles of Clinical 
Leader and Chief Clinical Officer in the CCG at the end of May. Dr Elizabeth Fellows, Chair 
of the Governing Board is now putting in place arrangements to appoint a successor to 
both roles and as Jim has kindly provided us with six months notices of his intentions it is 
hoped this will allow time for us to not only to appoint to the roles but to also allow a period 
of ‘double running’ to ensure a smooth handover before he leaves.  
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We have also been in contact with LMC regarding the election of a new Clinical Executive 
for the Governing Board.  
 
We would all recognise that Jim has been absolutely instrumental in the establishment and 
success of our CCG, and so it will be very sad to see him go, in both a personal and a 
professional sense. We will make sure we mark the moment in an appropriate fashion 
nearer the time, but in the meantime Jim remains fully committed to our work in the CCG 
and will continue to lead us as he currently does. 
 
 

5 TEAM PORTSMOUTH EVENT 
 
In December the latest in our programme of team Portsmouth events occurred in the Aspex 
Gallery, Gunwharf. At the very well attended (and oversubscribed) event staff heard from 
Dr Jim Hogan as our Chief Clinical Officer who talked about what had happened in 2016 
and what he forecast for the year ahead as well as discussing his retirement plans from the 
CCG in the early Summer. Dr Jonathan Lake as our newest Clinical Executive shared his 
reflections on having joined the organisation nine months ago.  
 
Staff then worked in groups in ‘speed dating’ mode to hear about and discuss six topics 
including: planning, QIPP, mental health services, MCP and out of hospital plans, ED 
performance as well as a chance to talk to some of our staff engagement representatives. 
Interwoven into the event were a number of more light-hearted challenges and 
competitions.  
 

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

 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 

 Approved updated policies and procedures including a new buying annual leave 
policy, revised whistleblowing policy,  

 Approved updates to a range of information governance documents and systems 
and controls 

 Agreed an extension of 12 months for the current internal audit contract 

 Considered and approved updated terms of reference for management groups and 
the clinical executive committee 

 Oversee the development and submissions of draft operating plans and supporting 
documentation to NHS England 

 Considered draft financial plans 

 Oversaw system arrangements for the Christmas and new year period 

 Oversaw implementation of revised arrangements for the management of conflicts 
of interest following the approval by the Governing Board of a revised Standards of 
Business Conduct Policy at its meeting in November 2016 

 Undertook ongoing reviews of performance and actions for improvement and 
escalation including the issuing of contract performance notices 
 

7 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) (£2.1m) (£2.1m) 0%  

Plan - full year forecast surplus (£m) (£3.10m) (£3.10m) 0%  

QIPP – year to date (£m) £6.4m £6.4m 0%  

QIPP - full year forecast (£m) £9.37m £9.37m 0%  
 

Programme and Projects 
 

Overall, 58 out of 71 projects that have been signed off by the CCG are on track 
to deliver the expected outcomes.  
 
11 projects are RAG rated amber as having risks relating to delivery of planned 
outcomes, these are: 

o Re-modelling of community service. 
o 16/17 Safe Space Project. 
o Integrated Personal Commissioning Programme 2016/17. 
o PSEH RightCare Programme. 
o Pharmacy Urgent Repeat Medicine (OOH) Project. 
o Managing ECR Budgets Mental Health Services Project (Cross 

Organisational). 
o Paediatric Pathways Into Portsmouth Hospitals Trust (PHT) Project.  
o Combined GI Service. 
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. 
 

2 Projects are RAG rated as Red: 
o Patient Transport Renal has been rated red as it is very unlikely to 

delivery expected outcomes. 
o Challenging Behaviour Provision Project has been rated red as the 

tender did not attract any successful bids, and there still remains a 
gap in the market for Challenging Behaviour Beds. 

 
 
 

Expected Delivery of all 
Projects 

 

 

 

Performance 
 

 South Central Ambulance Services (SCAS) did not achieve the agreed 
improvement trajectory for October, recording 71.3% for Red1 against a 
trajectory of 74.7%, 72.2% for Red 2 against a trajectory of 74.4% and 
94.1% against a trajectory of 94.4% for Red 19. 

 A&E 4 hours – Portsmouth Hospitals NHS Trust (PHT) achieved 75.9% 
against an improvement trajectory of 85% in October. PHT are currently the 
third lowest performing Trust with a Type 1 A&E department in England 
(October ’16 data.). 

 PHT reported one patient waiting in excess of 12 hours from decision to 
admit to admission (A&E Trolley Wait) following an A&E attendance in 
October. 

 October year to date, the CCG is currently underperforming against one 
national Cancer standard; 62 Days (GP Referral). 

 The CCG failed the RTT incomplete standard for October recording 88% 

 
 

Year to Date Delivery of 
all KPIs 

 
 

 
 

 

2 11 58 

12 19 
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versus the 92% standard. Under performance is primarily driven by PHT 
who failed the standard in October. 

 One breach of the 52 week RTT standard reported at North Bristol Trust. 
The patient is waiting for Trauma & Orthopaedics procedure and has been 
given a treatment date by the Trust of 15/12/2016. 

 Replacing the CCG Assurance Framework for 2016/17, NHS England 
introduced the Improvement and Assessment Framework (IAF). 
The IAF indicators draw together NHS Constitution and other core 
performance and finance indicators, outcome goals, and transformation 
challenges to provide a more accurate account of CCG delivery. The 
baseline assessment published in Q2 2016/17 has placed the CCG in the 
top quartile nationally for 10 of the 42 elements and 7 elements in bottom 
quartile. 
Please refer to Annex 6 for the full breakdown of the baseline assessment, 
An update to the published indicators is due for publication in January 2016. 

 

Quality 
 

Portsmouth Hospital Trust:  

 Risk to patient safety as a result of waits for treatment at QAH A&E Department. Close monitoring of waiting 
times continues with the Trust subject to a Contractual Performance Notice in relation to their A&E 
performance. 
  

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

handover delays and deteriorating performance for red and green calls. A number of actions have been 
taken in response with progress monitored via the CQRM process. 

 
Elevated Legionella levels have been identified at an inpatient unit in Portsmouth.  Immediate action was taken 
in response to eliminate the bacteria and education delivered to staff on identifying the signs and symptoms of 
Legionella.  
 
Safeguarding:  The criminal trial relating to the murder of Child E has concluded. There has been some media 
coverage of this case however there has been no adverse media related to health agencies. A Serious Case 
Review has been carried out and all the recommendations related to Health adopted. 
 
PREVENT is the preventative strand of the Government counter terrorism strategy which aims to protect those 
who are vulnerable to exploitation from those who seek to get people to support or commit acts of violence.  
Portsmouth City has been classified as Tier 2 high priority area by the Home Office. The CCG has completed the 
Hampshire and Isle of Wight Prevent Partnership Board Organisational Self-Assessment Tool and is currently 
green in all areas. 
 
Solent 

 Following a CQC inspection of Solent NHS Trust in June 2016, the Trust has been given an overall rating of 
‘Requires Improvement’. 

 The learning disability service achieved an overall rating of ‘outstanding’, with all areas being rated as 
‘outstanding’ with the exception of safe services which was rated as ‘good’.  

 
 

GBAF 
 

 
Matrix of all risks 

Below are the top risks as identified in the GBAF. A number of key control 
measures are in place to mitigate these risks. 

 Emergency Department & Urgent Care Pathway. 

 Budget Cuts in Public Health and Adult Social Care. 

 Size of the 16/17 QIPP savings. 

 Financial Sustainability of Health Partners. 

 Transformation. 

 NHS Constitution Standards. 
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Finance Summary 
CCG Finance 

Finance Key Issues 

At M8 reporting the CCG remains on track to meet its 2016/17 target surplus of £3.1m with a YTD surplus of 
£2.1m. 
 
The financial yearend forecast across the acute sector has been increased in anticipation of a higher level of 
activity across the sector over the winter period. 
 
Allocations were received in month for phase 1 of an expanded IAPT pilot in Portsmouth (£127k) and for the 
development of a Hampshire wide community Perinatal service (£272k). 
 
The CCG’s allocation was also adjusted for the cost of overseas visitors and minor improvement grants at M8. 
 
The majority of creditors over 90 days relate to NHS Property Services. The CCG is anticipating a national 
allocation in order to release these bills for payment 
 
The CCG continues to remain on plan to achieve its QIPP target in year, however risks remain due to the volume 
of schemes due to begin in the second half of the year hence the amber rating. 

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 

0 3 34

Projects

   
 

Project Delivery 
 

Project Priority Headline Commentary 

Progress 
37 projects are assigned to this priority, with 31 RAG rated as Green. Commentary from selected projects is given 
below:  
Evaluation of current Primary Care pilot models Project 

 Commissioners continue to work with the Alliance to move forward with the evaluation of these projects. The draft 
overarching business case for new models of care produced by Solent and The Alliance shows this work being 
undertaken in early 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 on 1st February 2017 to progress. 

Hampshire Fire & Rescue (HFR) Accident Prevention Project 

 Project is continuing to progress with HFR service visiting schools Hampshire wide delivering accident prevention 
messages. The project is being evaluated by Portsmouth Public Health, the outcome of which will determine 
whether the project continues going forwards. 

Sleep Studies 

 Commissioners are currently in contact with it supplier of Pulse Oximeters and are researching this area further to 
find details on similar products. Commissioners have also asked the supplier whether they’ve had any related 
conversations with other Clinical Commissioning Groups or community teams regarding this approach. 
 

Challenges 
The 6 projects that may not deliver are listed below with some commentary on progress: 
 
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.  
Review of Portsmouth Teledermatology pilot and implementation of Primary Care Minor Surgery 

 The costings and potential savings around the new service have now been validated. Commissioners are 
preparing a briefing to update on the purpose and progress to date with a view to the project being signed off as a 
pilot. 

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) 

 CCG Executives met with the Chief of Service at Portsmouth Hospitals NHS Trust to discuss the UCC streaming 
process. The impact of streaming is still unclear. It was agreed that PHT would provide a briefing to help 
contextualise the proposed UCC in the Emergency department alongside results from the pilot. It was also agreed 
that the Chief of Service would make contact with the CCGs Clinical Lead, regarding diagnostics for GPs within 
the UCC. The RAG rating remains amber due to the ongoing uncertainty around the future of the UCC and 
associated model. 

Combined GI service 

 On the 4th of October, Commissioners met with a consultant from the Gastroenterology department who is 
supportive of the approach and a further meeting with the Commissioners, CCG clinicians and the PHT 
Gastroenterology department consultants is currently being arranged. 

Managing ECR Budgets Mental Health Services Project 

 Amber rating reflects risk to deliver full savings. 
 

  

 

 

 

5 0 0 

Risks 

2 7 1 

 KPIs (YTD) 

 4 1 0 0 6 31 



8 

Performance 
 

In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

A&E Waits (PHT)  
   Oct. 16 

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

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

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

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

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

RTT: Incomplete (NHS Portsmouth CCG)  
   Oct. 16 

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

   

Performance Priority Headline Commentary 

Challenges 
 

 A&E - Delivery of the agreed A&E improvement trajectory by Portsmouth Hospitals NHS Trust remains a 
challenge. The Trust has not achieved the set trajectory since July and missed the target for October, reporting 
75.9% against a target of 85%. Unvalidated data puts the Trust’s November performance at 75.3%.  
Action(s) 

o Performance managed by CCGs through Executive led performance meetings, A&E Delivery Board and 
Contract Review Meetings. 

o Integrated Discharge Service (IDS) in operation from September and is currently in test phase. The 
service is focused on discharging complex long stay patients supporting hospital flow. 

o The Frailty Intervention Team (FIT) now screening 80% of frail patients in A&E from a baseline of 35%. 
This has had a positive impact on the proportion of frail elderly patients admitted following an A&E 
attendance, reducing from 70% to 63%.  

o System resilience plans produced including flexible capacity that can be increased in the event of winter 
surge across all sectors and agreed multi agency triggers for extending and withdrawing extra capacity. 
 

 Calls answered within 60 seconds (NHS 111) - The service experienced unexpected increased in demand 
during the last week of October resulting in a dip in performance. SCAS continues to roster clinicians for regular 
home working to support peak times and pressures. 
Action(s) 

o Provider to maximise additional staffing resource from Milton Keynes to cover gaps in staffing rota.  
o Roster (x13) clinicians for regular home working to support peak times and pressures. 
 

 RTT 52 Week Standard – One breach of the 52 weeks standard reported at North Bristol Trust (the same patient 
reported in the previous month). The patient is waiting for Trauma & Orthopaedics procedure and has been given 
a treatment date in December by the Trust. 

 

 RTT Incomplete Standard - The CCG failed the RTT incomplete standard for October, recording 88% against a 
target of 92%. Underperformance against the RTT incomplete standard is primarily being driven by PHT with the 
Trust reporting performance at 88.9% against the 92% standard. PHT are forecasting November’s performance to 
be 89.9% and we are therefore anticipating the standard will be missed at a CCG level.  

 
There are currently a number of challenged specialties within the Trust driving underperformance against the 
incomplete standard, including: Cardiology, Dermatology, Gastroenterology, General Surgery, Urology and 
Trauma & Orthopaedics. 

 
Action(s) 

o Provider has produced recovery plans for Cardiology, Dermatology and General Surgery. 
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o CCG have re-established 'Action On Elective' meetings. Working across commissioners, performance, 
primary care and with the Trust at a specialty level to understand key challenges affecting performance 
and how the CCG can support PHT's recovery. 
 

 999 Ambulance Response - South Central Ambulance Service continues to experience significant challenges in 
meeting the Red 1, Red 2 and Red 19 improvement trajectories. The Trust failed the agreed performance 
trajectory for October recording 71.3% against 74.7% for Red 1, 72.2% against 74.4% for Red 2 and 94.1% 
against 94.4% for the Red 19 standard. The provider has identified that increasing demand and acuity levels, 
vacancies in clinical workforce and long handover delays at PHT are all having an adverse impact on their ability 
to improve performance. 
Action(s): 

o Agreed Recovery Action Plan (RAP) is in place and monitored via the Contract Review Meetings. 
o The RAP aims to deliver the standard by the end of February 2017.  

 

 E-Referral Utilisation – The CCG is failing the E-Referral target, recording 5.7% in September against a target of 
25%. The Primary care team is working with GP Practices to encourage usage. Additionally, commissioners are 
discussion with 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 performance for the last 12 month to September 2016 shows that the CCG is 
performing better than the national average. The 3C description covers a sub group of antibiotics that are deemed to 
put patients at a higher risk of antibacterial resistant infections. 

 

 

GBAF 

 

Risk Matrix  Ref  Risk Description  Score 

  
  
 
  

 

Perf1 

 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 

 

20 

Indicator 
Current 
Period 

Current Target Current Value Status NHS England 

Prescribing costs/ASTRO-
PU 

October 
2016  

(12 months) 
N/A £43,6.200  £41,836 

Antibacterial Items per 
STAR PU 

September 
2016  

(12 months 
1.161 1.104  10.69 

Antibacterial Items 
Prescribed as 3C 

September 
2016  

(12 months) 
<10.0% 8.5%  9.1% 

GP Friends & Family Test 
October 

2016 
N/A 76%  90% 

Dementia Diagnosis Rate 
October 

2016 
66.7% (national 

target) 
73.9%  N/A 
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Risk Matrix  Ref  Risk Description  Score 

 

achievement of the Sustainability and Transformation 
Fund Improvement Trajectory. 

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

 
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 

 
9 
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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 

0 3 34

Projects

 
2 2 4

 KPIs (YTD)

 
 

 

Project Delivery 
 

Project Priority Headline Commentary 

Progress 
11 projects are assigned to this priority, with 8 RAG rated as Green. 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. Audits for antibiotic use and learning difficulties have all 
been completed. 

 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. 

 October prescribing data shows that the overall savings for the prescribing budget are £100k ahead of planned 
savings. 

 EPS figures continue to increase with 9 out of 19 practices achieving nearly 60% or higher. Four practices are 
now showing EPS rates of greater than 80% which is the current NHS Digital maximum target. Repeat dispensing 
is highlighted nationally as being part of the solution to reduce GP workload. Portsmouth CCG has a higher than 
average % of prescription items produced via repeat dispensing at 17.5% of items. 

 
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 

 There are no financial benefits attached to this project within this financial year. The project aims to gather 
baseline data to inform decisions in 17/18 financial year. 

 
The 2 projects RAG rated as amber that may not deliver expected outcomes are listed below with some commentary 
on progress: 
Pharmacy Urgent Repeat Medicine (PURM) 

 This project is Amber due to a delayed start date from August to November. The project is awaiting updates from 
NHS England. 
 

Right Care Programme 

 Action on Right Care monthly working group meetings are being set up alongside quarterly Right Care steering 
group meetings. 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.   

 

 

 

 

5 0 0 

Risks 

1 0 0 1 2 8 



12 

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

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

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

    Sept 16 

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)     Oct 16 

Incidents of MRSA (NHS Portsmouth CCG)     Oct16 

Never Events (Portsmouth Hospitals NHS Trust)     Sept 16 

Venous Thromboembolism (VTE) Risk Assessment (Portsmouth 
Hospitals NHS Trust) 

 
   Sept 16 

  

Performance Priority Headline Commentary 

Challenges 

 HCAI - There was one case of C.diff reported in October against a threshold of four taking the year-to-date to 17 
reported cases against a threshold of 29. 

 

 One case of MRSA Bacteraemia reported in May against an annual target of zero. 
 
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 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. 
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Quality 

The Portsmouth CCG Quality & Safeguarding Executive Group (QSEG) met on 21 December 2016 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 QAH A&E department as a result of long waits for treatment.  Risk score 20 (on the CCG 
GBAF). As a result of their A&E performance, the Trust is currently subject to a Contractual performance Notice 
and CQC Action Plan. Close monitoring of treatment wait times continues. It is encouraging to note that a long 
wait audit did not identify any patient harm had occurred at the point of discharge / transfer from the A&E 
department. 
 

 Patient safety risks as a result of SCAS long waits. Risk score 16. Waiting times are being further impacted by 
handover delays and deteriorating performance for red calls. 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.   

 
Quality exceptions: 
Quality impact, risk of poor patient experience relating to Referral to Treatment pathway delays. Current 
performance is referenced in other parts of this report.   
 
Elevated Legionella levels have been identified at an inpatient unit in Portsmouth.  A thorough risk assessment was 
completed with water safety experts and Health & Safety Lead and immediate action taken to eliminate the bacteria.  
Staff have been made aware of the signs and symptoms of Legionella and the need for extra vigilance in the coming 
weeks. Patients in the unit do not fall into the high risk category. 
 
 
Safeguarding 

 Child E: The criminal trial relating to the murder of Child E has concluded. There has been some media coverage 
both locally and nationally regarding this case but no adverse media related to health agencies so far. Child E’s 
Mother was found guilty of murder and two counts of GBH. Child E’s father was acquitted of all charges. A 
Serious Case Review has been carried out and all the recommendations related to Health adopted. The Review 
will be published in the New Year once the family have had an opportunity to comment. 

 

 PREVENT is the preventative strand of the Government counter terrorism strategy which aims to protect those 
who are vulnerable to exploitation from those who seek to get people to support or commit acts of violence.  The 
Prevent programme is having an impact on reducing the number of vulnerable individuals being exploited. It is 
helpful to recognise that nationally 50% of referrals to Prevent relate to extreme right wing and animal rights 
activity. Portsmouth City has been classified as Tier 2 high priority area by the Home Office. The CCG has 
completed the Hampshire and Isle of Wight Prevent Partnership Board Organisational Self-Assessment Tool and 
is currently green in all areas.  For more information, contact the CCG’s Associate Designated Nurse for 
Safeguarding Adults. 

 
Solent NHS Trust CQC Inspection 

On 27-30th June 2016 Solent NHS Trust were inspected by the CQC. In its report published on 15th November the 

Trust was given an overall rating of ‘Requires Improvement’; 
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The learning disability service achieved an overall rating of ‘outstanding’. An ‘outstanding’ rating was achieved in all 
areas with the exception of safe services which was rated as ‘good’. Solent believes it to be one of the only Trusts 
nationally where a rating of ‘Outstanding’ has been awarded for a learning disability service. 
 
Positive news: 

 Provision of 136 suites (health based place of safety).  QSEG are pleased to report step in arrangements are now 
in place to ensure all 4 suites are available 24/7 for assessments under Section 136 of the Mental Health Act  

 An independent peer review of serious incidents involving maternal deaths has been completed and confirms 
there is no evidence of sub optimal care in the maternity department at PHT.  This risk has now been closed.   
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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 

0 3 34

Projects

   
 

Project Delivery 
 

Project Priority Headline Commentary 

Progress 
14 projects assigned to this priority, with 12 RAG rated as Green.  
Commentary from selected projects are given below:  
Primary Care Hub and Premises development Project 

 The CCG have received notification from NHS England that 2 of the 3 projects within the Estates and Technology 
Transformation Fund (ETTF) bid have been successful. The financial details of the offer are being resolved in the 
hope of "going public" with the news. 

Acute Visiting Service (AVS) Project (Emergency Care Practitioner)  

 Mobilisation of new service model has been implemented and running from 5th Sep’16. Enhancements to the 
service include: 
o Increased GP capacity. 
o AVS working with SCAS to bring a Specialist Paramedic into the team 5 mornings per week. 
o Afternoon AVS service with 1 GP working across the city as a starting point (Criteria for referral - patients 

visited will be those that GPs would be visiting after evening surgery and are at a high risk of requiring 
admission). 

o Referral criteria for all morning visits have been reviewed and tightened. 
o AVS have developed a relationship with Goldchem pharmacy. The pharmacy is now accepting scripts from 

the AVS and they will ensure the same day delivery across the Portsmouth area. This will help to avoid any 
delay in either scripts going to the patient’s own GP/pharmacy of choice. 

Community Reablement 

 Project Management Group (PMG) have been updated on Frontend reablement service activity and next steps, 
and the Voluntary Community Services (VCS) projects with plans for disinvestment and reinvestment. PMG 
agreed to a further review of the front end reablement service as the numbers seen so far have not allowed us to 
clearly assess whether the service is delivering the savings that it should. Awaiting the outcome of the VCS paper 
recommendations. A business case for 5 discharge to assess pathway 3 beds has been developed and is 
awaiting approval. 

 

Challenges 
The 2 projects RAG rated as amber that may not deliver is listed below with some commentary on progress: 
Integrated Personal Commissioning (IPC) 

 National information governance issues have delayed progress on the development of a linked dataset. Local 
work on data flows and agreements is underway. IG documents for Living Well have been approved by the 
health IG lead. 

 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.  

 Personal Health Budgets (PHB) targets: Following an audit of the Learning Disabilities (LD) service the number 
of budget holders is 376, 86.50% of the three year IPC target of 437. A significant majority are notional budgets. 

 The IPC Operating Model is now complete with the interactive model on the Personal Health Budgets Learning 
Network website. 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 
Feb to initiate this development. 
 

5 0 0 

Risks 

2 2 1 

 KPIs (YTD) 

0 1 0 0 2 12 
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Safe Space Project 

 Non - recurrent funding for 16/17 was approved at CSC with the request for recurrent funding not approved, work 
needs to continue to secure match funding from partners, particularly Hampshire Constabulary and Portsmouth 
University.  The CCG is working with SCAS to discuss the next steps in this project. The main functions of Safe 
Space are to avoid unnecessary ambulance calls, unnecessary attendances at A&E and unnecessary admission 
to hospital. 

 

Performance 
 
Performance Priority Headline Commentary 

 At the end of quarter one 2016/17, the proportion of older people (65 and over) who were still at home 91 days 
after discharge from hospital into reablement and rehabilitation services as was at 82% against a threshold of 
85.3%.  
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. 

 

 Latest published figures (June ‘16) show 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 397 against a target of 678.6.  
 

 Delayed transfers of care (DTOC) – The Local Authority saw a significant increase in the number of bed days 
lost resulting from Delayed Transfers of Care during October ‘16. There were 1466 bed days lost in the month 
compared to 732 in September. Most significant delays reported by Portsmouth Hospitals NHS Trust with a 
reported DTOC rate of 8.9% versus a target of 3.5%, rate relates to the number of patients delayed on the last 
Thursday of each month and the total delayed days during the month for all patients delayed throughout the 
month. 
Action(s) 

o Integrated discharge service including Frailty Intervention Team (FIT) established at PHT with a focus 
on improving discharge process and non-elective admission avoidance respectively. 

o Daily stranded patient meetings in place between CCG, PHT and Community Providers, focused on 
pulling stranded patients out of the hospital and reducing occupied bed days. 

o Trajectory established to reduce the numbers of patients on Medically fit For Discharge (MFFD) list 
and improve DTOC performance. 

o Internal discharge programme based SAFER patient flow bundle rolled out across key wards at PHT. 

  

GBAF 

 

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 

0 3 34

Projects

 
2 1 13

 KPIs (YTD)

 
 

 

Project Delivery 
 

 Project Priority Headline Commentary 

Progress 
Of the 8 projects assigned to this priority, 7 are RAG rated as Green.  
Commentary from selected projects are given below:  
Expanding recovery college to support primary care with focus on people with long term conditions 

 November CSC confirmed agreement for the Expansion of the Solent Recovery College into Primary Care, 
which is being mobilised. Providers to update GP target group in January and performance to be monitored as 
part of normal contractual/performance monitoring. 

Implementing Requirements of Crisis Care Concordat Project 

 The local Portsmouth & SE Hants concordat action plan is being refreshed and fed into the Hants wide concordat 
plan. Any applicable actions from these plans will be incorporated into this project. 

ADHD Project 

 The contract was successfully awarded, with the service due to start 2nd January, and the provider is in the 
process of mobilising. They are seeking a soft launch, to mitigate against receiving an unmanageable number of 
referrals in the first instance.  
 

Challenges 
 

The 1 project that is RAG rated amber that may not deliver expected outcomes is listed below with some 
commentary: 
Re-modelling of Community Mental Health Service 

o The Programme Director and Clinical Lead have a meeting with Solent in January 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 picked up by Suzannah and team. 

  

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

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

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

 
  

 Oct 16 

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

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

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

Cancer Waits - 31 Days (Surgery) (NHS Portsmouth CCG)  
  

 Oct 16 

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

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

Dementia Diagnosis Rate (NHS Portsmouth CCG)  
   Oct 16 

5 0 0 

Risks 

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

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)  
   July 16 

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

IAPT: People Entering Treatment (NHS Portsmouth CCG)  
   August 16 

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

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

 

Performance Priority Headline Commentary 

Challenges 

 Cancer - October 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 out of the eight national 
standards in October, failing 31 days subsequent surgery.  
 
The Trust achieved the 62 day First treatment (GP Referral) standard in both September and October ’16 putting 
them above their recovery trajectory for this standard. To support recovery and sustainability of this standard, the 
Trust’s plan is focused on treating the longest waiting clinically urgent patients and addressing underlying 
capacity issues. 

 
Action(s): 

o Recovery plan produced by the Trust aimed at delivering and sustaining the 62 day First treatment (GP 
Referral) standard from February ‘17. 

o Trust to monitor key stage of treatment milestones at Tumour site level with exceptions / pathway 
blockers escalated internally by way of Scheduled Access Assurance Meeting (SAAM). 

o The Trust is working to improve Inter-trust referral pathways to provide early visibility of potential referrals 
and develop standard pathways with key diagnostics completed or in place to speed up decision to treat / 
treatments following an onward referral. 

o Delivery of the improvement plan is on track and monitored at Cancer Steering Group with CCG 
involvement. 
 

 Hospital Standardised Mortality Ratio (HSMR) - There was a reported increase in Hospital Standardised 
Mortality Ratio (HSMR) at PHT in July. The rate increased from 100.64 in March 2016 to 109.43 in July 2016. 
This remains within tolerance levels however is above the National Average of 100. 

 
Action(s) 

o The Trust introduction of a Medical Examiner system to review deaths commenced a pilot in Respiratory 
on 7th November. 

GBAF 

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

Indicator 
October 2016 Q3 2016/17 2016/17 

Monthly Trend 
Target Value Status 

Short 
Trend 

Value Status Value Status 

RTT: Incomplete Pathways <18 Weeks 92% 88.03% 
  

88.03% 
 

90.54% 
  

Patients waiting >52 Weeks 0 1 
  

1 
 

5 
  

Diagnostic Test Waiting Times 99% 99.03% 
  

99.03% 
 

99.03% 
  

A&E 4 Hour Waits (PHT) 85% 75.9% 
  

75.9% 
 

79.5% 
  

Cancer: 2 Week Waits 93% 96.3% 
  

96.3% 
 

96.2% 
  

Cancer: 2 Week Waits (Breast Symptoms) 93% 97.5% 
  

97.5% 
 

93.2% 
  

Cancer: 31 Days (All Treatment) 96% 97.1% 
  

97.1% 
 

97.8% 
  

Cancer: 31 Days (Surgery) 94% 95% 
  

95% 
 

94.9%   

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

100% 
 

100% 
  

Cancer: 31 Days (Radiotherapy) 94% 97.3% 
  

97.3% 
 

97.5% 
  

Cancer: 62 Days (GP Referral) 85% 86.1% 
  

86.1% 
 

81.5% 
  

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

100% 
 

91.8% 
  

Red 1 Ambulance Response (SCAS) 75% 71.32% 
  

71.32% 
 

72.17% 
  

Red 2 Ambulance Response (SCAS) 75% 72.22% 
  

72.22% 
 

73.12% 
  

Red 19 Ambulance Response (SCAS) 95% 94.12% 
  

94.12% 
 

94.66% 
  

Mixed Sex Accommodation (YTD) 0 0 
  

0 
 

0 
  

Methicillin-Resistant Staphylococcus Aureus (MRSA) 0 0 
  

0 
 

1 
 

 

Clostridium Difficile (C. diff.) 4 1 
  

1 
 

17 
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Annex 1: NHS Constitution – Rights and Pledges (2/2) 

Indicator 
September 2016 Q2 2016/17 2016/17 

Monthly Trend 
Target Value Status 

Short 
Trend 

Value Status Value Status 

E-Referral Utilisation 25% 5.38% 
  5.33% 

 
4.97% 

  

 

Indicator 
August 2016 Q2 2016/17 2016/17 

Monthly Trend 
Target Value Status 

Short 
Trend 

Value Status Value Status 

IAPT: People Moving to Recovery (NHS Portsmouth 
CCG) 

50% 51.5% 
  

 

IAPT: People Entering Treatment (NHS Portsmouth 
CCG) 

3.75% 4.7% 
  

 

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

75% 100% 
  

 

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

95% 100% 
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Annex 2: Friends and Family Test Percentage Recommended – October 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% 96% 96% 96% 94% 98% 

Frimley Health 90% 97% 97% 97% 90% 100% 

Hampshire Hospitals 85% 81% No Activity 97% 96% No Activity 

Portsmouth Hospitals 93% 97% 100% 100% 98% 98% 

Royal Surrey County 
Hospital 

81% 95% 90% 100% 96% 98% 

University Hospital 
Southampton 

95% 96% 97% 96% 97% 94% 

Western Sussex 
Hospitals 

87% 79% 100% 97% 97% No Activity 

 
 

 Mental Health Community 

 Value Value 

Solent NHS Trust 71% 97% 

Southern Health NHS Foundation Trust 80% 96% 

NHS England 87% 95% 
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Annex 3 – 2016/17 Quality Premium – October Estimate 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Measure 
Status 

% of 
Quality 

Premium 

Estimated 
Financial Value 

for CCG National Measures 

Cancers diagnosed at early stage  20% £223,082 

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 £892,328 

 

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 6 - Improvement and Assessment Framework (IAF) - Baseline 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 Second 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 1.1 (1.2)

107b Anti-microbial resistance: Appropriate prescribing of broad spectrum antibiotics in primary care 9.3 (9.3)

108a Quality of life of carers - health status score (EQ5D) Bottom 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 Bottom Quartile

122c One-year survival from all cancers Bottom Quartile

122d Cancer patient experience Third Quartile

123a Improving Access to Psychological Therapies recovery rate Top Quartile

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

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

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 Second 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

128d Primary care workforce - GPs and practice nurses per 1,000 population Second Quartile

129a Patients waiting 18 weeks or less from referral to hospital treatment Third Quartile

131a People eligible for standard NHS Continuing Healthcare per 50,000 population Top Quartile

141a Financial plan 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 Top Quartile

164a Effectiveness of working relationships in the local system Second Quartile

165a Quality of CCG leadership Amber

BEST 2 (5.1%)

Top Quartile 10 (25.6%)

Second Quartile 11 (28.2%)

Third Quartile 9 (23.1%)

Bottom Quartile 7 (17.9%)

Worst 0 (0%)  
 

Transformation 

area
Baseline Assessment

CYPMH

90%

Percentage compliance with a self-assessed list of minimum service expectations for Children 

and Young People’s Mental Health, weighted to reflect preparedness for transformation.

Crisis care

73%

Percentage compliance with a self-assessed list of minimum service expectations for Crisis Care, 

weighted to reflect preparedness for transformation

OAPs

88%

Percentage compliance with a self-assessed list of minimum service expectations for Out of 

Area Placements, weighted to reflect preparedness for transformation.

Improvement and Assessment Framework (IAF) - Baseline Assessment - Mental Health
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Annex 7 – 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 

ED 
Emergency Department (Accident and Emergency 
Department)  

SRG System Resilience Group 

EIP Early Intervention in Psychosis  
 

STP Sustainability and Transformation Plans STP 

EPS Electronic Prescribing Service 
 

UCC Urgent Care Centre 

GBAF Governing Board Assurance Framework 
 

VTE Venous Thromboembolism 

GBAF Governing Body Assurance Framework  
 

WTE Whole Time Equivalent 

GP General Practitioner  
 

YTD Year To Date 

HDOCS Hampshire Doctors on Call Service 
 HFR Hampshire Fire and Rescue 
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Abbreviation Translation 

 

Abbreviation Translation 

HSMR Hospital Standardised Mortality Ratio 
 QSEG Quality & Safeguarding Executive Group 

IAF Improvement and Assessment Framework 
 

ETTF Estates and Technology Transformation Fund 

IAPT Increase Access Phycology Therapy 
 

VCS Voluntary Community Services 

IFR Individual Funding Request  

 
PMG Project Management Group 

IPR Integrated Performance Report 

 
PHB Personal Health Budgets 

IUCCC Integrated Urgent Care Call Centre  

 
IPC Integrated Personal Commissioning 

KDA Kidney Dialysis Association  

 
LD Learning Disabilities  
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Report to Governing Board on Portsmouth CCG’s Risk Management 

Process and Governing Board Assurance Framework 

1. Introduction 
The CCG strives to achieve robust and dynamic risk management which is owned and understood by 

all staff.  Over the last six months we have identified four areas where our approach to risk 

management and Governing Board assurance could be improved: 

i. The Governing Board Assurance Framework is a process and should not be limited to the 

production of a risk register 

ii. The CCG must agree its risk appetite 

iii. There needs to be a consistent level of challenge and scrutiny of Directorate risk registers 

within the CCG’s sub-committee/meeting structure 

iv. The Audit Committee’s scrutiny role  

This paper discusses these issues in turn making recommendations which have been incorporated in 

the updated PCCG Risk Management Framework. 

2. Governing Board Assurance Framework 
At any point in time the Governing Board needs to be aware of the current state of progress against 

its strategic priorities and objectives.  This is best achieved through a number of components: 

 clear and measurable strategic priorities and objectives 

 management controls; staffing , resources etc 

 performance information 

 identification of risks 

 management of risks 

 action in response to risks 

 

Together, these components best represent the Governing Board Assurance Framework (GBAF) as a 
live and dynamic process providing evidence and justification for the decision-making process rather 
than the production of a single risk register style document.  

 
If the Governing Board believes that the purpose of having an effective framework for Board 

Assurance is simply in order to generate a GBAF document (to tick a box) then there is a risk that 

good governance may be lost and the efforts of the Board and their staff may have limited impact on 

the achievement of strategic objectives. 1 

The Integrated Performance Report (IPR) already includes most of the components listed above and 

could therefore be effectively used to fulfil the GBAF requirements.  This will make the GBAF process 

more dynamic and timely. 

                                                           
1
 http://www.good-governance.org.uk/wp-content/uploads/2014/07/360-GGI-Assurance-Framework-

guidance.pdf 
 

http://www.good-governance.org.uk/wp-content/uploads/2014/07/360-GGI-Assurance-Framework-guidance.pdf
http://www.good-governance.org.uk/wp-content/uploads/2014/07/360-GGI-Assurance-Framework-guidance.pdf
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Recommendation 1:  The IPR is renamed Integrated Quality & Performance Report & Governing 

Board Assurance Framework with the inclusion of any additional content required.  This will allow 

the Governing Board to have oversight of all the information and data which may impact on the 

delivery of its strategic priorities and objectives. 

Recommendation 2:  The existing GBAF risk register document is renamed Corporate Risk Register 

and incorporated as an appendix to the Quality & Performance Report & Governing Board Assurance 

Framework. 

3. Risk Appetite 
The National Audit Office recommends when considering evidence to support an organisation’s 

Annual Governance Statement that Audit Committees should expect to see clearly defined risk 

appetite.  Where the organisation has properly explored and identified its corporate risk appetite, 

then the Board is in a better position to consider and actively “take on” appropriate risks. 2 

The CCG recognises that it must take risks to achieve its strategic priorities and objectives.  The 

CCG’s risk appetite may vary dependent on the type of risk and change over time dependent on 

context and circumstances.   

Members of the Governing Board and Executive met on 20 September 2016 to discuss the Board’s 

risk appetite.  Using the risk appetite framework development by the Good Governance Institute and 

Southwark CCG3, the Board have defined its risk appetite as follows: 

Risk Appetite Meaning For Acceptable risk 
scores for risk 
appetite 

Low risk 
appetite 

A preference for ultra-
safe delivery options that 
have a low degree of 
inherent risk. 

Quality; Safeguarding; Patient 
Safety  

<9 

High risk 
appetite 

Willing to consider all 
potential delivery 
options 

Finance & Value for Money; 
Regulatory Compliance; Innovation 

15 - 20 

Significant risk 
appetite 

Eager to be innovative 
and to choose options 
offering potentially 
higher business rewards 
(despite greater inherent 
risk) 

Estates & ICT; Partnerships & 
Collaboration; Reputation 

>20 

 
 

Recommendation 3: The CCG’s risk appetite statement is communicated to all staff within the 

organisation. 

                                                           
2
 NAO January 2010: The Statement on Internal Control – A guide for Audit Committees   

3
 http://www.good-governance.org.uk/wp-content/uploads/2014/02/Risk-Appetite-for-NHS-Organisations.pdf 

 

http://www.good-governance.org.uk/wp-content/uploads/2014/02/Risk-Appetite-for-NHS-Organisations.pdf
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Recommendation 4: The risk register template is updated to include a target score and date, based 

on the CCG’s risk appetite, to facilitate the appropriate escalation, management and scrutiny of 

risks.   

Recommendation 5:  The Board use the risk appetite statement to inform decisions about the 

management and tolerance of risks.   

Recommendation 6:  The CCG’s risk appetite is reviewed on an annual basis. 

4. Challenge & Accountability 
CCG Directors are the accountable owners of their teams’ risk registers.  In some but not all cases 

these risk registers are reviewed by a wider group of staff through the CCG’s sub committee / 

management meeting structure on a monthly basis.  This provides an important element of peer 

challenge and scrutiny which in turn will be relied on by the Audit Committee and an auditable 

record of risk management actions.    

The role of these groups (table 1) is to: 

 Sense check the risk score 

 Explore whether there are any other actions which could be taken to mitigate the risk 

 Ensure there is traction on mitigating actions 

 Recommend escalation of risks risk scoring >15 to the Head of Governance for review and 
scrutiny by the Audit Committee and inclusion in the Corporate Risk Register if appropriate 

 Agree de-escalation & closure of risks 

Table 1 

Risk Register Accountable Sub Committee/Management Meeting4 

Quality & Safeguarding Quality & Safeguarding Executive Group 

Transformation (Portsmouth Blueprint & STP) Clinical Executive 

Performance  Clinical Executive 

Planning Clinical Executive 

ICT Clinical Executive 

IG Clinical Executive 

Finance Clinical Executive 

Estates Local Estates Forum 

Primary Care Primary Care Operational Group 

Medicines Management Clinical Executive 

Integrated Commissioning Service P3B 

Hosted Commissioning Team P3B 

 
Recommendation 7:  The terms of reference for the sub committees / management meetings in 
table 1 are amended to include the scrutiny of directorate risk registers. 
 
Recommendation 8:  Directors ensure their risk registers are regularly reviewed by the appropriate 

sub committee / management meeting. 

                                                           
4
 These groups may change over time, as appropriate 
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5. Audit Committee Scrutiny 
The Audit Committee holds a scrutiny role for high scoring risks (>15).  The CCG’s Risk Management 

Process Map (appendix A) provides an additional level of review described in section 4.  The Audit 

Committee can be assured that a level of challenge and scrutiny has already been undertaken by the 

accountable Director through the appropriate sub committee / management meeting.  The 

Committee’s attention can be focussed on those risks that exceed their target score (particularly for 

a prolonged period) and may want to call in the accountable Director to discuss in detail the 

management plan to bring the risk within acceptable levels and if that is not possible to provide 

assurance that all possible actions and mitigation are in place.   

Recommendation 9:  The Audit Committee request the attendance of the accountable Director to 

provide assurance on the ongoing management of high scoring risks which are outside of the CCG’s 

risk appetite tolerance.   

 

Suzannah Rosenberg 
Director of Quality & Commissioning 
November 2016 
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Appendix A 
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OUR APPROACH TO RISK 
 
Introduction 
 
This statement is intended to convey the CCG's attitude to risk.  It sets out our risk strategy, our 
appetite for risk and the culture that underpins it.  We expect all our staff and members to 
understand the principles set out in this document and to adhere to them at all times.  
 
Leadership 
 
Understanding the risks involved in our work as Clinical Commissioners is an essential part of 
doing the job well.  We take this aspect of commissioning extremely seriously and will maintain 
a strong lead in maintaining a comprehensive view of the risks faced by the CCG, as well as the 
wider health and social care system.   
 
We will embed risk management principles throughout the CCG and provide direction on the 
most appropriate ways of mitigating uncertainty.  We wish to promote a culture of openness 
and transparency and will encourage a comprehensive dialogue on all aspects of risk, including 
protecting whistle-blowers. 
 
Strategy 
 
Our quality strategy is to ensure that all patients have access to high quality clinical care, 
delivered in a timely and effective way, and within the financial resources available to us.  The 
strategy for risk that underpins this will monitor the key risks associated with our 
commissioning responsibilities, our delivery of QIPP and for our four strategic priorities which 
are: 
 

 Priority 1:  We want everyone to be able to access the right health services, in the right 
place, as and when they need them 

 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 

 Priority 3: We want health and social care services to be 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. 

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

 
As well as supporting our strategic objectives to: 
 

 enable our GP surgeries as members to engage and drive commissioning 

 engage with our patients and our public in our commissioning and our decision making 
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 work with our partners to collaborate on commissioning to deliver health improvements 

 invest in improving and better health services 

 manage our resources effectively 

 ensure that our services are safe and focused on maintaining and improving quality 

 develop the CCG as a mature organisation considered as credible and competent with 
the appropriate capacities and capabilities 

 
Risk Management Framework 
 
This sets out the framework for identifying risks, allocation of responsibilities for managing and 
mitigating them, and provides guidance on common reporting.  This will ensure that risks are 
viewed in the same way throughout the organisation, including within our commissioning 
support structures.   
 
From the Governing Board, through its committees and onwards to our staff there will be a 
clearly understood series of protocols for reporting risk, and for receiving direction on ways to 
improve the CCG's position on risk. 
 
Risk appetite 
 
As a CCG, we believe that we have a first rate knowledge of the communities that we serve and 
this is reflected in five year strategic plan 20 20 Vision.   
 
Our appetite is shaped by our values and behaviours, namely by being: 
 

 We are led by clinicians 

 We are focusing on patients 

 We are challenging but fair 

 We are improving quality 

 We are working with our GP Practices 

 We are open and accountable 
 

We recognise that living with, and understanding risk is an everyday part of commissioning the 
highest standards of healthcare, and to this end we will look to innovate and improve services 
and their quality wherever possible.  Underpinning this will be a clear sense of leadership that 
encourages delegation of risk management, provided that it is fully understood at all levels of 
the CCG. 
 
Our people 
 
We will equip our people and members with the right tools to manage risk, then train and 
support them as they deliver commissioning services to the communities of Portsmouth.  We 
will provide clear reporting chains, allow staff and members to raise issues of concern and give 
them the confidence to take well-managed risks.  Key to the success of this approach will be to 
develop a workforce, including those contracted to support us and shared teams with other 
partners, where all understand the CCG's key objectives and priorities. 
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Our stakeholders 
 
In order to commission healthcare successfully we need to work with many stakeholders.  To 
achieve this we undertake to explain our approach to risk, keep stakeholders informed of our 
risk position and set appropriate expectations about the information that we expect to receive 
from them.  In this way we hope to be able to strike a clear balance of accountability between 
commissioners and providers.  We want to create the conditions for easy receipt of views and 
opinions from the communities that we serve in order that we can develop services that people 
want and need in a two way process. 
 
Communications 
 
None of our aspirations for risk management will work without effective communications 
within and outside the organisation.  This means setting expectations for regular feedback 
(both up and down the management chain and to our members), creating a robust review 
process for maintaining standards of risk management, measuring risk in a clear way, and 
demonstrably being open about the risks that we face as a public organisation. 
 
 
 
Dr Jim Hogan       Dr Elizabeth Fellows 
Clinical Leader and Chief Clinical Officer   Chair of Governing Board 
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Risk Management Framework 

1. Introduction 

1.1 NHS Portsmouth Clinical Commissioning Group (CCG) has set out its approach to risk in 

the accompanying document, "Our approach to risk management".  This should be read, 

in conjunction with this framework document, by all staff. 

1.2 The CCG recognises the importance of good risk management as an integral part of its 

ethos – risk is an inevitable part of managing healthcare but it must be managed in such 

a way that the consequences of commissioning decisions can be properly understood 

before they are made. 

1.3 The CCG's overarching aim in this regard is to develop a balanced and proportionate 

approach to risk management which is substantively robust whilst not unnecessarily 

bureaucratic.  Such an approach seeks to balance the CCG's obligations to exercise its 

functions safely, effectively and economically, with its duties to drive improvements in 

services, promote innovation, and reduce inequalities.  This will enable the CCG to 

deliver access for all patients to high quality clinical care, within the resources available. 

1.4 Key to this aim is effective: 

 Identification of risk; 

 Measurement of the probability and potential impact of risk; 

 Mitigation of risk; and 

 On-going monitoring. 

1.5 Above all, this risk management framework must be capable of delivering processes to 

allow the CCG to meet is statutory obligations in a wide range of areas which include 

health and safety, equality and diversity, data protection, QIPP delivery, as well as 

clinical and financial requirements.  As a CCG, we want our approach to risk to be easily 

understood and implemented by all our staff, those contracted to us, shared teams with 

other partners and members, such that our patients and public can recognise that the 

commissioning decisions that we make are all underpinned by a detailed and sensible 

understanding of the risks involved. 

2. Risk Appetite 

2.1 The CCG recognises that it must take risks to achieve its strategic priorities and 
objectives.  The CCG’s risk appetite may vary dependent on the type of risk and change 
over time dependent on context and circumstances.   
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2.2 The CCG will take considered risks where the long term benefits outweigh any short 
term losses. The CCG supports well managed risk taking and will ensure that the skills, 
ability and knowledge are in place to support innovation and to maximise opportunities 
to further improve services. 

 

Risk 
Appetite 

Meaning For Acceptable risk 
scores for risk 
appetite 

Low risk 
appetite 

A preference for ultra-safe 
delivery options that have a 
low degree of inherent risk. 

Quality; Safeguarding; 
Patient Safety  

<9 

High risk 
appetite 

Willing to consider all 
potential delivery options 

Finance & Value for 
Money; Regulatory 
Compliance; Innovation 

15 - 20 

Significant 
risk appetite 

Eager to be innovative and to 
choose options offering 
potentially higher business 
rewards (despite greater 
inherent risk) 

Estates & ICT; 
Partnerships & 
Collaboration; 
Reputation 

>20 

 
2.3 The CCG’s risk appetite may vary dependent on the type of risk and change over time 

dependent on context and circumstances and will be reviewed on an annual basis 

3. Responsibilities for Risk Management 

3.1 Governing Board 

3.1.1 The CCG Governing Board is ultimately and collectively responsible for effective risk 
management within the CCG.  It discharges its functions by directing a framework for 
the robust identification, measurement, mitigation and monitoring of strategic risks and 
any significant non-strategic risks. 

3.1.2 In order to promote achievement of its strategic priorities and objectives, it is essential 
that the CCG identifies measures, mitigates and monitors any strategic risks which could 
frustrate or prevent achievement of such objectives 

 

3.1.3 The Governing Board Assurance Framework (GBAF) is the process by which the 
Governing Board identifies the current state of progress against its strategic priorities 
and objectives by reviewing:  
 

 management controls; staffing , resources etc 

 performance information 

 identification of risks 

 management of risks 

 action in response to risks 

This information is contained within the monthly GBAF and Integrated Quality & 
Performance Report which includes the CCG Corporate Risk Register.   
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3.1.4 The CCG Governing Board will receive reports from the Audit Committee following its 
review and scrutiny of the CCG’s strategic risks included in the Corporate Risk Register.   

3.2 Audit Committee 

3.2.1 The Audit Committee, which is accountable to the CCG Governing Board, is the principle 
committee of the CCG with responsibilities for the setting and monitoring of compliance 
with requirements for risk management within the CCG, and by directing a framework 
for the robust identification, measurement, mitigation and monitoring of strategic risks 
and any significant non-strategic risks. 

3.2.2 It is responsible for reviewing the establishment and maintenance of an effective system 
of integrated governance, risk management and internal control, across the whole of 
the CCG's activities that support the achievement of its objectives.   

3.2.3 It will undertake quarterly reviews of the Corporate Risk Register and other specific risks 
providing reports to the Governing Board.  

3.2.4 The Audit Committee will fulfil this role in part by: 

 Providing assurance and scrutiny on objectives and risks, with the power to 
summon staff and contractors in order to obtain more information 

 Reviewing the adequacy and effectiveness of all risk and control related disclosure 
statements, the underlying assurance processes that indicate the degree of 
achievement of the CCG's strategic priorities and objectives and the effectiveness of 
the management of principal risks  

 Ensuring that the Internal Audit function conducts regular reviews of both the 
content of the Assurance framework as well as the effectiveness of controls and 
assurances. 

 Preparing a report each quarter on detailed risks contained within the Corporate 
Risk Register, together with extracts of significant non-strategic risks (Risk score of 
15 and above) from the CCG Risk Registers to go to the CCG Governing Body. 

4. Key personnel 

4.1 Chief Operating Officer 

The Chief Operating Officer (COO) is responsible for ensuring that a Corporate Risk 
Register of sufficient quality and effectiveness is developed and presented to the Audit 
Committee each year.   

4.2 Head of Governance 

4.2.1 The Head of Governance is the Risk Management Lead for the CCG. 

4.2.2 They are the central reference point for risk management issues within the CCG and 
facilitate the risk management process.  

4.2.3 They are responsible for the maintenance of the GBAF process, the Corporate Risk 
Register, supporting the Clinical Executives and Managers to maintain the CCG Risk 
Registers and ensuring there is sufficient and timely engagement from CCG staff, shared 
services, CSU staff and internal audit functions as required.   
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4.2.4 They will ensure there is a robust process in place to review the CCG Risk Registers to 
ensure that high scoring risks (>15) are escalated to the Audit Committee for review and 
scrutiny and included in the Corporate Risk Register if appropriate.  In this respect the 
Risk Management lead acts with the full authority of the CCG Governing Board.  

4.3 Leadership and Management Teams 

4.3.1 Clinical Executives and Managers within the CCG are responsible for day-to-day 
assessment and mitigation of risk within their areas of responsibility. 

4.3.2 Clinical Executives and Managers are responsible for ensuring possible risks relating to 
their areas of responsibility are considered for incorporation into the team Risk 
Registers. 

4.3.3 Clinical Executives and Managers will ensure the Risk Register within their area of 
responsibility is reviewed on a monthly basis by an appropriate CCG sub-committee / 
management group.  This provides an important element of peer challenge and scrutiny 
which in turn will be relied on by the Audit Committee and an auditable record of risk 
management actions.    

 
The role of these groups (table 1) is to: 

 

 Sense check the risk score 

 Explore whether there are any other actions which could be taken to 
mitigate the risk 

 Ensure there is traction on mitigating actions 

 Recommend escalation of risks risk scoring >15 to the Head of Governance 
for review and scrutiny by the Audit Committee and inclusion in the 
Corporate Risk Register if appropriate 

 Agree de-escalation & closure of risks 
 

Table 1 

Risk Register Accountable Sub 
Committee/Management Meeting1 

Quality & Safeguarding Quality & Safeguarding Executive Group 

Transformation (Portsmouth Blueprint & STP) Clinical Executive 

Performance  Clinical Executive 

Planning Clinical Executive 

ICT Clinical Executive 

IG Clinical Executive 

Finance Clinical Executive 

Estates Local Estates Forum 

Primary Care Primary Care Operational Group 

Medicines Management Clinical Executive 

Integrated Commissioning Service P3B 

Hosted Commissioning Team P3B 

4.3.4 Clinical Executives and Managers are responsible for ensuring Covalent is appropriately 

                                                      
1
 These groups may change over time, as appropriate 



8 | P a g e  
 

used by staff for the recording and management of risks within their area of 
responsibility.  Staff will follow a Standard Operating Procedure (SOP) for the use of 
Covalent to manage risks. 

 

4.3.5 Managers [and Clinical Executives as required] are also responsible for setting objectives 
for staff which are aligned with the CCG's strategic priorities and objectives and 
monitoring performance as against such objectives. 

4.3.6 The following applies to all staff (including employees of Member Practices in 
connection any work they undertake as part of the CCG, Commissioning Support Staff, 
Contractors and Agency Staff in relation to their conduct of business on behalf of the 
CCG)  

4.3.7 All staff are responsible for maintaining an understanding of risk management 
principles, and will be supported with appropriate and timely training. 

4.3.8 All staff are responsible for their own working practices and to be familiar with this Risk 
Management Framework. 

4.3.9 All staff are required to co-operate and assist with the risk management processes, such 
co-operation and assistance including (but not being limited to): 

 

 Prompt reporting of incidents, accidents or near misses 

 Compliance with all CCG rules, regulations and management instructions designed 
to protect and promote health, safety and welfare (whether of patients, other staff 
members or otherwise) 

 Taking reasonable care for their own safety and the safety of others coming into 
contact with CCG staff 

 Familiarity with all relevant emergency procedures 

5. An open approach to the identification of risk with stakeholders 

5.1 The CCG has set out its values and behaviours and these include fostering an open and 
transparent approach to risk management wherever possible. 

5.2 Our work as clinical commissioners can only be successful if we develop effective 
working relationships with all our stakeholders, including neighbouring CCGs, the 
Portsmouth Health and Wellbeing Board, NHS England and our patients and public.  To 
this end we will ensure that all risk management developments are shared with our 
stakeholders to create the most effective environment for understanding and mitigating 
the risks that we face. 

5.3 Mindful of the CCG's obligations in respect of public involvement and consultation and 
its duties to promote integration, the CCG expressly acknowledges the potential 
importance of information gleaned from patients, members of the public for whom 
services are being or may be provided, and partner health and social care organisations 
in effective identification of risk. 

5.4 The CCG will expect all its partnership arrangements to consider risks and to reflect 
where appropriate those risks in the CCGs Risk Registers or Corporate Risk Register.  

6. Risk measurement 
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6.1 The CCG requires meaningful and unambiguous reporting of risk, including standardised 
metrics, use of clear explanations and regular review by clinical leaders, in order that it 
can understand and direct the actions to manage it. 

7. Risk Management Framework 

7.1 The CCG's Risk Management Framework comprises three key elements: 

 The GBAF process 

 The Corporate Risk Register; and 

 The CCG Risk Registers 
 

 

7.2 The GBAF 

7.2.1 Every year, the CCG Governing Board will define a set of strategic priorities and 
objectives defined with reference to statutory obligations, long-term strategy and 
significant national outcomes.  The GBAF process under the direction of the Chief 
Operating Officer and Clinical Executives provides the Governing Board with an 
oversight of multiple factors, including risks which may impact on the achievement of 
the these priorities and objectives.   

7.3 The Corporate Risk Register 

7.3.1 The Corporate Risk Register sets out against each strategic objective the risk(s) to their 
achievement.   

7.3.2 Appendix A sets out the format of the Corporate Risk Register.  In order to effectively 
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mitigate and monitor identified risks, each such risk will be assigned to a CCG officer as 
recorded in the Corporate Risk Register. 

7.3.3  For each risk, the Corporate Risk Register defines a Risk Score which is a measurement 
of the probability of the risk materialising and its potential impact.  The Risk Score is 
derived from the following matrix.  Appendix D sets out a guide to scoring. 

  Likelihood 

 1 2 3 4 5 

Impact Rare Unlikely Possible Likely Almost 
Certain 

5 
Catastrophic 

5 10 15 20 25 

4 Major 4 8 12 16 20 

3 Moderate 3 6 9 12 15 

2 Minor 2 4 6 8 10 

1 Negligible 1 2 3 4 5 

7.3.4   Risks scores are colour coded. Risks scored between 8 and 12 will colour-coded orange 
and risks scored 15 or more will be colour-coded red to identify these as more 
significant risks within the Corporate Risk Register. 

 
7.3.5    In respect of each risk, the Corporate Risk Register sets out the controls which the  

responsible CCG officer has or will put in place to effectively mitigate the risk, together 
with sources of assurance which will inform the Audit Committee and Governing Board 
as to the effectiveness of such controls.  The Corporate Risk Register also identifies any 
areas in which the controls or sources of assurance require improvement in order to be 
as effective as possible, and sets out the actions necessary to secure improvement. 

 

7.3.6 In the context of the controls and sources of assurance utilised in managing the risks 
within the Corporate Risk Register, a Target Score and date is ascribed to each risk.  The 
Target Score is based on the CCG’s risk appetite statement.   

 
7.3.7 The Corporate Risk Register will be reviewed at quarterly by the Audit Committee who 

will update as necessary and report the revised Corporate Risk Register to the Governing 
Board as per the review process described at 2.2 above. 

7.4 The CCG Risk Registers 

7.4.1 Appendix B sets out the format of the CCG Risk Registers.  The CCG Risk Registers are 
intended to represent a complete and definitive record of all operational, quality, 
clinical, financial and business risks faced by the CCG at any given time. 

7.4.2 For each risk, the CCG Risk Registers define a Risk Score which is a measurement of the 
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probability of the risk materialising and its potential impact.  The Risk Score is derived 
from the following matrix. Appendix D sets out a guide to scoring. 

 

Likelihood 

 1 2 3 4 5 

Impact Rare Unlikely Possible Likely Almost 
Certain 

5 
Catastrophic 

5 10 15 20 25 

4 Major 4 8 12 16 20 

3 Moderate 3 6 9 12 15 

2 Minor 2 4 6 8 10 

1 Negligible 1 2 3 4 5 

7.4.3 In respect of each risk, the CCG Risk Register sets out actions which the Risk 
Management Lead have or will put in place with reference to the following CCG Risk 
Register action matrix.  These actions must reflect the CCG’s risk appetite and the 
appropriate risk target score and target date.   

 

Risk score Action 

25 Highest priority - stop activity as soon as practicable and contact 
Clinical Executive member 

15-20 Very high priority - mitigate risk urgently in conjunction with senior 
management 

8-12 Medium to high priority - mitigate risk urgently in conjunction with line 
management using options which are proportionate to the risk 

1-6 
Lower priority risks which may be acceptable unless easily eliminated 

 

7.4.4 The CCG Risk Register(s) also identifies the member of CCG staff tasked with delivering 
the identified action (if any) to be taken in response to the risk together with relevant 
timescales. 

7.4.5 In the context of actions identified in managing risks within the CCG Risk Register, a 
Target Score and date is ascribed to each risk.  The Target Score is based on the CCG’s 
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risk appetite statement.   

7.4.6 The Head of Governance will keep the format and content of the CCG Risk Register 
under review as required by the CCG Audit Committee, liaising with Managers and 
Clinical Executives as indicated. 

7.5 The Risk Management Process 

7.5.1 Appendix C sets out a summary guide to the risk management process for the guidance 
of staff 

8. Review processes 

8.1 This Framework will be reviewed every three years or earlier if circumstances require it.  

 

 

Document Owner: Chief Operating Officer 

Review Date:  3 Years 

Approved by:   Governing Board 

Approval Date: 
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Appendix A 

Corporate Risk Register Format 

 

Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I  
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L 

(T) 
I 

(T) 
Target risk 

score 
Target 
Date 

Movement 

                 

                 

 

 

Appendix B 

Risk Register Format 

Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I  
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L 

(T) 
I 

(T) 
Target risk 

score 
Target 
Date 

Movement 
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Risk Management Process– One Page Summary 
 

Identify risks  Analyse risks Plan the risk response Manage risks 

Best done in groups – by those 
responsible for delivering the 
objectives  
When:  
Setting strategic aims  
Setting business objectives  
Early stages of project planning & key 
stages  
Options appraisals, service 
improvement plans  
Categories can help to prompt:  
e.g. Strategic/Operational,  PESTLE  
 
1. Initial identification of risks 
associated with a new, original 
activity, project or organisation when 
producing the business case; 
2. Continuous re-assessment for risks 
associated with an on-going activity 
due to changing circumstances (e.g. 
new legislation, impact of other risks 
etc.) 
Avoid recording impacts that may 
arise from risks (as being risks 
themselves)  
Avoid recording risks that would not 
impact on objectives. 
Event >>Consequence>>Impact 

A combination of the probability 
of an event and its 
consequences  
 
Impact x Likelihood 
 
 
 
 
 
 
 
 
 
Need to list reporting/ actions 
indicated by levels of risk score 
with risk register scores of 15 
and above reported to CCG 
governing body 
 
 
 
 

Concentrate on Significant Risks:  
12+  
 
 
 
 
 
 
 
 
 
 
 
 
Can we reduce the likelihood?  
Can we reduce the impact?  
Can we change the consequences?  
 
What is the Plan for the risk? 
 
TOLERATE (acceptable level of risk) 
TREAT (put controls in place) 
TERMINATE (stop the activity) 
TRANSFER (e.g. through contract) 
 
(Or Take the Opportunity?) 
 
Devise Contingencies  
Business Continuity Planning 

Risk Register/s:  
 
Execute the risk response 
plans and demonstrate their 
value 
 
Are the controls as effective as 
expected? 
 
 
 
 
Review Significant Risks 
regularly as agenda item – at 
least bi-monthly.  
 
Report progress to senior 
leaders and CCG Governing 
Body where appropriate. 
 
Risk Management Cycle 

 

 

 LIKELIHOOD 

1 2 3 4 5 IMPACT 

Rare  Unlikely  Possible  Likely  Almost 

certain  

5 Catastrophic  5 10 15 20 25 

4 Major  4 8 12 16 20 

3 Moderate  3 6 9 12 15 

2 Minor  2 4 6 8 10 

1 Negligible  1 2 3 4 5 

 

Appendix C 
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Appendix D 

Covalent Risk Scoring Matrix 
 

Risk Likelihood 
score  

1 2 3 4 5 

Descriptor  Rare  Unlikely  Possible  Likely  Almost certain  

What is the 
likelihood of the 
consequence 
occurring?  

This will probably 
never 
happen/recur  

Do not expect it to 
happen/recur but it is 
possible it may do so 

Might happen or recur 
occasionally 

Will probably 
happen/recur 

Will undoubtedly 
happen/recur, 
possibly frequently 

Less than 5% 
chance of 
occurring 

5 to 35% chance of 
occurring 

35 to 65% chance of 
occurring 

65 to 90% chance of 
occurring 

Greater than 90% 
chance of occurring 

 

Risk/Issue Impact 

Impact score (severity levels) and examples of descriptors  

Risk  Risk  Risk  Risk  Risk  

1  2  3  4  5  

Negligible  Minor  Moderate  Major  Catastrophic  

Service/business 
interruption 
Environmental impact  

Loss/interruption 
of >1 hour  

Loss/interruption 
of >8 hours 

Loss/interruption of 
>1 day  

Loss/interruption of 
>1 week  

Permanent loss of 
service or facility  

Minimal or no 
impact on the 
environment  

Minor impact on 
environment  

Moderate impact on 
environment  

Major impact on 
environment  

Catastrophic impact 
on environment  

Adverse publicity/ 
reputation  

Rumours  
 
Potential for public 
concern  

Local media 
coverage –  

Local media 
coverage – 

National media 
coverage with <3 
days service well 
below reasonable 
public expectation  

National media 
coverage with >3 days 
service well below 
reasonable public 
expectation. MP 
concerned (questions 
in the House)  

  Short-term 
reduction in public 

long-term reduction 
in public confidence  

  Total loss of public 
confidence  
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confidence  

  Elements of public 
expectation not 
being met  

      

Business objectives/ 
projects  

Insignificant cost 
increase/ schedule 
slippage  

<5 per cent over 
project budget  

5–10 per cent over 
project budget  

Non-compliance with 
national 10–25 per 
cent over project 
budget  

Incident leading >25 
per cent over project 
budget  

Schedule slippage  Schedule slippage  Schedule slippage  Schedule slippage  

    Key objectives not 
met  

Key objectives not met  

Finance including claims  

Small loss Risk of 
claim remote  

Loss of 0.1–0.25 
per cent of budget  

Loss of 0.25–0.5 per 
cent of budget  

Uncertain delivery of 
key objective/Loss of 
0.5–1.0 per cent of 
budget  

Non-delivery of key 
objective/ Loss of >1 
per cent of budget  

Claim less than 
£10,000  

Claim(s) between 
£10,000 and 
£100,000  

Claim(s) between 
£100,000 and £1 
million 

Failure to meet 
specification/ slippage  

    Purchasers failing to 
pay on time  

Loss of contract / 
payment by results  

      Claim(s) >£1 million  

Human resources/ 
organisational 
development/staffing/ 
competence  

Short-term low 
staffing level that 
temporarily 
reduces service 
quality (< 1 day)  

Low staffing level 
that reduces the 
service quality  

Late delivery of key 
objective/ service 
due to lack of staff  

Uncertain delivery of 
key objective/service 
due to lack of staff  

Non-delivery of key 
objective/service due 
to lack of staff  

Unsafe staffing level 
or competence (>1 
day)  

Unsafe staffing level 
or competence (>5 
days)  

On-going unsafe 
staffing levels or 
competence  

Low staff morale  Loss of key staff  Loss of several key 
staff  

Poor staff 
attendance for 
mandatory/key 

Very low staff morale  No staff attending 
mandatory training 
/key training on an on-
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training  going basis  

  No staff attending 
mandatory/ key 
training  

  

Quality/complaints/audit  

Peripheral element 
of treatment or 
service suboptimal  

Overall treatment 
or service 
suboptimal  

Treatment or service 
has significantly 
reduced 
effectiveness  

Non-compliance with 
national standards 
with significant risk 
to patients if 
unresolved  

Totally unacceptable 
level or quality of 
treatment/service  

Informal 
complaint/inquiry  

Formal complaint 
(stage 1)  

Formal complaint 
(stage 2) complaint  

Multiple complaints/ 
independent review  

Gross failure of 
patient safety if 
findings not acted on  

  Local resolution  Local resolution 
(with potential to go 
to independent 
review)  

Low performance 
rating  

Inquest/ombudsman 
inquiry  

  Single failure to 
meet internal 
standards  

Repeated failure to 
meet internal 
standards  

Critical report  Gross failure to meet 
national standards  

  Minor implications 
for patient safety if 
unresolved  

Major patient safety 
implications if 
findings are not 
acted on  

    

  Reduced 
performance 
rating if 
unresolved  

      

Impact on the safety of 
patients, staff or public 
(physical/psychological 

Minimal injury 
requiring 
no/minimal 

Minor injury or 
illness, requiring 
minor intervention  

Moderate injury  
requiring 
professional 

Major injury leading 
to long-term 
incapacity/disability  

Incident leading  to 
death  
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harm)  intervention or 
treatment.  

intervention  

No time off work Requiring time off 
work for >3 days  

Requiring time off 
work for 4-14 days  

Requiring time off 
work for >14 days  

Multiple permanent 
injuries or irreversible 
health effects 

  Increase in length 
of hospital stay by 
1-3 days  

Increase in length of 
hospital stay by 4-15 
days  

Increase in length of 
hospital stay by >15 
days  

An event which 
impacts on a large 
number of patients  

    RIDDOR/agency 
reportable incident  

Mismanagement of 
patient care with 
long-term effects  

  

    An event which 
impacts on a small 
number of patients  

    

Statutory duty/ 
inspections  

No or minimal 
impact or breech of 
guidance/ statutory 
duty  

Breech of 
statutory 
legislation  

Single breech in 
statutory duty  

Enforcement action  Multiple breeches in 
statutory duty  

Reduced 
performance 
rating if 
unresolved  

Challenging external 
recommendations/ 
improvement notice  

Multiple breeches in 
statutory duty  

Prosecution  

    Improvement notices  Complete systems 
change required  

    Low performance 
rating  

Zero performance 
rating  

    Critical report  Severely critical report  
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Governing Board Assurance Framework 

 
Purpose of Paper 
 

 
 
 
Subject to the Board’s approval of the recommendations in the Risk 
Management Framework paper, this is the last iteration of the GBAF in 
the current format.   
 
Changes since the last presentation to Board are: 
 

1. Closure of GB16: patient safety risk relating to long waits for 
GP OOHs services 
 
 
 
 

 
Recommendations/ 
Actions requested 
 

The Board is asked to review and ratify the Governing Board 
Assurance Framework 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

N/A 

Item previously 
considered at 

 
N/A 

Potential Conflicts of 
Interests for Board 
Members 

None 

 
Author 
 

Suzannah Rosenberg 

 
Sponsoring member 
 

Innes Richens 

 
Date of Paper 
 

9 January 2017 
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NHS Portsmouth CCG Governing Board Assurance Framework 
 
 

 
 

Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I 
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
Target 

risk score 
Target 
Date 

Movement 

Perf1 If the NHS 
Constitutio
n 
standards 
fail to be 
delivered 
then 
negative 
impact in 
services to 
our local 
population, 
the Quality 
Premium, 
regulatory 
engageme
nt and 
CCG 
reputation. 

D,E,F  1    
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 9 
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. 

Michelle 
Spandley 

5 4 20   
Contracts agreed and signed to 
deliver the Sustainability and 
Transformation Improvement 
Trajectories.  
   
A&E, RTT and Cancer  
  
- The Portsmouth and South 
East Hampshire System 
Resilience Group (SRG) 
monitors the implementation, 
improvement, risks and 
mitigations to the delivery of 
the ED target, RTT and Cancer 
standards.  
   
- Clear Governance in place 
around the System Resilience 
Group (SRG)  
  
- Urgent Care System 
Accountability Framework  
   
- Urgent & Emergency Care 
Recovery & Improvement Plan 
being implemented  
   
- Monthly CRMs held with PHT  
   
- Performance Team 
attendance of Scheduled 
Access Assurance Meeting 
(monthly)  
   
- Service Delivery Improvement 
Plans (SDIP) in place, and 
within the contract, for ED, RTT 
and Cancer.  
  
Ambulance response  
  
- Monthly CRMs held with 
SCAS  
   

  
 A&E, RTT and Cancer  
   
- Informed of latest position at 
CRM with opportunity to 
challenge from Performance 
Team  
   
- Monitoring of Improvement 
Plans at SRG, SRG 
Operational Group and CRM.  
   
- Monitoring of performance 
figures daily and weekly.  
   
- PHT reporting daily Sitreps.  
   
- CCG is supplying ongoing 
assurance around ED, RTT 
and Cancer to the WAT  
    
Ambulance response  
   
- Informed of latest position at 
CRM with opportunity to 
challenge from Performance 
Team  
   
- Monitoring of weekly 
performance by Performance 
Team  
   

  
Improved visibility of urgent 
care data via the urgent care 
operational dashboard on 
Covalent. 
  
Service Delivery Improvement 
Plans (SDIPs) for ED, RTT and 
Cancer in contracts and 
Remedial Action Plan (RAP) in 
place for Ambulance Response 
Times 
  
Performance team and CRM to 
monitor trend and achievement 
against the SDIP s and 
improvement trajectories. 
  
Flag and continue to flag risks 
until, solved or mitigated 

15 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I 
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
Target 

risk score 
Target 
Date 

Movement 

- Remedial Action Plan in place 
to deliver improvement 
trajectory and deliver national 
standards  

PHT.0
5 

Emergenc
y 
Departme
nt & 
Urgent 
Care 
pathway 

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

Innes 
Richens 

4 5 20 Key Controls  
.          Contract Performance 
Notice issued 15 June 2016 
remains in place   
.Action plan in respect of 
Regulation 17 is in place with 
reporting to CQRM,            
.          Accident & Emergency 
Delivery Board Meet bi-weekly 
to review performance.   
Operational Group of A/E 
Delivery Board meet bi-weekly 
Information Group of A/E 
Delivery Board meet bi-weekly 
.          Immediate handover 
policy agreed between PHT 
and SCAS (June 2016) 
.          CQC weekly enhanced 
monitoring metrics reported to  
CCG 
.          Monthly monitoring at 
the Clinical Quality Review 
Meeting 
.          Quarterly UEC Quality 
Clinical Reference group 
commenced (June 2016) 
  
Gaps in Controls 
 .          Full implementation of 
the CQC PLAN 
Delivery of the  Regulatin 17 
Plan (inclluding the contract 
performance notice metrics)  
.          Medical and nursing 
workforce vacancies and 
challenges with recruitment 
.          Performance delivery 
variable 

Assurance  
Risk Summit status removed 
on 27th September 2016 
Joint Quality Assurance 
Committee de-escalated quality 
risk to a severity of 20 due to 
mitigating actions in place 
.        Interim Chief Executive 
with accountability for the 
delivery of the urgent care 
quality improvement plan  
.          Sub committee of PHT 
Board in place and  chaired by 
interim CEO to monitor delivery 
against UEC action plan 
(weekly) 
.          Appointment of Clinical 
Urgent Emergency Care 
Transformation Director Full 
capacity policy reviewed and 
ED escalation policy in place 
.          Short stay pathway 
implemented 
New navigator role introduced 
in "minors" 
.          Improvements seen in 
some performance measures 
although variable  
.          Zero use of jumbulance 
.           Ambulance handover 
performance improving but still 
some variability 
.          Standard operating 
procedure in place for queue 
management and escalation 
.            Appointment of 3 
associate medical directors 
.          A/E Delivery Board 
support to community partners 
for a wide range of out of 
hospital capacity releasing 
initiatives e.g. Frailty 
Intervention Team (FIT) 
.          Frailty intervention team 
in the emergency department 
ED long wait audit indicated 
poor experience but no harm 
caused to patients. 

Actions 
.          Enhanced weekly 
monitoring and reporting to 
assurance committees 
.           CCG has raised a 
Contract Performance Notice in 
June 2016 - monitored through 
CQRM 
.          UEC action plan and 
Section 17 action plan 
reviewed at Clinical Quality 
Review Meetings. 
  
.          .           
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I 
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
Target 

risk score 
Target 
Date 

Movement 

Clinical Visit by Chief Operating 
Office on 1st December 2016 
.          Gaps in assurance 
.          Sustainability of 
improvement 
.          Medical  and registered 
nursing workforce gaps which 
is impacting on patient 
assessment and management 
.          Number of DTOC and 
medically fit patients awaiting 
discharge impacts on bed 
availability and patient flow 
through the emergency 
department to wards. 
One Divert reported in October 
2016 
One serious incident reported 
in October  
Regulation 17 notice served on 
the Trust on 10th October 2016 
for failings to comply with 
Regulation 10, Regulation 12 
and Regulation 17. 

Fin.P.0
1 

Budget 
Cuts in 
Public 
Health/AS
C 

1  D,E,F  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 

Michelle 
Spandley 

4 4 16 - Health & Well Being Boards 
- Development of joint posts 
with ASC 
  
  

- Sharing of financial and 
service information 
- CCG Finance reports 
- - contract monitoring 

- Assess impact of cuts on 
services, and impact on 
providers and CCG 
- Clarification of CCG financial 
risks and mitigating plans 
- Regular meetings 
- Joint planning 

15 

  

 

Fin.P.2
9 

Financial 
Sustainabil
ity of 
Health 
Partners 

1  D, E, F  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. 

Michelle 
Spandley 

4 4 16 - COMPACT 
- STAR Board 
- Board to Boards 
- NHSE Wessex 
Commissioning Assembly 
- Collaboration with NHS 
Improvement 

- CCG Finance Reports 
- Provider Finance Reports 
- Alignment of financial/activity 
plans and strategies 
- Contract Monitoring 
- CQRM 
- Modelling impact of 
commissioning intentions on 
key providers 
- Finance Summit - regular 
meetings of CFOs 
- STPs 
  

- accurate financial modelling 
of contract baselines 
- set aside contingencies to 
cover potential 
risks/overperformance 
- QIPP plans 
  

15 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of 
risk 

Responsible 
officer 

L 
(C) 

I 
(C) 

Current 
risk score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
Target 

risk score 
Target 
Date 

Movement 

GB04 Transform
ation 

1,3  C,D,G  IF providers do 
not achieve 
required cultural 
changes and 
service reform 
THEN the 
implementation of 
the Portsmouth 
Blueprint may be 
compromised  

Dr Jim 
Hogan 

3 4 12 Engagement with staff at all 
levels, from ward to board  
  
Quarterly strategic reviews with 
Providers  
  
Contracts and robust 
performance management,  
  
Board to Board programmes  
Primary Care Alliance  
  
Portsmouth Blueprint endorsed 
by all partners and the Health 
and Wellbeing Board.  

Health & Care Executive  
  
System Transformation and 
Resilience Group (STAR 
Board)  
  
Health & Wellbeing Board  

Development of STPs  Within 
target risk 

score 
range 

  

 

Fin.P.1
9 

Size of  
16/17 
QIPP/Savi
ngs 

1  D, E, F  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 

Michelle 
Spandley 

3 3 9  - Programme Board 
- Ensure robust plans agreed 
with all stakeholders 

 - CCG Finance reports 
(Integrated Board Report) 
- provider finance reports 
- Alignment of financial plans 
and strategies 
- Contract monitoring 
- STPs 

- Use of reserves and 
investments 
- 5 Year Planning Guidance 
16/17-20/21 
- ensure commissioning teams 
finalise QIPP plans 
- NHS Right Care to be rolled 
out to identify further QIPP 
  

Within 
target risk 

score 
range 

  

 

 
 

Strategic Priorities 

1 We want everyone to be able to access the right health services, in the right place, as and when they need them.  

2 We will 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.  

3 We want health and social care services to be 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.  

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

  

Strategic Objectives 

A enable our GP surgeries as members to engage and drive commissioning 

B engage with our patients and our public in our commissioning and our decision making 

C work with our partners to collaborate to deliver improvements in health outcomes 

D invest in improving and better health and wellbeing 

E manage our resources effectively 

F ensure that our services are safe and focused on maintaining and improving quality 

G develop the CCG as a mature organisation considered as credible and competent with the appropriate capacities and capabilities 

 

  



 

 
 

 

 

 

GOVERNING BOARD 
 

Date of Meeting 18 January 2017 
 
Agenda Item No  
 

8 

 
Title 
 

CCGs Joint 2-Year Operating Plan 

 
Purpose of Paper 
 

 
To present to the members of the Governing Board the Final Cut 
CCGs Joint 2-Year Operating Plan. 
 
The CCGs Joint Operating Plan 1718 – 1819 has been developed in 
line with NHSE requirements and the NHSE Operating Plan Guidance.  
This paper is the Final Cut CCG Joint 2-Year Operating Plan narrative 
which was submitted to NHSE on the 23rd December 2016. The 
Operating Plan was submitted along with the GP Forward View 
Operating Plan as it was essential that the golden thread can be seen 
between these 2 plans. 
 
As well as the operating plan narrative, the Final Cut submission 
consisted of: 
 

 CCG Financial Plans 

 CCG Activity and Performance Plans 
 
It was imperative, as stated in the planning guidance that the CCGs 
Joint 2-Year Operating Plan demonstrated: 
 
• how it will deliver the nine ‘must-dos’;  
• how it supports delivery of the local STP, including clear and credible 
milestones and deliverables; 
• how it intends to reconcile finance with activity and workforce to 
deliver the agreed contribution to the relevant system control total;  
• robust, stretching and deliverable activity plans which are directly 
derived from the STP, reflective of the impact that the STP’s well-
implemented transformation and efficiency schemes will have on trend 
growth rates, agreed by commissioners and providers and consistent 
with achieving the relevant performance trajectories within available 
local budgets;  
• how local independent sector capacity should be factored into 
demand and capacity planning from the outset, and local independent 
sector providers engaged throughout;  
• the planned contribution to savings;  
• how risks have been jointly identified and mitigated through an 
agreed contingency plan; and  
• the impact of new care models, including where appropriate how 
contracts with secondary care providers will be adjusted to take 
account of the introduction of new commissioning arrangements for 
MCPs or PACS during 2017-19. 
 



 

 
 

 

 
We have endeavoured to ensure that all the above is incorporated into 
this final submission. 
 

 
Recommendations/ 
Actions requested 
 

 
The Governing Board is asked to: 

 Approve the 23rd December Final Cut Operating Plan narrative 
submission 

 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

Not Applicable 

Item previously 
considered at 

Portsmouth Clinical Executive Committee 

Potential Conflicts of 
Interests for Board 
Members 

None 

 
Author 
 

Michael Drake – Director of Planning and Performance 

 
Sponsoring member 
 

Michelle Spandley – Chief Finance Officer 

 
Date of Paper 
 

6 January 2017 

 



Portsmouth and South East Hampshire CCGs  
Operating Plan 2017-19  

 
 

 
 

Delivering the next 2 years of the Hampshire & Isle of  
Wight Sustainability & Transformation Plan (STP) 
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1. Executive Summary  

2. Our Priority Actions to deliver the STP locally 

3. Priority Action Plans    

• Prevention at Scale 

 - Initiatives at Scale & Behaviour Change 

 - Service Redesign & Change 

 - Mental Health 

• New Models of Integrated Care 

 - Introduction to Local New Models of Care 

 - Foundations for Independence & Self Care  

 - Fully Integrated Primary Care 

 - Integrated Intermediate Health & Social Care 

 - Complex Care & End of Life 

 - LTCs: Diabetes, Respiratory & Cardiac 

• Effective Patient Flow and Discharge 

- Discharge Planning 

- Effective Management of Patient Flow 

- Complex discharge, hard to place patients & development on 

onward care services 

• Acute Alliance & Configuration 

• Mental Health Alliance 

 - Acute & Community Mental Health pathway & redesign 

 - Review & Redesign of Mental Health Rehabilitation pathway 

 - Review & Transformation of Mental Health Crisis Care 

 

 

Contents 

4. Enabling Action Plans 

• Digital Infrastructure 

- Digital 

- Strategic Road Map 

- Local Digital Initiatives 

• Estates 

• Workforce 

- Workforce Development Portsmouth 

- Workforce Development Fareham, Gosport & South Eastern Hampshire 

• New Commissioning Models 

- Transformation 

- Continuing HealthCare 

- Transforming Care for People with Learning Disabilities 

- Prescribing 

 

5. Finance & Activity 

• RightCare 

• Finance Narrative & Summary FGSEH CCG 

• Finance Narrative & Summary Portsmouth CCG 

• Activity Plan Development 

 

6. Performance & Assurance 

• Improvement & Assessment Framework 

• Performance and Assurance NHS Constitutional Standards 

• Contracting & CQUINs 

• Quality Premium   

 

7. Governance & Quality Assurance 

• Approach to Quality & Equality 

• Risks & Assurance – FGSEH CCG 

• Risks & Assurance – Portsmouth CCG 

• Governance to Support Delivery 

 

Glossary 

Definition of Terms 
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Introduction and Executive Summary 

3 

Portsmouth and South East Hampshire CCGs Operating Plan 2017-19 sets out what 

we plan to do over the next 2 years to improve the health outcomes and the quality 

of health and care services for our population within the resources allocated to us.   

 

Our Operating Plan has been informed by: 

• National NHS policy and guidance, in particular: The Five Year Forward View 

and the NHS Operational Planning and Contracting Guidance 2017-2019;  

• The NHS Mandate and the NHS Constitution;  

• The 5-year system Sustainability Transformation Plan (STP) for Hampshire & 

Isle of Wight (HIOW) 

• Benchmarking resources, in particular the NHS RightCare, ‘Commissioning for 

Value’ and the ‘Atlas of Variation’ series;  

• Our specific local health needs and priorities as set out in our Joint Strategic 

Needs Assessments (JSNA) and respective Health and Wellbeing Strategies 

• Our CCG  5-year strategies  

HIOW STP 

PSEH 

CCG 

Lower level tiers of planning 

PSEH CCGs 
Operating Plan 
1718-1819 

The CCGs Operating Plan 2017-19 sets out the Portsmouth and South East Hampshire 

CCGs contribution to delivery of the HIOW STP.  The Portsmouth and South East 

Hampshire CCGs Operating Plan has been deliberately aligned with the HIOW STP both 

from a presentational perspective as well as from a programme perspective.  This should 

enable a clear read-across between the Operating Plan and the STP and provide alignment 

demonstrating how the Operating Plan will directly support the HIOW STP and the financial 

reset. 

 

A high level summary of the programmes and enabling programmes along with 2017-19 

expectations from local PSEH delivery are set out on pages 5 and 6. 

 

Clearly the CCGs Operating Plan depicts the actions that will be taken at an individual CCG 

level and across the 3 PSEH CCGs.  This represents the lower 2 tiers on the diagram 

opposite, and shows how they underpin delivery of the HIOW STP. 

STP and Tiers of Planning  

Operating Plan 



Through the Operating Plan we will demonstrate how we will: 

• Deliver our local requirement to support the delivery of the HIOW STP 

• Meet the financial reset and agreed contribution to the system control total 

• Deliver the 9 national must-do’s 

• Deliver constitutional standards and meet the requirements of the 

Improvement and Assessment Framework 

• Take account of the introduction of new care models for MCPs during 2017-19 

 

Introduction and Executive Summary 

Key Terms Used 

 Throughout this plan the following terminology is used to cover different geographies; 

 

 

 

 

 

 

 

 

 

  

PSEH Portsmouth & South East Hampshire (Covering Portsmouth, 

Fareham & Gosport and South Eastern Hampshire CCGs) 

FG&SEH Fareham & Gosport and South Eastern Hampshire CCGs only 

P Portsmouth CCG only 

SHIP /  

HIOW 

Southampton, Hampshire, Isle of Wight & Portsmouth 

(Covering the 8 CCGs in our STP footprint, including PSEH) 

A note on the Operating Plan layout 

 

There is a section referencing how the 

plans will support delivery of the National 

Must Do’s, and another section on which 

Improvement and Assessment 

Measures they will contribute to. The IAF 

measures include a Red/Amber/Green 

RAG rating against the CCG baseline 

performance published by NHS England. 4 

Performance  worst in country 

Performance in lowest quarter (4) 4 

Performance in third lowest quarter (3) 3 

Performance in second quarter (2) 2 

Performance in top quarter of CCGs 1 

Data not yet available - 

IAF Key  

The CCGs Operating Plan underpins delivery of the CCG Improvement and 

Assessment Framework (IAF).  In turn the measured improvement and delivery of 

the IAF will provide the assurance that the CCGs are delivering the overall aim of 

their Operating Plan as stated above – ‘to improve the health outcomes and the 

quality of health and care services for our population within the resources allocated 

to us’ - which aligns with the national ‘triple aim’. 

The framework provides a greater focus on assisting improvement and aligns with 

NHS England’s Mandate and planning guidance, with the aim of unlocking change 

and improvement in a number of key areas.  The IAF covers indicators across 4 

domains: 

1. Better Health 

2. Better Care  

3. Sustainability 

4. Leadership 

Delivering Local & National Requirements 

Improvement & Assessment Framework (IAF) 

Improvement and Assessment Framework  Domains 

Project plans have been presented in a narrative form, with key milestones and 

patient outcomes accompanying this. 
 



Our priority actions to deliver the STP locally 

As leaders of the health and care system in Portsmouth & South East Hampshire, we are working together to 

transform outcomes and improve the satisfaction of local people who use our services.  

Our priority actions as a health and care system are: 
What we will deliver in Portsmouth & South East Hampshire in  
2017/18 and 2018/19. 

We will roll out our Every Contact Counts programme, ensuring key 

preventative health messages, including Mental Health, are at the core of 

every interaction with a health care professional – be that a GP, receptionist, 

consultant or pharmacist. 

We will implement new models of care based around Multi-Community 

specialist models. Community Hubs will provide multi-disciplined care closer 

to peoples homes. The hubs will focus on staying well, self-managing 

conditions and earlier invention, as well as providing primary, and increasing 

levels of secondary health care (i.e. GPs and some specialist services). 

We will work with the acute hospital to implement changes including; the 

Integrated Discharge Service, Discharge to Assess pathways and the Frailty 

Intervention Team to ensure only those patients who cannot be cared for at 

home are treated as inpatients. 

Working with Portsmouth Hospitals Trust we will support their participation 

in the Solent Acute Alliance – the provider led initiative. This will include 

undertaking a number of service reviews, benchmarking and sharing 

learning with other providers. We will move away from a traditional 

transactional relationship into a system partnership, with the patient at the 

centre.  

We will work with our Mental Health Providers to review and redesign 

community and acute mental health services with the same vision as for 

physical health – there will be fewer out of area placements, acute care and 

emergency crisis care will be available closer to home.  

• To improve healthy life expectancy and reduce dependency on 
health and care services through a radical upgrade in 
prevention, early intervention and self care: a sustained focus on 
delivering prevention at scale in HIOW Prevention 

• To  improve the health, wellbeing and independence of HIOW 
population through the accelerated introduction of New Models 
of Care and ensure the sustainability of General Practice within 
a model of wider integrated health and care.  This will be 
delivered through the Vanguard programmes and local health 
system New Care Models delivery arrangements 

New 
Models of 
Integrated 

Care 

• To ensure no patient stays longer in an acute or community bed 
based care than their clinical condition and care programme 
demands and as a result reduce the rate of delayed transfers of 
care by improving discharge planning and patient flow, and by 
investing in capacity to care for patients in more appropriate and 
cost effective settings 

Effective 
Patient 

Flow and 
Discharge 

• To deliver the highest quality, safe and sustainable acute 
services to southern Hampshire and the Isle of Wight.  To 
improve outcomes, reduce clinical variation and lower cost, 
through collaboration between UHS, PHT, IoW NHST & 
Lymington Hospital. To provide equity of access to the highest 
quality, safe services for the population 

Solent 
Acute 

Alliance 

• To improve the quality, capacity and access to mental health 
services. This will be achieved by the local Trusts providing 
mental health services, commissioners, local authorities, third 
sector organisations and people who use services, working 
together in an Alliance to deliver a shared model of care with 
standardised pathways. 

Mental 
Health 

Alliance 
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Our priority actions to deliver the STP locally 

To underpin and enable the STP transformation we are working to manage our staffing, recruitment and retention, 

with one workforce strategy, building the digital and estate infrastructure to support change, and adapting the way we 

commission care to enable transformational change across PSEH. 

Our priority actions as a health and care system are: 
What we will deliver in Portsmouth & South East Hampshire 
in  2017/18 and 2018/19. 

Implement our digital strategic roadmap to improve patient care and 

experience using technology. This includes upgrading technology 

infrastructure, making better use of online services and electronic 

records. 

Local Estates Forums will work with partners to ensure we have the 

estates required to deliver new community hubs, reducing costs by 

sharing infrastructure and working more flexibly - using technology 

and mobile working.  

Implementing workforce strategies jointly across commissioners, 

providers and partners. Preparing staff for the new roles integrated 

community services will require, i.e. the roles of trusted assessors 

and an increase in signposting. 

Changing how we commission services in preparation for the MCP 

contracts. Proactively managing high cost placements, focussing on 

CHC and Learning Disabilities, and realising savings opportunities 

and new technologies presented in  Prescribing.  

Commissioning and jointly working with providers to achieve NHS 

constitutional targets.  

To maintain financial sustainability in the local system by controlling 

demand and ensuring efficiency through the Right Care programme. 

  

•To give patients control of their information and how it is used, 
allowing patients to manage their long term conditions safely and 
enable patients to access care at a time, place and way that suits 
them. To build a fully integrated digital health and social care 
record, and the infrastructure to allow staff to access it from any 
location.  

Digital 

•To provide the estate infrastructure needed to deliver the new 
models of care and to deliver savings by rationalising the public 
sector estate in Hampshire and the Isle of Wight  Estates 

•To ensure we have the right people, skills and capabilities to support 
the transformed health and care system by working as one HIOW to 
manage staffing, development, recruitment and retention 

Workforce 
Development  

•To adapt our methods, tools, resources and architecture for 
commissioning health and care, to reduce unnecessary duplication 
of commissioning work and facilitate the delivery of the STP.  To 
generate cost reductions in expenditure on Continuing Health Care 
and Prescribing through working at scale. 

New 
Commissioning 

Models 

•To produce robust, stretching and deliverable activity plans which 
are directly derived from their STP, reflective of the impact that the 
STP’s well-implemented transformation and efficiency schemes 
will have on trend growth rates, agreed by commissioners and 
providers and consistent with achieving the relevant performance 
trajectories within available local budgets.  

Constitutional 
Standards 

•Achieve the  respective CCG planned contribution to savings, 
reconciling finance with activity and workforce to deliver the agreed 
contribution to the relevant system control total. 

Financial 
Sustainability 
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Programme Objective: To improve healthy life expectancy and reduce dependency on health and care 

services through a radical upgrade in prevention, early intervention and self care: a sustained focus on 

delivering prevention at scale in Portsmouth & South East Hampshire 

The following slides set out the plan across the Portsmouth and South 

East Hampshire CCGs which will contribute to delivery of the STP 

Prevention at Scale Programme. 

 

Plans for this objective are set out across the following project areas: 

1. Initiatives at Scale & Behaviour Change 

2. Service Redesign & Change 

3. Mental Health 

STP Core Programme - Prevention at Scale 

Total savings opportunities identified 

F&G & SEH Portsmouth  

2017/18 £m 1.8 0.5 

2018/19 £m 1.8 0.2 
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Delivery of STP Programme: Prevention at Scale 
Project Objective: To scale up existing prevention interventions that have been demonstrated to be effective in improving 
health outcomes to ensure everyone has access to the interventions and that these are delivered consistently across the STP area 
and developing and expanding behaviour change initiatives (both patient and professional) to be delivered consistently and at scale 
to improve health outcomes 
  

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering - Initiatives at scale & Behaviour Change 

 

• Increase in the number of people signposted to support from prevention and 

wellbeing services 

• Increased number of people with clinically significant weight loss 

• Increase in the number of people who quit smoking 

• Decrease in hospital admissions attributable to smoking  

• More patients complete the  NDP programme, and have a reduced risk of 

developing type 2 diabetes 

• Embedding prevention at a system wide level for adults within wellbeing 

hubs, new integrated locality teams and primary care (P) 
 

Working across the system we will deliver initiatives to prevent poor health 

consistently and at scale, integrating with Public Health, CCG & vanguard agendas. 

Key to implementing behaviour change across the 3 CCGs is our Every Contact 

Counts, systematic approach to embedding prevention advise into care 

pathways(PSEH).  We will review how all clinical staff can engage with patients 

around lifestyle choices identified and support them to make a positive change by 

signposting to prevention & wellbeing services, i.e. weight management, smoking 

cessation, exercise and alcohol intake. The CCGs will offer smoking cessation for all 

MSK referrals and introduce Stop before the Op into secondary care.  

Implementation of the National Diabetes Prevention Programme (NDPP) (PSEH) 

will deliver services which identify people with non-diabetic hyperglycaemia who are 

at high risk of developing Type 2 diabetes and offer them a behavioural intervention 

that is designed to lower their risk of onset of Type 2 diabetes. We are also ensuring 

that health risk factors that can impact on diabetes complications (i.e. smoking) are 

being addressed by introducing signposting to support services into various care 

pathways across the disease spectrum. The Portsmouth Diabetes service will be 

retendered in line with the Long Term Conditions framework. 

In Fareham, Gosport & South Eastern Hampshire, increased proactive 

interventions for smokers will be provided, including  reviewing pilots of proactive 

support in practices with the highest smoking rates. The CCGs are working with 

partners to develop place based approaches e.g. the Healthy New Towns initiative in 

Whitehill Borden and through the Vanguard programmes, working with communities 

to promote health. In Portsmouth practices will be engaging in more preventative and 

proactive activities for Respiratory and Diabetes care including case finding, 

smoking cessation and offering a menu of information & education support to 

empower patients to self-care. 

As part of the Health and Care Portsmouth Programme, Portsmouth CCG will be 

working with Public Health to support individuals, communities and organisations to 

tackle the underlying causes of ill health and reduced wellbeing. This encompasses 

work delivered by the Independence and Wellbeing team, Community Connectors 

and the Living Well project, ensuring prevention is embedded in the wellbeing 

hubs within the new integrated locality teams and primary care.  This will be refined 

through the programme. We continue to work with the Public Health Well Being team 

to improve referral and access to the weight management & smoking cessation 

support services provided in the city. 

This programme of work will deliver the development and implementation of 

plans to tackle obesity and diabetes, and referring 500 people per 100,000 

population annually to the National Diabetes Prevention Programme. 

By working in partnership with Public Health at a HWBB level, the programme 

will support self-care & prevention, in line with local Better Care Fund 

arrangements and contribute to demand reduction. 

By the end of 17/18  

- Pilot signposting services in place 

- NDPP goes live April 17 

 

By the end of 18/19 

– Review & extend signposting 

- Review NDPP service delivery & impact 

 

Improved performance against current performance (by RAG rated quartile) P FG SEH 

Diabetes patients that have achieved all NICE recommended treatment targets  4 4 3 

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

4 1 2 

Maternal smoking at delivery 3 2 3 

Outcomes & benefits 
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Delivery of STP Programme: Prevention at Scale 

Project Objective: Service redesign and development to improve consistency of delivery at scale resulting in improved outcomes 
for the population  

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering - Service Redesign & Change 

• Reduce childhood obesity by 2019 & Reduce adult obesity by 2019 

• Increase in the number of people accessing tier two weight management 

• More timely diagnosis of patients with cancer 

• Patients living with and beyond cancer will be appropriately managed in the correct 

setting 

• Reduction in unnecessary outpatient appointments, and the inconvenience caused by 

travel and use of clinical time 

• Shortened time between referral and definitive diagnosis 

• Improved patient experience  

Service development and redesign projects represent the medium to longer term 

deliverables that support prevention and early intervention to improve health 

outcomes. These include: 

• Improve obesity levels for Children & Young People by developing a joint 

local strategy with Public Health for tackling childhood obesity & working with 

partners to develop community initiatives in areas of greatest deprivation. 

Reducing adult obesity by 2019 by actively supporting the Healthy Weight 

Strategy & work with partners to develop community initiatives in areas of greatest 

deprivation. (FGSEH) 

• Continued work with key partners to implement the Healthy Weight Strategy 

which focuses on making healthy weight a priority for all; tackling the obesogenic 

environment; invest in prevention, early intervention and treatment by supporting 

those outside the healthy weight category to become and maintain a healthy 

weight through a range of evidence-based interventions. (P) 

• Cancer Pathways Reviews, including living with and beyond cancer - with a 

focus on discharging patients, where appropriate, to the care of the primary care 

team  and development, and adherence to, timed pathways for each tumour site. 

(PSEH) 

• Improved Cancer screening - increased uptake of screening will be achieved by 

working directly with GP practices. (P) 

• Use of technology to reduce demand for and dependence on health and care 

services, by reviewing evidence from pilot sites and rolling out online consultation 

systems across Portsmouth (P) and investigating ways to access NHSE funding 

for  innovative technologies – in particular mobile ECG tech. (FGSEH) 

We are extending the application of service redesign into secondary care by 

increasing use of technology in communication & pathways to improve consistency 

of delivery; redesigning the Advice and Guidance and e-Referrals pathways so they 

can be used as an enabler for elective schemes, reducing the number of 

unwarranted appointments and clinical time. Introduction of telephone notification 

of the results of clinical investigations and treatments where appropriate (between 

acute providers and patients). Reviewing a number of diagnostics pathways with a 

view to introducing straight to test pathways (so that following GP referral 

patients have a telephone assessment with a nurse and are then booked in for their 

investigation without having to attend for an initial outpatient appointment). (PSEH) 

This programme of work implements local plans to tackle obesity and diabetes. It 

contributes to both demand reduction measures  & provider efficiency measures, 

will  streamline elective care pathways, including through outpatient redesign and 

avoiding unnecessary follow-ups. The work around referral pathways will also deliver 

patient choice of first outpatient appointment, and increase use of e-referrals in 

line with the CQUIN requirements.  

By the end of 17/18  

- Obesity strategies supported 

- Review of cancer service pathways 

- Pilot communication of results by telephone 

- Pilot straight to test pathways  

By the end of 18/19 

- Community initiatives to reduce 
adult obesity in place 

-  Implement changes from reviews 

- Review & roll out telephone 
results & straight to test pathways 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

% children aged 10-11 classified as overweight or obese 3 2 2 

Cancers diagnosed at early stage 1 1 2 

People with urgent GP referral having 1st definitive treatment for cancer within 62 days of 
referral 

4 2 2 

One-year survival from all cancers 4 4 3 

Cancer patient experience 3 2 1 

Digital interactions between primary and secondary care 3 3 3 

Outcomes & benefits 
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Delivery of STP Programme: Prevention at Scale 
Project Objective:  Redesign and transformation of Mental Health prevention and early intervention services to support early 
diagnosis and improved access to evidence based care 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering – Mental Health Prevention and Early Intervention 

• Increase access to Recovery Colleges  

• Increased number of people with a long term condition having access to 

an evidence based psychological intervention 

• Better access to information on the services & support available for CYP 

• Improved outcomes for children with  mental illness, including eating 

disorders  

• Improved identifications of those at risk of post natal depression 

accessing and benefiting from Perinatal Mental Health Services  

• Improved identification, treatment and outcomes for those with Dual 

Diagnosis  

• More people with serious mental illness  (SMI) have health checks and 

follow-up interventions to improve their overall physical and mental 

health (FGSEH) 

We are committed to more being done to prevent the development of mental illness and 

promoting earlier intervention. 
 

• Expanding access to psychological therapies 

The CCGs are expanding capacity to increase the proportion of the population estimated to 

have applicable mental health issues who access psychological therapies (IAPT). 
    

In Portsmouth this will mean an increase in access over the next 18 months from 15% to 

20%.  To achieve this team capacity will be increased, as will joint working with PHT and 

community teams working with people with long term health conditions. FGSEH are re-

tendering their service to increase capacity.  
 

• Future in Mind  

FGSEH are delivering their priorities within the  cross Hampshire Future In Mind plan.  

These are: reduced waiting lists; commissioning parenting and counselling provision; 

developing services for children at risk of sexual abuse; implementing national eating 

disorder service; use of technology as a tool to develop services. Contracts have been 

awarded for new services, which will be monitored and reviewed. 
 

Portsmouth’s plans include commissioning a  lower threshold Young Peoples Emotional 

Health & Wellbeing service and eating disorder service; developing a Central Point of 

Information for Children and Young People's Mental Health & Wellbeing services; 

embedding Restorative Approaches; improving the transition to adulthood pathway; 

reviewing the self-harm pathway and commissioning Perinatal mental health provision.  
 

• Other interventions 

Portsmouth is improving the response to mental illness in primary care by piloting an 

expansion of Recovery Colleges, which are now accepting primary care referrals. Mental 

Health professionals will also be physically located in GP practices to assist in managing 

primary care demand, and a pilot of MDT reviews for patients with mental health or 

substance misuse issues will be assessed. Further work around Dual Diagnosis is  being 

led by the Safer Portsmouth Partnership, which comprises of a number of statutory and 

voluntary sector agencies, including the CCG.  

Working with Hampshire, FGSEH have identified a need for a dual diagnosis (mental 

Health /Substance misuse) oversight group. This will ensure that the operational protocols 

being developed/implemented are meeting the needs of clients with a dual diagnosis, and 

will also help embed operation delivery groups where needed.  

FGSEH are also working to improve physical health alongside Mental Health, and policies 

are now in place with providers, including assessment documentation, to monitor SMI 

health check activity for all known patients. (FGSEH) 

We are working locally to deliver the  Mental Health Five Year Forward 

View, including the National Must Do to provide additional psychological 

therapies. As part of our Future in Mind plans we will deliver more high 

quality MH services for children and young people and commission 

community eating disorder teams. 

By the end of 17/18  

- Expanded IAPT Capacity 

- Joint CYP IAPT collaborative 

 

By the end of 18/19 

– More people with LTCs 
successfully completing IAPT 

- Embed CYP restorative 
practice  

Outcomes & benefits 

Improved performance against current performance (RAG rated  by quartile) P FG SEH 

CYP MH Transformation - Percentage compliance with a self-assessed list of 
minimum service expectations for Children and Young People’s Mental 
Health, weighted to reflect preparedness for transformation.  

4 4 3 

IAPT recovery rate 1 1 2 
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Programme Objective: To  improve the health, wellbeing and independence of HIOW population through 

the accelerated introduction of New Models of Care and ensure the sustainability of General Practice within 

a model of wider integrated health and care.  This will be delivered through the Vanguard programmes and 

local health system New Care Models delivery arrangements 

The following slides set out the plan across the Portsmouth and South 

East Hampshire CCGs which will contribute to delivery of the STP 

New Models of Integrated Care Programme. 

 

Plans for this objective are set out across the following project areas: 

1. Foundations for Independence & Self Care 

2. Fully Integrated Primary Care 

3. Integrated Intermediate Health & Social Care 

4. Complex Care & End of Life 

5. LTCs: Diabetes, Respiratory & Cardiac 

STP Core Programme - New Models of Integrated Care 

Total savings opportunities identified 

F&G & SEH Portsmouth  

2017/18 £m 3.1 0.86 

2018/19 £m 4.5 0.85 
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Introduction to Local New Models of Care 

Summary of FGSEH Vanguard MCP Model           &        Portsmouth’s Programme for Integrated Care  

Better Local Care 

South Eastern Hampshire and Fareham and Gosport 

CCGs have developed a health and care partnership 

which was awarded Multi-Specialty Community Provider 

‘Vanguard’ status in 2015. 

  

The MCP new care model brings together health and 

care professionals to provide integrated care for local 

people. ‘Better Local Care’ is the generic brand/identity 

we are using locally to describe this programme. 

A key element to ‘Better Local Care’ is the desire to 

support practices to continue to care for their list of 

registered patients, but to also look to design services 

for a population level that is larger than a single 

practice, which truly integrates primary, community and 

social care, and which engages with the Third and 

voluntary sector. 

  

The new care model provides strong primary care 

leadership to locality partnerships, serving communities 

of 70-100,000 people. The natural communities of care 

establishing are East Hants, Waterlooville, Havant 

Hayling Island and Emsworth, Fareham, and Gosport. 

(See page 15 for further detail).  

 

The CCGs are one of six national pilots for the 

development of a new MCP contract and therefore aim 

is to commission an MCP integrated out of hospital 

model by the end of 17/18. 

Foundation work has commenced developing out of 

hospital providers to be part of an accountable care 

system. This includes the establishment of joint clinical 

leadership  and governance arrangements (see pages 

13 &14). 

  

The CCGs aim to complete procurement & contracting 

so that the MCP will go live from March 2018. 

All constituent organisations are 

committed to developing a set of 

structures, processes and 

behaviours to produce a two year 

granular delivery plan during the next 

three months.  The plan will explicitly 

address the challenges set out within 

the HIOW STP to realise the financial 

savings and transformational 

changes within the PSEH local 

delivery system.  This will be 

achieved via a fundamentally 

different model of aligned executive 

and non-executive leadership 

working together as one team to co-

ordinate healthcare resources across 

all sectors. It is planned that all 

organisations are held jointly 

accountable for delivering collectively 

owned outcomes and performance 

indices, through pooling risk, 

reducing overall costs and 

maximising value throughout all 

patient pathways. It is our collective 

ambition to agree and work within a 

system-wide financial control total. 

Portsmouth and South East 

Hampshire Accountable Care 

System 

Health and Care Portsmouth 

Over the next five years, with all health and care partners in 

the City, including Portsmouth City Council, we propose to 

change the way we offer services across the whole spectrum 

of health and care. To achieve this will mean bringing 

together some existing services, providing other services at 

scale, embracing technology, ensuring that people only go to 

hospital to receive care that can only be done in a hospital 

setting and that social and health care needs are met in the 

community wherever possible.   

The transformation and integration (bringing together) of 

health and care services will focus on the following themes: 

• Prevention and Wellbeing 

• Single Point of Access and Triage 

• Keeping Independence 

• Establishing Community Hubs  

• Creating a Different Primary Care Service 

• Changing the Nature of Hospital Care 

• Delivering Social Care for the Future 

• Multi-disciplinary Teams for Children and Families 

For patients this will mean that they only tell their story once, 

with professionals coordinating and wrapping services around 

the patients rather than patients seeking out all the support 

they require from different agencies. 

Instead of working as separate agencies,  multi-agency/multi-

disciplinary professionals will operate as a single team to 

support patients’ needs. 

For adults the new model of care programme will be delivered 

through the development of an MCP that will  support the 

principles  underpinning the integrated personalised 

commissioning and Better Care programmes. For children, 

the Stronger Future’s programme will see delivery of 

improved early help support and integrated  management 

structure for the Multi-Agency Teams. 

For more detail see The Proposal for a Portsmouth 

Blueprint 

http://democracy.portsmouth.gov.uk/documents/s8694/Proposal for Portsmouth Blueprint- Appendix A.pdf
http://democracy.portsmouth.gov.uk/documents/s8694/Proposal for Portsmouth Blueprint- Appendix A.pdf
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Introduction to Local New Models of Care 
Delivery of FGSEH Vanguard MCP Model 

 The CCGs have focused on the development of new care models as the foundation of an accountable 

care system through the MCP Vanguard and MCP contract work, which has three strands: 

1. Engagement and development to create ‘state of readiness’ among providers 

For the last two years FGSEH CCGs have been engaging local GPs and SHFT to 

take forward discussions about greater integration outside of hospital.  

The MCP Vanguard has subsequently developed strong locality structures with 

engaged clinical leaders and the CCG has created an MCP Clinical leadership 

group with GPs from Vanguard localities, the CCG and clinicians from SHFT. We 

have also amended the CCGs’ governance structures and constitution to separate 

GPs involved in MCP development from those working on the commissioning 

function. 

We have been running an extensive GP/clinical engagement programme regarding 

the MCP contract and surveyed all out GPs in October to gauge their willingness to 

be involved in an MCP model. 81% of practices indicated a willingness to be 

virtually, partially or fully integrated. 

To advance this work in 17/18 and beyond we will: 

• establish a governance model for the P&SEH Accountable Care System that ensures connectivity 

and ownership of the priorities and actions by the statutory Boards in the system, recognising 

individual statutory Boards remain accountable and will want to play a full role in shaping the ongoing 

arrangements;  

• draw together an executive leadership team from resource across the system,  

• develop a short term action plan that is focused on the immediate priorities for the local system:  

o develop a collective approach to financial recovery across the commissioning and provider 

system, ensuring a focus on cost reduction, collective risk mitigation and maximising the 

likelihood of securing the local STF allocation.  

o develop contractual proposals for 2017/18 & 18/19 which underpin the operating plan & financial 

model;  

o develop a more inclusive & functional model of all sector system wide clinical leadership 

2. Testing of components of the care model through MCP Vanguard 

We have been supporting the development of local integrated primary and 

community delivery systems (multi-specialty community providers). These units of 

local delivery are central to the local system strategy and command the strong 

support of local general practitioners.  The 5 natural communities of care are: East 

Hampshire; Waterlooville; Havant ,Hayling Island and Emsworth; Fareham; and 

Gosport. 

Over the last year these localities have been testing some elements of the new 

models of care (same day access in Gosport, carousel clinics, surgery signposters, 

PAM, frailty CHOCs, care home support etc.), which are currently being evaluated 

as part of the new care models programme. 

To advance this work in 17/18 and beyond we will: 

• Work with clinical leaders to review Value Propositions for MCP programmes to date, Milliman and 

Rightcare data, and external evaluation of current schemes and use this to inform 17/18 programme 

of work 

• Focus on scaling up the care model and delivering financial sustainability. This is likely to include:  

• extended hours hubs and eConsult 

• LTC pathways including follow-ups 

• Frailty and  home visiting 

• patient activation and self care 

• Work more closely with PCCG to ensure alignment across PSEH system providers  

• Work with NHSE intensivist team to understand organisational form models and work with providers 

to appraise and advance a preferred option.  

3. Using contract to lever change 

FGSEH CCG are one of six pilot sites across the country working on the 

development of an MCP contract, which has afforded us access to dialogue with the 

NHS England as policy is developed, and learning from the five other sites. 

A considerable amount of work has been undertaken to design and engage a wide 

range of stakeholders in the development of the contract including: 

• working with COBIC and public health to engage local communities and 

clinicians in defining the outcomes framework for the contract 

• working with PWC to engage GPs and other provider colleagues on the risk 

reward mechanism for the contract 

• defining and refining the scope of the contract 

To advance this work in 17/18 and beyond: 

• On-going engagement with local people and a range of stakeholders about the direction of travel 

• Development of A Case for Change ‘options appraisal’ document for Governing Body consideration 

• Progressing financial modelling, elements of which will require further iteration once detailed 

guidance is published by NHS England. 

• Undertake a rolling programme of engagement with commissioning and provider partners – including 

Local Authority colleagues, as well as local people, to share the concepts underpinning the contract 

and to inform next steps 

• Undertake further dialogue with all providers, linking through the ACS leadership. 
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Introduction to Local New Models of Care 

Delivery of Portsmouth’s  

Programme for Integrated Care - Health and Care Portsmouth 

Health and Care Portsmouth is an ambitious change programme, with all health and care 

partners in the City, including Portsmouth City Council.  Over the next five years, we will 

change the way we offer services across the whole spectrum of health and care. To achieve 

this will mean bringing together some existing services, providing other services at scale, 

embracing technology, ensuring that people only go to hospital to receive care that can only be 

done in a hospital setting and that social and health care needs are met in the community 

wherever possible.   

The transformation and integration (bringing together) of health and care services will focus on 

the delivery of the following 7 commitments. 

1. Improve access to primary care services when people require it on an urgent basis.  

2. Empowerment of the individual to maintain good health and prevent ill-health 

3. Bringing together functions such as HR, Estates, IT and other technical support services to 

support frontline delivery.  

4. Establish a new constitutional way of working to enable statutory functions of public bodies 

in the city to act as one.  

5. Further bringing together of health and social care services under single leadership with 

staff co-located; including mental health, wellbeing and community teams, children's 

teams, substance misuse services and learning disabilities.  

6. Simplify the current configuration of urgent and emergency and out of hours services, 

making what is offered consistent so that people have clear choices regardless of the day 

or time.  

7. Focus on building capacity and resources within defined localities within the city, 

strengthening assets in the community, building resilience and social capital 

In order to achieve the new models of care we have been working closely with and engaging 

health and care staff and GP practices across the City to develop a new model of care 

framework for out of hospital services.  The CCG, Solent NHS Trust and The Portsmouth 

Primary Care Alliance have developed a shared plan that will form the basis of the development 

of an MCP within the City.  This plan, describes a phased approach to accelerating the 

development of primary and community care hubs.  There are 3 foundation elements of the 

new model that will be delivered in the early phases of the MCP development over the next two 

years.  These are: 

Foundation 1 - Sustainable primary care  

Foundation 2 - Out of hospital primary and community care teams 

Foundation 3 - Demand management 

  

To enable/support delivery of this plan and building on this work the CCG proposes a formal 

MCP contracting framework, which will enable the CCG to more easily procure the new service 

delivery models through the MCP partnership. This will support the development, testing, 

mobilisation and ultimate delivery and implementation of the new model. 

 

• Ongoing engagement with GP practices throughout the early part of 2017 to help 

develop the plans and strengthen the mandate of the PPCA to explore further 

partnership working. 

  

From April 2017  

• Roll-out of a hub based approach to offering extended hours access to primary care, 

building on the development of a model being tested during the current winter period.  

This will cover all day Saturday (8am-8pm) and the period Mon - Sat 4-8pm. 

• Roll-out of the MSK same day triage pilot within practices, building on the successful 

model piloted in 2016-17; practices will be invited to roll this out across the City to 

enable full coverage across primary care. 

• Begin piloting and testing approaches for locality based primary / community nursing 

clinics e.g.  imms and vacs, insulin management, clexane, catheters and 

phlebotomy.  Potentially with added value of VCS contribution; this will enable us to 

maximise skill mix and capacity across the currently stretched primary and 

community nursing resource 

  

• October 2017 - mobilisation of a new approach to delivery of GP Out of Hour 

services, through implementation of an integrated urgent care service.  

  

• March 2018 - Achievement of new ways of delivering personalised care and support 

plans to be delivered to 2000 people. (IPC targets) 

  

• June 2018 - The new integrated urgent care service will be fully operational by June 

2018 when the new NHS 111 service procurement is complete and the new service 

is up and running. 

 

Throughout 2017/2018 we will be developing new approaches to commissioning and 

contracting to support the new model of care delivery. This will include: 

• By October 2017 - commissioning and procurement of a new model of out of hours 

primary care. 

• By March 2018 - Scaled up delivery of the IPC approach through contracts to 

enhance the delivery of individualised care and support plans, which may for some 

people lead to a personal budget. 

• By June 2018 - completion of a Hampshire and Isle of Wight wide procurement for a 

new NHS 111 service. 

• By the end of 2018/2019 over £16 million of community based services currently 

commissioned from different providers will be commissioned as part of a partially 

integrated model  

 

Delivery Milestones  



Delivery of STP Programme: New Models of Integrated Care 
Project Objective: To put in place workforce models and sets of functional capabilities that will enable appropriate redirection 
of clinical activity and processes in primary care towards increased self-care and prevention; allowing clinical time to be 
targeted where it will add most value 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering – Foundations for Independence & Self Care 

• Patients are more empowered and resilient in times of crises 

• People are more able to self manage their long term health conditions  

• People know more about community, health & social care services that are 

available & how to access them (via sign posters & Living Well) 

• An increase in the use of community/non-statutory services to meet health 

and social care outcomes 
 

• More people have personal health budgets  

• More people have person centred, integrated care & support plans in place 

• Increased online access to GPs (P)  

To enable people to effectively self care, we need to redesign our system to enable a shift in choice 

and control to the individuals requiring support and change the delivery culture to enable more 

person centred planning and support options to be available.  As an NHS England Integrated 

Personalised Commissioning demonstrator site, Portsmouth is at the forefront of developing a 

proactive approach to improving the experience of care for people, preventing crises.  This means 

having a different conversation with the people involved in care, focused on what’s important to the 

individual, their carers and family and a wider range of care and support options tailored to needs and 

preferences. Changing the conversation to enable a more person centred approach to care delivery 

that puts the individual in control and better able to self-care and manage their health will be crucial 

and the focus of our workforce development strategy. We have stated this work already through the 

care planning and support element of the IPC, which will start to become business as usual in 2018 

via the integrated care teams; and through the systems thinking intervention in ASC, which will see full 

roll-out in 2018/19 across all OP/PD And LD assessment approaches.  Doing this consistently will 

achieve a shifts that will give individuals greater choice and control - including access to an integrated 

personal budget and provision of an integrated care plan and achieve greater resilience and self-care.  

Through the work of the MCP and extending the primary care team, we will be able to provide greater 

opportunities to offer telephone and on-line advice and guidance to patients to better enable them to 

self care. 

The role of the VCS will be crucial in supporting and so we will build on the success of the Living Well 

Service maximising the independence and self-reliance of people using a range of approaches 

including the promotion of self-management, establishing peer support, building and maintaining 

social networks and the provision of practical support alongside existing health and social care 

interventions.  The CCG is also working with practices to improve the number of patients enabled to 

use patient online services by promoting the benefits to practices and patients and providing 

practices with resource to increase uptake. Plans will also be implemented to increase uptake of 

social prescribing and develop workflow redirection expertise in practices (by training receptionists 

in care navigation skills.(P) 

In Fareham, Gosport & South Eastern Hampshire the new MCP model will be used to develop and 

test a locality approach to patient activation, including licensed use of the PAM tool and shared 

decision making, as well as  enhance LTC management through social prescribing. This includes 

improving patient and community resilience by tackling social isolation, and evaluating the current 

Surgery Sign-posters pilot to determine how this approach could be scaled up in the future. The 

Hampshire wide IPC Programme My Life, My Way will also focus on the 5 key shifts in self-care & 

prevention (see diagram). GP practices will also be offered Web GP.(FGSEH)  

We will work with local authority partners at a HWBB level to pool budgets via the Better Care 

Fund.  Together we will develop and agree an integrated spending plan for the BCF allocation. Details 

of this will be provided in the BCF plans following release of the related planning guidance. (PSEH)  

The CCGs are implementing Mandate commitments around  the number 

of people with Personal Health Budgets under the Portsmouth & 

Hampshire IPC programmes. They also continue to work with local 

authority partners at a Health and Wellbeing Board level to pool budgets 

and develop and agree an integrated spending plan for using their Better 

Care Fund allocation. 

By the end of 17/18  

- Expansion of Living Well Service &  

My Life, My Way 

- MCP contract live from April 2018 

- Roll out PAM across MCP localities 

- Full roll out of personalised care and support 
planning approaches across  integrated localities (P) 

- Underpinning workforce strategy in place to 
support delivery of the shifts to achieve choice and 

control 

By the end of 
18/19 

- IPC approach & 
Living Well 

delivered within 
integrated localities 

- MCP Community 
hubs  delivering an 

integrated out of 
hospital model 

Improved performance against current performance ( P FG SEH 

People with a long-term condition feeling supported to manage their 
condition 

2 4 2 

   Patient experience of GP services 2 4 1 

   Personal Health Budgets per 100,000 population 2 3 3 

Outcomes & benefits 
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Delivery of STP Programme: New Models of Integrated Care 

Project Objective: Joining up the clinical professionals working around the patient in the primary care setting to meet needs, 
improve access, increase efficiency, change professional mix, and increase ‘right first time’ contacts. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering – Fully Integrated Primary Care 

• Improved patient experience of primary care 

• Increase in % reporting that their care is joined up and they only have to tell their story 

once  

• Improved  community children's model working as one service to meet children’s needs 

• Reduction in the number of children admitted into hospital 

• Improved community epilepsy service for children and young people with epilepsy related 

to a neurodevelopmental condition.  

• Children have equitable countywide access to continence services 

The CCGs are producing separate plans which clearly outline how we are going to be 

meeting the requirements of the General Practice Forward View. These detailed 

implementation plans will explain how the CCGs will improve access to general practice, 

how funds for Practice Transformation Support will be created and deployed to support 

general practice, and how funding to support training and stimulate the use of on line 

consultation will be deployed. 

 

They will also clearly articulate our vision for care redesign, including: 

 

• MCP in FGSEH 

The MCP will bring together GP practices, nurses, community health and mental 

health services, community-based services such as physiotherapy, relevant 

hospital specialists and others to provide care in the community that is joined up and 

puts patients at the centre. This is very different to what has been in place before where 

we have multiple, separate organisations all working to different contracts with different 

objectives. This work will include developing LTC services as part of primary care hubs 

and creating more sustainable practices by 2017. 

 

• Health & Care Portsmouth 

Portsmouth will create single health & care teams based within key City localities or 

‘community hubs’; these teams will act as one and include a range of skills and services 

including primary and hospital care, social care, well being & self care, mental health 

(including elderly mental health) and community therapies (such as physiotherapy, 

occupational therapy). These teams will be seen as the same as and part of primary care 

services in the City. This will include placing more specialist services in the same 

localities as the community teams so that professionals have direct access to the right 

type of support to better manage the care of people.  

 

• Integrated children and young people’s service (PSEH) 

We will develop an integrated community children's service model which combines 

Children's Community Nursing, Community Paediatric Medical Services and Children’s 

Outreach and Support Team (COAST) into one Integrated Children's Community 

Model. This will allow a single outcome based model of care, and include an increased 

level of in-reach into ED by the COAST team to prevent unnecessary  admissions. 

 

We will explore the benefits of providing a community nurse epilepsy specialist 

service, as children who have epilepsy linked with a neurodisability are currently referred 

into acute services. We will undertake a review of current community continence, 

enuresis/ encopresis service provision, with the support of Hampshire Parent Care 

Network to develop a Hampshire wide pathway / service model. (PSEH) 

The plans detailed on this page, in addition to those to set-out in the separate 

Primary Care GPFV plan demonstrate how we will implement the General 

Practice Forward View, ensure local investment meets minimum levels, 

tackle workforce and workload issues, and extend and improve access. 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

    Patient experience of GP services 2 4 1 

    Primary care workforce - GPs and practice nurses per 1,000 population 2 4 2 

    Primary care access - - - 

 Effectiveness of working relationships in the local system 2 1 2 

 Achievement of clinical standards in the delivery of 7 day services - - - 

Outcomes & benefits 

By the end of 17/18  

- MCP contract live from March 2018 

-Scope & deliver the Integrated 
Children’s Community Model 

- Scope a model for Community 
Epilepsy Nurse & review children’s 

continence services 

By the end of 18/19 

- MCP Community hubs  delivering 
an integrated out of hospital model 

- Community Hub single health and 
care teams operational 

- Children access one community 
service 

- Epilepsy Service & Continence  
recommendations implemented 
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Delivery of STP Programme: New Models of Integrated Care 

Project Objective:  Create fully integrated health and social intermediate care services that will be designed around the services 
people need to recover and function independently 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering – Integrated Intermediate Health & Social Care 

• Increased satisfaction and confidence in 111 / Out of Hours Services 

•  Ensure care is provided in the community where possible, by integrated teams. 

•  Patients are able to receive care in their usual place of residence, whenever possible, 

receiving care from the multi-disciplined team of professionals and tell their story once. 

• Reduction in acute admissions and freed capacity for complex patients. 

• Implementing the acute paediatric pathway will  

o Ensure there is always high quality diagnosis and care early in the unscheduled 

pathway  

o Reduce unnecessary attendances at ED  & admissions to hospital  

o Provide care closer to home.  

• Young people who self harm receive the right support in the community 

• Fewer young people who self harm will attend & be admitted to hospital      

In addition to the integrated community care delivered by the new community hubs 

across PSEH, we are committed to further integration of intermediate care. 

We continue to deliver our Urgent Care strategy, which aims to ensure a 

comprehensive unscheduled, urgent and emergency care service is in place.  This is 

delivered by integrated teams of health professionals who share a collective 

responsibility for every patient journey, including 111 and out of hours services. We will 

agree the integrated 111 & OOH specifications for Hampshire and lead the tendering 

process which will be completed in 17/18, this will include sufficient flexibility to enable 

the contract to reflect the changing community and primary care landscapes. We will 

also evaluate the piloted new model of delivery for the Urgent Care Centre which will 

inform the future commissioning of Urgent Care Centre for 17/18 with the emergent 

hubs.(PSEH) 

In Fareham, Gosport and South Eastern Hampshire, work is underway to enable more 

people to be safely cared for by community services in their own beds, at home 

rather than rehabilitation community beds. The first stage of this will be to increase 

confidence in the enhanced community services being delivered by the Hubs, so that 

patients and GPs are assured of the safety of care being provided. This will result in 

more patients being cared for in their usual place of residence, fewer unnecessary 

hospital admissions, and free up rehabilitation beds for complex patients who cannot be 

cared for at home.  (FGSEH).  This work aligns with the Discharge To Assess (D2A) 

project within the Effective Flow & Discharge programme (PSEH). 

In Portsmouth there has been an integrated approach to intermediate care delivery for a 

number of years. As the hub way of working and integrated community teams get underway 

we will continue to review this and ensure its effectiveness. We are also strengthening the 

capacity in the community to enable more people to be cared for in their own home, through 

use of 24 hour domiciliary care packages and allowing intermediate care community teams 

to sub-contract directly with domiciliary care agencies. We are piloting an expansion of the 

GP led Acute Visiting Service (rapid response home visiting), and should the concept 

be proved the CCG will consider testing the market for future service provision. Once 

the D2A project changes have been embedded (see page 19) we will review Out of 

Hospital Pathways including Community Bed provision to ensure the right capacity, 

configuration & availability.(P)  

Portsmouth Integrated Service for Children's Emergencies (PISCEs) will develop  

pathways for an integrated service at PHT for Children's Emergencies. The new acute 

paediatric pathway will be based on work undertaken over the previous year in 

partnership with the provider. We will also redesign the paediatric self harm pathway 

from the acute setting back to appropriate specialist/community support services.(PSEH) 

The plans detailed on this page contribute to the CCGs implementation of the Urgent 

and Emergency Care Review, ensuring a 24/7 integrated care service for physical and 

mental health is implemented by March 2020 in each STP footprint, including a clinical 

hub that supports NHS 111, 999 and out-of-hours calls.  

By the end of 17/18  

- Integrated 111 & OOH service live 

- Increased confidence in community 
services 

- Review PRRT & AVS 

- Implement the acute paediatric 
pathway (PISCEs) revised service 

specifications 

By the end of 18/19 

–  Monitor 111 / OOH service 

- More people cared for in own 
homes 

- Services covering PRRT & AVS 
functions provided in best model 

- PISCEs delivering reduction in 
attendances & admissions 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Delayed transfers of care attributable to the NHS and Social Care per 100,000 population 2 4 4 

Emergency admissions for chronic ambulatory care sensitive conditions per 100,000 popln 1 1 1 

% patients admitted, transferred or discharged from A&E within 4 hours 3 4 

Outcomes & benefits 
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Delivery of STP Programme: New Models of Integrated Care 

Project Objective: Put in place de-layered access to specialism, intensive care coordination, and appropriate capacity to support the 
most complex patients within the registered list 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering –  Complex Care & End of Life 

• Better public awareness of death and dying so that communication is improved 

and people are more able to talk about their choices. 

• More people have Advanced Care Plans detailing preferences for end of life care. 

• More people die in their place of choice.  

• Improved quality of care and support for individuals living in the care homes  

• Reduction in appropriate call outs to 999 and hospital admissions, 

• Individuals are cared for in the most appropriate place (their own home) 

• Reduced prescribing/ administration errors in care homes 

• Identify more people with frailty at an earlier stage  

• Provide people with frailty with the right services to help them manage their long 

term health needs  

• Improve rate of early screening for those at risk of frailty 

• Improve early interventions for those at risk of frailty 

We will complete review & redesign work around the End Of Life pathways to 

agree a lead provider approach to the delivery of a new service model, which 

will work towards 24/7 care. We will also agree the financial model that will need 

to underpin this for delivery from 17/18. We will provide good care in every 

setting in a timely manner. As the condition of a person nearing end of life may 

change rapidly, it is essential that they can access services without delay.  

(PSEH) 

Portsmouth will reduce avoidable admissions into hospital from care homes, 

by identifying and delivering the training needs, clinical support needs and other 

support required to increase care homes ability to maintain people within their 

home. The scheme is likely to include the development of a community MDT to 

support individuals with acute and chronic needs in care homes or their own 

homes. FGSEH will improve Medicines Optimisation in Care Homes by 

piloting a Care Home specific medicines optimisation support service. The 

CCGs will then share findings with a view to replicating the approaches. 

We will agree the model of delivery for the community frailty pathways with 

providers, who have been working together to develop a system wide frailty 

blueprint and service, and deliver the revised pathway, which has an estimated 

timescale of 2-3 years. A recently revised pathway involves working with the 

acute frailty network to identify and screen those at risk of frailty at the front door 

of hospital. To ensure frail patients are supported to return to home, or their 

place of residence sooner. The SEH MCP have implemented elements of the 

pathway at pace, and will share learning to further refine and improve the 

pathway. System wide, this work will see  the delivery of services for frail, older 

people move out of the hospital setting into services that deliver within the 

community hub, GP practices and within the person’s own home or community 

(including care homes). This ‘frailty service’ will include a strong prevention 

element to its work, keeping people as active as possible and reducing, for 

example, the amount of falls experienced by older people. (PSEH)  

Fareham, Gosport & South Eastern Hampshire will review the neuro-rehab 

bed pathway, to ensure that patients are being cared for in the right setting, 

regularly reviewed and that the service is offering the CCGs value for money. 

FGSEH will develop a clear pathway with NHS England Commissioners and 

service providers for Children & Young People with complex health needs. 

(FGSEH) 

These plans contribute to the CCGs implementation of the framework for 

improving health in care homes as well as delivering a reduction in the 

proportion of ambulance 999 calls that result in avoidable transportation to an A&E 

department, as people are empowered to choose their place of death, and Care 

Homes are better equipped to support this choice. 

By the end of 17/18  

- Piloting approaches to  reduce hospital  
admissions from Care Homes 

- Review of  End of Life service pathways and 
agree way forward  

- Review and assess the impact of the 
redesigned FIT community pathway  

By the end of 18/19 

- Sharing learning & 
implementing successful 
care home interventions 

– Implementation of 
approved options from EoL 

review 

- Monitor the outcomes 
from the MCP Contract 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

% deaths which take place in hospital 1 1 1 

Emergency admissions for urgent care sensitive conditions per 100,000 population 2 1 1 

Injuries from falls in people aged 65 and over per 100,000 population 1 1 1 

Outcomes & benefits 
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Delivery of STP Programme: New Models of Integrated Care 

Project Objective:  To further develop and enhance the care pathway for people with chronic conditions that support improved     
self-management, education and targeted community support to maintain health and independence 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering –   LTCs: Diabetes, Respiratory & Cardiac 

• Newly designed rehabilitation programmes  

• Increased focus on self management, enabling patients to feel more in 

control of their health  

• Improved recovery rate through rehabilitation programmes  

• Improvement in health related quality of life for people with LTC 

• Improved primary care management of people with LTCs, including 

increased uptake of the 8 care processes 

• Earlier identification of Atrial Fibrillation 

• Increase in the number of people with stroke having 6 month reviews 

• Decrease in COPD admissions 

• Increase in ratio of observed v’ expected diagnoses of selected LTCs 

We will review current rehabilitation programmes (including cardiac rehab, pulmonary 

rehab and DESMOND)  and work with providers to identify areas that can be consolidated 

into a generic exercise rehab programme suitable for patients with multiple conditions - 

drawing only on specialist skills / information where appropriate. Redesigning these 

services with a focus on self management will enable the patients to feel more in control of 

their health, therefore empowering them to be more aware of steps they need to take to aid 

their recovery and avoid further issues. (PSEH) 

We will agree the commissioning framework for Long Term Conditions (LTC) which will 

establish the vision, delivery milestones and work programme for the transformation of 

community based LTC services, so that they: 

• provide both lifestyle advice and specialist care  

• be accessible from community locations  

• allow Care plans to be accessed by all clinicians  

• help patients to self-manage their conditions  (PSEH) 

We are designing self-care resources in the form of patient information leaflets for specific 

conditions including diabetes to support people living with long term conditions and will 

produce these in collaboration with patient engagement groups as well as healthcare 

colleagues. We are utilising technology to engage with patients and promote self-

management via the use of apps, and ensuring services are delivered at times that work for 

patients when they do need to access them – by moving to 7 day working and extended 

hours. We are working to improve primary care management of people with LTCs (i.e. 

diabetes through delivery of, and outcomes from, the 8 care processes)(PSEH) 

Following a 12 month extension to the current community diabetes service we plan to go 

out to tender with a view to commissioning a redesigned community diabetes service in 

line with the LTC framework. This will implement the  radical redesign and transformation 

needed to allow patients to drive the care and planning process. (P) 

Our analysis under the  RightCare programme has highlighted Respiratory and Cardiac 

as key areas with improvement opportunities (see page 41). We will realise these 

opportunities by improved identification and management of Atrial Fibrillation; a redesign of 

the Deep Vein Thrombosis (DVT) ambulatory care pathway (to increase the prevention of 

outpatient or inpatient activity relating to DVT); continuation of the 6 month stroke review 

service; a number of schemes to increase COPD case-finding within Primary Care; a 

review of the community respiratory service with a focus on targeting specific opportunity 

areas (including the prevention of COPD admissions), and a community respiratory team 

in-reach service to support early discharges. (PSEH) 

These plans contribute to  the CCGs demand reduction measures by 

implementing RightCare and supporting self care and prevention. They 

will also streamline elective care pathways, and contribute to provider 

efficiency measures by implementing new models of acute service 

collaboration and more integrated primary and community services. 

By the end of 17/18  

- Review of rehab provision 

- Cardiac & Respiratory Pathway Reviews 

- Development of suite of self management tools  

- All LTC services signposting to prevention  & 
healthy lifestyles services + self referral to IAPT. 

By the end of 18/19 

– Implementation of 
rehab 

recommendations & 
changes   

-  Improved Cardiac & 
Respiratory pathways 

Improved performance against current performance (by RAG rated quartile) P FG SEH 

People with a long-term condition feeling supported to manage their condition 2 4 2 

Emergency admissions for chronic ambulatory care sensitive conditions per 
100,000 population 

1 1 1 

Outcomes & benefits 
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Programme Objective:  To ensure no patient stays longer in acute or community bed based care than their 

clinical condition and care programme demands and as a result reduce the rate of delayed transfers of care 

by improving discharge planning and patient flow, and by investing in capacity to care for patients in more 

appropriate and cost effective settings 

The following slides set out the plan across the Portsmouth and South 

East Hampshire CCGs which will contribute to delivery of the STP 

Effective Patient Flow & Discharge Programme. 

 

Plans for this objective are set out across the following project areas: 

1. Discharge Planning 

2. Effective management of patient flow 

3. Complex discharge & hard to place patients 

4. Development of onward care services 

 

STP Core Programme - Effective Patient Flow & Discharge 

Total savings opportunities identified 

F&G & SEH Portsmouth  

2017/18 £m 2.2 0.63 

2018/19 £m 2.0 0.62 
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Delivery of STP Programme: Effective Patient Flow & Discharge 
Project Objective: To ensure that every patient has a Discharge Plan, informed by their presenting condition and known 
circumstances, which is understood by the patient, their relatives and carers and includes the Expected Date of Discharge (EDD), 
arrangements for the day of Discharge and, if needed, an outline of any anticipated onward care needs. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering –   Discharge Planning 

 

 

• Reduction in harm and improved quality of experience and outcomes for patients  

• Cost benefit in reducing excess bed days and length of stay in acute and community beds  

• Reduction in complex care packages and placements into care homes 

• Consistent level of service, reduced duplication and backlogs through effective processes 

and systems  

• Reduction in medically fit for discharge patients in an acute bed and DToCS 

• Improved relationships between partners 

• Accurate real time patient data on Bedview and robust performance monitoring  

• Support the Hospital to deliver cancer and elective care targets  

• Patients admitted to hospital in an emergency will receive the same quality of assessment, 

diagnosis, treatment and review on any day of the week 

The Integrated Discharge Service  has been established to develop and 

implement an expert complex discharge team that works seamlessly across 

health and social care partner organisations to proactively pull and case 

manage a range of patients to discharge through an appropriate pathway and 

provide expert  advice and guidance. (PSEH) 
  

The service principles are:  

 Right care, right place, right time  

 Discharge to assess and home first  

 Releasing time to care  and providing support to well run wards  

 No decisions about a patient's long term needs are made in an acute bed  

 Use of a trusted assessor model - used internally to deliver flexible, cross 

boundary case management and signposting  

 Links to FIT team to provide support for patients whose admissions can be 

avoided and those who require a short stay episode.  

Approach - early identification of complex discharge planning needs and 

patients who are assessment fit.  

Implement D2A principles - discharge patients as soon as they are medically 

stable to leave an acute bed and ongoing assessment outside of acute hospital.  

Effective use of all discharge pathways  

• Pathway 1 - home with support 

• Pathway 2 - in a sub-acute community step down facility with rehabilitation 

and reablement (not expected to need NHS CHC on discharge from P2) 

• Pathway 3 - in a nursing or care home for recovery with complex 

assessment for long term needs  

• Pathway 4 – not discharge to assess, some assess to discharge, simple 

ward discharges 

We are working as part of the STP work stream supported by the Wessex 

UECN who have developed a prioritised 12 month delivery plan focused on 

implementing the outputs of the Urgent and Emergency Care review. 

We are working with our provider towards implementation of the four key 

standards for 7 day services by the 1st November 2017 for Acute Hospitals, 

sharing results of the seven days services survey  and developing an action 

plan with the provider. 

The plans on this page detail how the CCGs will deliver the 4 hour A&E standard 

and Ambulance standards, support the delivery of urgent and emergency care 

reform, delivery of the STP discharge and flow programme & reduce demand for 

urgent care and long term care. They will also improve quality in provider 

organisations & contribute to delivery of financial return on investment.  

By the end of 17/18  

- Delivery of pathway activity targets 

- Single office for all partners 

- Completions of SAFER Ward programme 

- Action plan for key standards of 7 day services agreed 

By the end of 18/19 

– single leadership and team  

- Increased focus on 
admission avoidance 

- P3 complex discharge 
process in place  

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

% patients admitted, transferred or discharged from A&E within 4 hours 3 4 

Delayed transfers of care attributable to the NHS and Social Care per 100,000 population 2 4 4 

Emergency bed days per 1,000 population 2 2 1 

Emergency admissions for chronic ambulatory care sensitive conditions per 100,000 
population 

1 1 1 

   Emergency admissions for urgent care sensitive conditions per 100,000 population 2 1 1 

Outcomes & benefits 
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Delivery of STP Programme: Effective Patient Flow & Discharge 

Project Objective: To improve the value stream and utilisation of existing or reduced acute & community care space and resources, 
to provide safer, more effective patient and systems flow and resilience. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering –   Effective management of patient flow 

 A&E target delivered 

 Reduction in 999 calls and reduced conveyance to A&E 

 Reduction in avoidable  admissions for frail older patients – 3 per day  

 Increased use of AEC 

 Effective AMU in place with a reduction in the number of patients with a 

length of stay over 24Hours  

 65% of patients on a short stay pathway  

• We will improve systems and processes, professional standards and workforce changes 

to deliver A&E performance targets and safe, quality services for patients (PSEH) 

• Increase the use of Ambulatory Emergency Care including rapid access speciality clinics 

• Deliver improved access for mental health patients in line with STP Mental Health 

Alliance recommendations  

• We will Improve processes and workforce models to deliver an effective AMU and short 

stay services to facilitate timely effective discharge  

• Continue to build on the Acute Frailty Service and front door Frailty Intervention Team 

(FIT) available 12hrs a day 7days per week and discharge with support in 2 hours  
 

The A&E Board have a preventing admissions work stream and these are the work plans 

within that;  

• Retender of 111 and OOHs – ensuring the right capacity and skill sets to support an 

increase in hear and treat, calls referred to a clinical advisor  

• 999 service - Aiming that 50% of all received emergency calls are non-conveyed, 

Achieved by Call Assessment (pathways, Treating on scene where appropriate (see and 

treat)  

• Developing Shared Care with Community Services and primary care. This will include 

the locality hubs that are currently being developed and giving alternative pathway 

advice, e.g. directing to GP appointment, MIU/Walk-in-Centres & pharmacies 

• Nursing Home schemes   aim to reduce the calls and conveyance by SCAS and 

enhance the wellbeing of residents. A joint partnership with SCAS and Southern trust 

has been successfully evidenced, and we are now rolling out a new enhanced teaching 

session which will enable the staff to do a “root cause analysis” and promote EoL care 

and DNACPR for all residents. Additional schemes are detailed on page 16. 

• High intensity users scheme -  Create Patient Management Plans for all High Users to 

enable triage at point of call to the appropriate professional e.g. Primary care/Mental 

Health/Community Support Workers/ PHT, support structure 24/7 in line with the patients 

needs  

• Urgent care centre development to make it more effective and continue the delivery of 

co-located out of hours. 

• The acute visiting service in Portsmouth & Vanguard GP Home Visit Service in 

Waterlooville are piloting assessing patients earlier, redirecting care and freeing up GP 

surgery time. 

• Access to care plans  

• Directory of services availability  

These plans contribute to the CCG’s delivery of the urgent and 

emergency care standards, delivery of STP milestones and improved 

quality of care.  

 

Cancer standards will be met by the programme of work detailed on page 

57 below. 

By the end of 17/18  

- FIT targets delivered  for number of patients 
assessed and not admitted 

- Effective AMU in place 

- Fit for purpose operations function in place in 
PHT  

By the end of 18/19 

– Processes and workforce in A&E 
supports target delivery 

- AEC delivering to standards   

Improved performance against current performance (by RAG rated quartile) P FG SEH 

% patients admitted, transferred or discharged from A&E within 4 hours 3 4 

Ambulance waits - - - 

Outcomes & benefits 
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Delivery of STP Programme: Effective Patient Flow & Discharge 

Project Objective: To identify patients with complex needs early in their journey and design an appropriate Onward Care support 
that prevent readmission, eliminate elongated acute spells and minimise patient decompensation. To develop and provide cost 
effective Onward Health & Social Care services that maximise patient outcomes and reduce the instances of avoidable readmission. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Projects Delivering –   Complex discharge & hard to place patients 

Development of onward care services 

 Reduction in stranded patients  

 Reduction of the number of patients needing pathway 3 

 More patients are cared for in the most appropriate setting 

 Fewer people have assessments for long term care whilst they are in hospital 

 Reduced reliance on residential care 

 Early intervention of patients deteriorating in care homes to prevent 

conveyances  

 Better understanding of how technologies such as telehealth, telecare, 

telemedicine and self-care apps can be used to improve health outcomes. 

 Increased patient experience in using the wheelchair service. 

In addition to the Integrated Discharge Service, which has been established to 

develop and implement an expert complex discharge team, we will implement the 

following initiatives to ensure hard to place patients are cared for in the most 

appropriate setting (PSEH);  

 Implementation of D2A pathway 3 for patients who have probably long term care 

needs and need further out of hospital assessment  

 Demand and capacity modelling for pathway 3 including capacity for out of hospital 

assessment and funding agreements across health and social care, brokerage and 

placement management   

 Review, approval and implementation of new CHC model and processes aligned to 

local IDS services  

 Engagement programme with Homes to support effective assessment & placement  

 
The CCGs approach to Continuing HealthCare and Transforming Care for people with 

Learning Disabilities is detailed in the section on Commissioning Models (pages 37 & 38). 

The CCGs are also working with STP partners to future-proof the cost of end to end care 

and support for the population through the development of the existing Onward Care 

model and the exploration and testing of alternative Onward Care models.  The aim of 

this work is to understand the future needs of the HIOW population through demographic 

analysis and public health data.  

Portsmouth will review the potential for improved care for older people through the use of 

technologies such as Telehealth. This will lead to a strategy and business case being 

developed. The CCG will be actively working with the AHSN and local stakeholder to 

develop a local implementation plan to realise the benefits of pharmacists delivering 

targeted services to patients recently discharged from hospital. (There are now several 

studies that have been published demonstrating cost savings and patient satisfaction 

from these services, ranging from domiciliary visits to patients to MUR and NMS services 

delivered within the community pharmacy setting.)   

In relation to the provision of wheelchairs, our provider has developed a trajectory of 

improved performance based on a Sustainability Approach implemented by the CCG. 

Going forwards we will work with NHSE as part of the National Wheelchair Improvement 

Programme;  perform a comprehensive and collaborative service review,  identify 

recommendations and implement these ahead of the service retender in April 2019.  

These plans contribute to the CCG’s delivery of the urgent and emergency 

care standards, delivery of STP milestones, improving the management of 

continuing healthcare processes and requirements to set out improvement 

plans for wheelchairs.  

By the end of 17/18  

- review of P3 capacity and demand 

- Decrease in backlog of stranded pts  

- Review of Telehealth (P) & 
development of strategy 

- Review of  wheelchair service 

By the end of 18/19 

- STP wide strategy for hard to place 
patients and capacity requirements 

- Implementation of revised CHC model 
& processes (FG&SEH) 

- Process for regular review of CHC 
patients  

- Preparation  for  wheelchair service 
retendering (in April 2019) 

Outcomes & benefits 

Improved performance against current performance (RAG rated  by quartile) P FG SEH 

% patients admitted, transferred or discharged from A&E within 4 hours 3 4 

Delayed transfers of care attributable to the NHS and Social Care per 100,000 popln 2 4 4 

   People eligible for standard NHS Continuing Healthcare per 50,000 population 1 3 3 
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Programme Objective: To deliver the highest quality, safe and sustainable acute services to 

southern Hampshire and the Isle of Wight.  To improve outcomes, reduce clinical variation and lower 

cost, through collaboration between UHS, PHT, IoW NHST & Lymington Hospital. To provide equity 

of access to the highest quality, safe services for the population 

The following slide sets out how this provider led programme will be 

delivered locally. More detailed information can be found in the 

Portsmouth Hospitals Trust Operating Plan. 

 

STP Core Programme - Solent Acute Alliance 
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Delivery of STP Programme: Solent Acute Alliance 
Programme Objective: To deliver the highest quality, safe and sustainable acute services to southern Hampshire and the Isle of 
Wight.  To improve outcomes, reduce clinical variation and lower cost, through collaboration between UHS, PHT, IoW NHST & 
Lymington Hospital. To provide equity of access to the highest quality, safe services for the population 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

• Reduced clinical variation and improved outcomes  

• Improved length of stay  

• Reduced waiting times for surgery 

• Channel shift (digital outpatients) aim to reduce face to face follow up by 20% 

• Improved patient experience through digital enabled pathways  

• Elective demand control (in-line with best practice/guidance)  

• Efficiencies of £156m by 2020/21 across the Alliance 

• Increased personalisation & choice of Maternity Services 

• Fewer stillbirths  

This is a provider led Alliance between three hospital trusts which aims to improve 

outcomes and optimise the delivery of acute care to the local population, ensuring 

sustainable acute services are delivered.  
 

The first wave of collaborative transformational supporting services projects will 

include:  

- Back Office Services Review - To ensure the provision of efficient and cost 

effective back office services.  To use Carter benchmarking data to identify 

areas for improvement and lower cost. 

- Pathology consortia (re-visited) - To identify opportunities to improve value 

and quality through collaboration  on a ‘service by service’ basis..  

- Clinical Services Review – The alliance will  undertake reviews and support 

changes in clinical pathways or operational structures when these changes 

provide significant benefits in clinical outcomes, value, safety, resilience, 

expertise and delivery of national standards. 

- Theatre Capacity Review - Increasing utilisation of NHS theatres, including the 

repatriation of patients receiving care in the private sector to the NHS. 

- Pharmacy collaboration - looking at methods of reducing cost through 

collaboration & improved purchasing power. 

- Out Patient Digital - To reduce unnecessary outpatient attendance when an 

alternative can be safely offered.  Using digitally enabled pathways to improve 

value and patient experience. 

- CIP planning and delivery - Ideas for partnership working are being developed 

through the Acute Alliance. CIP cycles will be aligned and providers will share 

methodology and ideas to maximise delivery against targets of 2.5%. 
  

The acute alliance support the objectives of the cancer alliance and are linking 

directly with relevant clinical service reviews and prevention projects, including 

increased screening uptake and delayering access to increase early diagnosis.  

As CCGs, we will join forces with our 5 neighbouring CCGs across SHIP to work 

with providers, coming together as a local maternity system to design and deliver 

maternity services improvements in line with the recommendations in the national 

maternity review, Better Births. As one of 7 national  choice and personalisation 

Pioneer  sites  the local maternity system will test models of improving choice.  

The CCGs will work with providers, coming together in local maternity system to design 

and deliver maternity services improvements in line with the recommendations in 

the national maternity review, Better Births. 

The Alliance will also contribute to the National Must Do’s relating to the four priority 

standards for seven-day hospital services, delivering the NHS Constitution standard re 

8 week RTT waits, streamlining elective care pathways, implementing  the cancer 

taskforce report & delivering the 62 day cancer standard. 

By the end of 17/18  

- Sustainable solutions will be agreed for 
priority specialties across Hampshire and 

the Isle of Wight. 

- Local maternity system will have 
developed a choice offer  

By the end of 18/19 

– Implementation underway of transformation 
plans in back office services, pharmacy, 

pathology, radiology and outpatients. 

- With WSCN identify, agree & implement 
maternity pathways reducing variation  

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Patients waiting 18 weeks or less from referral to hospital treatment 3 3 3 

Achievement of clinical standards in the delivery of 7 day services - - - 

Achievement of milestones in the delivery of an integrated urgent care service - - - 

Women’s experience of maternity services 3 1 1 

Choices in maternity services 2 1 2 

Neonatal mortality and stillbirths per 1,000 births 3 1 3 

Outcomes & benefits 
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Programme Objective - To improve the quality, capacity and access to mental health services. This will be 

achieved by the local Trusts providing mental health services, commissioners, local authorities, third sector 

organisations and people who use services, working together in an Alliance to deliver a shared model of 

care with standardised pathways. 

The following slides set out the plan across the Portsmouth and South 

East Hampshire CCGs which will contribute to delivery of the STP 

Mental Health Alliance Programme. 

 

Plans for this objective are set out across the following project areas: 

1. Acute & Community Mental Health pathway review & redesign 

2. Review & resign of Mental Health Rehabilitation pathway  

3. Review & transformation of Mental Health Crisis Care 

 

 

STP Core Programme - Mental Health Alliance 

Total savings opportunities identified 

F&G & SEH Portsmouth  

2017/18 £m 0.7 0.6 

2018/19 £m 1.1 1.2 
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Delivery of STP Programme: Mental Health Alliance 

Project Objective - To review and redesign current acute pathways and community service provision and develop a network of 
services through the Mental Health Alliance 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Acute & Community Mental Health pathway review & redesign 

• An All Ages Mental Health service is operational, as a result, people will receive more 

effective integrated care, resulting in reduced time spent in high cost/intensive 

services and increased rates of independent recovery. 

• Improved experience of those admitted  to Acute Services with  mental health 

problems  

• Reduced stigma associated with mental health care   

• People with Dementia are identified & diagnosed by GPs, and go on to access post-

diagnosis care and support in their community, enabling them to remain in their usual 

place of residence for as long as possible.  

We are committed to deliver in full the implementation plan for the 

Mental Health Five Year Forward View for all ages. To do so we will 

review and redesign local acute and community mental health 

pathways. More detail around changes to acute pathways can be found 

in the Crisis Care section of this document. 

Portsmouth is leading cross organisational transformation programmes 

for both AMH and OPMH to develop appropriate models for community 

services to deliver better outcomes for patients, achieve national 

targets for EIP, IAPT and dementia care, reduce waiting times for 

secondary care psychological therapies and improve integration with 

social care and fulfil partnership governance requirements.  

We are working with the acute provider to move the existing Core 

Psychiatric Liaison Service closer to the Core 24 ageless model by 

extending the service to cover both adults and older people; to support 

dual diagnosis issues; increase capacity at a Consultant, Nursing & 

Administrative level; extending hours for ED from 12 to 15 hours 

coverage, with Out of Hours Support outside of this time, and; 

development of the service to support outpatient provision. (PSEH) 

Dementia services providing post-diagnostic care and support are 

already in place across PSEH. FGSEH are re-procuring their Dementia 

Advisor Service for 2017-19 and Portsmouth have an innovative, 

Voluntary & Community Sector led consortium delivering services into 

2019.  Work continues across Primary Care to maintain diagnosis rates 

against local prevalence.  

We are working locally to deliver the  Mental Health Five Year Forward View, and will 

increase baseline spend on mental health to deliver the Mental Health Investment 

Standard. FGSEH have trajectories to expand capacity and exceed targets, so that 

more than 53% of people experiencing a first episode of psychosis begin treatment with a 

NICE-recommended package of care 2 weeks of referral.  

CCGs continue to deliver business as usual services which focus on dementia 

diagnosis rates and post-diagnostic care and support. 

By the end of 17/18  

- Psychiatric Liaison service extended 

- Dementia services continue  

 

By the end of 18/19 

– Revised operating specification 
incorporating the partnership 

arrangements with social care and 
a whole pathway recovery model  

Outcomes & benefits 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Estimated diagnosis rate for people with dementia 2 4 3 

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

2 4 1 

Crisis care and liaison mental health services transformation - - - 

Dementia care planning and post-diagnostic support - - - 
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Delivery of STP Programme: Mental Health Alliance 

Project Objective -  To change the way in which services are delivered within HIOW,  ensuring people currently supported in 
expensive out of area placements are repatriated and supported in services, locally provided, which are much more cost effective 
and closer to home.  

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Review & resign of Mental Health Rehabilitation pathway  

 

 

 

 

• A local recovery based solution replacing high cost out of area residential long 

term rehab will be in place. 

 

• Patient and families should experience improved outcomes by moving care 

closer to home. 

 

• Care closer to home brings advantages in relation to family/carer support, more 

consistent and effective care/case management, improved recovery and links 

with step down care to support this. 

This programme aims to ensure an effective process to reduce the number 

of Out Area Placements (OAP) and establish a  mental health rehabilitation 

pathway that has a managed functional network of services across a wide 

spectrum of care, and the exact components of the care pathway provided 

determined by local need.  

 

It aims to change the way in which services are delivered within the STP 

footprint,  ensuring people currently supported in expensive out of area 

placements are repatriated and supported in services, locally provided, 

which are much more cost effective and closer to home.  

 

FGSEH will work with STP partners to develop and establish a protocol, 

process and pathway for out of area placements. We will analyse gaps and 

explore options to pool resources to develop a new, joint and coordinated 

mental health rehabilitation pathway.  

 

Portsmouth will build on its successful local CQUIN scheme to continue to 

provide multi disciplinary reviews for people in out of area placements and 

develop move on plans alongside working in partnership with the LA to 

develop local housing solutions which meet the needs of people with mental 

health problems and avoid the need for future placements out of area.   

CCGs are working to eliminate out of area placements for non-specialist acute 

care by 2020/21, to do this, we will increase access to individual placement 

support for people with SMI.  
 

By the end of 17/18  

- Develop protocol & pathway for out of area 
placements 

- Analysis to identify gaps in local provision- 

By the end of 18/19 

- Explore potential to pool resources 
for joint STP pathway 

– Commissioning of services to meet 
any gaps in need 

Outcomes & benefits 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Out of area placements for acute mental health inpatient care - transformation - - - 

Percentage compliance with a self-assessed list of minimum service expectations for Out 
of Area Placements, weighted to reflect preparedness for transformation 

- - - 
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Delivery of STP Programme: Mental Health Alliance 
Project Objectives:  To develop HIOW crisis pathways and system response and develop and agree STP wide pathways and 
protocols and new ways of working to ensure people presenting in mental health crisis have access to  timely appropriate care 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Review & transformation of Mental Health Crisis Care 

 

 

 

 

• People in crisis are able to access Mental Health Services to meet their needs  

• Improved patient experience of crisis care services 

• No further inappropriate detentions for mental health assessment in police cells  

• Multi Agencies are working together to prevent crisis happening through early 

intervention and prevention  

• Fewer people reach crisis 

• Reduction in the number of suicides 

Our local review and transformation of Mental Health Crisis Care is informed 

by the multi-agency Crisis Concordat Hampshire & Isle of Wight Group. 

The concordat action plan developed with the county-wide group is seeking 

to address a lack of capacity in S136 provision (for those detained under 

section 135 and 136 of the Mental Health Act 1983) alongside improvements 

in the pathway and ways of working to reduce demand by averting crises 

from developing, street triage and use of alternatives to S136 where 

appropriate. The plan aims to deliver a fully considered, costed and 

consulted on options appraisal by the end of  March 2017 with work to bring 

the new model into operation during summer 2017. 

 

Portsmouth has also developed a community based service to address the 

gap in support for people experiencing MH crisis who do not meet the 

threshold for secondary care implementing a new model for "unplanned 

care" by the end of March 2017, offering improved accessibility and 

responsivity for people experiencing crisis. Portsmouth are piloting the SiM 

project in partnership with Hampshire Constabulary to target high intensity 

users with mental health issues.   

 

FGSEH are reviewing the implementation of psychiatric assessment units 

across the country and the possibilities of commissioning a similar service 

for the local population. Assessment units in other parts of the country have 

had a positive impact on both patient care and capacity within emergency 

and inpatient settings.  

 

FGSEH are re-grouping stakeholders to reinvigorate Wellbeing 

Implementation Networks to provide a local representative forum to focus on 

delivery of the MHFV. 

 

We are aiming to reduce suicide by 10% through co-ordinated efforts and 

delivery of the suicide prevention plans. In Fareham, Gosport & South 

Eastern Hampshire this work is included within their local Crisis Care 

Concordat Action Plan.   

Crisis Care plans, alongside the review of acute and community pathways will ensure 

delivery of the mental health access and quality standards including 24/7 access 

to community crisis resolution teams and home treatment teams and mental health 

liaison services in acute hospitals. Targeted interventions aim to reduce suicide 

rates by 10% against the 2016/17 baseline.  

By the end of 17/18  

- Implement and evaluate the impact of the 
new Pan-Hants s136 model 

- Review Psychiatric Assessment Unit  models 

By the end of 18/19 

– Continued involvement in 
Hampshire Crisis Concordat 

- Commissioning and delivery of 
emergency services  

Outcomes & benefits 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Percentage compliance with a self-assessed list of minimum service expectations for Crisis 
Care, weighted to reflect preparedness for transformation. 

- - - 

Crisis care and liaison mental health services transformation - - - 
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Programme Objective – the four enabling programmes will create the infrastructure, environment and 

capabilities to deliver successfully. 

The following slides set out the plan across the Portsmouth and South 

East Hampshire CCGs which will contribute to delivery of the STP. 

 

Plans for this objective are set out across the following project areas: 

1. Digital 

2. Estates 

3. Workforce Development 

4. New Commissioning Models  

        (Including a focus on CHC, LD & Prescribing) 

STP Enabling Programmes 

Total savings opportunities identified 

F&G & SEH Portsmouth  

2017/18 £m 3.8 2.7 

2018/19 £m 3.5 2.7 
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 An integrated care record for all GP registered citizens in Hampshire and 

IoW 

 Flexible IT systems enabling care professionals to work from any location, 

with access to citizens health and care records 

 Citizens able to self manage their health and care plans – eg managing 

appointments, updating details, logging symptoms 

 Real time information to support clinical decision making 

Delivery of STP Programme: Digital 

Programme Objective: To give patients control of their information and how it is used, allowing patients to manage their long 
term conditions safely and enable patients to access care at a time, place and way that suits them. To build a fully integrated 
digital health and social care record, and the infrastructure to allow staff to access it from any location.  

Outcomes and benefits to be delivered 

Projects Timescales Programme Description 

This workstream is designed to: 

 increase the quality of service provision 

 reduce the pressure on care services and 

 improve efficiency 

 

The ambitions of this programme are to: 

 Provide an integrated digital health and care record 

 Unlock the power of data to inform decision making at point of care 

 Deliver the technology to shift care closer to home 

 Establish a platform to manage Population Health 

 Drive up digital participation of service users 

 Drive up digital maturity  in provider organisations 

 

A strategic roadmap for the delivery of the programme has been developed 

and agreed. See overleaf. 
 

By 17/18 –  
Made Wi-Fi available across all care 
settings, rolled out e-consultations to 
90% of GP Practices, deployed the 
infrastructure to support the care 
coordination centre and completed the 
SCAS livelink pilot. 

By 16/17 –  
We will have developed a robust 
technical strategy, commenced a 
major upgrade to the integrated care 
record and rolled out e-consultations 
to 50% of GP Practices 

National Must Do’s (NHS England Universal Capabilities) 

A: Professionals across care settings can access GP-held information on GP-prescribed 

medications, patient allergies and adverse reactions 

B: Clinicians in U&EC settings can access key GP-held information for those patients 

previously identified by GPs as most likely to present (in U&EC) 

C: Patients can access their GP record 

D: GPs can refer electronically to secondary care 

E: GPs receive timely electronic discharge summaries from secondary care 

F:Social care receive timely electronic Assessment, Discharge and Withdrawal Notices 

from acute care 

G: Clinicians in unscheduled care settings can access child protection information with 

social care professionals notified accordingly  

H: Professionals across care settings made aware of end-of-life preference information 

I: GPs and community pharmacists can utilise electronic prescriptions 

J: Patients can book appointments and order repeat prescriptions from their GP practice   31 



32 



Digital Local Initiatives 

Improving the transmission of Electronic Discharge Summaries 

This aim of this project is to bring timely and  conformity to all Electronic Discharge 

Summaries implementing agreed headings in line with NHS England directive and 

looking to improve across all Providers 

 

Improve Utilisation of E Referrals 

The CCGs have established an e-Referral Project group, the aim is to develop, 

promote and support our GP Practice members in the usage of the e-Referral system 

with an aim to increase activity across the CCGs. 

 

Summary Care Record (SCR) 2 Viewing  / Enhanced records 

The first part of this project is to evaluate the additional functionality with pilot 

practices.  If successful a roll out plan will be developed. 

 

Improve uptake of GP Online Services (Portsmouth) 

Roll out iPlato to member practices, this will allow patients to access a smartphone 

application called MyGP, it allows patients to remotely book and cancel GP 

appointments through an app on their mobile phone. It can also register patients 

remotely, including asking basic health questions such as whether they are smokers, 

and automatically send that information back to their GP. The app also has non-

transmitting functionality for medication alerts, blood pressure monitoring and weight 

management, and a secure messaging service. 

Information Governance 

The CCG use the Privacy Impact Assessment process to 

review the data security considerations as part of new 

system implementations or changes to existing ones.  The 

IG toolkit compliance of all Providers, including GP 

Practices is checked following the publication of the latest 

toolkit versions and periodically from then to ensure 

compliance is achieved.  The NHS South, Central and 

West Commissioning Support Unit, under contract to the 

CCGs, is responsible for ensuring that the IT network is 

safe and secure, that assurance plans are in place and that 

Providers wishing to share patient confidential data can 

meet the strict protocols the NHS uses.  This would be 

done as part of the PIA process, through the tendering 

process e.g. at ITT or PQQ stage or through the GPSOC 

process.  N3 connectivity is endorsed by the CCG.  The 

CCG can evidence that they ensure data and network 

security is compliant through the evidence they collect and 

publish for their own HSCIC IG toolkits.  The CSU provides 

this information.  Providers are required to report breaches 

of the Data Protection Act 98 within their own organisation 

to the CCG where they are funding that patient’s care.  The 

incidents will be reviewed with IG Leads and also as part of 

the CQRM SIRI follow up process involving Quality and 

Commissioning Teams. The CCG use a quality monitoring 

system called QUASAR to collect feedback from GP’s 

about breaches of the Data Protection Act within their own 

Practice and also from providers. We will also ensure that 

data protection practices are adequate and information is 

handled in the correct and most appropriate way. 
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Improvement & Assessment Framework 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Local digital roadmap in place - - - 

Use of EPS2 (Electronic Prescription Service release 2) - - - 

Use of NHS e-referral system (eRS) - - - 

Accessing GP summary information across Ambulance, 111 and A&E - - - 

At discharge, % of care summaries shared electronically with GPs - - - 

National Must Do’s 

 Our digital initiatives will ensure we and achieve 100% of use of e-referrals by no 

later than April 2018 in line with the 2017/18 CQUIN and payment changes and deliver 

the NHS England Universal Capabilities described on page 29. 



Delivery of STP Programme: Estates 
Programme Objective: To provide the estate infrastructure needed to deliver the new models of care and to 
deliver savings by rationalising the public sector estate in  Portsmouth & South East Hampshire, 

Area Portsmouth SE Hants F&G 

Reducing 
demand 

 St James/St Marys reconfiguration final business case 
due Nov 16;  

 Primary Care estate 6 facet survey completed and 
under review 

• Developing primary care at scale and working up 
plans for primary care hubs as described in the 
STP models, with planned hubs in Havant/ Leigh 
Park, Petersfield, Bordon 

• Developing primary care at scale and working 
up plans for primary care hubs as described in 
the STP models, with planned hubs in 
Fareham centre, Fareham West and Gosport 

Increased 
Utilisation 

 Solent programme ongoing with a view to further 
disposals or reconfiguration opportunities; 

 Cotswold House (GP premises) to provide fit for 
purpose accommodation 

• Plans being developed to relocate Emsworth 
Surgery into modern fit for purpose facilities. 

• Working with Community Health Partnerships 
(CHP) and the DH to develop new ways of 
charging for space usage at Fareham Hospital; 
pilot due to start in April 2017. 

Flexible 
working 

 As part of Solent programme they have incorporated 
flexible working policy; 

• Flexible usage of space being introduced into 
CHP properties to increase utilisation 

• Flexible usage of space being introduced into 
CHP properties to increase utilisation 

Operating Cost 
reduction 

 All providers fully engaged with Carter review/ ERIC 
return comparisons and the AHSN programme; 

 Local Estates Forum review void space in NHS 
Property Service accommodation and review lease 
opportunities; 

•  All providers fully engaged with Carter review/ ERIC (Estates Return Information Collection) return 
comparisons and the AHSN programme; 

• Local Estates Strategy Group  reviews void space in NHS accommodation and reviews lease 
opportunities; 

One Public 
Estate 

 Local Estates Forum includes Portsmouth City 
Council;   

 Portsmouth North primary care hub under 
consideration 

•  Local Councils are active members of the Estate 
Strategy group. 

• Deep dive review of facilities in Leigh Park and 
Havant underway.  

• Developing plans for Whitehill and Bordon as part 
of Healthy New Towns national initiative. 

• Local Councils are active members of the 
Estate Strategy group.  

STP 
transformation 

 Local representation on the Estates Enabling Group; 
 Local Estates Forum established & meeting regularly; 
 ETTF successful bids to be taken forward.  Other bids 

will now be reviewed in light of New Models of Care 
and 5 Year Forward View targets. 

 
•  ETTF successful bids to be taken forward.  Other bids will now be reviewed in light of New Models of 

Care and 5 Year Forward View targets. 
  

The CCGs are part of a core group  of HIOW estates leads supporting all STP work streams and the local estates forums.  Key areas of focus are: 

• Reduce demand (improving system planning and co-ordination, shared information and expertise to reduce the volume of assets) 

• Increase utilisation (of key strategic sites and ensure these are managed more flexibly and more intensively to enable delivery of new care models) 

• Increase flexible working (utilise technologies and mobile working in order to use existing space more effectively and reduce overall need for estate) 

• Reducing operating costs (through reduced energy costs, facilities management costs and improved procurement methods) 

• One public estate and shared service (through use of shared accommodation for integrated service delivery, back office and administrative functions) 

• STP estates transformation. (provide estates guidance, expertise and solutions which respond to the requirements of the core transformation work streams) 

Plans that specifically relate to the local area are summarised in the table below. 

Improvement & Assessment Framework 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Local strategic estates plan in place 1 1 1 
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Delivery of STP Programme: Workforce Development - Portsmouth 
Programme Objective: To ensure we have the right people, skills and capabilities to support the transformed health and care system 
by working as one HIOW to manage staffing, development, recruitment and retention 

Key Milestones 

National Must Do’s 

We will have better understanding of what the workforce in the city looks like, in 

terms of a range of characteristics, including age. We will be able to succession plan 

for future staffing needs based on this.  

We will develop a workforce that matches the differing types of delivery our future 

model requires. Staff development will ensure the success of Integrated Teams and 

management structures to support the new models.  

Staff will be better able to support individuals in their person centred care and support 

planning and to access personal (health & social care) budgets. 

Better co-operation between local authorities around workforce development 

initiatives and sharing of innovative practice. 

We will have a better equipped workforce to deliver agreed outcomes. 

Improved recruitment and retention as commissioned services will clearly show the 

skills, knowledge and values required to deliver the service. 

Increased retention of staff and increased staff engagement scores. Focus on staff 

engagement, involvement, increased staff satisfaction and motivation leading to 

better quality of  service delivery linked with Friends & Family test. 

• We will develop a Workforce Strategy for Health and Social Care Providers in Portsmouth to 

deliver; 

- Values-based Recruitment (VBR)               -  Career pathways 

- Leadership development  - Improved recruitment & retention 

- Apprenticeships  - Improved workforce development 

- New ways of working   - Increased staff engagement 

- Completion of NMDS-SC (National Minimum Data Set – Social Care) 

• Our Workforce Development Plan supports the Portsmouth BCF plans for integrated teams; 

supporting Phase II of the Adults co-location and Integration. Ensuring staff are equipped for 

the move to single assessments & more generic support roles, freeing up specialist capacity. 

We will develop professional leadership models, fit for purpose in a fully integrated system. 

• Staff development to support the implementation of personal health budgets and changes to 

Care & Support Planning within the IPC programme. 

• Health and Social Care workforce development teams will work closely together to map 

provision, identify duplication & opportunities for co-delivery. 

• Working with the SE ADASS Workforce Working Group implement the Action Plan in 

Portsmouth, which includes; 

• Roll out of VBR across the South East 

• Memorandum of Co-operation for employment of agency social workers and 

Occupational Therapists in Adult Social Care (Replicating the work already 

undertaken in Children’s Services). 

• Sharing of best practice examples and updating of SE ADASS website with case 

studies and tools 

We are shifting our focus so that when we are commissioning services, we focus on 

commissioning the workforce, as well as the outcomes. 

In Primary Care, we will ensure 

• HCA development - Enable 15 HCAs in the city to access formal accredited training. Establish 

action learning sets and mentor guidelines to support the ongoing, quality driven, programme 

of learning. 

• Nurse support / student nurse mentorship - The commissioning of a primary care outreach 

nursing service to provide more proactive and preventative care to patients in their own 

homes, especially those who do not meet the community nursing criteria. Workshops and 

work programme to explore the roles of practice, outreach and community nurses and 

considering how to organise the workforce to best effect 

• Recruitment / retention  - Utilising local opportunities for advertising (e.g. AVS website) to 

reduce costs. Developing a range of promotional activities to attract GPs and nurses into the 

city. Putting in place portfolio career opportunities for GPs and nurses. Developing clinical 

leaders through national and local training programmes. 

The plans detailed on this page contribute to the CCGs overall plans to improve 

quality in organisation by measuring, developing  and improving efficient use of 

staffing resources to ensure safe, sustainable & productive services.  

By the end of 17/18  

- workforce strategy and plan developed, begin 
to implement  

- Workforce development underway to 
support integrated community services 

By the end of 18/19 

– Completion of NMDS-SC for 
all contracted providers 

- New professional leadership 
models in place across 
integrated community 

services 

Outcomes & benefits 

Improvement & Assessment Framework 

Improved performance against current performance  ( RAG rated quartile) P FG SEH 

Staff engagement index 1 1 1 

Progress against Workforce Race Equality Standard 1 1 3 35 



Delivery of STP Programme: Workforce Development - FGSEH 
Programme Objective: To ensure we have the right people, skills and capabilities to support the transformed health and care system 
by working as one HIOW to manage staffing, development, recruitment and retention 

Key Milestones 

National Must Do’s Improvement & Assessment Framework 

Project Detail 

 Multi-system workforce report feeling competent and confident in the concept of MECC 

 Prevention and behaviour change services are underpinned by MECC and embedded 

across multi-system providers  

 Using PAM health and social care workforce will be able to accurately target interventions 

improving efficient use of resources  

 Non-medical workforce in primary care will be working at the top of their capability 

making the most efficient use of their skills/experience 

 Increasing non-medical students and trainees in primary care settings will influence 

sustainable development of the primary care workforce  

• A flexible workforce shared across geographical and organisational boundaries, working 

in new ways with extended skills  to deliver the  core STP programmes 

• A HIOW education and development passport to improve efficient use of education and 

development time 

• Improved use of technology to deliver education and develop will increase efficient use 

of educational time  

• Implement Making Every Contact Count (MECC) education and 

development across Community Education Provider Networks 

(CEPNs) 

• Increased awareness and education and development of workforce 

in using ‘patient activation measures’ (PAM) 

• Development of CEPNs within NHS Fareham & Gosport, 

Portsmouth and South Eastern Hampshire Clinical Commissioning 

Groups and more widely across Wessex 

• Development of the non-medical primary care workforce across 

NHS Fareham & Gosport, Portsmouth and South Eastern 

Hampshire Clinical Commissioning Groups and more widely across 

Wessex 

• Increase of non-medical students and trainees in primary care 

settings across NHS Fareham & Gosport, Portsmouth and South 

Eastern Hampshire Clinical Commissioning Groups and more 

widely across Wessex 

• Development of new roles in the non-medical primary care 

workforce  

• Engagement with MCP localities to maintain reassurance that 

robust workforce development is ongoing within Vanguard sites 

• Engagement and collaboration with STP workforce group 

The plans detailed on this page contribute to the CCGs overall plans to improve quality in 

organisation by measuring, developing  and improving efficient use of staffing resources 

to ensure safe, sustainable and productive services. 

By the end of 17/18  

- Implement Making Every Contact Count 

- Development of CEPNs 

- Engagement with MCP localities to ensure 
robust workforce development is ongoing within 

Vanguard sites 

- Engagement and collaboration with STP 
workforce group 

By the end of 18/19 

– Increased awareness and 
education and development of 

workforce in using ‘patient 
activation measures 

- Development of the non-
medical primary care 

workforce  

Outcomes & benefits 

Improvement & Assessment Framework 

Improved performance against current performance   
(RAG rated by quartile) 

P FG SEH 

Staff engagement index 1 1 1 

Progress against Workforce Race Equality Standard 1 1 3 
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Delivery of STP Programme: New Commissioning Models – Transformation FGSEH 
Programme Objective:  To adapt our methods, tools, resources and architecture for commissioning health and care, to reduce 
unnecessary duplication of commissioning work and facilitate the delivery of the STP.  To generate cost reductions in expenditure on 
Continuing Health Care and Prescribing through working at scale. 

Most CCGs have a number of challenges in common. Demand for healthcare is growing as the number of people with complex conditions rises. The money and the 

workforce available to meet that demand are limited and will continue to be so for the foreseeable future. As a result our health and care system is under server 

pressure. 

CCGs also share a common vision to address these challenges – extending prevention and self-care, developing integrated out of hospital care, managing demand, 

driving productivity improvements. 

As are result across Portsmouth and South East Hampshire and indeed the STP footprint, new models of care are being introduced which change the way services are 

provided and through MCP & PACS models, change the way organisations work together to deliver and take accountability for population health and service delivery. 

We envisage an endpoint where a series of place based accountable care organisations – a mix of MCPs, PACs and variants of them – have been established. A new 

strategic commissioning model will be needed, determining the desired outcomes for populations and contracting with these accountable care organisations/systems 

for the delivery of those outcomes. Changes we therefore make within our organisations or indeed the place based system of Portsmouth and South East Hampshire 

need to be consistent with the direction of travel. 

37 

Project Objective: To align commissioning intentions and planning for the future form and function of commissioning as we 
develop new care models and contracting approaches, building on previous existing collaboration within the system. 

The Approach in Fareham, Gosport & South Eastern Hampshire 

 All CCGs operate in multiple layers and systems -working with member practices and 

with partners within our CCG boundaries, and often working across a number of CCGs 

in order to tackle issues more effectively.   

The Sustainability and Transformation Planning process has reinforced the need to 

plan service provision at a number of different tiers: 

• for individuals and families; 

• for natural communities of care; 

• for Health and Wellbeing areas; 

• for acute catchment populations; 

• at strategic Health and Care system level and, in some cases 

• at regional and national level. 

The figure to the right, developed in the STP process, identified six footprints or tiers at 

which planning takes place. It is important that we retain our ability to work at a local 

level, whilst strengthening our ability to work at scale, at a number of different levels 

and in multiple systems.  Maintaining focus on our collective priority of the current 

operational delivery is also key.   



Delivery of STP Programme: New Commissioning Models – Transformation Portsmouth 

The Health & Care Portsmouth (HCP) programme aims 

to deliver on seven significant commitments shared 

across the key NHS and City Council partners who 

plan, commission and deliver health and care services 

for people in the city. 

Commitment 4 specifically relates to how partners with 

a statutory responsibility for resource allocation for 

health and care will bring together their capacity to do 

so in order to reduce duplication. 

Commitment 4: 

“establish a new constitutional way of working to enable 

statutory functions of public bodies in the city to act as 

one. This would include establishing a single 

commissioning function at the level of the current 

Health and Wellbeing Board with delegated authority 

for the totality of health (NHS) and social care budgets” 

The HCP is delivering within a wider NHS and Local 

Government context. HCP represents the Portsmouth 

level of planning and delivery within the developing 

Hampshire and Isle of Wight Sustainability & 

Transformation Plan (STP). 

Of particular relevance for HCP is the NHS intent to 

form new models of care, which may result in different 

organisational arrangements or form within the next 2 

years as local NHS partners work to establish 

Accountable Care Systems which bring together 

primary, community and acute NHS care. 

Project Objective: To align commissioning intentions and planning for the future form and function of commissioning as we 
develop new care models and contracting approaches, building on previous existing collaboration within the system. 

Discussions via the Portsmouth Health and Care Executive (PHCE) – the partnership board 

overseeing delivery of the HCP - identified two shared concerns related to delivery of 

Commitment 4:  

I. Governance: specifically how best to make joint decisions about health & care resource 

allocation within existing formally constituted governance arrangements and; 

II. the future role of the long-established Integrated Commissioning Service (CCG and PCC) 

within the changing environment of new models of care 
 

The CCG and the City Council have agreed two actions that will further progress strategic 

commissioning for the City within the context of emerging accountable care systems and the 

wider STP work programmes: 

1. Form a Joint Committee with a specific remit to interpret and refine the broad strategy 

agreed by the Health and Well-being Board to better understand current/future health & care 

resources available to the City, debate and agree priorities for allocation and co-ordinate 

common decisions through individual organisations’ existing governance. The Joint 

Committee will have a key role within the wider NHS STP planning framework, acting as the 

key planning forum for Portsmouth. 

2. Refocus the Integrated Commissioning Service to become the HCP delivery unit, 

incorporating responsibilities for analytics of population health & care and stratification of 

demand, leading large scale service change that crosses current organisational boundaries 

and acting as the business support for the Joint Commissioning Committee. The HCP 

delivery unit would also operate outside Portsmouth City boundaries where there is a clear 

requirement to enable health & care services that are utilised by Portsmouth residents but 

which may need to be delivered on a larger geography in order to be sustainable and to 

consistently deliver good outcomes (eg acute specialist networks, mental health inpatient 

services, children’s specialist services, large scale prevention programmes). In particular the 

HCP Delivery Unit would actively lead and/or support delivery of cross-partner plans such as 

the Hampshire & Isle of Wight Sustainability & Transformation Plan (STP) and/or any plans 

for health & care reform agreed amongst Local Authorities. 

Context The Approach in Portsmouth 
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Delivery of STP Programme: New Commissioning Models 
Project Objective: To share learning and where appropriate develop a system wide approach for CHC which ensures the delivery of 
financial savings whilst maintaining the quality of care and compliance with the national framework. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Project Detail - Continuing Health Care 

• A more consistent approach to CHC for patients across our 

geography 

• Better experience of services as shared learning improves 

standards 

• Patients and their families will have a clearer understanding 

around Funded Nursing Care 

• Future assessments will be delivered faster once the FGSEH 

backlog has been cleared 

• Improved experience of end of life care received in the 

community 

• More people with CHC needs are cared for in the community 

• Ensuring LD Service is effective and efficient in meeting 

people’s needs. 

The  STP plans to share learning and where appropriate develop a system wide approach for 

CHC which ensures the delivery of financial savings whilst maintaining the quality of care and 

compliance with the national framework. PSEH CCGS will partake in the STP wide CHC Project 

Group, leading work streams  and meeting throughout the 5 year period. Work is already 

underway to scope plans already in place in each CCG to manage CHC, and share learning 

(PSEH). We will also take part in the Learning Disabilities specific work stream linked to 

Transforming Care, covering complex housing and high cost placements. 

In addition, a number of local projects are being delivered: 

Continuing Healthcare 

In conjunction with the Local Authorities, the CCGs will ensure providers are clear with regard to 

their responsibilities under Funding Nursing Care, and that this information is passed on to 

patients and their families in a clear, transparent way. The Discharge to Assess pathway (see 

page 19), seeks to ensure CHC assessments take place in the most appropriate setting for the 

patient, without delaying discharge from hospital. (P & FGSEH) 

Work is well underway in FGSEH to clear backlog assessments, and provide speedier 

assessments. Portsmouth have identified a number of market gaps which will be reviewed: End 

of Life Care within the community – ensuring domiciliary care provision meets the specific level 

of need presented; Respite – the absence of bookable respite provision in the city, especially for 

young people; and Activity input to CHC beds - to improve patient outcomes as they progress 

towards assessment. We will also look to implement best practice from standard operating 

procedures in place elsewhere for managing individually difficult cases in the community. 

Portsmouth are progressing work on Cost Modelling to baseline costs, in a similar approach to 

ASC. This will provide a more transparent approach with providers, help the CCG with financial 

planning & controlling of costs, and support market management. This work will build on the 

Review of NHS Funded Nursing Care Rate in England. 

Children’s Continuing HealthCare 

Portsmouth are 100% compliant with the DoH’s Implementing Children's Continuing Care 

Framework, which was updated in April 2016. All the principles of the framework have been 

adopted and implemented locally.  

Learning Disabilities 

The LD Transforming Care Partnership is being led across the SHIP region, and is covered in 

more detail on the next page. 

In Portsmouth, a Learning Disability Service Review will be undertaken, with a particular focus on 

the intensive outreach service, resulting from changes in the needs of service users referred. 

The CCGs will work with the STP CHC project group to improve 

CHC processes to provide speedier assessments for patients and 

to implement emerging best practice.  We will also  mainstream 

delivery model for NHS Continuing Care and continuing care for 

children. 

By the end of 17/18  

- Scoping of CCG plans completed and 
STP plans developed 

- Clarity around FNC responsibilities 

- LD Service Review complete (P) 

By the end of 18/19 

–STP wide plans implemented 

- Resources diverted to most 
appropriate LD service delivery 

mechanisms 

Improved performance against current performance (displayed by RAG 
rated quartile) 

P FG SE
H 

People eligible for standard NHS Continuing Healthcare per 50,000 
population 

1 3 3 

Outcomes & benefits 
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Delivery of STP Programme: New Commissioning Models 
Project Objective: To share learning and where appropriate develop a system wide approach for CHC which ensures the delivery of 
financial savings whilst maintaining the quality of care and compliance with the national framework. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Project Detail - Transforming Care for People with Learning Disabilities 

• Improved quality of life & quality of care  

• More people will be supported in the local community 

• People will be able to access services in evenings and 

weekends 

• Reduced  number of secure inpatient beds commissioned by 

CCGs and NHSE, and reduced length of stays 

• The number of people with a ‘Personal Budget’ will increase 

• Existing Community Learning Disability Health and Social Care 

Teams reconfigured to support Early Intervention and Prevention 

of people with investment aligned to support the function 

Our Transforming Care programme will be co-produced across Southampton, Hampshire, the 

Isle of Wight and Portsmouth. The main plans are being developed with people with lived 

experience of Learning Disabilities and covers: 
 

• Developing Community Services 
Transforming Care is ensuring an increased offer and uptake of LD annual health checks, and  

making sure a LD Hospital Liaison function is available in all acute trusts within the SHIP area. 

Work in 2017/18 focusses on extending Community Teams opening times for Children, Young 

People and Adults  into the evenings and  weekend  as well as extending the scope of the 

Intensive Support Service aged 14 years. In 2018/19 we will map the existing pathway for people 

with a learning disability and/or autism aged 65+. 
 

• Developing the Workforce 
Work to date has centred on understanding workforce development needs and delivering a 

programme to ensure that all staff are equipped & available to work effectively. Going into 17-19  

this will look to future providers of service enabling competency specific service commissioning 

and delivery and providing specialist contribution to the development of service models. 
 

• Early Intervention & Prevention 

The programme has ensured the introduction of Care & Treatment Reviews (CTRs) and started 

work embedding the Blue Light Toolkit across health and social care teams. We are currently 

developing an area view on current causes of admission and potential prevention strategies, and 

exploring use of a dynamic register of people ‘at risk’ of a hospital admission or a move to long 

term institutional type care, so that these can be prevented. 
 

• A Regional Approach to Housing Development 

The programme is scoping the development of a common application/bidding process for local 

authority housing with reasonable adjustments, and will progress plans around housing 

throughout 2017-19 based on the outcomes of this work. Locally, Portsmouth has progressed a 

number of areas of work, including a high proportion of supported living schemes which FG&SEH 

will look to replicate. 
 

 Increasing the offer of Personal Health Budgets 

We are commencing conversations with providers across the SHIP area around 

decommissioning elements of block contracts e.g. therapies, SALT etc., to release funding to 

offer Personal Budgets to more people with a Learning Disability who are not CHC eligible. 

Portsmouth has made progress under IPC & will continue to expand the PHB offer. 
 

Organisations are also making specific commitments to improved integration where it produces 

better outcomes for service users and organisations. 

The CCGs will deliver Transforming Care Partnership plans with 

local government partners, enhancing community provision for 

people with learning disabilities and/or autism, reduce inpatient bed 

capacity, improve access to healthcare for people with LD & 

reduce premature mortality by improving access to health 

services. It also aims to increase the number of people with 

Personal Health Budgets. 

By the end of 17/18  

- Enhanced Community Services 

- Reduced number of people in 
inpatient beds 

By the end of 18/19 

– Pathway of services for all 
ages mapped 

- Increased uptake of PHBs 

Improved performance against current performance (displayed by 
RAG rated quartile) 

P FG SEH 

People with a learning disability and/or autism receiving specialist 
inpatient care per million population 

1 1 1 

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

4 4 4 
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Delivery of STP Programme: New Commissioning Models 
Project Objective: To identify and implement improvements in prescribing, procurement and the use of medicines in all sectors 
across the STP so as to improve patient outcomes, safety and value.  

National Must Do’s 

 

Project Detail -  Prescribing 

Action plans with practices are also in place to ensure the 

CCGs deliver the National Must Do’s regarding anti-

microbial resistance:  appropriate prescribing of 

antibiotics & broad spectrum antibiotics in primary care. 
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Across the 3 CCGs we will implement the following: 

Benchmarking of PbR excluded high cost medicines 

across providers including maximising the use of 

biosimilars: 

Work is underway engaging with acute trusts to understand 

the current performance locally in the uptake of biosimilars. 

Implementation of the Hampshire infant feeding 

guidelines and appropriate prescribing of specialist 

infant formulae: 

The infant feeding guidelines have been recommended for 

adoption by the APC and GP prescribing leads have been 

provided with an update on these as part of the GP 

prescribing evening. Engagement with the dietetic service 

within QAH is ongoing and  spend in this area is already 

declining indicating increased compliance with the 

guidelines. 

Review of current take up of primary care rebates and 

evaluation of an STP wide process for evaluation and 

claiming rebates: 

Review of all PrescQIPP reviewed rebates to identify any 

missing opportunity for non-contentious rebate schemes is 

nearly complete. Any additional rebates will be considered 

for adoption in December. 

Prescribing Optimisation:  

Achieve cost-effective prescribing through peer comparison, 

brand switching and dose optimisation. Promoting self care 

with patients. 

We have local plans in place to support each STP priority area: 

Transfer of care initiatives to refer patients to community pharmacy following an in-patient stay:   

An existing small scale service within 

Portsmouth is being reviewed and wider 

engagement with stakeholders is underway. It 

is expected to look at extending this to a wider 

cohort of patients in line with the previous 

work undertaken in Newcastle and on the Isle 

of Wight. 

FGSEH will improve the transfer of care between 

providers to reduce medication errors by utilising 

medicines reconciliation. In primary care, medicines 

reconciliation will be carried out for all people who have 

been discharged from hospital or other care setting and 

in secondary care processes will ensure accurate & 

timely provision of medication information. 

Pharmacy support for multidisciplinary medication review of patients living in a care home 

environment: 

Portsmouth currently provides a medication review 

service to patients in Care Homes provided by a 

pharmacist with technician support. This is under review 

with wider engagement to identify the total provision to 

care homes with the aim of describing a MDT service.  

FGSEH will improve Medicines Optimisation 

in Care Homes by establishing a medicines 

optimisation support service as a 1 year 

initial pilot, and evaluating outcomes with 

view to continuing the service. 

Wholesale adoption of Repeat Dispensing : 

All practices now have EPS enabled and are engaged 

via the primary care CQUIN to increase the use of EPS 

and eRD. Funding has been obtained to further enhance 

uptake of EPS and especially eRD. Engagement with 

West Hampshire CCG to learn from their work with the 

AHSN & BSA is currently taking place. 

Working with NHS Digital, CSU and 

Community Pharmacies and GP practices, 

FGSEH will improve uptake of EPS/Repeat 

Dispensing and optimise repeat prescribing 

processes. This will be achieved by rolling 

out to all GP practices learning from the 2 

pilots undertaken in 1617. 

Review the current system for the supply of prescribable continence and stoma products to 

reduce spend, improve patient experience and reduce GP workload: 

 The SEH CCG pilot of this service has recently gone 

live and close monitoring of the service is needed before 

further adoption. Benchmarking of the continence spend 

shows Portsmouth spend in this area is less of a 

concern than in SEH and F&G . 

Centralised continence prescribing has 

already commenced in  FGSEH and 

Centralised Stoma Prescribing is planned for 

17/18 via a  joint continence and stoma 

prescription ordering service  



The following slides set out the financial, activity and contractual basis for plans across the Portsmouth and 

South East Hampshire CCGs.  

 

Plans are set out across the following areas: 

1. RightCare 

2. Finance Narratives 

3. Financial Summary 

4. Activity Summary 

Finance, Activity & Performance 

Total QIPP savings to be made 

F&G & SEH Portsmouth  

2017/18 £m 24.2 9.2 

2018/19 £m 28.6 10.7 
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Respiratory Musculoskeletal Circulation Neurological 

Analysis from the RightCare Respiratory focus 

packs identified the non-elective spend as an 

area of opportunity for the CCGs. Additional 

areas of opportunity highlighted from the 

packs include the reported to estimated 

prevalence and management of patients with 

COPD. The CCG is reviewing the respiratory 

pathways across the system, with an initial 

focus on COPD. 

The CCGs are undertaking the following 

interventions to address the findings:  

 1) There are schemes in place to increase 

COPD case-finding within Primary Care. 

Although this may result in an increase in 

elective activity, the appropriate management 

in primary care and the community will reduce 

the non-elective spend and improve patient 

experience. 

2) A review of the community respiratory 

service is underway; the three CCGs are 

seeking a new service model which targets 

specific opportunity areas, including the 

prevention of COPD admissions. The service 

is made aware of all COPD admissions into 

the local acute hospital, ensuring a fortnightly 

follow up is in place to improve self-

management of the condition and reduce the 

risk of readmissions.  

3) The community respiratory team are 

providing an in-reach service at the local 

acute hospital to support early discharges. 

The team are reviewing patient admissions on 

a daily basis to support the assessment and 

appropriate discharge of patients into the 

community. This will result in a reduction of 

excess bed day payments relating to 

respiratory admissions and ensure patients 

are receiving the appropriate care in the 

appropriate setting.  

Analysis from the RightCare Neurology focus packs 

identified the CCGs as outliers in relation to the non-

elective spend on admissions with a primary diagnosis 

of Tendency to Fall. Further analysis confirmed a 

significant majority of the spend related to the 

population aged over 75. 

The CCGs are undertaking the following interventions 

to address the findings:  

1) The CCGs have been working with providers to 

redesign the falls pathway across the system. It has 

been recognised that a more integrated approach to 

falls across primary, community and secondary care 

services would provide more effective delivery of 

prevention of falls and fractures. The pathway redesign 

is expected to provide a variety of outcomes including 

a reduction in falls non-elective admissions in those 

aged 65 years and over. 

2) The CCGs are working with local providers to co-

design and implement the Frail Older Person Pathway. 

At the core of the pathway is the system frailty 

assessment, case finding, care planning, home care 

delivery & MDT review process which forms the core of 

the pathway over time capturing all older people that 

present in a health or social care setting with frailty is 

the foundation for improving locally based frailty care. 

The pathway has been designed showing the interface 

between maintaining independence/illness prevention 

and acute treatment, seeking early alternatives to 

hospitalisation when the older persons’ health state 

appears to be deteriorating. The implementation of the 

pathway is expected to provide benefits including 

reduced conveyances, admissions and bed days.  

3) Additional analysis into admissions with a primary 

diagnosis of Tendency to Fall identified Dementia as a 

frequent secondary diagnosis recorded against 

patients. A dementia pathway review is underway to 

increase the identification of Dementia and confirm if 

primary care is potentially better placed to meet the 

patients' needs in a more local setting, with appropriate 

support and escalation available should it be required. 

Analysis from the RightCare 

Cardiovascular focus packs identified the 

CCGs as outliers in relation to the non-

elective spend on admissions with a 

primary diagnosis of Cerebral Infarction. 

As a result, the CCGs have increased the 

focus on the review into the stroke 

pathway across the system. Additional 

areas of opportunity highlighted by the 

packs include the proportion of patients 

with a diagnosis of Atrial Fibrillation (AF) 

receiving anticoagulation therapy and 

patients receiving 6 month stroke reviews.  

 

The CCGs are undertaking the following 

interventions to address the findings: 

 

1) The identification and management of 

AF plays a significant role in the 

prevention of Stroke and TIA. 

Commissioners are working closely with 

all areas across the system to improve 

the prevention, diagnosis and 

management of AF, ensuring that 

appropriate anticoagulation therapy is 

provided where necessary.  

 

2) A review of patient access to stroke 

services is underway, including a 

redesign of the Deep Vein Thrombosis 

(DVT) ambulatory care pathway to 

increase the prevention of outpatient or 

inpatient activity relating to DVT.  

 

3) A new community 6 month stroke 

review service has been commissioned to 

improve the recovery and rehabilitation of 

patients following an admission to 

hospital following a stroke, with the 

anticipated outcomes including a 

reduction in readmissions, reduced 

dependency on social services and 

improved health & wellbeing.  

The CCGs are undertaking the following MSK 

interventions: 

1) The CCG clinical leads have led on new 

pathways with a focus on demand 

management, reducing variation and 

unwarranted referrals. The objective of which 

will be to ensure that there is limited growth in 

activity across the financial year rather than a 

reduction in current levels. Recognising that 

growth in specific clinical areas like 

Rheumatology is predicted nationally. All 

pathways will be developed in conjunction with 

both primary and secondary care clinicians and 

will incorporate shared decision making theories 

utilising any relevant tools that are currently 

available.  

2) Commissioners have worked with the Trust to 

review the policy for long term surveillance of 

asymptomatic patients following routine hip and 

knee replacement surgery. As result of the 

existing long term follow up arrangements within 

secondary care were discontinued for all routine 

asymptomatic patients and post-op follow ups 

were changed from consultant led to physio led. 

Commissioners are working with the Trust to 

agree a local price for this change. 

3) Following public health evidence reviews 

around access criteria for elective surgery 

commissioners plan to review and establish the 

acceptance criteria for various elective surgical 

procedures to ensure they reflect 

recommendations highlighted in the evidence 

reviews. As result of this piece of work a 

number of MSK procedures have been 

identified as procedures of lower clinical priority 

and access has been restricted based on 

evidence reviews of clinical and cost 

effectiveness. These procedures have been 

written into the IFR policy and will require prior 

approval before being carried out by providers. 

Analysis of the RightCare Commissioning for Value and 

Focus Packs have informed the following interventions.  

We intend to undertake further work to address improvement opportunities for Gastroenterology; however, due to the late release of the Gastro focus packs, further data 

analysis is required to confirm the interventions. 
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Finance 
Fareham & Gosport and South East Hampshire CCGs Narrative 

Key Assumptions each year include: 

 • Delivering in-year surplus of £1m in 17/18 

and £1.7m in 18/19 (SEH) 

• Delivering a £0 breakeven position in 17/18 

and a surplus of £4.1m in 18/19 (F&G) 

• 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 (e.g. £3 

per head for Primary Care 

Transformation); 

• 0.5% contingency set aside to manage in-

year pressures and risks; 

• expenditure on activity growth continues at 

HIOW average levels; 

• provider tariff inflation uplift of 2.1% 

• provider efficiency deflator of 2%; 

• CNST Premium of 0.7%; 

• investment reserves set aside to support the 

delivery of must do national priorities, 

transformation and change to deliver STP 

and QIPP plans; 

• CQUIN of 2.5% (0.5% of the local CCG 

CQUIN scheme held in reserve – release 

subject to delivery of provider/system control 

totals); 

• running costs remain within allocated levels 

each year; 

• QIPP of 3.9% of Revenue Resource in 17/18 

and 18/19 (SEH)  

• QIPP of 4.8% of revenue resource limit in 

17/18 and 6.3% in 18/19 (F&G). 

Key Assumptions each year include: 

 

The CCG has developed its two year 2017–2019 Financial Plans in line with the NHS 

Operational Planning and Contracting Guidance together with the allocations as notified on 

21st October 2016. 

  

Financial stability within our local health system is a key requirement for 17/18 onwards, both 

in terms of the STP and the local South Eastern Hampshire CCG plan. South Eastern 

Hampshire (SEH) CCG has had a challenging financial position and is forecasting a break 

even in 16/17. Fareham & Gosport (F&G) CCG has experienced increasing cost pressures in 

16/17 and is forecasting deficit of £7.1m at year end. Throughout 16/17, the CCG has worked 

closely with the neighbouring CCGs and the local providers to look, to a more outcome-based 

contracting model.  This is seen as a way of improving pathways and outcomes, whilst 

generating efficiencies and is being implemented via the introduction of a local CQUIN to 

encourage engagement by key partners, and working across primary care and social 

services. South Eastern Hampshire CCG has a QIPP target of £11.3m in 17/18 and £11.6m in 

18/19. Fareham & Gosport CCG has a QIPP target of £12.9m in 17/18 and £17m in 18/19. 

 

The CCG is currently working on the detailed QIPP plans for 17/18 and 18/19, these are 

based on the wider STP savings identified and on local schemes, using the information 

available from the Right Care Value pack and the introduction of the New Care Models. 

  

The CCG has set aside investment, both in line with NHS England business rules (1% non-

recurrent), and a further £1m in reserves in both 17/18 and 18/19 for Mental Health services. 

  

Risks within the planning footprint are predominantly around the pace of change required to 

deliver the transformation needed to bring about sustained financial stability across our key 

partners. 

  

Further work is required during the remainder of the planning period to ensure plans to 

delivery QIPP and CIP are detailed and robust enough to bring about the necessary change. 
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Financial Summary - FG&SEH 
 

Improvement & Assessment Framework 

Improved performance against current performance  
(displayed by RAG rated quartile) 

P FG SEH 

Financial Plan 1 3 3 

Sustainability; In-year financial performance - - - 
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QIPP Programme 2016/17 to 2018/19 

South Eastern 

Hampshire 

Fareham & 

Gosport Total 

£m £m £m 

Recurring Allocation 16/17 285.1 262.6 547.7 

Allocation 17/18 291.8 269.1 560.9 

Underlying position 2.7 -2.3 0.4 

Growth Received 7.0 6.5 13.5 

Normalisation 2.0 0.5 2.5 

FY effect of QIPP from 16/17 1.3 1.7 3.0 

Reserve provisions -3.3 -2.8 -6.1 

Activity Growth -5.3 -5.3 -10.6 

Inflation -10.4 -9.8 -20.3 

Efficiency 4.9 4.6 9.5 

Contingency -1.5 -1.3 -2.8 

1% Risk reserve -2.9 -2.6 -5.5 

Other -4.1 -1.3 -5.4 

QIPP 11.3 12.9 24.2 

Planned in year surplus/ (deficit) 1.0 0.0 1.0 

Financial Bridge – where the  growth has gone FY2017/18 

  2016/17 2017/18 2018/19 

  FOT  Indicative Indicative 

  £'000 £'000 £'000 

        

Prescribing 1,696 1,765 1,650 

CHC 2,716 2,050 1,900 

New Models of Care 4,415 3,175 4,580 

Rightcare (Elective) 2,082 6,674 5,171 

MH Alliance 1,345 714 1,140 

Effective Flow and Discharge 4,895 2,243 2,020 

Prevention 1,218 1,820 1,820 
System infrastructure (Running 
Costs) 500 520 520 

Estates 400 20 20 
        

Unidentified 1,432 5,193 9,814 
        

TOTAL QIPP 20,700 24,173 28,635 



Finance 
Portsmouth CCG Narrative 

Key Assumptions each year include: 

  delivering in-year breakeven; 

 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 on activity growth continues at 

HIOW average levels; 

 provider tariff inflation uplift of 2.1% 

 provider efficiency deflator of 2%; 

 CNST Premium of 0.7%; 

 investment reserves set aside to support 

the delivery of must do national priorities, 

transformation and change to deliver STP 

and QIPP plans; 

 £3 per head for primary care 

transformation, split between the two 

years; 

 CQUIN of 2.5% (0.5% of the local CCG 

CQUIN scheme held in reserve – release 

subject to delivery of provider/system 

control totals); 

 running costs remain within allocated 

levels each year; 

 QIPP of c. 3% per annum. 

Key Assumptions each year include: 

 

The CCG has developed its two year 2017 – 2019 Financial Plans in line with the NHS Operational 

Planning and Contracting Guidance together with the allocations as notified on 21st October 2016. 

  

Financial stability within our local health system is a key requirement for 17/18 onwards, both in terms of 

the STP  and our local Portsmouth Health and Care plan.  Whilst the CCG has a sound financial history, 

the health and care system locally is  seeing increasing financial challenges.  Throughout 16/17, the CCG 

has worked closely with its sister CCGs and the local providers  to look , to a more outcome-based 

contracting model.  This is seen as a way of improving pathways and outcomes, whilst generating 

efficiencies and is being implemented via the introduction of a local CQUIN to encourage engagement by 

key partners, and working across primary care and social services. 

  

In addition, the CCG is in the initial phases of developing a virtual MCP, bringing together community care, 

primary care, and voluntary care services to bring about a shared vision to managing resources with 

risk/share arrangements. 

  

The CCG is working up the detail on QIPP and Cost Improvement Plans.  These QIPP schemes 

incorporate a combination of wider STP and local savings, drawing upon the Portsmouth Health and Care 

plan, including introducing New Care Models, as well as utilising the Rightcare Value Pack information. 

  

The CCGs capital requirements are seen as an important enabler to progress the  plan and the Local 

Estates Strategy.  The CCG continues to work with NHS Property Services in the sale of the remaining 

elements of St James’ Hospital site, and is working with local partners to ensure maximisation of NHS and 

Local Authority estate. 

  

The CCG has set aside investment, both in line with NHS England business rules (1% non-recurrent), and 

further in reserves to include prevention, 7 day working, parity of esteem and Primary Care/Community 

Care transformation through new care models. 

  

Risks within the planning footprint are predominantly around the pace of change required to deliver the 

transformation needed to bring about sustained financial stability across our key partners. 

  

Further work is required during the remainder of the planning period to ensure plans to deliver QIPP and 

CIP are detailed and robust enough to bring about the necessary change. 
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Financial Summary - Portsmouth  
 

Improvement & Assessment Framework 

Improved performance against current performance  
(displayed by RAG rated quartile) 

P FG SEH 

Financial Plan 1 3 3 

Sustainability; In-year financial performance - - - 
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Financial Bridge – where the  growth has gone FY2017/18 

Total 

£m 

Recurring Allocation 16/17 297.9 

Allocation 17/18 306.3 

2016/17 Surplus 3.1 

Growth Received 6.8 

Normalisation 0.1 

Reserve provisions -4.6 

Activity Growth -5.0 

Inflation -10.4 

Efficiency 3.8 

Contingency -1.5 

1% Risk reserve -3.1 

IR and HRG4+ allocation 2.1 

QIPP 9.2 

Planned in year surplus/ (deficit) 0.0 

17/18 18/19 

£'000 £'000 

Prescribing     1,433       1,502  

CHC         680   647  

New Models of Care         860  850  

Rightcare (Elective)         380  370  

MH Alliance         690  590  

Effective Flow & Discharge         630  620  

Prevention         500  200  

System Infrastructure (Running Costs)         330  510  

Estates         590  580  

      

Unidentified    3,106      4,832  

      

Total QIPP Requirement     9,199     10,701  

QIPP Programme 2016/17 to 2018/19 



Activity Plan Development 

Activity 

In producing our activity plan for 17/18 and 18/19 we have: 

  

• Utilised the NHSE forecast outturn as a starting point, working in conjunction with our CSU 

we have very closely aligned our local TNR dataset to the national TNR dataset which has 

allowed us use the NSHE forecast outturn 

 

• To this we have applied the growth assumptions provided by NHSE and the Indicative 

Hospital Activity Model (IHAM) tool to understand the impact resulting from demographic 

growth and any non-demographic growth (underlying trends) 

 

• Finally we have applied the identified reduction in activity as outlined in the HIOW STP 

based on identified QIPP and RightCare savings 

  

These growth assumptions, based on the above methodology, underpin our activity plan. 
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The CCGs recognise the challenge represented in 

delivering the required activity levels. Much of the ‘how’ 

and ‘when’ this will be achieved is outlined within the 

operating plan with key work streams focused on 

delivering the required levels of growth, through: 

 

  

• Demand management 

 

• Reviewing Procedures of Limited Clinical 

Effectiveness  

 

• Pathway Redesign and Pathways that we need to 

change 

 

• Improvements in efficiency 

 

• Capacity review and different locations for care 

provision 

 

  

QIPP plans are being finalised which will deliver the 

savings requirement identified.  Analysis of the 

RightCare Commissioning for Value and Focus 

Packs have identified a number opportunities that are 

available and achievable.   

 

These will all be quantified, robust and align with 

delivery of local and STP overarching objectives and 

support our contract agreements with providers. 

Assumptions 
 

There will be further refinement of our activity plan, as we work though and finalise the finer details, 

in order to ensure the plan accurately reflects the latest performance and activity details for 16/17 

where this has a downstream impact on the future years.  This may involve some of these 

assumptions being refined to reflect latest information and targets relating to delivery of the 

HIOW STP and achievement of NHS constitutional standards.  

  

In addition to this any refinements to the following areas will be taken into account where 

applicable: 

 

• Non-recurrent growth - To support delivery of the NHS Constitutional standards 

 

• In year changes to pathways and counting 

 

• Alignment with main acute provider plans in relation to the phasing of activity and delivery of 

constitutional standards. 

 

• Alignment of demand, activity and capacity  

Further local refinement 

Delivery 
 



The intention of the CCG IAF is to bring clarity, simplicity and balance to the conversation between NHS 

England and CCGs.  It draws together in one place NHS Constitution and other core performance and 

finance indicators, outcome goals, and transformational challenges.  A CCG annual assessment will be 

reached by taking into account the CCG’s performance in each of the indicator areas over the full year and 

balanced against the qualitative assessment of the leadership of the CCG. 

The following slide details the PSEH current position against the 

Improvement and Assessment Framework.  Programmes of work to 

support each of these areas is set out throughout the operating plan 

document. 

Performance and Assurance – CCG Improvement and Assessment Framework (IAF) 
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The CCGs Operating Plan underpins delivery of the Improvement and Assessment Framework (IAF), and has clearly 
set out the IAF metrics alongside the programmes of work throughout the document that will support and enable 
the required improvement, sustainability and delivery for each of the indicators. 
The table below places each of the PSEH CCGs within quartiles for their respective performance in comparison with the other CCGs across the 
country.  This is reflective of the first publication of the IAF data. 

Current PSEH CCGs Improvement and Assessment Framework Position 

50 



The CCG are currently facing a number of challenges relating the achievement and sustained delivery of the 

A&E 4 Hour Wait, Cancer 62-Day (Urgent GP referral to treatment) wait for first treatment and Consultant-

led Referral to Treatment (RTT) Incomplete standards. 

The following slides outline the work in progress designed to ensure 

sustained delivery of these constitutional standards. 

Performance and Assurance - NHS Constitutional Standards   
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NHS Constitutional Standards – Performance  

Performance 

Delivering Sustainable Performance 

 

The CCGs are committed to delivering the NHS Constitutional standards for A&E, Cancer, RTT and Diagnostics. 

Throughout 16/17 sustainable delivery of the A&E 4 Hour Wait target, Cancer 62-Day (Urgent GP referral to treatment) standard and Consultant-led Referral to Treatment 

(RTT) Incomplete standard has represented a challenge for both the CCGs and our main acute provider Portsmouth Hospitals NHS Trust. 

Whilst significant steps have been taken throughout 16/17 to ensure compliance against these standards we recognise that delivery of a sustainable service is not 

something that can be achieved overnight. Working alongside our main acute provider, Portsmouth Hospitals NHS Trust, plans to deliver and sustain performance will be 

linked to our main acute provider’s plan to ensure this reflects the work and timescales associated with recruitment, improvements in efficiency and available capacity. 

Where gaps in capacity have been identified we will work towards closing these through a number of different approaches including pathway redesigns, demand 

management and commissioning of additional capacity through alternative providers. 

Key to supporting delivery of the constitutional standards is an understanding of the latest position and early identification of future risks. Again, by working closely with our 

main acute provider and through utilising in house tools and reporting systems, the CCG’s are able to take a proactive approach to the monitoring of performance allowing 

for potential issues to be addressed. 

Provider information schedules have been updated to ensure these reflect the latest local and national reporting requirements. Additionally we have further refined the 

information schedules to support the CCG’s proactive approach to performance management through the early identification of potential risks. 

Work has already begun on updating our internal performance management tool, Covalent, to support delivery of latest performance requirements. 

The following tables detail the latest published national performance data in relation to the NHS constitutional standards for the three CCGs. The tables highlight those 

standards which represent a challenge in terms of achievement and sustainability. 
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A&E 4 Hour Wait – Performance at Portsmouth Hospitals NHS Trust (PHT) remains a significant concern with the Trust reporting 75.9% against an improvement 

trajectory of 85% for October ’16. A further deterioration of the standard is anticipated for November ’16. 

 

999 Ambulance Response – SCAS failed the agreed improvement trajectory in October for the Red 1, Red 2 and Red 19 standards achieving;  

71.3% for Red1 against an improvement trajectory of 74.7%.  

72.2% for Red 2 against an improvement trajectory of 73.9%. 

94.1% for Red 19 against an improvement trajectory of 94.4%. 

 

RTT – The CCG failed the RTT incomplete standard for October ‘16 recording 88.0% versus the 92% standard. Underperformance was primarily driven by PHT who also 

failed the standard recording 88.9% at Trust level. Specialties contributing to PHT’s underperformance include General Surgery, Urology, Trauma & Orthopaedics, 

Gastroenterology and Cardiology. 

 

Cancer – The CCG achieved all eight of the national cancer standards in October with no data reported for the 62 Day Wait – Consultant referral standard. 

NHS Constitutional Standards – Performance  

Performance 
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Organisation Freq. Unit Target Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Trend Mar-17 Forecast

A&E 4 Hour Wait PHT M % 85 76.2 80.0 82.0 80.3 81.8 80.3 75.9 87.0

A&E 12 Hour Trolley Waits PHT M No. 0 22 34 0 0 0 0 1 0.0

Ambulance Red 1 SCAS M % 75 75.1 73.7 74.1 68.4 73.2 69.8 71.3 75.0

Ambulance Red 2 SCAS M % 75 74.6 71.5 74.1 70.9 73.2 73.4 72.2 75.0

Ambulance Red 19 SCAS M % 95 95.6 94.2 95.7 93.0 94.3 94.5 94.1 95.0

Cancer Two Week Wait CCG M % 93 94.7 96.3 96.0 96.6 96.6 97.0 96.3 95.0

Cancer Breast Symp CCG M % 93 90.5 91.7 86.7 93.7 95.7 100.0 97.5 94.0

Cancer 31 Day Wait - First Treatment CCG M % 93 95.9 98.8 98.0 100.0 98.8 96.2 97.1 99.0

Cancer 62 Day Wait - GP Referral CCG M % 85 78.0 75.0 78.4 84.2 89.7 78.4 86.1 85.0

Cancer 31 Day Wait - Sub Drug CCG M % 96 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Cancer 31 Day Wait - Sub Radiotherapy CCG M % 94 100.0 100.0 100.0 98.0 93.6 94.9 97.3 96.0

Cancer 31 Day Wait - Sub Surgery CCG M % 94 100.0 85.7 92.3 100.0 95.0 95.5 95.0 94.0

Cancer 62 Day Wait - Consultant Ref CCG M % 86 #N/A #N/A #N/A #N/A #N/A #N/A #N/A 100.0

Cancer 62 Day Wait - Screening Ref CCG M % 90 88.2 92.9 100.0 100.0 73.3 85.7 100.0 100.0

RTT Incomplete Pathways CCG M % 92 92.4 92.3 91.6 91.1 89.5 88.9 88.0 92.0

RTT Incomplete Patatients Waiting >52 Weeks CCG M No. 0 0.0 0.0 0.0 1.0 1.0 1.0 1.0 0.0

Diagnostics 6 Week Wait CCG M % 99 97.8 98.9 99.4 99.5 98.9 99.3 99.0 99.0

NHS PORTSMOUTH CCG Constitutional Targets Performance



A&E 4 Hour Wait – Performance at Portsmouth Hospitals NHS Trust (PHT) remains a significant concern with the Trust reporting 75.9% against an improvement 

trajectory of 85% for October ’16. A further deterioration of the standard is anticipated for November ’16. 

 

999 Ambulance Response – SCAS failed the agreed improvement trajectory in October for the Red 1, Red 2 and Red 19 standards achieving;  

71.3% for Red1 against an improvement trajectory of 74.7%.  

72.2% for Red 2 against an improvement trajectory of 73.9%. 

94.1% for Red 19 against an improvement trajectory of 94.4%. 

 

RTT - The CCG failed the RTT incomplete standard for October ‘16 recording 89.4% versus the 92% standard. Underperformance was primarily driven by PHT who also 

failed the standard recording 88.9% at Trust level. Specialties contributing to PHT’s underperformance include General Surgery, Urology, Trauma & Orthopaedics, 

Gastroenterology and Cardiology. 

 

Cancer – The CCG achieved seven of the eight National cancer standards in October failing the 62-day wait for first treatment following an urgent GP referral. 

Underperformance was mainly driven by PHT who achieved the 62 Day Wait - GP Referral standard at a Trust level however the patients treated outside of the standard 

negatively impacted on the CCG’s performance. 

NHS Constitutional Standards – Performance  

Performance 
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Organisation Freq. Unit Target Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Trend Mar-17 Forecast

A&E 4 Hour Wait PHT M % 95 76.2 80.0 82.0 80.3 81.8 80.3 75.9 87.0

A&E 12 Hour Trolley Waits PHT M No. 0 22 34 0 0 0 0 1 0.0

Ambulance Red 1 SCAS M % 75 75.1 73.7 74.1 68.4 73.2 69.8 71.3 75.0

Ambulance Red 2 SCAS M % 75 74.6 71.5 74.1 70.9 73.2 73.4 72.2 75.0

Ambulance Red 19 SCAS M % 95 95.6 94.2 95.7 93.0 94.3 94.5 94.1 95.0

Cancer Two Week Wait CCG M % 93 94.7 95.0 95.1 96.9 97.0 96.9 97.4 95.0

Cancer Breast Symp CCG M % 93 91.7 93.6 94.1 96.9 93.7 98.3 98.1 94.0

Cancer 31 Day Wait - First Treatment CCG M % 93 97.5 99.0 100.0 98.9 99.1 100.0 97.8 99.0

Cancer 62 Day Wait - GP Referral CCG M % 85 76.7 83.0 80.0 87.2 83.3 90.9 80.9 85.0

Cancer 31 Day Wait - Sub Drug CCG M % 96 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Cancer 31 Day Wait - Sub Radiotherapy CCG M % 94 100.0 95.8 93.1 96.7 94.7 97.1 100.0 96.0

Cancer 31 Day Wait - Sub Surgery CCG M % 94 85.0 90.5 100.0 93.8 96.2 94.7 96.3 94.0

Cancer 62 Day Wait - Consultant Ref CCG M % 86 100.0 #N/A #N/A #N/A 100.0 100.0 #N/A 100.0

Cancer 62 Day Wait - Screening Ref CCG M % 90 50.0 0.0 100.0 100.0 100.0 #N/A 100.0 100.0

RTT Incomplete Pathways CCG M % 92 91.7 92.1 91.9 90.7 89.8 89.0 89.4 92.0

RTT Incomplete Patatients Waiting >52 Weeks CCG M No. 0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Diagnostics 6 Week Wait CCG M % 99 97.6 98.0 99.5 99.7 99.4 99.1 99.2 99.0

NHS FAREHAM AND GOSPORT CCG Constitutional Targets Performance



A&E 4 Hour Wait – Performance at Portsmouth Hospitals NHS Trust (PHT) remains a significant concern with the Trust reporting 75.9% against an improvement 

trajectory of 85% for October ’16. A further deterioration of the standard is anticipated for November ’16. 

 

999 Ambulance Response – SCAS failed the agreed improvement trajectory in October for the Red 1, Red 2 and Red 19 standards achieving;  

71.3% for Red1 against an improvement trajectory of 74.7%.  

72.2% for Red 2 against an improvement trajectory of 73.9%. 

94.1% for Red 19 against an improvement trajectory of 94.4%. 

 

RTT - The CCG failed the RTT incomplete standard for October ‘16 recording 88.8% versus the 92% standard. Underperformance was primarily driven by PHT who also 

failed the standard recording 88.9% at Trust level. Specialties contributing to PHT’s underperformance include General Surgery, Urology, Trauma & Orthopaedics, 

Gastroenterology and Cardiology. 

 

Cancer – The CCG achieved seven of the eight National cancer standards in October failing the 31-day wait for subsequent surgery. Underperformance was mainly 

driven by PHT who also failed the standard reporting 92.7% against a 94% target. 

NHS Constitutional Standards – Performance  

Performance 
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Organisation Freq. Unit Target Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Trend Mar-17 Forecast

A&E 4 Hour Wait PHT M % 85 76.2 80.0 82.0 80.3 81.8 80.3 75.9 87.0

A&E 12 Hour Trolley Waits PHT M No. 0 22 34 0 0 0 0 1 0.0

Ambulance Red 1 SCAS M % 75 75.1 73.7 74.1 68.4 73.2 69.8 71.3 75.0

Ambulance Red 2 SCAS M % 75 74.6 71.5 74.1 70.9 73.2 73.4 72.2 75.0

Ambulance Red 19 SCAS M % 95 95.6 94.2 95.7 93.0 94.3 94.5 94.1 95.0

Cancer Two Week Wait CCG M % 93 94.0 96.7 96.0 95.9 96.7 97.0 97.6 95.0

Cancer Breast Symp CCG M % 93 94.2 94.2 90.3 92.9 93.2 93.7 98.5 94.0

Cancer 31 Day Wait - First Treatment CCG M % 93 97.8 98.0 99.0 100.0 100.0 99.1 98.3 99.0

Cancer 62 Day Wait - GP Referral CCG M % 85 71.1 72.7 84.6 83.7 85.7 83.3 89.2 85.0

Cancer 31 Day Wait - Sub Drug CCG M % 96 100.0 95.8 100.0 100.0 100.0 100.0 100.0 100.0

Cancer 31 Day Wait - Sub Radiotherapy CCG M % 94 87.5 92.3 92.1 95.0 97.6 94.7 94.1 96.0

Cancer 31 Day Wait - Sub Surgery CCG M % 94 100.0 93.1 92.9 100.0 92.3 96.2 87.5 94.0

Cancer 62 Day Wait - Consultant Ref CCG M % 86 100.0 #N/A #N/A #N/A #N/A 100.0 100.0 100.0

Cancer 62 Day Wait - Screening Ref CCG M % 90 100.0 100.0 100.0 100.0 75.0 100.0 100.0 100.0

RTT Incomplete Pathways CCG M % 92 92.3 92.4 92.2 91.6 90.1 89.2 88.8 92.0

RTT Incomplete Patatients Waiting >52 Weeks CCG M No. 0 0.0 0.0 0.0 0.0 1.0 2.0 0.0 0.0

Diagnostics 6 Week Wait CCG M % 99 97.8 98.7 99.2 99.2 98.8 98.9 99.1 99.0

NHS SOUTH EASTERN HAMPSHIRE CCG Constitutional Targets Performance



Delivery of Constitutional Standards: Referral To Treatment 

Patients have a legal right under the NHS Constitution to access services within maximum referral to treatment 

waiting times, or for the NHS to take all reasonable steps to offer them a range of alternative providers if this is 

not possible. The time waited must be 18 weeks or less for at least 92% of patients on an RTT Pathway. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

 

 

Latest published figures (Oct.16) shows that the incomplete pathways 

standard has not been achieved at a national level for the first seven months 

of 2016/17. 

Locally, across the three CCG’s the majority of RTT pathways reside with 

Portsmouth Hospitals NHS Trust (PHT). As is the case nationally, 

achievement of the Incomplete standard represents a challenge for the 

Trust. The Trust has reported a worsening Incomplete position, having not 

achieved the standard since June ‘16. 

There are a  number of key issues driving this underperformance which as a 

system we are looking to address to ensure the standard  is delivered and 

sustained. 

In response to the current performance issues the CCG and provider have 

taken a number of different actions to ensure performance is recovered and 

sustained including; 

• Portsmouth Hospitals have completed an in depth review of the current 

demand and capacity position across all specialties to support 

understanding of current position. 

• Portsmouth Hospitals to produce a revised RTT recovery trajectory. 

• Re-establishment of 'Action On Elective' meetings working across 

commissioners, performance, primary care and with the Trust at a 

specialty level to review the key challenges affecting performance. CCG’s 

to focus on supporting PHT through management of demand and 

facilitating discussions relating to outsourcing of activity. 

Once the current performance issues are resolved it is vitally important that 

we produce a template for a sustainable service. As commissioners, we are 

committed to delivering the NHS Constitutional standards and supporting our 

main acute provider through the management of demand and securing of 

additional / alternative capacity where clinically required via other NHS and 

independent sector providers. 

 

This programme of work is designed to maintain and improve performance against 

the core standards, specifically; 

At least 92% of patients on incomplete non-emergency pathways to have been 

waiting no more than 18 weeks from referral; no-one waits more than 52 weeks.  

By the end of 17/18  

- Delivery of compliant RTT 
performance at specialty level. 

- Sustainable performance 

By the end of 18/19 

- Sustainable performance 

P FG SEH 

Patients waiting 18 weeks or less from referral to hospital treatment 3 3 3 

Trajectory 
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RTT Waiting Times 

 



Delivery of Constitutional Standards: 62-day wait for first treatment following an urgent GP referral  

This standard covers patients starting a first definitive treatment for a new primary cancer following an urgent 

GP referral for suspected cancer. The operational standard states that 85% of patients should be seen within 

62 days of the referral date.  

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

Cancer Waiting Times 

 

Delivery of the 62-day wait for first treatment following an urgent GP referral 

standard across the NHS remains a challenge with 86 of the 159 NHS 

providers failing to achieve the standard in October 2016. 

 

Across the three CCGs the majority of Cancer treatments are delivered by 

Portsmouth Hospitals NHS Trust (PHT). The Trust’s performance has 

consistently improved since June ’16, with the Trust achieving the standard 

for the last two months (Sept & Oct 16). They are ahead of trajectory and 

remain on track to deliver sustainable performance from February ‘17.  

There are a number of underlying performance issues which are being 

addressed as a system to support the sustained delivery of the 62-day wait 

for first treatment standard. 

As a system we are focused on addressing the following key issues 

impacting on performance; 

• Portsmouth Hospitals are working to address the current backlog as a 

clinical priority. This is reflected in their recovery trajectory. 

• A number of key vacancies have now been filled at the Trust delivering 

much needed capacity required to support their recovery trajectory. 

• As with the RTT Incomplete standard the CCG are also working with the 

Trust on their Cancer recovery trajectory as part of the ‘Action On 

Elective’ work stream. Again the objective is to support the Trust through 

the management of demand (rejected referrals), feasibility of outsourcing 

to free up capacity to support cancer work. 

Again, as with RTT, once the current performance issues are resolved it is 

vitally important that we produce a template for a sustainable service through 

working closely with the Trust to ensure that both our activity plans 

accurately reflect the current challenges facing the system and that plans are 

in place to address these from both a provider and commissioner 

perspective. 

This programme of work is designed to maintain and improve performance against 

the core standards, specifically; 

Achieve 62-day cancer waiting time standard.   

By the end of 17/18  

- Delivery of compliant performance at 
a Trust level. 

- Sustainable performance 

By the end of 18/19 

- Sustainable performance 

- Performance at tumour site level consistent 
with or better than England average. 

Trajectory 

P FG SEH 

People with urgent GP referral having 1st definitive treatment for cancer within 62 days of 
referral 

4 3 3 
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Performance and Delivery of the NHS Constitutional Standards  

Maintaining & Improving Cancer Standards 

National Must Do’s 

 

Improvement & Assessment Framework 

The CCGs are part of the Wessex Cancer Alliance which monitors the 96 national 

cancer priorities.  We have local engagement with wider work streams, and specific 

CCG actions in place around the following: 

• Cancer Alliance review of NHSE cancer dashboard from a performance perspective 

to return to sustainability of patients constitutional standards specifically relating to 

CWT 

• Implementation of new NICE referral guidelines for suspected cancer – accompanied 

with education packages in primary care.  Discussions are underway within the Trust 

of how to move to symptom specific pathways rather than tumour site specific. 

• Pathways are already in place for GP direct access to blood tests, chest xray, 

ultrasound, endoscopy (both flexible sigmoidoscopy and colonoscopy).  Discussions 

have commenced around straight to test pathways in neurology and respiratory 

• Primary care are required to undertake Significant Event Analysis for all patients 

diagnosed with cancer as a result of an emergency admission  

• Review of palliative care services locally across primary, community & secondary 

care – fully embedding the Gold Standards Framework in GP practice day to day 

running 

• Focussing on early diagnosis with publicity campaigns, full implementation of the new 

2ww referral pathways, and education to GPs around emergency presentations, 

incorporating lessons learnt 

• Patient triggered follow ups are already in place, during 17/18 we will be focussing on 

reducing overall face to face follow up contacts in secondary care 

• Holistic needs assessments and End of Treatment Summaries  have been introduced 

and will be monitored through contracts and as part of the cancer improvement plan.  

• Cancer care reviews are  already completed by a GP within 6 months of diagnosis, 

work is underway to improve the quality of these & reduce clinical variation 

This programme of work will ensure delivery of the Cancer Must Do’s. 

• Working through Cancer Alliances and the National Cancer Vanguard, 

implement the cancer taskforce report.  

• Deliver the NHS Constitution 62 day cancer standard, including by 

securing adequate diagnostic capacity, and the other NHS Constitution 

cancer standards.  

• Make progress in improving one-year survival rates by delivering a 

year-on-year improvement in the proportion of cancers diagnosed at 

stage one and stage two; and reducing the proportion of cancers 

diagnosed following an emergency admission.  

• Ensure stratified follow up pathways for breast cancer patients are rolled 

out and prepare to roll out for other cancer types.  

• Ensure all elements of the Recovery Package are commissioned, 

including ensuring that:  

• all patients have a holistic needs assessment and care plan at the point 

of diagnosis;  

• a treatment summary is sent to the patient’s GP at the end of treatment; 

and   

• a cancer care review is completed by the GP within six months of a 

cancer diagnosis. 
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Maintaining & Improving Cancer Standards 

Improved performance against current performance (RAG rated  by quartile) P FG SEH 

Cancers diagnosed at early stage 1 1 2 

People with urgent GP referral having 1st definitive treatment for cancer 
within 62 days of referral 

4 2 2 

One-year survival from all cancers 4 4 3 

Cancer patient experience 3 2 1 



Performance and Delivery of the NHS Constitutional Standards  

Maintaining & Improving Cancer Standards 

Priority area screening 

 
The CCGs are working with NHS England public 

health commissioning teams increase uptake of 

screening immunisations in the context of devolved 

primary care commissioning, but not devolved public 

health commissioning, and to increase uptake of 

vaccinations in the context of local resilience planning 

(influenza, pneumococcal, rotavirus etc.). 

Portsmouth CCG are currently focusing on influenza 

and pneumococcal uptake as these were agreed as 

initial priority areas with Public Health England and 

the Planned Care Team.   We have already done a 

fair amount of work on influenza such as 

commissioning a target based incentive scheme, 

sharing comparative data regularly with practices, and 

holding a discussion at a Practice Manager forum 

where practise shared ideas on what worked well, we 

had 2 case studies presented by practices that had 

very high uptake, looked at barriers to uptake etc.  

We are moving on to Pneumococcal now and this will 

be along similar lines to above. 

 

Fareham & Gosport and South Eastern Hampshire 

CCGs will be incentivising GP Practices to work with 

us in 2017/18 to increase the uptake of screening 

services by asking them to liaise with patients when 

they ‘DNA@ (Do not attend).  Evidence shows that if 

a GP follows up with a patient for screening it is more 

likely patients will attend.  This will be for bowel, 

diabetic eye and breast screening. 

We continue to work with public health England 

through the local immunisations and vaccinations 

forum.  We also share benchmarked data with GP 

Practices to encourage take up. 

The CCGs are working with NHS England public health commissioning teams  in respect of priority areas 

such as cancer and learning disabilities, to ensure appropriate screening to treatment pathways are in place.  

Specific plans are detailed below –  
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Immunisations & Vaccinations 

For Cancer Screening  

Portsmouth CCG are looking to put a number of activities into the 

Primary Care CQUIN for 2017/18 with the aim of increasing cancer 

screening uptake and improving early diagnosis.  These include: 

• Participation in the national (or local alternative) cancer audit 

• Follow up non-attenders for breast, bowel and cervical screening 

using iPlato and sharing best practice tips with practices regularly 

Diagnosis support tools – CRUK 

• Further training at TARGET 

• Regular sharing of benchmarked data (between practices & across 

CCGs) 

In line with Portsmouth CCG, Fareham & 

Gosport and South Eastern Hampshire 

CCGs will be incentivising practices to: 

• Participate in the national (or local 

alternative) cancer audit 

• Further training at TARGET events 

• Regular sharing of benchmarked data 

(between practices and across CCGs) 

For Diabetes  

Portsmouth CCG are currently reviewing the Diabetes LCS with a view to 

ensuring it focusses on the areas that will have the biggest impact on patient 

outcomes. These are: 

• Prediabetes registers and referral pathways 

• Lifestyle advice & onward referral – wellbeing service, referral for exercise  

• Information and education – provide a menu of support so that patients 

can access information and advice from a variety of sources and in a way 

that suits them (e.g. online learning, support groups) 

• Disease management – focussing on the 3 linked care pathways (BP, 

cholesterol and HbA1c) 

• Medicines management 

• Foot checks – setting minimum standards for foot assessments in general 

practice with regular follow up where necessary and including regular 

monitoring of onward referrals and outcomes 

• Participation in the National Diabetes Audit 

Fareham & Gosport and South Eastern 

Hampshire CCGs  will be incentivising 

practices to hold pre-diabetes registers 

and encourage onward referral to 

appropriate pathways.  We continue 

each year to further incentivise foot 

checks – setting minimum standards 

for foot assessments in general 

practice with regular follow up where 

necessary and including regular 

monitoring of onward referrals and 

outcomes, and onward referral to 

podiatry, and participation in the 

National Diabetes Audit 

 

For Learning Disabilities  

Portsmouth have a robust plan in place to address our low uptake of LD 

Healthchecks.  We have previously discussed this subject with clinicians 

at one of our GP Commissioning Evening and some of the discussions 

have fed into our action plan. 

Fareham & Gosport and South Eastern 

Hampshire CCGs have a robust 

improvement plan which is shared with NHS 

England on a quarterly basis via the NHSE 

assurance process 



Delivery of Constitutional Standards: A&E 4 Hour Wait 

A&E waiting times form part of the NHS Constitution. The operational standard for A&E waiting times is that 

95% of patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E 

department. 

Key Milestones 

National Must Do’s 

 

Improvement & Assessment Framework 

A&E 4 Hour Wait 

Portsmouth CCG currently contract with Portsmouth Hospitals NHS Trust 

(PHT) for delivery of the A&E 4 Hour Standard. The Trust has not met the 

national A&E 4 Hour Wait access target  since November 2013. 
 

Latest nationally published figures (Oct ‘16) shows the challenge associated 

with achieving this standard faced by many Trusts. Of the 139 reporting 

Trusts with type 1 A&E departments, 16 achieved the 95% standard on all 

types during the month.  
 

Based on current and historic performance, the joint NHS England and NHS 

Improvement regional team have allocated systems into one of four 

segments (1= Worst, 4=Best). PHT have been placed in segment 1 as one 

of the systems requiring the most support. 
 

Excluding Clinically Complex, 80% of the Trusts reported A&E breaches are 

attributed to awaiting specialty bed or delay in first assessment resulting from 

a lack of adequate hospital flow.  
 

There are many different complex factors affecting performance which need 

to be addressed in order to ensure effective patient flow and discharge. In 

response a number of different initiatives have been set up across the 

system to tackle these key issues including; 
 

• A&E delivery board focused on identifying and resolving key operational 

issues impacting on flow and performance. 

• Investment in Frailty Intervention Team (FIT) to avoid unnecessary 

Hospital Admissions. 

• Discharge To Assess (D2A), additional community care spaces to free up 

much needed beds within PHT. 

• A&E Delivery Board Information Team incorporating information leads 

from across the system working on identifying key trends and 

opportunities from data. 

• Integrated Discharge Service (IDS) acute and community providers 

working together to improve the discharge process for those patients with 

ongoing care needs. 

This programme of work is designed to maintain and improve performance against 

the core standards, specifically; 

95 percent of people attending A&E seen within four hours. 

  

Achieve National Standard 95% by 
the end of 17/18 

By the end of 18/19 

Sustain National Standard 95% 

Trajectory 

P FG SEH 

% patients admitted, transferred or discharged from A&E within 4 hours 3 4 
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Quality Premium (Two Year Scheme)  
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The Quality Premium (QP) scheme rewards Clinical Commissioning 

Groups (CCGs) not only for improvements in the quality of the services 

they commission but also incentivise CCGs to improve patient health 

outcomes, reduce inequalities and improve access to services. 

 

For 2017/18 and 18/19 the QP schemes will be based on measures that 

cover a combination of national and local priorities, and on delivery of the 

quality, financial and NHS constitution gateway tests. 

 

There are five national measures equating to 85% of the QP. These five 

national measures are detailed below. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In addition to the five national measures listed above, the CCGs will 

select one local indicator from the RightCare suite worth 15% of the 

Quality Premium value. 

  

The CCGs are currently in the process of selecting their local indicators 

for 17/18 and 18/19 with Diabetes and Respiratory identified as key 

areas for potential improvement. Once selected, the CCGs will undertake 

the necessary actions required to deliver the targeted level of 

improvement. 

2017/18 and 2018/19 Schemes 

 

Value 

 In keeping with previous years, the maximum QP payment for 2017/18 and 

2018/19 will be £5 per head of population, calculated using the same 

methodology as for CCG running costs  

Payment 

Payment of QP achieved in 2017/18 be made in 2018/19 and achievement in 

2018/19 will be made 2019/20. 

Quality Gateway –  
NHS England reserves the right not to make any quality premium payments to 

a CCG in cases of serious quality failure. 

 

Financial Gateway –  
A CCG will not receive a quality premium if: 

• in the view of NHS England, during the relevant financial year the CCG has 

not operated in a manner that is consistent with the obligations and 

principles set out in Managing Public Money; or 

• the CCG ends the relevant financial year with an adverse variance against 

the planned surplus, breakeven or deficit financial position, or requires 

unplanned financial support to avoid being in this position; or 

• it receives a qualified audit report in respect of the relevant financial year. 

 

NHS Constitution Gateway – 
As in previous years, a CCG may have its quality premium award reduced via 

the NHS Constitution gateway. In 2017/18, some providers will continue to 

have agreed bespoke trajectories, as part of the operation of the Sustainability 

and Transformation Fund, for delivery of RTT, four hour A&E, 62 day cancer 

waits and Red 1 ambulance response times. On this basis, the CCG gateway 

test in respect of these measures will be adjusted to reflect these differential 

requirements. 



Contracting & CQUINs 

STP Wide Commissioning Intentions 

 
As part of the Hampshire and Isle of Wight Sustainability 

and Transformation Plan (STP) commissioners and 

providers have been working collectively to develop the 

plans for the region.  

 

The vision is that partners within the wider health system 

work together to develop fully integrated care which best 

serves the population irrespective of organisational 

boundaries and constraints.  

 

The intention for the STP is that, where appropriate, 

commissioning intentions will be worked up in detail and 

implemented jointly across CCGs and this will be 

progressed between October and December 2016. 

  

The PSEH CCG’s intention is that we work in the spirit of 

the STP and to the principles of a single system control 

total and shared risk, and move away from cost shift 

amongst organisations. 

 

Negotiations are expected to be conducted with Providers 

on the 2017/18 to 2018/19 contract to allow all parties to: 

• Be financially sustainable and have a degree of 

certainty on contract expenditure 

• Agree shared strategic priorities 

• Deliver productivity improvements as mandated 

nationally 

• Eliminate any clinical activity that does not offer 

maximum patient benefit or cost and clinical 

effectiveness 

• Reconfigure and re-specify services as appropriate 

 

Commissioning intentions have been prepared with 

reference to the STP, the CCG’s operational plan, but are 

not intended as a substitute or a comprehensive summary 

of all the items in the CCG’s plans.  

CQUINs 

 
• Two-year CQUIN schemes will be in 

place. 

• Providers will be able to earn up to 

2.5% of annual contract value.  

• 1.5% of the 2.5% will be linked to 

delivery of the national schemes. 

• 0.5% of the scheme will be made 

available to support engagement with 

STPs 

• 0.5% will be linked to the risk reserve 

• For acute and community services, 

the proposed national indicators cover 

six areas; there are five in mental 

health, and two each in ambulance 

services, NHS 111 and care homes. 
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• There will be a reshaping of resource allocation with a focus on investment in out of hospital 

services, within system resources, and a relentless focus on efficiency. 

• Incentives will be re-aligned across providers and commissioners accordingly, with an emphasis 

on overall system cost reduction and a collective approach to reducing and managing risk. 

• Contractual incentives for collaborative working will be introduced. 

• Contracts will be agreed that support the transformational change plans required, do not exceed 

the overall affordability of the STP, and are in keeping with the activity parameters set out in the 

STP. 

• Contracts will be set that reflect the required financial improvement trajectory within the STP and 

no contract will be agreed that worsens the overall financial health of HIOW.  Accordingly, a 

system approach to achieving the financial control total for HIOW will be developed, with a 

supporting risk management framework. 

• The risk management framework will be used encourage a new approach to contracting with co-

production and an open book approach to manage costs within system resources. 

• Contracts will underpin a common set of standards and common expectation of patient 

experience for our population. 

Contracts 

 
• Contracts will cover a 2-year period (except 

where existing multi year contracts in place or a 

procurement is planned) and reflect two-year 

activity, workforce and performance. 

• 3 part structure remains with most content 

unchanged from 2016/17 (Particulars, Service 

conditions, General Conditions) 

• All contracts to be signed by 23 December 2016 

• Formal arbitration should be the last resort (05 

December 2016), and will be seen as a clear 

failure of collaboration and good governance. 

• MCP and PACS contracts are in development 

and will be published in due course 

(Compliments the long form and short form 

contract) 

Local Contracting Approach 
 



The delivery of the STP over the next five years has governance implications for the organisations involved 

in the plan.  The CCGs remain responsible for commissioning health services that meet the needs of their 

population in a way that is clinically appropriate, equitable and financially sustainable. 

The following slides set out the governance arrangements for 

Portsmouth and South East Hampshire CCG, and how we will 

respond to the changing health and care landscape. 

 

Arrangements are set out across the following areas: 

1. Approach to Quality & Equality 

2. Risk & Assurance 

3. Governance to Support Delivery 

Governance & Quality Assurance  
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Approach to Quality and Equality - FGSEH 

National Must Do’s 

Fareham & Gosport and South Eastern Hampshire  CCGs 

will; 

•  Undertake a programme of quality assurance and 

improvement activities including regular quality review 

and performance meetings, clinical visits, review of 

national information from audits and agreement and 

monitoring of improvement plans where required and joint 

working across the system to identify actions to improve 

services 

• Review and action national publications and programmes 

of work 

 

This will ensure they meet the National Must Do’s relating to 

improving quality in organisation; 

• Implement plans to improve quality of care, 

particularly for organisations in special measures.  

• Drawing on the National Quality Board’s resources, 

measure and improve efficient use of staffing resources to 

ensure safe, sustainable and productive services. 

• Participate in the annual publication of findings from 

reviews of deaths, to include the annual publication of 

avoidable death rates, and actions they have taken to 

reduce deaths related to problems in healthcare.  

 

Improvements will be managed and delivered through; 

• Monthly performance monitoring against agreed 

trajectories. If trajectories are not achieved a request for a 

quality improvement plan will be made followed by a 

contract performance notice if improvements are not 

made 

• A more streamlined and efficient approach to quality measurement and monitoring 

• Opportunities to increase the patient/carer voice in defining, measuring and evaluating 

the quality of services 

• Better understanding of quality variation across the entire patient pathway rather than in 

silos 

• The structure, process and guidance needed by teams working on new models of care to 

ensure regulatory compliance 

• Better use of data, including the effective triangulation of multiple sources of data and 

quality surveillance that focuses on early warning and prevention rather than multiple 

investigations after the event  

• New provider/commissioner alliances and configurations which will support reconfigured 

services and organisations e.g. accountable care systems 

• A real focus on health gains, linking quality to population health outcomes in new and 

innovative ways 

• Agreement on the approach to defining, measuring and monitoring quality which will be 

required under new contractual arrangements 

• Continue to develop and implement the local quality intelligence surveillance system, 

QUASAR, as well as developing a patient experience module. 

• Continue to take learning from any safeguarding (adults, children and looked after 

children) reviews undertaken  

System Quality aims 

• Coordinate the development of the quality framework for new models of care  

• Patient safety and patient experience in primary care 

• Facilitate/support cross organisational working and learning from (serious) incidents 

• Preventing pressure damage for people that live in care homes 

Key work stream projects 
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Improvement & Assessment Framework 

Improved performance P FG SEH 

Use of high quality providers - - - 



Approach to Quality and Equality – FGSEH 

The CCG has a 5 year quality strategy, 

2014-2019, in place which has a specific 

focus included on ensuring learning from 

serious incidents, investigations and errors 

(safety domain).  

 

To support this aim of the strategy the CCG: 

 

• Developed a local quality surveillance tool 

(QUASAR) including a CCG healthcare 

professional feedback, serious incident 

module and general practice incident 

reporting module (pilot) 

• Hold monthly provider multi-disciplinary 

serious incident review/closure panels 

• Monitors provider NRLS reporting and 

were they appear to be an outlier this is 

discussed and actions agreed 

• Has supported the development of a 

clinical patient safety champions role in 

general practice supported by training 

• Supports the investigation of serious 

incidents in general practice  

Demonstrate a strategy for 

improving reporting and 

learning from incidents 

 

The CCGs undertakes the following key activities to support the delivery of safeguarding requirements/ strategy 

(this is not an extensive list): 

• The Chief Operating Officer has delegated the accountability for safeguarding adults, children and looked 

after children to the Chief Quality Officer. Close working with the West Hampshire CCG hosted  safeguarding 

children and looked after children service is in place, including designated and named nurses and doctors. 

• CCG Head of Vulnerable Adults supports the day to day safeguarding adult requirements with assistance 

from a clinical quality facilitator. 

• Safeguarding is part of the governance structure and is monitored at the Joint Quality Operational Group, 

Joint Quality Assurance Group and the Governing Body. Each quarter the Joint Quality Operational Group 

holds a meeting with a specific focus on safeguarding adults and (looked after) children 

• Each CCG has a named GP for safeguarding and the Chief Quality Officer is a member of the HSAB 

• A policy for safeguarding (looked after) children and  safeguarding adults is in place. 

• Safeguarding children and adults training programme in place.  

• Attendance at a variety of inter-agency safeguarding and working relationships with local authorities, the 

police and third sector organisations have been established. 

• In order to safeguard vulnerable adults and (looked after) children we will ensure safeguarding systems and 

processes are robust and delivered in partnership e.g. through the Multi Agency Safeguarding Hub 

• An internal audit programme is in place to check compliance as well as section 11 audits for SGC. 

 

Safeguarding requirements 

The CCG has a standard operating procedure in place which outlines the process for completion of quality 

impact assessments for CCG’s Quality, Innovation, Productivity and Prevention (QIPP) plans. A QIA must be 

completed for all CCG’s QIPP programmes; financial recovery plans and changes to a service and/or care 

pathway.  

 

The process aims to: 

• Ensure that the CCG’s plans have a neutral or positive impact on quality as well as reducing costs. 

• Ensure that plans do not bring quality below essential Care Quality Commission standards  

• Assess all plans by their potential impact on quality and safety 

• Undertake more in-depth reviews on those plans which are deemed to have a significant impact on quality.   

• Provide governing board assurance on the outcomes of assessing the quality impact of plans.  

• Ensure there is an ongoing process for assessing the quality impact of plans.  

 

Quality Impact Assessments 
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Approach to Quality and Equality – Portsmouth CCG 

By successfully implementing the quality initiatives detailed in this page, the CCG will meet the National Must 

Do’s which relate to improving quality in organisation; 

  

• All organisations should implement plans to improve quality of care, particularly for organisations in 

special measures.  

 This will be achieved by: 

o Monitoring and supporting organisations with their action plans 

o Sharing learning from Serious Incidents across organisations 

o Providing specialist support as appropriate e.g. medicines management, infection control, safeguarding 

 

• Drawing on the National Quality Board’s resources, measure and improve efficient use of staffing resources 

to ensure safe, sustainable and productive services. 

 By monitoring providers safer staffing returns 

 

• Participate in the annual publication of findings from reviews of deaths, to include the annual 

publication of avoidable death rates, and actions they have taken to reduce deaths related to problems in 

healthcare. 

 This will be monitored and supported through the existing Serious Incident panels and providers developing 

 Mortality Review meetings.   

• System wide approach to mortality reviews 

• Sepsis collaborative 

• Continued development of new quality framework to support new models of care led by F & G & SEH CCGs 

• Partnership approach to supporting providers in special measures (including GP Practices) 

• Supporting GP practices to improve their systems for incident reporting and sharing lessons learned 

• Reviewing provider safe staffing levels 

• Further utilisation of QUASAR to triangulate feedback and act as early warning system for quality concerns 

• Supporting providers with Sign Up to Safety Plans 

• Facilitating system wide learning 

• Using patient stories at Board to highlight where change needs to happen 

CCG Quality Initiatives 

 

66 

Improvement & Assessment Framework 

Improved performance P FG SEH 

Use of high quality providers - - - 

National Must Do’s 

The CCG monitors reporting of incidents by 

providers. 

The CCG works with its commissioned 

providers to deliver against the National 

Serious Incident Framework 

The CCG monitors action plans from Serious 

Incidents to ensure providers embed the 

learning to reduce reoccurrence. 

Designated professionals chair the PSCG 

Serious Case Review Committee and the 

PSAB Safeguarding Adult Review 

Committee this ensures cooperation of 

health agencies and enables the CCG to 

monitor health action plans. 

Demonstrate a strategy for 

improving reporting and 

learning from incidents 



Approach to Quality and Equality – Portsmouth 

The CCG has a Safeguarding Policy and Training Strategy. The CCG will ensure that the relevant Designated Professionals 

are in post to support Safeguarding work across the health economy. This includes: 

• Monitoring and ensuring  attendance and involvement of relevant agencies at PSAB and PSCB and the relevant Sub-

Groups 

• Ensure that Safeguarding is considered across the CCG and wider health economy 

• Ensure that the services commissioned by the CCG have effective Safeguarding arrangements in place 

• Ensure that there is a named executive lead for the CCG and provider organisations that they commission services from, 

• Ensure that the CCG and their providers have safe recruitment practices in place.  

• Support the development of a positive learning culture across partnerships 

Safeguarding requirements 

The CCG has a standard operating procedure which outlines the process for completion of quality impact assessments of 

the CCG’s QIPP plans, before the projects are implemented.   

 

The following principles have been adapted from National Quality Board guidance and underpin the CCG’s QIA process: 

• The patient comes first, not the needs of any organisation or professional group 

• Quality is everybody’s business 

• If we have concerns, we speak out and raise questions without hesitation 

• We listen to what patients and staff tell us about the quality of care and services 

• If concerns are raised, we listen and ‘go and look’ 

• If we are not sure what to decide or do, then we seek advice from others 

• Our behaviours and values will be consistent with the NHS Constitution 

 

The process aims to  

• Ensure that the CCG’s QIPP plans have a neutral or positive impact on quality as well as reducing costs. 

• Ensure that plans do not bring quality below essential CQC standards  

• Assess all plans by their potential impact on quality and safety 

• Undertake more in-depth reviews on those plans which are deemed to have a significant impact on quality.   

• Provide governing board assurance on the outcomes of assessing the quality impact of plans.  

• Ensure there is an ongoing process for assessing the quality impact of plans.  

 

At the same time, QIPP plans undergo a Privacy Impact Assessment & Equalities Impact Assessment to ensure the 

implication on patient privacy have been fully considered and addressed, including personal data, and that they will not have 

a negative impact on protected characteristics.  

Quality Impact Assessments 

67 



Risks and Assurance - FGSEH 

CCG leadership and approach to risk 
  

Using this approach the items below have been identified as perceived risks that could 

potentially have a significant impact upon the STP, and hence will need to be managed 

accordingly.   

Issues of engagement leading to slower implementation than planned 

The pace of transformation taking longer than planned resulting in higher than 

planned levels of activity and lower levels of financial savings  

 Having the level of workforce required to deliver the changes and fulfil the functions 

within and across the new models of care  

 Service transformation plans and timescales for implementation across PSEH could 

destabilise current service provision if not managed effectively 

 Organisations across PSEH may be required to focus on regulatory compliance 

(quality, leadership and/or finance) and have reduced transformation capacity or 

capability 

 Insufficient capital available to deliver the local changes required across PSEH to fulfil 

the requirements of the STP  

 General capacity and capability of people to deliver the transformation agenda across 

PSEH  

 

Each programme and project associated with the joint CCG operating plan will have their 

own risk analysis and associated risk register.  

Identified key portfolio issues and risks 

 

The CCGs will identify and manage risk in accordance with standard the NHS risk 

management approach. 

Assurance 
 

Risk scoring = consequence x likelihood (C x L) 

Likelihood 
score 

Consequence 
score 

1 (rare) 2 (unlikely) 3 (possible) 4 (likely) 
5 (almost 
certain) 

5 Catastrophic  5  10  15  20  25 

4 Major  4  8  12  16  20 

3 Moderate  3  6  9  12  15 

2 Minor  2  4  6  8  10 

1 Negligible  1 2  3  4  5  

• Risk Management Strategy and Policy are in place 

• A Risk Appetite Statement has been developed  which is annually 

reviewed 

• Board Assurance Framework  established and updated at regular 

timely intervals 

• Corporate Risk Register established by Directorates 

• Corporate Risk Register reviewed at the Corporate Governance 

Committee at six weekly intervals and reviewed quarterly against the 

Board Assurance Framework 

• Fortnightly peer to peer risk reviews undertaken by Directorate. 

• Audit Committee has overall responsibility for assurance for Risk 

Management 

• The Governing Body reviews the Board Assurance Framework and 

approves all risks to be added and reviewed.   

• The Governing Body scrutinises the highest scored risks. 

• The Joint Clinical Cabinet  reviews all projects and plans relating to 

transformation and scrutinises clinical risk. 

• Internal Audits undertaken regarding Risk Management. 

• Work to be undertaken to identify CCG risks to STP projects and 

plans 

• This will be progressed once  the STP has been approved and 

implementation has commenced across the region. 

Transformation  
 

68 



Risks and Assurance - Portsmouth 

CCG leadership and approach to risk 
  

Using this approach the items below have been identified as 

perceived risks that could potentially have a significant impact 

upon the STP, and hence will need to be managed accordingly.  

Issues of engagement leading to slower implementation than 

planned 

The pace of transformation taking longer than planned 

resulting in higher than planned levels of activity and lower 

levels of financial savings  

 Having the level of workforce required to deliver the changes 

and fulfil the functions within and across the new models of 

care  

 Service transformation plans and timescales for 

implementation across PSEH could destabilise current service 

provision if not managed effectively 

 Organisations across PSEH may be required to focus on 

regulatory compliance (quality, leadership and/or finance) and 

have reduced transformation capacity or capability 

 Insufficient capital available to deliver the local changes 

required across PSEH to fulfil the requirements of the STP  

 General capacity and capability of people to deliver the 

transformation agenda across PSEH  

Each programme and project associated with the joint CCG 

operating plan will have their own risk analysis and associated 

risk register.  

Assurance 
 

Risk scoring = consequence x likelihood (C x L) 

Likelihood 
score 

Consequence 
score 

1 (rare) 2 (unlikely) 3 (possible) 4 (likely) 
5 (almost 
certain) 

5 Catastrophic  5  10  15  20  25 

4 Major  4  8  12  16  20 

3 Moderate  3  6  9  12  15 

2 Minor  2  4  6  8  10 

1 Negligible  1 2  3  4  5  

• Risk Management Strategy and Policy are in place 

• A Risk Appetite Statement has been developed  which is annually reviewed 

• Board Assurance Framework  forms part of the Integrated Quality & 

performance report which is updated monthly 

• Corporate Risk Register brings together high scoring risks >15 from Directorate 

risk registers 

• Corporate Risk Register reviewed & scrutinised quarterly by Audit Committee 

• Directorate risk registers reviewed monthly at appropriate management 

• Audit Committee has overall responsibility for assurance for Risk Management 

• The Governing Body reviews the Board Assurance Framework  

• Internal Audits undertaken regarding Risk Management. 

Work to be undertaken to identify CCG risks to STP projects and plans 

 

This will be progressed once  the STP has been approved and 

implementation has commenced across the region. 

Transformation  
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STP Governance and Assurance 

Governance to support delivery 
Portsmouth  
 

CCG Governance and Oversight 

Local Delivery: Portsmouth 

Improvement & Assessment Framework 

• Governing Board has ultimate oversight of strategy and delivery 

• Clinical Strategy Committee and Primary Care Commissioning Committee 

support this 

• Portsmouth Programme Planning Board hold programme and projects to account 

and acts as the point of escalation for challenges and issues 

• Clinical Executive provides management oversight in support of the Accountable 

Officer 

• Recognise local delivery of the STP need to be done with local partners 

• Commitment to work as an Accountable Care System across PSEH as our STP 

Local Delivery System (LDS) 

• Partners formed working group to explore this further  

• MCP Programme Board established to develop New Models of Care in line with 

the Portsmouth Health and Care ‘Blueprint’ 

• Portsmouth Health and Care Executive established in partnership with 

Portsmouth City Council and with local partners to oversee delivery of the 

‘Blueprint’ 

• Governance and Assurance arrangements being transitioned to focus on delivery 

phase through LDS as outlined above 

• STP Executive Delivery Board supported by operational delivery group will 

oversee STP delivery 

• LDS  (inc P&SEH) will implement the changes and realise the benefits 

• A number of alliances and enabling work programmes e.g. new models of care, 

effective patient flows - will help develop and enable change 

• Core Group e.g. communications, finance will support the change 

Improved performance against current performance (displayed by RAG rated quartile) P FG SEH 

Quality of CCG leadership 3 3 3 

Effectiveness of working relationships in the local system 2 1 2 

Probity and corporate governance - - - 

STP Governance and Assurance 

South Eastern Hampshire & Fareham & Gosport 

 

CCG Governance and Oversight 

Local Delivery: South East Hampshire 

• The Governing Body has ultimate oversight of strategy and delivery 

• Joint Clinical Cabinet & Primary Care Commissioning committee support this 

• Financial Recovery and Sustainability Board hold programmes and projects 

to account and acts as the point of escalation for challenges and issues 

• Clinical Chairs provide management oversight in support of the Accountable 

Officer 

• Better Local Care Clinical Leadership Group established with representation 

from locality MCPs, elected CCG GPS and FGSEH Alliance. 

• 5 locality MCP boards established which are overseen by the MCP Oversight 

Group working to develop New Models of Care with guidance from the NMC 

national team 

• Commitment to work as an Accountable Care System across PSEH 

• Partners formed working group to explore this further  

• NMC/MCP Partnership Forum and separate Operations Group established 

• MCP Contract Procurement Board established  

• Hampshire Commissioning Group being further developed to allow joint 

decision making by Hampshire CCGs which will support STP 

Commissioning 

• Oversight and Assurance of Hampshire Commissioning Group provided by 

individual CCG Governing Bodies 

• Commitment of representation by PSEH at STP Partner – details tbc 

• Local Delivery Units as detailed above will implement the changes and 

realise the benefits 

• Core Groups e.g. communications, finance will support the change 
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A&E Accident & Emergency 

ACS Accountable Care System 

AEC Ambulatory Emergency Care 

AF Atrial Fibulation 

AHSN Academic Health Science Network 

AMU Acute Medical Unit 

AVS Acute Visiting Service 

BCF Better Care Fund 

CCG Clinical Commissioning Group 

CEPNs 

Community Education Provider 

Networks 

CHC Continuing HealthCare 

CHP Community Health Partnerships 

CIP Continuous Inpatient 

CNST Clinical Negligence Scheme For Trusts 

COAST Children's Outreach and Support Team 

COPD 

Chronic Pulmanary Obstructive 

Disorder 

CQC Care Quality Commission 

CQRM Clinical Quality Review Meeting 

CQUIN Commissioning for Quality & Innovation 

CSU Commissioning Support Unit 

CTRs Care & Treatment Reviews 

CYP Children & Young People 

D2A Discharge to Assess 

DESMOND 

Diabetes Education and Self 

Management for Ongoing and Newly 

Diagnosed 

DH Department of Health 

DNACPR 

Do Not Attempt Cardiopulmonary 

Resuscitation 

DToCS Delayed Transfers of Care 

DVT Deep Vein Thrombosis 

ED  Emergency Department 

EIP Early Intervention In Psychosis 

EoL End of Life 

ERIC Estates Return Information Collection 

ETTF 

Estates and Technology Transformation 

Fund 

FG Fareham & Gosport CCG 

FIM Future in Mind 

FIT Frailty Intervention Team 

FNC Funded Nursing Care 

GP General Practitioner 

GPSoC GP Systems of Choice 

H&CE Health and Care Executive 

HCA Healthcare Assistant 

HIOW Hampshire & Isle of Wight 

HSCIC Health & Social Care Information Centre 

HWBB Health & Wellbeing Board 

IAF Improvement & Assessment Framework 

IAPT 

Improving Access to Psychological 

Therapies 

IDS Integrated Discharge Service 

IFR Individual Funding Request 

IG Information Governance 

IoW 

NHST Isle of Wight NHS Trust 

IPC Integrated Personalised Commissioning 

ITT Invite to Tender 

JSNA Joint Strategic Needs Assessments 

LTCS Long Term Conditions 

MCP Multi Speciality Community Provider 

MDT Multi-Disciplinary Team 

MECC Making Every Contact Count 

MH Mental Health 

MHFV Mental Health Forward View 

MSK Musculoskeletal Care 

NDPP 

National Diabetes Prevention 

Programme 

NHSE NHS England 

NICE 

National Institute for Health & Care 

Excellence 

NMC New Models of Care 

NMDS-

SC 

National Minimum Data Set – Social 

Care 

OAP Out of Area Placements 

OOH Out of Hospital 

P Portsmouth CCG 

P3 Pathway 3 

P3B Portsmouth Planning Programme Board 

PACS Primary and Acute Care Systems 

PAM Patient Activation Measures 

PCOG Primary Care Operational Group 

PHB Personnel Health Budget 

PHT Portsmouth Hospitals Trust 

PIA Privacy Impact Assessment 

PISCEs 

Portsmouth Integrated Service for Children's 

Emergencies  

PQQ Pre-Qualification Questionaire 

PRRT Portsmouth Rehab and Reablement Team 

PSEH Portsmouth & South East Hampshire 

PSMI People with Serious Mental Illness 

QIA Quality Impact Assessment 

QIPP Quality, Innovation, Productivity, Prevention 

QSEG Quality and Safeguarding Executive Group 

QUASAR 

Online service for quality surveillance and 

monitoring of commissioned services for the NHS 

RTT Referral To Treatment 

SALT Speech and Language Therapies 

SCR Summary Care Record 

SE 

ADASS 

South East - Association of Directors of Adult 

Social Services 

SEH South East Hampshire CCG 

SHIP 

Southampton, Hampshire, Isle of Wight & 

Portsmouth 

SIRI Serious Incident Requiring Investigation 

SMI Severe Mental Illness 

STP Sustainability & Transformation Plan 

TIA Transient Ischaemic Attack 

UHS 

University Hospitals Southampton NHS 

Foundation Trust 

VBR Values Based Recruitment 



Definition of terms 

Acute care A branch of secondary health care where a patient receives active but short-term treatment for a severe injury or episode of illness, an 

urgent medical condition, or during recovery from surgery.  Typically this takes place in hospital 

Capitated outcomes based 

contracts 

Planning and providing services based around populations rather than treatment 

Clinical commissioning 

groups (CCGs) 

Statutory NHS bodies led by local GPs that are responsible for the planning and commissioning of health care services for their local area 

Continuing health care A package of ongoing care that is arranged and funded solely by the NHS where the individual has been found to have a 'primary health 

need' arising as a result of disability, accident or illness 

Domiciliary care Also known as home care, is a term for care and support provided by the local council that allows people to remain in their home during 

later life, whilst still receiving assistance with their personal care needs 

Extended primary care Teams that include GPs, practice nurses and community nurses (including nurse practitioners and palliative care and other specialist 

nurses), midwives, health visitors 

New models of (integrated) 

care 

Make health services more accessible and more effective for patients, improving both their experiences and the outcomes of their care and 

treatment. This could mean fewer trips to hospitals as cancer and dementia specialists hold clinics local surgeries, one point of call for 

family doctors, community nurses, social and mental health services, or access to blood tests, dialysis or even chemotherapy closer to 

home 

Parity of Esteem  Valuing mental health equally with physical health 

Patient Activation Measures the objective of measuring patient activation is to enable a wider system shift towards self-care and person-centred care, particularly for 

patients with long term conditions. Evidence suggests that measuring individuals’ level of knowledge, skills and confidence, and then 

tailoring support through interventions that improve their activation, helps to empower patients and enables them to be in control of their 

own health and care.  

 

Primary care A patient's main source for regular medical care, such as the services provided by a GP practice 

RTT pathway  Patients referred for non-emergency consultant-led treatment are on RTT pathways. An RTT pathway is the length of time that a patient 

waited from referral to start of treatment, or if they have not yet started treatment, the length of time that a patient has waited so far.  

Secondary care Medical care that is provided by a specialist after a patient is referred to them by a GP, usually in a hospital or specialist center 

Social prescribing This is a way of linking patients in primary care with sources of support within the community. For example, a GP might refer a patient to a 

local support group for their long-term condition alongside existing treatments to improve the patient's health and well-being. 

Tertiary care Highly specialised medical care, usually over an extended period of time, that involves advanced and complex procedures and treatments 

in a specialised setting 

Type 1 A&E Department  Emergency departments are a consultant led 24 hour service with full resuscitation facilities and designated accommodation for the 

reception of accident and emergency patients. 

Voluntary & Community 

sector organisations 

(VCSOs) 

A term used to describe the range of organisations that are neither public sector nor private sector. It includes voluntary and community 

organisations (both registered charities and other organisations such as associations, self-help groups and community groups), social 

enterprises and co-operatives 

Vanguards Individual organisations and partnerships coming together to pilot new ways of providing care for local people that will act as blueprints for 

the future NHS 
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INTRODUCTION 
 
Over the past eight months, health and care organisations across Hampshire 
and the Isle of Wight have been working together to agree how best to meet 
the many opportunities and challenges facing the local health and care system 
around the need to empower people to stay well and to provide safe, high 
quality, consistent and affordable health and care to everyone. 

While people in Hampshire and the Isle of Wight are generally living longer, many of 
us are also living with multiple long-term physical and mental health conditions.  Too 
many people stay in hospital longer than they need to because of difficulties in 
getting the necessary support outside and there are increasing gaps in the number 
of doctors, nurses and other health workers needed to care for us. 

General practice is facing significant challenges which, if not resolved, will 
significantly impact the whole health and social care system and its ability to care for 
people effectively at home and in the community. It is the first port of call for the vast 
majority of the population, with over 90% of all contacts with the NHS taking place in 
general practice, and if it fails the whole NHS will fail. 

Additionally, there is a gap between the money available to the NHS and the cost of 
providing the services that patients need.  If NHS organisations across Hampshire 
and Isle of Wight do nothing to change the rising demand for services and the way 
they are provided, by 2020/21 there will be a gap of £577 million between the money 
received and what is needed.  This does not include the challenge faced by Local 
Authority social care services. 

We also need to recognise that there are plans to build thousands of new homes in 
Hampshire over the coming five years, ranging from 1,420 in Gosport to 5,924 in 
Basingstoke and Deane.  These exciting developments will, however, bring ever 
increasing demands for health and care provision. 

These challenges are not new and, in parts of Hampshire and the Isle of Wight, we 
are already testing ways of providing care differently that are acting as blueprints for 
the future.    

These include: 
 'My Life A Full Life' on the Isle of Wight (http://www.mylifeafulllife.com/);  
 Better Local Care in Southern Hampshire 

(http://www.betterlocalcare.org.uk/); 
 ‘Happy, healthy, at home’ - North East Hampshire and Farnham CCG 

(http://www.happyhealthyathome.org)  
 The Practice (http://www.betterlocalcare.org.uk/in-your-area/west-new-

forest/what-we-are-doing/the-practice/).  
 University Hospital Southampton NHS Foundation Trust and Portsmouth 

Hospital NHS Trust are working together to plan a world-class service for 
vascular (vein and artery) surgery at Southampton General Hospital that 
will serve patients from both areas.  This will include additional surgeons and 
a new £2 million 'hybrid theatre'.   

http://www.mylifeafulllife.com/
http://www.betterlocalcare.org.uk/
http://www.happyhealthyathome.org/
http://www.betterlocalcare.org.uk/in-your-area/west-new-forest/what-we-are-doing/the-practice/
http://www.betterlocalcare.org.uk/in-your-area/west-new-forest/what-we-are-doing/the-practice/
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 Hampshire and Isle of Wight health and care organisations are already taking 
part in a new Cancer Alliance that will build on existing services to create 
world-class cancer care for local people. 

In addition, Better Care Southampton 
(http://www.southamptoncityccg.nhs.uk/better-care-southampton) has been 
underway for several years. 

The role of the Hampshire and Isle of Wight transformation programme is NOT to 
replace or slow down local transformation programmes.  Instead, we have come 
together across Hampshire and the Isle of Wight to do the things that can only be 
achieved by working together, such as identifying more opportunities like the 
improvements to vascular services outlined above. We have learned a great deal 
from working with and listening to local people over the past few years and this plan 
is rooted in these local discussions. Working together also allows us to better share 
best practice and ensure we are co-ordinated when we make local changes. 

These programmes are changing the way that health and care is provided in many 
ways.  Some offer patients more choice about when and where to receive treatment, 
less travelling time to attend appointments and less time waiting for appointments, 
diagnostic tests and test results.  Other changes may mean patients travelling further 
than they do today to make sure they receive the very best care possible for their 
condition, with all the benefits that that brings. 

If we are to have services that are sustainable in the future, we must build on these 
new ways of planning and providing them - and that means changing how our local 
NHS works today.  Individual organisations like hospital trusts or GP practices 
cannot provide the answers on their own because many of these issues affect more 
than just one organisation or community.   

These challenges are not unique to our area; in fact, Hampshire and the Isle of 
Wight is one of 44 areas across England that are developing detailed local 
transformation and sustainability plans (STPs) to find ways of solving these 
problems.   

You can read more about the challenges we face and our proposals for dealing with 
them on the next pages. 

We have tried to make this sort of transformational change before but this was 
typically not co-ordinated or was done in a piecemeal fashion. This time will be 
different - the STP represents the first time that local health (NHS) services have 
come together with local authorities across the whole of Hampshire and the Isle of 
Wight to address the challenges facing the health and social care system.  We have 
a shared vision of helping local people to lead healthier lives by promoting wellbeing 
and ensuring they have access to the safest, highest quality and consistent care 24 
hours a day, seven days a week, as close to home as possible.  

http://www.southamptoncityccg.nhs.uk/better-care-southampton
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The plan covers a period of five years from 2016 to 2021 
and, while there are some changes that can be made 
quickly, others will take longer to develop and substantial 
engagement and, where required, formal consultation 
with local people before they can be implemented.   
 
 
  

PARTNERS IN DEVELOPING 
OUR TRANSFORMATION PLAN 
 
Frimley Park Hospital NHS 
Foundation Trust  
Hampshire Hospitals NHS 
Foundation Trust  
Isle of Wight NHS Trust  
Portsmouth Hospitals NHS Trust  
Solent NHS Trust  
South Central Ambulance Service 
NHS Foundation Trust  
Southern Health NHS Trust  
University Hospital Southampton 
NHS Foundation Trust  
 
Fareham and Gosport CCG  
Isle of Wight CCG  
North East Hampshire and 
Farnham CCG  
North Hampshire CCG  
Portsmouth CCG  
Southampton City CCG  
South-East Hampshire CCG  
West Hampshire CCG  
 
Wessex Local Medical 
Committees  
 
Hampshire County Council  
Isle of Wight Council  
Portsmouth City Council  
Southampton City Council  
 
Hampshire Health and Wellbeing 
Board  
Isle of Wight Health and 
Wellbeing Board  
Portsmouth Health and Wellbeing 
Board  
Southampton Health and 
Wellbeing Board  
 
Thames Valley and Wessex 
Leadership Academy  
 
Wessex Academic Health 
Science Network  
 
Wessex Clinical Networks and 
Senate  
 
Health Education Wessex  
 
NHS England South (Wessex)  
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OUR LOCAL AREA OR ‘FOOTPRINT’ 
 
Hampshire and the Isle of Wight (HIOW) has a population of over two million people, 
with a complex geography: substantial urban settlements primarily in the south and 
north contrast the large open areas interspersed with market towns and villages. 
This diversity gives our area great strength but also means there are variations in 
deprivation, housing and health that will require slightly different solutions. 
 

 
 
Our HIOW footprint is made up of the following organisations: 
• Eight clinical commissioning groups: Fareham & Gosport CCG, Isle of Wight CCG, North 

Hampshire CCG, North East Hampshire and Farnham CCG, Portsmouth CCG, 
Southampton City CCG, South Eastern Hampshire CCG and West Hampshire CCG; 

• Three unitary authorities and one county council: Portsmouth City Council, Southampton 
City Council and Isle of Wight Council and Hampshire County Council; 

• NHS England is a major commissioner in the area responsible for commissioning all 
specialised care, screening and military health. 

• 226 GP surgeries; 
• Hampshire Hospitals NHS Foundation Trust, Isle of Wight NHS Trust, Portsmouth 

Hospitals NHS Trust, University Hospital Southampton NHS Foundation Trust and 
Frimley NHS Foundation Trust all provide acute secondary care; 

• Southern Health NHS Foundation Trust, Isle of Wight NHS Trust and Solent NHS Trust 
provide the majority of mental health and community services on our footprint. 

• South Central Ambulance Service and the Isle of Wight NHS Trust provide ambulance 
and NHS 111 services; 

• Other organisations providing care in the footprint include: Salisbury NHS Foundation 
Trust, Care UK, Sussex Partnership Foundation Trust, Surrey, and Borders Partnership 
NHS Foundation Trust and Dorset Healthcare University NHS Foundation Trust. 
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WHY DO WE NEED TO CHANGE HOW WE PROVIDE SERVICES? 
 
The NHS’s Five Year Forward View highlights three 'gaps' that must be closed if we 
are going to provide the health and care that people need that is safe and affordable. 
Health and wellbeing: if the nation fails to get serious about prevention, recent 
progress in healthy life expectancies will stall and our ability to fund beneficial new 
treatments will be crowded-out by the need to spend billions of pounds on wholly 
avoidable illness. 
Care and quality: unless we make best use of technology and drive down variations 
in the quality and safety of care, patients’ changing needs will go unmet, people will 
be harmed who should have been cured and unacceptable variations in outcomes 
will persist. 
Funding and efficiency: we have to live within our budgets and that will mean doing 
things differently in future: fewer admissions to hospital for conditions that can be 
managed better closer to home. 
Alongside this, there are local issues that need to be tackled at the same time; 
 

Delays in discharging people from acute hospitals are a significant issue 
across the Hampshire and Isle of Wight area.  We know that longer hospital 
stays, particularly for older people, leads to poorer health and a need for 
more care when a person leaves hospital. 

Too many people are still being admitted to hospital with conditions and 
treatments that can be managed effectively in the community, combining 
the expertise of specialist consultants and GPs. 

People are also staying in hospital for a long time even though many are 
medically fit to leave.  The longer people stay in hospital, the more likely 
they are to develop complications and become less independent.  

People in our area are living longer with increasing numbers of long term 
chronic conditions. We need to treat the whole person and the multiple 
illnesses that they have, rather than focusing on each condition 
individually.  The current situation means that people have to repeat 
themselves many times over to different professionals who are using 
different systems with different information.  We need to take the same 
approach to people with mental health problems.   

Mental health needs to be given the same focus and priority as physical 
health. Mental and physical health need to be considered together, of equal 
priority, as they are highly interlinked; people with long term physical health 
conditions are two to three times more likely to develop mental health 
problems.  Similarly, the life expectancy of people with serious mental 
illness is 15-20 years less than the average life expectancy and two-thirds of 
these deaths are due to avoidable causes.  There are also challenges about 
providing care for young people who require ongoing mental health and 
care in adult life. 
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There are a number of challenges in mental health services that are 
impacting our ability to deliver high quality services for people with mental 
illness. For example, too many people with mental illness are having to be 
cared for outside our area because we don’t have enough staff and capacity 
in both community and inpatient services.   

We must also improve the experience and outcomes of people living with 
learning disabilities, which include ensuring that they are able to live in the 
most independent setting possible and making sure that their mental health 
needs are given the same focus and priority as their physical health needs. 

Health and care in Hampshire and the Isle of Wight is facing a growing 
financial challenge as increases in funding are outstripped by increasing 
demand because of a growing and ageing population and cost inflation. 
This in turn makes it more difficult to provide new technologies, seven-day-
a-week services and national policies to improve mental health, cancer and 
maternity services. 
If we don’t take do anything about this, the size of the financial gap in 
Hampshire and Isle of Wight is forecast to be £577m by 2020/21. This gap is 
equivalent to 18% of the funding that local health services will receive in 
2020/21.    
This gap does not reflect the financial challenge in social care.  Health and 
social care must work ever more closely in future to provide the co-
ordinated services that local people want. 
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MEETING THE CHALLENGES 
 
There are some changes we can bring in quickly because they involve simple 
efficiencies within the NHS itself.  Some proposals are more fundamental and may 
mean a significant change in how services are provided in future.  In either case, we 
will always involve local people in developing these plans and, where appropriate, 
hold a formal consultation about them. 
 
Reducing delays in leaving hospital 
We have developed a plan that will tackle delays in people leaving hospital.  It will 
ensure that every patient has a discharge plan that is understood by the patient, their 
relatives and carers (where appropriate) and health and care professionals and 
includes plans for any anticipated future care needs.  The plan will also ensure that 
patients with complex needs are identified as early as possible when admitted to 
hospital so that their future needs can be understood and planned, so reducing the 
likelihood of them needing to be readmitted to hospital later.  

Living healthier for longer 
We will reduce the gap between how long people live and how long they live in 
good health.  This means supporting more people to live in good health for longer 
and helping people to manage their own health conditions, which has the added 
benefit of reducing the need and demand for health and care services.   

Over the next months, we will implement programmes to identify and target people 
who smoke and also have a long term condition to ensure that they know how to find 
help with stopping smoking.  We have started to implement the NHS Diabetes 
Prevention Programme (NDPP) across Hampshire and the Isle of Wight.  We will 
improve screening uptake so that more people are identified with cancer earlier at 
Stage 1 or 2.  Health and care staff will routinely give advice to their patients about 
safe drinking levels.  We will also improve falls prevention services to ensure all 
those who have had a fall or are at risk of a fall get support to improve their muscle 
strength and balance.   

Taking control of our own health 
More and more of us expect to take control of our own health and information in 
the same way that we do other parts of our lives.  We live in a digital age and many 
people have expressed frustration that they cannot book and manage appointments, 
update their personal details, manage any long term conditions safely and access 
care at a time, place and way that suits them. We must provide these services for 
the people who want them. 
Patients will be able to do this through a new 'patient portal'.  The portal will allow 
patients to view their records and treatment, access self-help information, manage 
their appointments, provide pre-assessment data and order repeat prescriptions.  It 
will offer 24/7 support and information and also allow online consultations, so 
reducing the need for hospital visits.  Work on this will start early next year and we 
expect the portal to start rolling out across Hampshire and the Isle of Wight in mid-
2018. Support will be provided for those who need help to access the portal. 
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We will build on the existing Hampshire Health Record to create a secure digital 
health record for people in Hampshire and the Isle of Wight that includes information 
about all the care and treatment a patient receives.  Health professionals will be able 
to access it on smart devices in a range of different settings - for example, at the 
patient’s bedside - and they will be able to search and find patient information from 
across the system easily and quickly.  This will save patients from needing to repeat 
information. 

 

Providing the highest quality acute care for southern Hampshire 
and the Isle of Wight 
University Hospital Southampton NHS Foundation Trust, Portsmouth Hospitals NHS 
Trust, the Isle of Wight NHS Trust and Lymington Hospital are working together to 
deliver the highest quality safe and sustainable hospital services to people living in 
southern Hampshire and the Isle of Wight, with a particular focus on making sure 
that Isle of Wight residents have sustainable hospital services.  
The Island faces unique challenges because its small population means that some 
services don’t see enough patients to allow staff to maintain and build their skills, 
while the costs of providing some services are often higher than on the mainland 
where resources can be shared.  Added to this, the Island is currently struggling to 
recruit and retain people across general practice, nursing, therapies, consultants and 
care workers, with gaps in a number of specialties.  This means that some services 
are currently provided on the Island on a five days a week or less basis. 
In order to address these challenges and start to achieve the best possible outcomes 
for all Hampshire and Isle of Wight residents, wherever they live, services will be 
reviewed on a service by service basis to find the right balance between travel for 
highly specialist inpatient services and local care for outpatient services.   Where 
possible and appropriate the aim will be to create seven day a week services that 
provide the same high quality and are safe and sustainable and only seek to involve 
patient travel where necessary. 
The Island has a strong history of working in partnership with neighbouring hospitals 
with clinicians visiting the Island for inpatient and outpatient services and more 
complex treatment at mainland services.  This principle needs to be extended to 
other services where appropriate.  
It will be essential that local people continue to have every opportunity to get 
involved in these proposed changes and can help shape the way they are 
implemented.  Island residents have already been discussing these issues as part of 
the ‘My Life a Full Life’ new care model and further engagement is planned for early 
2017. 
 
 
 
 

Providing more care nearer to home 
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People are still going to acute hospitals with conditions that could be managed in 
their local community and people are staying in hospital too long when they could be 
safely managed in the community or at home.   
The bedrock of our plan builds on the work already underway in Better Care 
Southampton, the Portsmouth Care Blueprint and Better Local Care in Southern 
Hampshire by providing a wider range of more accessible services serving local 
'natural communities'.   
Those services would typically include:  
 Routine care, screening, baby clinics and checks, contraception services and 

prevention advice. 
 Rapid same-day access to GP-led urgent care, with on-site diagnostic testing 

including imaging and x-rays. 
 Secondary care consultations and minor procedures. 
 Rehabilitation and services to support recovery after periods of ill-health. 
 24/7 crisis support to help people receive the urgent care they need without 

going into hospital.   
The range of professionals working in these new models of care means that a 
patient won't necessarily have to see a GP to get the help they need.  For example, 
care navigators are trained members of staff who work from GP practices with 
patients who need extra help to access services in the health, social and voluntary 
sector, freeing up GPs to spend more time with people who have complex medical 
conditions. 

 
Improving mental health services 
The four NHS trusts that provide mental health services in Hampshire and the Isle of 
Wight (Southern Health Foundation NHS Trust, Solent NHS Trust, Sussex 
Partnership Foundation NHS Trust and Isle of Wight NHS Trust) have formed an 
alliance with the health care planners, local authorities, third sector organisations 
and people who use services to improve the quality, capacity and access to mental 
health services in the area.  This will mean that patients will have access to the same 
high quality care wherever they live in the area as close to home as possible and will 
be supported to live independently.   
People will have access to services 24 hours a day, seven days a week through 
inpatient and community-based rehabilitation, community rehabilitation teams, 
supported accommodation services and services that support service users’ 
occupation and work.  The number of people who have to go outside the area for 
inpatient care will be reduced, with a goal that no-one will have to do this by 2020/21.   
The Alliance is also focusing on helping more people avoid a mental health crisis.  
Individuals for whom a crisis can be foreseen will have their own crisis plan shared 
by all agencies that support them, including primary care.  All acute hospitals will 
have all-age mental health liaison teams in place to reduce length of stay.  This will 
lead to a reduction in people having no choice but to go to emergency departments 
when they are in crisis. 
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Improving mental health and learning disabilities services at 
Southern Health NHS Trust 
Southern Health Foundation NHS Trust has faced a lot of criticism in the past year.  
The Care Quality Commission (CQC) told the Trust in April 2016 that it must make 
significant improvements to protect patients who are at risk of harm while in the care 
of its mental health and learning disability services.  The CQC also issued a warning 
notice requiring the Trust to improve its internal arrangements for making sure that 
all patient incidents and deaths were fully investigated so that lessons could be 
learned and future risks reduced.  
Part of the Trust's response to how it can improve has been to begin a four month 
review into the services it provides, which will be completed early in 2017. The 
purpose of this is to understand how their services should be designed to best meet 
the needs of local communities in the future.  The Trust is working with people who 
use its services, their families and Trust staff to ensure that a range of views and 
ideas are heard. 
The Trust has partnered with experts from a company called Deloitte LLP and 
Northumberland Tyne and Wear NHS Foundation Trust (NTW). NTW is an 
organisation providing similar kinds of care to Southern Health and has been rated 
‘outstanding’ by the CQC. 
The Alliance will make sure that all improvements in care resulting from the review 
will be built into its plans for mental health services for people in Hampshire and the 
Isle of Wight. 

 

Future proofing hospital services in north and mid Hampshire 
The right configuration of acute services for people living in north and mid Hampshire 
has been under discussion for several years.   
Hampshire Hospitals NHS Foundation Trust proposed building a critical treatment 
hospital that would bring together services for the most critically ill and sickest 
patients, with consultant doctors on site 24 hours a day, seven days a week.  West 
Hampshire and North Hampshire CCGs, which plan and buy health services for their 
populations, had concerns about the affordability of a new hospital at a time of 
unprecedented national and local financial pressures.  They were also unclear 
whether the Trust's plan had fully taken account of which services should remain at 
the hospitals in Basingstoke and Winchester and the potential impact on other 
hospitals in the area.   
An independent review of the proposal is now underway and is scheduled to be 
completed by the end of January 2017.  At that point, Hampshire Hospitals NHS 
Foundation Trust, West Hampshire CCG and North Hampshire CCG can consider its 
report at their Board meetings and jointly reach a conclusion on ensuring 
sustainable, high quality and affordable acute services for the people of north and 
mid Hampshire in the future. 
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LOOKING TO THE FUTURE 

So what will your health and care look like in 2021, as a citizen of Hampshire and the 
Isle of Wight, when the proposals set out in the transformation programme have 
been tested, amended and rolled out across our area? 
Here are some of the big benefits we believe you will experience. 

 

 

You are living in good health for longer and taking advantage of all 
the help the NHS and care services can offer you, such as early 
cancer screening and information about stopping smoking, using 
alcohol safely, eating sensibly and taking exercise 

When you do need to be treated in hospital, you receive care that 
is safe, consistent, affordable and world class, so that you get 
better more quickly and go home sooner 

You have control of your own health and information, going online 
to view your records and treatment, access self-help information, 
manage your appointments, provide pre-assessment data, order 
repeat prescriptions 

You can choose to have an outpatient appointments online or on 
the phone  

More health and care services are provided closer to or in your 
home, resulting in more choice about when and where you receive 
treatment and less time waiting for appointments, diagnostic tests 
and test results 
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If you have one or more long term conditions, you are confident 
about managing it yourself with the right support and help when 
you need it and you are treated as a person, not a collection of 
different conditions all treated separately 

If you have mental health problems, you receive care that is safe, 
consistent, affordable and world class when and where you need 
it, 24 hours a day, seven days a week 

INVOLVING LOCAL PEOPLE 
We have learned a great deal from working with and listening to local people over 
the past few years and this plan is rooted in those local discussions. Working 
together also allows us to better share best practice and ensure we are co-
ordinated when we make local changes. 
So we will continue to work with and listen to local people as we develop and 
implement these proposals in the months ahead.   
All the organisations that have helped develop the programme will continue to work 
with their own local stakeholders as we redesign services and develop our new 
models of care, working together where this makes sense to avoid confusion and 
duplication.  Your local NHS Trust, Clinical Commissioning Group, Local Authority 
or in some areas ‘new care model’ website will have details of how you can get 
more involved in this important work. 
In parallel to this, we plan to work with the four local Healthwatch organisations in 
Hampshire, Southampton, Portsmouth and the Isle of Wight on a period of further 
engagement and involvement with local people and local stakeholders about the 
ambitions in the plan and any refinements we can make.  Healthwatch is the 
independent body that represents the voice of patients and public.  We will kick this 
off with a series of road shows across Hampshire and the Isle of Wight early next 
year to talk about the plan and listen to the views, ideas and concerns of local 
people and voluntary and community groups and staff.  Details of the road shows 
will be publicised in the New Year.   
Our staff will also have a key role to play.  Each partner organisation will develop a 
detailed communications and engagement plan so that staff can champion, shape 
and help implement changes to services. 
We will also make sure that there are plenty of opportunities for our partners in the 
voluntary and charitable sector to help us deliver the programme in ways that bring 
benefits for them and for local people. 
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GLOSSARY 
Acute care: a branch of secondary health care where a patient receives active but 
short-term treatment for a severe injury or episode of illness, an urgent medical 
condition, or during recovery from surgery. Typically this takes place in hospital. 
Care navigator: a new role that helps to co-ordinate a person's care and make sure 
they can gain access to any services and community support they want or need; 
often based in a GP surgery. 
Clinical commissioning groups (CCGs): statutory NHS bodies led by local GPs 
that are responsible for the planning and commissioning of health care services for 
their local area. 
Hampshire Health Record (HHR): a computer system used in the NHS in 
Hampshire to share important information safely about a patient with those treating 
them. This leads to faster and more accurate care. The Hampshire Health Record 
shows the medication you are currently taking, your allergies, test results and other 
critical medical and care information. Health and care staff can access your 
information if they have your permission to do so. 
Community hub: typically serving a population of 30k-50k, these will be open 
between 8am and 8pm on weekdays, offering same day access for urgent primary 
care, community and specialist clinics, an extended primary care team and wellbeing 
and illness prevention support. 
Natural communities: geographical areas based on a centre of population and its 
surrounding communities that allows health care to be tailored more accurately to 
local needs and, more importantly, helps identify the main causes of some common 
and preventable diseases. 
New models of (integrated) care: make health services more accessible and more 
effective for patients, improving both their experiences and the outcomes of their 
care and treatment. This could mean fewer trips to hospitals as cancer and dementia 
specialists hold local clinics or surgeries, one point of call for family doctors, 
community nurses, social care and mental health services, or access to blood tests, 
dialysis or even chemotherapy closer to home. 
Primary care: a patient's main source for regular medical care, such as the services 
provided by a GP practice. 
Secondary care: medical care that is provided by a specialist after a patient is 
referred to them by a GP, usually in a hospital or specialist centre. 
Third sector organisations (TSOs): a term used to describe the range of 
organisations that are neither public sector nor private sector. It includes voluntary 
and community organisations (both registered charities and other organisations such 
as associations, self-help groups and community groups), social enterprises and co-
operatives. 
Vanguards: individual organisations and partnerships coming together to pilot new 
ways of providing care for local people that will act as blueprints for the future. 



 

Health & Care System STP  
Delivery Plan  
 
 
 
Final Draft 
21 October 2016 
 
 

Hampshire and Isle of Wight 
 



 

1 Introduction 
This document is the Delivery Plan of the Hampshire and Isle of Wight Health (HIOW) and Care System Sustainability & Transformation Plan (STP).  It 
summaries the challenges we face, our vision for Hampshire and the Isle of Wight, and the action we are taking to address our challenges and deliver our 
vision.  The plan sets out the details of our six core delivery programmes and our four enabling programmes – the priority work that partners in the health 
and care system are undertaking together to transform outcomes, improve satisfaction of patients and communities, and deliver financial sustainability.  Each 
programme has senior clinical and managerial leadership, detailed programme plans underpinned by robust analysis, clear delivery milestones, and consensus 
about the priorities and approach to delivery.  

Delivering our plan will result in tangible benefits and improvements for local people and communities.  We are: 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Our plans are underpinned by a new way of working between NHS providers and commissioners and social care, with shared responsibility for delivery 
and partnership behaviours becoming the new norm.  We will manage our workforce as one Hampshire and Isle of Wight system.  We are investing 
together in digital technology.  Our leadership and organisational development programme assists us to create the culture necessary for success. Our 
delivery infrastructure includes robust programme and project management, and clear governance systems.  Our plan is overleaf. 

Investing in prevention 
and supporting people to 
look after their own health 

We are implementing a series of evidence based solutions focused on primary & secondary prevention and behaviour change, supported by 
technology.  This will improve healthy life expectancy, improve cancer survival rates, and reduce dependency on health and care services. 
Tackling obesity in childhood and improving life choices will deliver long term benefits. 

Strengthening and 
investing in primary and 
community care 

We are implementing the GP Forward View in HIOW. GP practices are collaborating and working at scale to deliver access for urgent needs 
across an extended 7 day period. Services operating within the currently fragmented out of hospital system are coming together to deliver a 
single, coordinated extended primary care team for local populations. More specialist care is being delivered in primary care settings.  New 
models of integrated care for children are being delivered across our system.   

Simplifying the urgent and 
emergency care system,  

We are simplifying the urgent and emergency care system, making it more accessible to patients.  As a result we will consistently deliver the 
A&E and ambulance standards. We are improving patient flow, ensuring that best practice is implemented in every locality without delay, 
and investing in home based care capacity.  This will mean that Delayed Transfers of Care are lower than the national 3.5% requirement 

Improving the quality of 
hospital services 
 

Acute hospital providers are working as an Alliance to reconfigure unsustainable acute services to improve outcomes and optimise the 
delivery for the population in Southern Hampshire and on the Isle of Wight.  Supporting services will be reviewed to ensure that provision is 
efficient and cost effective. We will determine the best option for a sustainable configuration of acute services in North & Mid Hampshire and 
work together to deliver the agreed option.  We are implementing the national recommendations , including those in maternity services to 
improve outcomes and reduce variations in practice.  

Making tangible 
improvements to mental 
health services 

We are making tangible improvements to mental health services for children and adults, and services for people with learning disabilities. 
We are committed to valuing  mental and physical health equally to ensure that support for mental health is embedded holistically across the 
system and not seen in isolation in order to achieve parity of esteem.  The four HIOW Trusts providing mental health services (SHFT, Solent 
NHST, Sussex Partnership FT  and IoW NHST), commissioners, local authorities, third sector organisations and people who use services, 
are working together in an Alliance to deliver a shared model of care with standardised pathways and enact the Five Year Forward View for 
Mental Health.   

Creating a financially 
sustainable health system 
for the future 

As we transform services to improve patient experience and outcomes, we are also reducing overall system costs and avoiding future cost 
pressures from unmitigated growth in demand.  We are striving for top quartile efficiency and productivity in all sectors.   We are adapting 
financial flows and contracting and payment mechanisms to align outcomes, metrics and financial incentives to support optimum patient 
outcomes, improved decision making and financial stability. Through a combination of efficiency savings and transformation set out in this 
plan, and using £60m of the STP fund, we will deliver at least a break even position by 2020/21. We are working to identify a further £60m of 
savings to deliver our surplus requirements. 
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4 Key components of our new system of care 

The core characteristics of the health and care system being created for Hampshire and the Isle of Wight are summarised 
below. 

Characteristics of the new system: 

We are designing and introducing a new 
system of care to address the challenges 
we face.  The figure opposite describes our 
ambition for the health and care system 
being developed in Hampshire. 

The diagram, below right, illustrates the 
key components of the future model: 

 Citizens are able to proactively manage 
their own health 

 Citizens have easy to access and tailored 
support in the community 

 Citizens find it easy to access specialist 
care in the community 

 Citizens have the best quality and most 
innovative care available to them 

 While these changes will mean fewer and 
shorter journeys for most, we recognise 
that some, particularly those on the Isle 
of Wight, may need to travel further for 
care than today. Partners are aware of 
this and will work to minimise the impact. 

New working arrangements between 
organisations to enable delivery: 

As providers and commissioners of care we 
have agreed to share our resources and risk 
and to collaborate in a new way to deliver 
this plan. 

Components of 
our future model: 

Current System 
Reactive and focused on treating illness 

Emphasis is on the care professional 

A lot of care is delivered in hospital 

Services are variable in availability and quality 

Focused on organisations 

Mental wellbeing and physical health considered 
separately 

New System 
Proactive, designed to support wellness at every step 

People are empowered, supported and encouraged to 
take responsibility for their own health and wellness 

An avoidable hospital admission is considered a 
failure 

Removal of unwarranted variation and access to care 
7 days a week where there is need 

New models of care based around the person 

Holistic needs of individuals considered throughout our 
whole system 
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5 Place based systems of integrated care the bedrock of our plan 

Our local place based services in Southampton, Isle of Wight, Portsmouth and in natural communities in Hampshire are the bedrock of 
our plan, each one brings together primary, community, social, mental health, and voluntary sector services into a multi-disciplinary 
team providing extended access and simplified care for the local population.   

We are delivering this new model through three vanguard programmes 
and through transformation programmes in Portsmouth & 

Southampton City, as illustrated below: 

LTCs: 
Diabetes & 
Respiratory 

Complex & End 
of Life Care 

Integrated 
Intermediate 

Care 

Fully Integrated 
Primary Care 

Foundation for 
independence 

& self care 

We will deploy an eConsult platform for primary 
care supporting self-care and channelling people 
to the optimal care settings. We are also 
introducing care navigators & social prescribing: 
shifting current primary care activity to a non-
clinical workforce 

Primary care working at scale to deliver urgent 
care across 7 days.  Joined up, enhanced multi-
professional primary care teams with extended 
skills and extended access care hubs in localities 

Integrated health and social care including: 
domiciliary recovery and rehab teams, non-acute 
beds, urgent community response, Emergency 
Department liaison. 

Dedicated support from the multi professional 
team for those patients at greatest risk, including 
the 0.5% of patients with the most complex needs 
and those at end of life. 

More specialist cases managed in primary care 
setting, specialist roles as a core part of the local 
primary care team, and consultants working to 
support shared management of cases with GPs 
without the need for formal referral. 

These programmes will deliver place based integrated 
care through consolidated single points of access and 

sustainable primary care in each locality in HIOW, with 5 
‘big ticket’ interventions consistently implemented: 



 

6 Our priority actions to transform service delivery 
As leaders of the health and care system in HIOW, we are working together to transform outcomes and improve the satisfaction of local people who 
use our services. We are committed to  valuing mental and physical health equally to ensure that support for mental health is embedded holistically 
across the system. Through the STP we have come together to address our pressing local issues and deliver longer term sustainability by working at 
scale.  
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To improve the quality, 
capacity and access to 
mental health services 
in HIOW 

We are implementing a series of evidence based solutions 
focused on primary & secondary prevention and behaviour 
change, supported by technology.  This will improve healthy 
life expectancy & reduce dependency on health and care 
services. We will being doing more prevent the development 
of mental health problems and supporting early intervention 
across primary care. 

The four HIOW Trusts providing mental health services 
(SHFT, Solent NHST, Sussex Partnership FT  and IoW 
NHST), commissioners, local authorities, third sector 
organisations and people who use services, working together 
in an Alliance to deliver a shared model of care with 
standardised pathways and enact the Five Year Forward 
View for Mental Health.  

❻ 
We will commission mental health 
services on an Alliance wide 
basis initially focussing on out of 
area placements and crisis 
response. 

A local recovery based solution 
replacing high cost out of area 
residential long term rehabilitation 
will be in place. 

Our priority actions as a health and care system in HIOW are: By the end of 2016/7: In 2017/18: 

To underpin and enable this transformation we are working as one HIOW to manage our staffing, recruitment and retention, with one workforce strategy, 
building the digital and estate infrastructure to support change, and adapting the way we commission care to enable transformational change.   

To deliver a radical 
upgrade in prevention, 
early intervention and 
self care 

❶ All NHS organisations will have a 
MECC plan and acute trusts will 
have a robust pathway for 
smoking cessation. 

Evidence based programmes will 
be implemented that impact on 
smoking rates, cancer screening 
A&E attendance & sexual health. 

The best option for configuration 
of services in North & Mid 
Hampshire will have been 
identified. 

To accelerate the 
introduction of new 
models of care in each 
community in HIOW 

We are supporting people to live independently, providing 
extended access to primary care, delivering the GP Five Year 
Forward View and ensuring proactive joined-up care for 
people with chronic conditions.  This will reduce demand for 
acute services & effect a shift towards more planned care.   

75% of integrated primary care 
hubs will be operational.  National 
diabetes pathways fully 
implemented. 

❷ 15% of integrated primary care 
hubs will be operational. 

To address the issues 
that delay patients 
being discharged from 
hospital 

We are improving patient flow, ensuring that best practice is 
implemented in every locality without delay, and investing in 
home based care capacity.  This will mean that Delayed 
Transfers of Care are lower than the national 3.5% 
requirement. 

❸ Every patient in hospital will have 
a discharge plan which is 
understood by professionals; the 
patient and their carers.  

Implementation underway of a 
collective approach to grow the 
domiciliary care workforce and 
capacity. 

To ensure the 
provision of 
sustainable acute 
services across HIOW 

Acute hospital providers are working as an Alliance to 
reconfigure unsustainable acute services to improve 
outcomes and optimise the delivery for the population.  
Supporting services will be reviewed to ensure that provision 
is efficient and cost effective.  
We will determine the best option for a sustainable 
configuration of acute services in North & Mid Hampshire and 
work together to deliver the agreed option. 

❹ 

❺ 

Sustainable solutions will be 
agreed for priority specialties 
across Hampshire and the Isle of 
Wight. 

Implementation underway of 
transformation plans in back 
office services, pharmacy, 
pathology, radiology and 
outpatients.  
Consultation on and agreement of 
option for configuration of 
services in North & Mid Hants. 



 

Impact of our plan for HIOW 
citizens 

Impact and benefits for Hampshire and the Isle of Wight 
Implementation of our STP will improve both the physical and mental health and wellbeing of citizens in HIOW, and lead to 
a clinically and financially sustainable health and care system. The impact expected through the delivery of our plan is 
summarised below. 

Impact of our plan on our system 

Staying well and 
Independent 

People living in HIOW are 
better supported to stay well 
& independent, with greater 
confidence to manage their 
own health and wellbeing 

Better experience 
of care 

More people in HIOW have a 
positive experience of care, 
which is joined up and is 
tailored to meet the personal 
and holistic needs of 
individuals 

Reduction in 
presentations of 

preventable 
conditions 

Reductions in HIOW rates of 
smoking, obesity and alcohol 
related health conditions 

Activity Changes 
Activity growth in the acute 
sector will be reduced.  A&E 
attendances and emergency 
admissions are expected to 
be maintained at 1% lower 
than 2016/17 levels, by 
2020/21 

Workforce 
There will be no overall 
growth in the total HIOW 
health and care workforce. 
We will decrease reliance on 
agency workers, and flex staff 
resources across the system  

Bed reductions 
Bed capacity will be used 
more effectively to generate 
9% efficiency in our acute bed 
stock (c300 beds). 

 

Estate 
Estate footprint reduced by 
19% and estate costs 
reduced by £24m 

Access Targets 
National access targets will 
be delivered for the HIOW 
population 

Delayed Transfers 
of Care 

DTOC rate reduced to and 
maintained at 3.5%  

Financial 
Breakeven 

Through efficiency and 
transformation, and using 
£60m of the STP Fund, we 
can close the £577m gap by 
2020/21 to deliver a 
breakeven position 

Better Health 
Outcomes 

People in HIOW with long 
term conditions and multiple 
chronic physical and mental 
health issues experience 
better health outcomes 

Better Access to 
Care 

All citizens are able to access 
primary care in their locality 
between 8am-8pm and at 
weekends 
 

More Healthy Years 
of Life 

Earlier diagnosis of physical 
and mental health conditions, 
leading to improved 
outcomes & survival rates, & 
more healthy years of life 

Higher Quality 
Acute Care 

All citizens able to access 
safe acute services offering 
the best clinical outcomes, 7 
days a week 
 

Improved Mental 
Health Care 

Consistently good, co-
ordinated, timely response 
experienced by citizens in a 
mental health crisis, and 
consistently high quality 
mental health services 

Minimal delays in 
Hospital 

Patients receive more of their 
care at home and in their 
community, and following a 
acute care in hospital stay are 
transferred home without 
delay 
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Impact of our plan on value and 
affordability 

The Potential Gap 
 

If the NHS across HIOW does nothing to deliver efficiencies and 
cost improvements and change the demand and delivery of health 
care, it will have a financial gap of £577m by 2020/21 

Social Care And Public 
Health Pressures 

Over the next four years, that 
is further exacerbated by a 
further £192m social care and 
public health pressures 

Using Our Share Of The 
STF 

We anticipate receiving 
£119m of the STF, of which 
we propose using £60m to 
fund the underlying model of 
services and £59m to invest 
directly in transforming 
services 

Closing The Finance 
Gap 

Together with £60m from the 
STF, our STP will deliver 
savings of £517m, closing the 
financial gap and achieving 
financial balance 

Finding The Additional 
Savings 

Recent commissioner and 
provider control totals require 
a surplus of £50m in 2017/18 
and £74m in 2018/19.  This 
requires additional savings 
and we are exploring further 
options to achieve this 

Investing In Estate 
We anticipate a capital 
investment of around £195m 
all such investment will 
require business case 
approval by relevant statutory 
organisation 

Moving Ahead 
We are committed to working 
as one system, focused on 
reducing and avoiding 
costs.  We will develop 
suitable planning, financial 
flows, contracting and risk 
management processes to 
enable this 



 

Accountability across HIOW 

The STP does not change the accountabilities held by the statutory Boards / Local 
Authorities, and four Health and Wellbeing Boards established across the  Hampshire and 
Isle of Wight Sustainability and Transformation Plan footprint. 
  
The Accountable Officers of the constituent organisations are fully accountable to their 
boards and may work with delegated authority within the limits imposed by the organisation’s 
agreed scheme of delegation. They will be responsible for ensuring that their Boards are 
able to fully discharge their accountabilities by ensuring there is regular and timely briefing of 
Boards and Health and Wellbeing Boards on the STP programme, risks, opportunities and 
decisions. 
  
Detailed business cases for any system investment will be reviewed by the Executive 
Delivery Board and, if necessary, ratified by the relevant statutory Boards. Moreover, any 
proposed arrangements for sharing risk and reward at a wider system level will not only 
require statutory Board sign off, but also the development of a scheme of delegation to be 
agreed by Boards that sets out how assurance arrangements will be discharged. 
  
In recognition of the challenge of balancing pace and delivery, with a decision making 
process that requires the input and assent of 20 different statutory bodies and four Health 
and Wellbeing Boards, the STP governance arrangements will: 
• utilise opportunities to discharge accountability by working together.  
• establish multi-organisational working groups to collectively develop and make joint 

recommendations to the Executive Delivery Board. 
• explore opportunities to reduce complexity: For example, commissioners in part of 

Hampshire are developing proposals to appoint a single accountable officer to represent 
a number of CCG Governing Bodies. 

• only take decisions at the HIOW STP level where this adds value. This will include:  
• setting and assuring the overall strategic vision for health and care across 

Hampshire and the Isle of Wight. 
• developing and assuring the delivery of hyper-acute and specialised physical 

and mental health services for the citizens of Hampshire and the Isle of Wight.  
• developing and assuring the delivery of the strategic workforce transformation 

proposals. 
• developing and assuring the delivery of the digital and intelligence 

transformation proposals. 
• reviewing and making recommendation to statutory Boards on business cases 

for system wide investment.  

STP Integration & Governance to support delivery 

Strategic Governance and Oversight 

As we move from STP development to joint delivery, our governance arrangements have 
been revised.  The arrangements reflect the fundamentally different approach to system 
leadership that is required to deliver our plans:  substantial changes to our roles and 
relationships with citizens, a joined up approach between agencies, with many partners 
working together in new ways and building trust and working relationships around a common 
goal. 

A  Hampshire and Isle of Wight Health and Wellbeing Group will provide strategic political 
and clinical oversight of the STP: setting the overall direction, delivering system wide 
organisational agreement and enabling key decisions to be made and implemented that: 

 best serve the interests of citizens across HIOW. 
 respect the prime importance of ‘place’. 
 drive a sense of collective corporacy where individual organisational/professional/interest 

group interests do not trump what is in the interests of the common good (people first, 
system next, organisation last). 

 provide effective, high quality services within available resources. 

The Group will be a Joint Committee of the existing four Health & Wellbeing Boards and its 
membership will include the chairs/vice chairs of the four HWBs, and it will provide a structure 
to achieve the political and clinical leadership consensus to grip the strategic issues facing 
health and care services in HIOW. 
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Our plans enable and support greater integration of health and adult 
social care in HIOW 

The Adult Social Care Alliance of the four Councils Chief Officers for social care have agreed 
to work together and across boundaries to help deliver the ambition within the STP 
particularly taking a lead role in the Patient Flow work and in partnership with NHS colleagues 
in the New Models of Care work. Each Health and Well Being Board working in partnership 
with A &E Boards, has a plan for reducing Delayed Transfers to at least 3.5% and has 
embraced the good practice identified in the NHSE Quick Guides and the New Models of 
Care. 

Southampton has a joined up commissioning approach and a joint hospital discharge team 
which has helped to deliver improved patient flow and timely discharge. This is part of a wider 
plan to integrate services and commissioning across the NHS and the Council. 

Portsmouth has had integrated commissioning for many years and  their plans have taken a 
proactive pull approach to improving patient flow which fits with the Patient Flow Workstream 
as well as the new models of care. Learning from what works in other care pathways has 
been key to a new approach as has making changes to the cultural attitudes in clinical and 
professional staff towards change. 

The IOW is a Vanguard area and has a strong integrated approach with joint visible Council 
and NHS  leadership of change and challenge. The link to improved Patient Flow is clear and 
the development of the vanguard demonstrates implementation of new models of care. 

Hampshire is implementing a Transformation Programme which has redesigned the social 
care service to the Acute Hospital Trusts and has recommissioned domiciliary care from a 
wider provider base. The HWB Board has overseen this work and it is aligned to the work of 
the STP workstream. 



 

STP Delivery Structure 
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Executive Governance & Leadership 

An STP Executive Delivery Group for HIOW is 
being established, which will: 

 Secure agreement of the plan  
 Monitor progress of core programmes 
 Hold each other to account for delivery of the 

overall STP 
 Agree decisions in relation to the allocation of 

transformation monies and the STP operating 
plan 

 Enable development and delivery of the 
agreed operating plan and contracts 

The delivery of the STP will be challenging and a 
long term commitment is required to achieve the 
desired outcomes. The Executive Delivery Group 
is therefore being created with OD support to 
determine purpose, values and behaviours and to 
‘learn by doing’; working through real examples 
and scenarios that will develop its capabilities.  

Delivery Model  
 
Hampshire and the Isle of Wight health and care providers and commissioners have worked together to produce an overarching Hampshire and 
Isle of Wight STP. Given the size and diversity of the STP footprint, it has been agreed that the overarching STP will comprise a number of 
Local Delivery Systems, which bring the local commissioners and providers together to articulate the changes required at a local system level 
and how and when they are going to be achieved. In many cases these Local Delivery Systems preceded the STP and have established 
governance and operational delivery arrangements in place. The footprints for these are as follows: 

• North and Mid Hampshire 
• Portsmouth and South East Hampshire 
• Isle of Wight 
• Southampton 
• South West Hampshire 
• Frimley Health (noting that whilst the Frimley Health system operates as self-contained STP, it continues to have a critical 

relationship with the Hampshire and Isle of Wight health and care system). 
 

There are a number of key programmes which span Hampshire and the Isle of Wight, including strategic workforce development, acute physical 
and mental health development, digital transformation and strategic investment models.  However, it is recognised that the Local Delivery 
Systems will be the engine rooms for change, and the route to secure clinical, patient and public engagement.  

 
In the Portsmouth and South East Hampshire Local Delivery System, for example, the local commissioning and provider partners will create an 
aligned two year operating plan, setting out how the STP ambitions will be enacted through a new integrated governance and leadership 
system: an Accountable Care System. The Local Delivery System's Operating Plan will set out how the local system's share of the overarching 
STP's financial savings, activity shifts and performance improvement requirements will be met and how risk will be identified, shared and 
collectively mitigated. Alongside the accountability discharged by the local statutory organisations, the Portsmouth and South East Hampshire 
Local Delivery System will also be held to account by the overarching STP Delivery Group for delivery that enables the whole STP  to deliver.  

This diagram 
represents current 
thinking but may 

change over time as 
the STP governance 

and delivery 
approach is further 

developed 



 

Delivering our plan: The 6 core programmes 
To deliver our shared priorities we are working together across Hampshire and the Isle of Wight in ten delivery programmes: six core programmes focused on 
transforming the way health both physical and mental health and care is delivered (summarised below), and four enabling programmes to create the infrastructure, environment and 
capabilities to deliver successfully (summarised overleaf).  This portfolio of programmes is our shared system delivery plan for the STP.  

Core Programme Programme Objective Expected Impact and benefits for patients, communities and services 
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❶ Prevention 
at scale 

❷ New Care 
Models 

❸ Effective 
Patient Flow 
and 
Discharge 

❹ Solent Acute 
Alliance 

❺ North & Mid 
Hampshire 
configuration 

❻ Mental 
Health 
Alliance 

To  improve the health, wellbeing and independence of HIOW 
population through the accelerated introduction of New Models of 
Care and ensure the sustainability of General Practice within a model 
of wider integrated health and care.  This will be delivered through the 
Vanguard programmes and local health system New Care Models 
delivery arrangements 

To deliver the highest quality, safe and sustainable acute services to 
southern Hampshire and the Isle of Wight.  To improve outcomes, 
reduce clinical variation & cost through collaboration between UHS, 
PHT, IoW NHST & Lymington Hospital. Provide equity of access, highest 
quality, safe services for the population. 

To improve quality, capacity and access to MH services in HIOW. 
Achieved by the four HIOW Trusts providing mental health services 
(SHFT, Solent NHST, Sussex Partnership FT and IoW NHST), 
commissioners, local authorities, 3rd sector & people who use services, 
working together in an Alliance to deliver a shared model of care with 
standardised pathways 

To ensure no patient stays longer in an acute or community bed based 
care than their clinical condition and care programme demands and as 
a result reduce the rate of delayed transfers of care by improving 
discharge planning and patient flow, and by investing in capacity to 
care for patients in more appropriate and cost effective settings 

To improve healthy life expectancy and reduce dependency on health 
and care services through a radical upgrade in prevention, early 
intervention and self care: a sustained focus on delivering prevention 
at scale in HIOW 

To create a sustainable, high quality and affordable configuration of 
acute services for the population of North & Mid Hampshire and the 
out-of-hospital services to support that configuration (linking with the 
New Models of Care programme) 

 Improved outcomes for people with long term conditions/multiple co-morbidities 
 Reduced A&E attendances/hospital admissions for frail older people and people 

with chronic conditions 
 More people maintaining independent home living 
 Sustainable General Practice offering extended access 
 Efficiencies of £46m by 2020/21 

 All patients able to consistently access the safest acute services offering the best 
clinical outcomes, 7 days a week & delivery of the national access targets for the 
Southern Hampshire/IOW population 
 Reduced variation and duplication in acute service provision 
 Efficiencies of £165m by 2020/21 

 All people in HIOW will have early diagnoses to enable access to evidence based 
care, improved outcomes and reduced premature mortality 
 Enhanced community care & improved response for people with a mental health 

crisis.  Reduced out-of-area placements for patients requiring inpatient care 
 Efficiencies of £28m by 2020/21 

 Patients supported in the setting most appropriate to their health and care 
needs  
 Improvements in LOS for patients 
 Reduced requirement for hospital beds of up to  300 beds across HIOW 
 Efficiencies of £15m by 2020/21 

 

 Improving Health and Wellbeing, with more people able to manage their own 
health conditions reducing the need and demand for health services 
 More people supported to give up smoking, achieve a healthy weight and drink 

sensibly (reducing lifestyle related diseases) 
 Efficiencies of £10m by 2020/21 

 Sustainable access to 24/7 consultant delivered acute care for North & Mid 
Hampshire population, improved outcomes through care closer to home & 
delivery of the national access targets 

 Efficiencies of £41m by 2020/21 
 Improved quality and performance targets 

Section 2: Our delivery programmes 



 

Delivering our plan: 4 enabling programmes 

The table below summarises the objectives and expected impacts of our four enabling programmes to create the infrastructure, 
environment and capabilities to deliver successfully. A ‘plan on a page’ summary of each core and enabling programme is set out on the 
following pages of this document, providing details of the rationale, the benefits to be delivered, the measurable impacts and metrics, 
the key milestones, stakeholders, management arrangements and key risks for each programme.  

❼ Digital 
Infrastructure 

❽ Estate 
Infrastructure 
rationalisation 

❾ Workforce 

❿ New 
Commissioning 
Models 

Enabling Programme Programme Objective Expected Impact and benefits for patients, communities and services 

To give patients control of their information and 
how it is used, allowing patients to manage their 
long term conditions safely and enable patients to 
access care at a time, place and way that suits 
them. To build a fully integrated digital health and 
social care record, and the infrastructure to allow 
staff to access it from any location.  

To provide the estate infrastructure needed to 
deliver the new models of care and to deliver 
savings by rationalising the public sector estate in 
Hampshire and the Isle of Wight 

 An integrated care record for all GP registered citizens in Hampshire and IoW 
 Flexible IT systems enabling care professionals to work from any location, with access to 

citizens health and care records 
 Citizens able to self manage their health and care plans – eg managing appointments, 

updating details, logging symptoms 
 Real time information to support clinical decision making 

 Improved collaboration & co-ordination of HIOW estates expertise and information will mean 
that we can improve our planning capability at STP and local level 
 Providing estate that can be used flexibly and enable new ways of working 
 Reducing demand for estate will generate efficiencies and savings through reduced running 

costs and release of land for other purposes 
 Improving the condition and maintenance of our estate will mean that citizens can access 

services in fit for purpose facilities across Hampshire and IOW 
 Release surplus land for housing and reducing  operating costs in our buildings across HIOW  

To adapt our methods, tools, resources and 
architecture for commissioning health and care, to 
reduce unnecessary duplication of commissioning 
work and facilitate the delivery of the STP.  To 
generate cost reductions in expenditure on 
Continuing Health Care and Prescribing through 
working at scale. 

 Collaboration across five Hampshire CCGs and the establishment of single leadership across 
four CCGs, strengthened integration with Hampshire County Council, increasing the ability to 
unlock savings and reducing unaffordable infrastructure. 
 Single approach and shared infrastructure for the commissioning of hyper-acute and 

specialised physical and mental health services for the population of HIOW - driving improved 
outcomes, service resilience and delivering organisational inefficiencies  
 Capitated outcomes based contracts procured for at least three places by 2019/20 
 Efficiencies of £36m in CHC, £58m in prescribing costs and reduced system 

infrastructure  costs by £10m 

To ensure we have the right people, skills and 
capabilities to support the transformed health and 
care system by working as one HIOW to manage 
staffing, development, recruitment and retention. 

 A flexible workforce shared across geographical and organisational boundaries, working in 
new ways with extended skills  to deliver the  workforce transformation  that underpins the 
STP core programmes 
 Health and care roles that attract local people, to strengthen community based workforce 
 Significant reduction in the use of temporary and agency workers 
 Increasing the time our staff spend making the best use of their skills/experience 
 No overall growth in the workforce over the next five years 
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Core Programme 1: Prevention at Scale 

Programme Objective: To improve healthy life expectancy and reduce dependency on health and care services through a radical 
upgrade in prevention, early intervention and self care: a sustained focus on delivering prevention at scale in HIOW 

Outcomes and benefits to be delivered 

Projects Timescales 

 

Key personnel 
CEO/SRO Sponsor – Sallie Bacon, Acting Director Public Health, Hampshire County 
Council 
Programme Director – Simon Bryant, Associate Director of Public Health (Interim) | 
Fiona Harris Consultant in Public Health (Locum), Hampshire County Council  
Public Health leads in Southampton, Portsmouth, IOW & NHS E(W) 
Finance – Loretta Outhwaite, Finance Director IOW CCG 
Quality Lead: Carole Alstrom – Deputy Director of Quality – Southampton CCG 

Stakeholders involved 
 Acute Trust – Providing 

emergency and Surgical care 
 Public Health Service Providers 
 Primary Care 
 Community Care 

 Mental Health Service providers 
 Local Authorities 
 STP Partners | Work streams HEE 
 NHSE – Screening and Immunisations 
 CCG’s 
 Public and patients 

 
 

Projects 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

• Project baseline analysis – identifying 
current delivery 

• Initiatives at Scale delivery plans 
developed and implementation prepared 

• Implementing initiatives at scale  

• Behaviour change delivery plans 
developed 

• Implementing behaviour change 

• Service redesign and change delivery 
plans developed  

• Implementing service redesign and 
change 

Programme Description 
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Working across the system we will deliver initiatives to prevent poor health consistently 
and at scale, integrating with public health, CCG and vanguard agendas 
 
The aim of the Prevention workstream is to improve the health and wellbeing of our 
population by 
• Supporting more people to be in good health for longer (improving healthy life 

expectancy) and reducing variations in outcomes (improving equality)  
• Targeting interventions to improve self-management for people with key long term 

conditions (Diabetes, Respiratory, Cancer, Mental Health) to improve outcomes and 
reduce variation  

• Developing our infrastructure, using technological (including digital) solutions to 
reduce demand for and dependency on health and care services  

• Developing our workforce to be health champions; having ‘healthy conversations’ at 
every contact. Improving the health of our workforce as well as the people of HIOW 

 

 Improving Health and Wellbeing – reducing the gap between how long people live 
and how long they live in good health 
 More people able to manage their own health conditions reducing the need and 

demand for health services 
 More people supported to give up smoking, achieve a healthy weight and drink 

sensibly (reducing lifestyle related diseases) 
 Increased proportion of cancers detected early, leading to better outcomes/survival 

By 17/18 – more people will have;  
given up smoking  prior to surgery, 
been screened for cancer; access to 
lifestyle behaviour change support  

By 16/17 – Delivery plans for scaled up  
behaviour change initiatives that will 
improve health outcomes will be developed 

Revenue investment assumed and financial benefit 

Investments Required: £0.6m SAVINGS: £10m per annum 
by 2020/21 

For project detail see appendix A
 



 

LTCs: 
Diabetes & 
Respiratory 

Complex & 
End of Life 

Care 

Integrated 
Intermediate 

Care 

Fully 
Integrated 

Primary Care 

Foundation for 
independence 

& self care 

Core Programme 2: New Models of Integrated Care 
Programme Objective: To  improve the health, wellbeing and independence of HIOW population through the accelerated introduction of 
New Models of Care and ensure the sustainability of General Practice within a model of wider integrated health and care.  This will be delivered 
through the Vanguard programmes and local health system New Care Models delivery arrangements 

Programme Description 
The programme will  deliver place-based integrated care in each HIOW locality, focusing 
on the accelerated spread and consistent implementation of  5 ‘big ticket’ interventions 

Outcomes and benefits to be delivered 

Projects Timescales 

 

Revenue investment assumed and financial benefit 

Stakeholders involved 

• NHS Improvement 
• UHS, PHT, HHFT, IOWT 
• SCAS 
• All CCG’s 
• NHS England 
• Public and politicians 

• HCC, SCC, PCC and IOW Council 
• Public representative organisations 
• Solent and Southern 
• Primary care 
• CQC 
• Voluntary and Community Sector 
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Care navigators 
& social 
prescribing: 
building skills & 
capacity to shift 
current primary 
care activity to a 
non-clinical 
workforce 

Joined up, 
enhanced multi-
professional 
primary care 
team and 
extended 
access care 
hubs in localities 

Integrated 
health & social 
care: domiciliary 
recovery & 
rehab teams, 
non-acute beds, 
urgent 
community 
response 

Dedicated 
support for 
those patients at 
greatest risk, 
including the 
0.5% of patients 
with the most 
complex needs 

Moving to a de-
layered community 
model for Long 
Term Conditions, 
including case 
finding, shared 
care & 
psychological 
support 

Projects 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Foundation for independence & self care 

Fully Integrated Primary Care 

Integrated Intermediate Care (Health & Social) 

Complex Care & End of Life 

LTC - Diabetes & Respiratory 

 Improved outcomes for people with long term conditions/multiple co-morbidities 
 Reduced A&E attendances/admissions for target conditions 
 More people maintaining independent home living 
 Extended primary care access and increased GP capacity to manage complex care 

due to  improved skill-mix in wider workforce 
 More sustainable local health and care economy 

By 17/18 - 75% of integrated primary care 
hubs operational. National diabetes 
pathways fully implemented 

By 16/17 – 15% of integrated primary care 
hubs will be operational 

Key personnel 
CEO/SRO Sponsor: Karen Baker 
Programme Director: Alex Whitfield, Chief Operating Officer, Solent 
Programme Director: Chris Ash, Strategy Director, Southern Health 
Finance Lead: Andrew Strevens, FD Solent 
Project manager: Becky Whale 
Clinical Leads: Dr Barbara Rushton, Dr Sue Robinson, Dr Sarah Schofield 
Quality Leads: Sara Courtney, Acting Director of Nursing, Southern Health & Julia 
Barton Chief Quality, Officer/Chief Nurse, Fareham & Gosport and SE Hants CCG 
 
 

Investments Required: £36m per annum by 
2020/21 + funding for national priorities 

Savings: £45.6m per 
annum by 2020/21 

These are driven by the three MCP/PACS vanguards and new care models programme 
arrangements. with  structured clinical engagement and co-production with other STP 
Workstreams where there are key pathway interfaces ( e.g. acute alliance for complex , 
EOL care and LTCs). Successful delivery will mean patients are enabled to stay 
independent for longer, have improved experience and engagement in health and care 
decisions alongside improved access and outcomes facilitated by proven care models 

For project detail see appendix A
 



 

Core Programme 3: Effective Flow And Discharge  

Programme Objective:  To ensure no patient stays longer in an acute or community bed based care than their clinical condition 
and care programme demands and as a result reduce the rate of delayed transfers of care by improving discharge planning and 
patient flow, and by investing in capacity to care for patients in more appropriate and cost effective settings. 

Programme Description 
To address the issue of rising delayed transfers of care in HIOW we will deliver a 4 
project plan focused on the underlying causes:  

• To ensure that every patient has a Discharge Plan, informed by their presenting 
condition & known social circumstances, and which is understood by 
professionals; the patient; their relatives and carers (where appropriate) and 
includes plans for any anticipated future care needs 

• To improve the value stream and utilisation of existing or reduced acute & 
community care space and resources, to provide safer, more effective patient and 
systems flow and resilience. 

• To identify patients with complex needs early in their journey and design an 
appropriate Onward Care support that prevent readmission, eliminate elongated 
acute spells and minimise patient decompensation 

• To develop and provide cost effective Onward Health & Social Care services that 
where possible , reduces the cost of care whilst maximising patient outcomes 

Outcomes and benefits to be delivered 

Projects Timescales 

 

Key personnel 

 Joint SRO: Graham Allen, Director of Adult Services HCC 
Joint SRO: Heather Hauschild, Chief Officer West Hampshire CCG 
Programme Director:  Jane Ansell, West Hampshire CCG 
Programme Adviser: Sarah Mitchell, Social Care Consultant (HCC) 
Finance Lead: Mike Fulford,  Finance Director, West Hampshire CCG 
Programme Manager: Mike Richardson, SHFT 
Quality Lead: Fiona Hoskins, Deputy Director of Quality, NE Hants & Farnham CCG 
 Stakeholders involved 
• Patients/ Public through Wessex voices 
• Primary Care & Community Services 
• Voluntary Sector 
• NHSI/NHSE/WAHSN 

• Crisis care concordat  
• HIOW CCGs 
• NHS England 
• HIOW Adult Social Care Alliance 
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By 17/18 - Implementation underway of a 
collective approach to grow the domiciliary 
care workforce and capacity 

By 16/17 - Every patient in hospital will have a 
discharge plan which is understood by 
professionals; the patient and their carers.  

1. Patients supported in the setting most appropriate to their health and care 
needs leading to improvements in LOS for patients  currently residing in acute 
and community hospital beds (P1) 

2. Improvements in LOS for patients staying 7-30 Days  through multi agency 
stranded patient review (P1 & 2) 

3. Improvements in LOS for episodes of 2-7 Days through SAFER effective flow 
management , removal of internal delay and 7 day services (P1 & 2) 

4. Improvements in LOS for episodes of 0-2 days though the implementation of 
ambulatory care front door turnaround teams (P2) 

Revenue investment assumed and financial benefit 

Investments Required: £1m in 16/17 
SAVINGS: £15m per 
annum by 2020/21 

For project detail see appendix A
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Programme Objective: To deliver the highest quality, safe and sustainable acute services to southern Hampshire and the Isle of Wight.  To 
improve outcomes, reduce clinical variation and lower cost, through collaboration between UHS, PHT, IoW NHST & Lymington Hospital. To 
provide equity of access to the highest quality, safe services for the population. 

Programme Description 
An Alliance between three hospital trusts to improve outcomes and optimise the 
delivery of acute care to the local population, ensuring sustainable acute 
services to the Isle of Wight.   
This will be delivered by structured clinical service reviews.  A first wave of 
collaborative transformational supporting services projects will include:  Back 
Office Services Review; Pathology consortia (re-visited); Theatre Capacity 
Review; Pharmacy collaboration; Estates/Capital ; and Out Patient Digital 
Services. The Better Birth Maternity Pioneer programme will also be 
implemented. 
The acute alliance support the objectives of the cancer alliance and are linking 
directly with relevant clinical service reviews and prevention projects, including 
increased screening uptake and delayering access to increase early diagnosis. 

 
 Outcomes and benefits to be delivered 

Projects Timescales 

Key personnel 
The Chair of the Alliance Steering Group – Sir Ian Carruthers 
Chief Exec Lead – Fiona Dalton 
Programme Director – Tristan Chapman 
Finance Lead – David French 
Medical Director Lead– Simon Holmes  
Director of Strategy Lead – Jon Burwell 
Informatics lead- Adrian Byrne 
Quality Leads: Alan Sheward, Director of Nursing & Quality IOW NHS Trust, 
Cathy Stone, Director of Nursing, Portsmouth Hospitals NHS Trust. 
 
 
Stakeholders involved 

• NHS Improvement 
• All CCG’s 
• NHS England 
• Public & patients 

• Community Services 
• Primary care 
• CQC 
• Cancer Alliance 

 
 

Projects 2016/17 2017/18 2018/19 2019/20 2020/21 

Back Office Services Review 

Pathology consortia (re-visited) 

Clinical Services Review 

Theatre Capacity Review 

Pharmacy collaboration 

OP Digital 

CIP planning and delivery 

Revenue investment assumed and financial benefit 

Investments Required: £0.5m SAVINGS: £165m per annum by 
2020/21 

By 17/18 - Implementation underway of 
transformation plans in back office services, 
pharmacy, pathology, radiology and 
outpatients.  

By 16/17 – Sustainable solutions will be 
agreed for priority specialties across 
Hampshire and the Isle of Wight. 
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 Reduced clinical variation and improved outcomes 
 Sustainable acute service to the Isle of Wight 
 Improved length of stay 
 Channel shift (digital outpatients) 
 Elective demand control (in-line with best practice/guidance) 
 Efficiencies of £156m by 2020/21 
 Additional opportunities of £9m (elective demand reduction via RightCare). 40% of 

the estimated opportunity sits with North and Mid Hampshire 



 

16 Solent Acute Alliance: Clinical Service Review project 

Project Objective: To deliver the highest quality, safe and sustainable acute services to southern Hampshire and the Isle of Wight.  To improve outcomes, 
reduce clinical variation and lower cost, through collaboration between UHS, PHT, IoW NHST & Lymington Hospital. Benchmark against rightcare data and 
investigate clinical flows and outcomes.  
 

Project Description 
UHS, PHT and the Isle of Wight Hospital Trusts will work as one to deliver the best 
health care outcomes delivered at the best value for the whole, collective population. 
Serving a population of 1.3m we will develop and deliver services that benchmark with 
the best in the world.  Care will be delivered locally where possible, but centrally where 
this improves outcomes.   

We will work with community providers allowing seamless services, and providing care 
and contact only when it offers best value. The alliance will support changes in clinical 
pathways or operational structures when these changes provide significant benefits in 
clinical outcomes, value, safety, resilience, expertise and delivery of national standards.    

Trusts will remain sovereign organisations responsible for performance, quality, safety 
and finance.  The alliance will facilitate service reconfiguration whilst maintaining 
individual financial stability. 

Principles for service configuration  include providing equal access to the highest quality 
service to the population, core services being provided at each centre, specialty 
collaborations using hub and spoke models, support of 24/7 provision and effective use 
of estate.  

The clinical service reviews build on successful joint working in Cancer services across 
Alliance trusts. 

 

 
Outcomes and benefits to be delivered 

Project Timescales - Clinical service review phasing 

Key personnel 
Simon Holmes- Medical Director PHT 
Mark Pugh- Medical Director IOW 
Derek Sandeman- Medical Director UHS 

Stakeholders involved 
• NHS Improvement 
• NHS England 

• All CCG’s 
• CQC 

By 17/18 – Business cases developed and 
approved for each service, estates re-
configuration works planned.  

By 16/17 – 16 services will start a phased 3 
month service review period with clinical and 
strategy colleague across the trusts 
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Projects  Oct 16-Sept 17 Qu 3-4 Qu 4 – 1 (2017) Qu  2 - 3 

IOW service model - principles 

Vascular 

Spinal  

ENT 

Urology 

Haematology 

Colorectal Surgery 

Max Fax 

Paediatrics 

Neonatal ICU 

Renal 

Gastroenterology 

Dermatology 

Oncology 

Cardiology 

Radiology 

General surgery 

Clinical leads x 16(x3 trusts) 
Management and strategy leads  
Finance lead 

 
• Primary care 
• Community Services 

• Public & patients 

 Reduction in OP/FU attendances 
 Sustainable plan for services on IOW 
 Delivery of national standards (RTT, 7 day services) 

For project detail see appendix A
 

 Reduction in LoS 
 Improved outcome metrics 
 Reduction in admissions 
 



 

Core Programme 5: North & Mid Hampshire 

Programme Objective: To create a sustainable, high quality and affordable configuration of acute services for the population of 
North & Mid Hampshire and the out-of-hospital services to support that configuration (linking with the New Models of Care 
programme) 

Programme Description 
A sustainable, quality configuration of acute services for the population of North 
and Mid Hampshire will be achieved through  3 key activities: 
• Review and deliver the optimum acute care configuration for North and Mid 

Hampshire 
• Deliver new models of care (incorporated in New Care Models programme) 
• Deliver of provider CiP plans 
 

Outcomes and benefits to be delivered 

Projects Timescales 

Key personnel 
CEO/SRO Sponsor – Heather Hauschild , Chief Officer West Hampshire CCG , 
Mary Edwards, Chief Exec Hampshire Hospitals  & Paul Sly Interim Accountable 
Officer  North Hants CCG 
Clinical Sponsor – Tim Cotton, Andrew Bishop & Nicola Decker 
Programme Director – Heather Mitchell , Director of Strategy , West Hants CCG  
Programme Director - Niki Cartwright, Interim Director of delivery NHCCG 
Finance Lead – Mike Fulford, Finance Director, West Hants CCG;  Pam Hobbs, 
Finance Director North Hants CCG   & Malcolm Ace FD HHFT 
Quality Lead: Edmund Cartwright, Deputy Director of Nursing, West Hants CCG 
 
 
Stakeholders involved 

• NHS – GP’s Specialist Commissioning, HHFT, UHS, SHFT, CCG’s, SCAS 
• Public & Patient Groups 
• Government – Local authorities, HCC, Public Health, Local Councillors / MP’s 
• Regulators – NHSE, NHSI 

Project 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Review of acute care configuration 

OOH models developed in line with new models 
of care programme 

Public consultation 

Reconfiguration  

Progress population based contracting for 
outcomes  
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 Sustainable access to 24/7 consultant delivered acute care for the North & Mid 
Hampshire population and improved outcomes through care closer to home 

 Improved quality and performance targets 
 Deliver performance targets 
 Delayer / remove boundaries between acute/community/primary care/mental 

health/social care 
 Deliver system level savings 
 Align incentives in the system to deliver a shared control total 
 Efficiencies of £60m by 2020/21 

 

By 17/18 - Consultation on and agreement 
of option for configuration of services in 
North & Mid Hants 

Revenue investment assumed and financial benefit 

Investments Required: £TBCm dependant 
on recommended configuration 

SAVINGS: £41m CIP 
per annum by 2020/21 

By 16/17 - The best option for configuration of 
services in North & Mid Hampshire will have 
been identified 

For project detail see appendix A
 



 

Core Programme 6: Mental Health Alliance 
 
Programme Objective - To improve the quality, capacity and access to mental health services in HIOW. This will be achieved by the four HIOW 
Trusts providing mental health services (SHFT, Solent NHST, Sussex Partnership FT and IoW NHST), commissioners, local authorities, third sector 
organisations and people who use services, working together in an Alliance to deliver a shared model of care with standardised pathways 
 

Programme Description 
We are committed to valuing mental and physical health equally to ensure that support for mental 
health is embedded holistically across the system and not seen in isolation in order to achieve 
parity of esteem.  We will ensure that people experience a seamless coherent  pathway that 
incorporates the key principles of prevention, risk reduction, early intervention and treatment 
through to end of life care. The Five Year Forward View for Mental Health, Dementia 
Implementation Plan, Future in Mind and the Wessex Clinical Network Strategic Vision provide us 
with a blueprint for realising improvements and investment by 2020 /21 and the mechanism for 
mobilising the system.  
We will achieve this by working at scale to: 
Review and transform : 

• acute and community mental health care pathways  
• rehabilitation  and out of area placements    
• mental health crisis care pathways 

Transformation of mental health services  for children and young people  including access to tier 
four beds for young people will be aligned to the Mental Health Alliance and the STP delivery plan. 
This transformation programme will be underpinned by integrated approaches to commissioning 
mental health services  on an Alliance wide basis .  We are committed to reviewing how money 
from physical health services can be transferred into mental health services.  We will develop  the 
workforce  to deliver holistic and integrated services for people. 
 

Projects Timescales 

Key personnel 
CEO Sponsor: Sue Harriman, Solent NHS Trust 
Medical Director and SRO: Dr Lesley Stevens 
Programme Director: Hilary Kelly, HIOW STP 
Quality Lead: Mandy Rayani - Chief Nurse, Solent NHS Trust 

 
To support delivery of this programme  we have formed a Mental Health Alliance  with 
membership  from HIOW Mental Health Providers, CCGs, Local Authorities and the third 
sector.  Over the development of this plan we have  sought  clinical  input and leadership 
through our STP Mental Health Clinical Reference Group   
To support the work of the Alliance and our aspiration for developing new ways of 
commissioning we have in place  an STP Mental Health CCG Planning Group  
 
 

• NHSI 
• Primary care 
• CQC 
• Voluntary & Community Sector 
• Wessex voices: patient & public 
• Wessex Mental Health and Dementia Clinical 

Network 

• Crisis Care Concordat  
• HIOW CCGs 
• Surrey and Borders NHSFT  
• NHS England 
• HCC, SCC, PCC, IOW Council 
• Health Education England 
• Wessex Academic Health Science Network 

Projects 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Acute and community mental health 
pathway review and redesign  
 
 

Review and redesign of the HIOW Mental 
Health Rehabilitation Pathway - Out of Area 
Placement Protocol 

Mental Health Crisis Pathways  
 
 
 

18 
Section Tw

o: Core Program
m

es 

Stakeholders involved 

Outcomes and benefits to be delivered 

• Adult mental health  services will provide timely access to  recovery based person centred 
care in the lease restrictive setting for the least amount of time 

• People in mental health crisis have access to 24/7 services 
• Services will meet the ‘Core 24’ service standard for liaison mental health 
• Out of area placements will be reduced with the aim to eliminate these by 2020/21 
• Young people will have improved access to emotional wellbeing services through the Future 

in Mind Transformation Plans 

By 17/18 - A local recovery based 
solution replacing high cost out of area 
residential long term rehabilitation will 
be in place 

By 16/17 - different approaches to commissioning 
mental health services on an Alliance wide basis 
initially focussing on out of area placements and 
crisis response will be agreed 

Revenue investment assumed and financial benefit 

Investments Required: £45m assumed to 
include partial funding of 5YFV. Additional 
funding required from STF to meet full 5YFV 

SAVINGS: £28m per annum by 
2020/21 

For project detail see appendix A
 



 

 
 
 
 
 An integrated care record for all GP registered citizens in Hampshire and IoW 
 Flexible IT systems enabling care professionals to work from any location, with access 

to citizens health and care records 
 Citizens able to self manage their health and care plans – eg managing appointments, 

updating details, logging symptoms 
 Real time information to support clinical decision making 

Enabling Programme 7: Digital 
Programme Objective: To give patients control of their information and how it is used, allowing patients to manage their long term 
conditions safely and enable patients to access care at a time, place and way that suits them. To build a fully integrated digital health 
and social care record, and the infrastructure to allow staff to access it from any location.  

Outcomes and benefits to be delivered 

Projects Timescales 

Key Personnel 
Lisa Franklin - SRO 
Dr Mark Kelsey – Clinical Lead 
Roshan Patel – Finance Lead 
Andy Eyles – Programme Director 
Mandy McClenan – Acting Programme Manager 

Stakeholders involved 
All HIOW partners and programmes 

Section Tw
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Investment required 

Investments Required: £35.4m 
capital 

Revenue: £10m per annum by 
2020/21  

Programme Description 
This workstream is designed to: 
 increase the quality of service 

provision 
 reduce the pressure on care services 

and 
 improve efficiency 
The ambitions of this programme are to: 
 Provide an integrated digital health 

and care record 
 Unlock the power of data to inform 

decision making at point of care 
 Deliver the technology to shift care 

closer to home 
 Establish a platform to manage 

Population Health 
 Drive up digital participation of service 

users 
 Drive up digital maturity  in provider 

organisations 

• In addition the footprint will share the 
benefits and potential the ‘digital 
centre of excellence’ award given to 
the University Hospital 
Southampton. 

A strategic roadmap for the delivery of 
the programme has been developed 
and agreed. 

Critical Projects 2016/17 2017/18 2018/19 2019
/20 

2020
/21 

HIOW Technical Strategy 

Patient Data Sharing Initiative (Phase 1) 

Patient Portal 

E-Prescribing & Medicine 
Reconciliation 

Digital Communications across  Care 
Providers 

Wi-Fi for HIOW & Cyber Security 

Channel Shift (Phase 1-e-consultations) 

Care co-ordination centre Infrastructure 

Optimising intelligence capability  

SCAS LiveLink Pilot 

For project detail see appendix A
 

By 17/18 – Made Wi-Fi available across all care settings, 
rolled out e-consultations to 90% of GP Practices, deployed 
the infrastructure to support the care coordination centre 
and completed the SCAS livelink pilot. 

By 16/17 – We would have developed a robust 
technical strategy, commenced a major upgrade 
to the integrated care record and rolled out e-
consultations to 50% of GP Practices 



 

Enabling Programme 7: Digital 

How will the Digital Programme enable the 6 core programmes 
Core 
Programme 

Digital 
Project 

How will Digital enable the core programmes? Section Tw
o: Enabling Program
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Digital Project Transformational Benefits Solent 
Acute 
Alliance 

New 
Models 
of Care 
 

Mental 
Health 
Alliance 
 

Effective 
Patient 
Flow and 
Discharge 

Prevention 
at Scale 
 

North & Mid 
Hampshire 
configuration 
 

Patient Data 
Sharing Initiative 

A shared record would enable all health and social providers to access a single source of patient information which would 
reduce the need for patients to repeat information, save professionals time and reduce duplication of diagnostics.       

Integrated  complex care plans allow multi-disciplinary teams to develop and deliver plans for identified groups of patients, 
by providing a single up-to-date record which can be shared and updated across a whole health community.    

Digital care plans that includes social care information and patients' personal circumstances provide the admitting hospital 
with the information they need to assess. As a result preparations for complex discharges can begin much earlier in the 
process. 

   

Help clinicians to identify those at risk using intelligent analytics to target brief intervention 
Link patients directly to their results and advice on treatment, if needed   

Patient Portal A patient portal will allow  patients to co-manage their healthcare online reducing the need for hospital visits.  It will offer 
24/7 support and information,  allow patients to cancel and re-book appointments online, view their record and facilitate 
online consultations 

      

Helping to keep relatives/carers informed  and engaged.       

Provide patient access to self help interventions for smoking, alcohol interventions, weight self-management and increasing 
activity levels. Linking to health portal can help personalise information  

E-Prescribing & 
Medicine 
Reconciliation 

Safer and more effective prescribing through a fully integrated, end to end medicines management which allows automated 
supply, decision support and real time monitoring. This will comprise EPMA in hospitals including closed loop prescribing for 
safety, medicines reconciliation and standards for coding (DM+D). 

     

Ensuring that TTOs are ready and available immediately the patient is discharged from Hospital  

Digital 
Communications 

Instant messaging and telepresence enables professionals in different care settings to interact easily with group video calls 
enabling multi-disciplinary teams to meet online.       

Wi-Fi for HIOW & 
Cyber Security 

Ability for staff to access and update patient records, and for patients to access online resources at all health and social 
care sites.      

Broadly available Wifi will allow community teams that are either co-located or working in the community to get access to 
their line of business of systems and the HHR.       

Channel Shift 
(Phase 1-e-
consultations) 

Provides access online resources 24/7.  Reduces  need for face-to-face consultations, leading  to practice efficiency 
savings.  Provides opportunity to collect comprehensive history and early identification of symptoms leading to more 
productive consultations. 

  

Care co-
ordination centre 
Infrastructure 

A HIOW level ‘flight deck’ for co-ordinating health and care service delivery, building upon the infrastructure for 999 and 111 
calls, providing routing for primary care appointments, referring to clinical hubs, and improving maintaining a live directory of 
services.  

      

Improved decision support directly influencing the effectiveness and efficiency of resource deployment.        

Optimising 
intelligence 
capability  

Unlocking the power of information we have is central to our digital roadmap. The analytics capability will drive 
improvements in service outcomes at a population health commissioning level as well as at a clinical decision making level. 
Providing risk analysis, cohort identification & tracking, outcome evaluation and clinically lead intelligence & research. 

      



 

• Improved planning through better sharing of information and expertise. 
• Reduced demand for estate which will release surplus estate for other  uses such as 

housing.  Current estate has been classified to identify key strategic sites to be fully 
utilised and estate that is no longer providing a high quality environment for staff and 
patients. The priority is to replace the worst estate.  

• Increased utilisation of key strategic sites to meet  requirements of core STP workstreams 
and improve efficiency. This will ensure that services are provided from the best facilities, 
contributing to improved patient health and wellbeing. A small number of utilisation 
audits have been completed which have  identified scope to increase utilisation by up to 
30%. 

• Flexible estates solutions  that  enable new care models  to be delivered. A core group  of 
HIOW estates leads is in place and are supporting all STP workstreams and the local 
estates forums. 4 HIOW estates workshops have been held, including primary care 
commissioners, to identify the estates solutions which enable new models of care 
including area and local health hubs. These will provide extended access and an enhanced 
range of services which reduce the need for patients to travel to the main hospital. 

• Redesigned facilities which facilitate increased mobile working, working closely with the 
digital and workforce enabling teams. We will increase the number of hot desk facilities to 
enable staff to access bases closer to their patients, reducing travel and increasing 
productivity. 

• Optimised use of estate as part of ‘One Public Estate’ programmes enabling patients to 
access a wider range of services as part of one-stop shops that are tailored to meet local 
needs. 

• 19% reduction in estates footprint and £24m revenue saving by 2020/21 

Section Tw
o: Enabling Program

m
es 

21 Enabling Programme 8: Estates 

Programme Objective: To provide the estate infrastructure needed to deliver the new models of care and to deliver savings by 
rationalising the public sector estate in Hampshire and the Isle of Wight  

Programme Description 

Outcomes and benefits to be delivered 

Projects Timescales 

Key personnel 
• Inger Bird( SRO and Programme Director) 
• Michelle Spandley ( Chief Finance Officer) 
• Becky Whale (Programme Manager) 
• Strategic Estates Advisors and Estates Leads from provider organisations, 

CHP and NHS Property Services  

Stakeholders involved 

• All enabling and core programmes 
• Local Estates Forums and Strategic Partnership Board 
• One Public Estate programme 
• Housing providers 
• Elected representatives 
• Communications team 

Milestone 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Reduce Demand 

Increased utilisation 

Flexible working 

Reducing operating costs 

One public estate and shared service 

STP estates transformation 

 
The Estates  programme has two core and interdependent objectives: 
1. To enable delivery of the STP core transformational workstreams and 
2. To drive improvement in the condition, functionality and efficiency of the 

Hampshire and IOW estate. 

Revenue investment assumed and financial benefit 

SAVINGS: £24m per annum by 
2020/21 

Investments Required: £5.3m 

For project detail see appendix A
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To work as one system to develop the right people, skills and capabilities 
to support the transformed health and care system.  By working as one we 
will ensure we remove organisational and professional boundaries and 
make better use of resources across the system.  We will exploit the 
potential of new technology and reduce unnecessary competition for 
limited staffing resources. 

22 Enabling Programme 9: Workforce 

Programme Objective: To ensure we have the right people, skills and capabilities to support the transformed health and care 
system by working as one HIOW to manage staffing, development, recruitment and retention. 

Programme Description 

Outcomes and benefits to be delivered 

 
 
 
 
 A flexible workforce shared across geographical and organisational 

boundaries, working in new ways with extended skills  to deliver the  
core STP programmes 
 Health and care roles which are more attractive to local people, 

enabling the development of a stronger community based workforce 
 Significant reduction in the use of temporary and agency workers 
 Increasing the time our staff spend making the best use of their 

skills and experience 
 No overall growth in the workforce over the next five years 

Projects Timescales 

Key personnel 

Sue Harriman (CEO/Lead AO for workforce) 
Sandra Grant (Programme Director) 
Ruth Monger (Co Chair of LWAB) Health Education Wessex 
Local Workforce Action Board members 
HR Directors across H&IOW & Staff Side representatives 

Financial benefits 

The workforce financial benefits are quantified within each of the core 
programmes. However anticipated workforce  cost reduction will be: 

 Reduce system temporary staff spending costs by 10% 

 Reduce corporate costs by 15% through redesigning services for the 
system rather than each organisation within the system 

 No system increase in workforce costs. 

Stakeholders involved 

All enabling and core programmes 
Staff and staff side 
Communications team 

Projects 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Workforce planning and Information 

Recruitment and Retention a) Strategy b) 
Recruitment hot-spots  

System wide use of resources  a) 
Workforce  b) corporate back office 
functions 

Technology 

Education and Development a) Making 
best use of our resources b) Ensuring our 
staff are best equipped for the future 

Engagement and Organisational Change 

By 17/18 - Implementation underway of 
workforce transformation plans to 
deliver the STP core programmes and  
the HIOW system approach to staffing 

By 16/17 –  Control of pay costs and use 
of agency workforce.  Detailed plans 
developed with each work stream 

For project detail see appendix A
 



 

The Programme aims to align commissioning intentions and planning for the 
future form and function of commissioning across HIOW, to enable:  
 Commissioning activities orientated around tiers 
 Closer integration of health and social care commissioning around ‘place-

based’ solutions 
 Contracting and payment approaches that support the implementation of new 

models of care & alliance / MCP / PACS or ACO contracting , including 
progressing:- 

 PACs model in NE Hampshire and Farnham 
 Accountable care system for Portsmouth, SE Hampshire and 

Fareham and Gosport 
 My Life a Full Life on the Isle of Wight 
 Develop place based systems across Hampshire (building on the 

Vanguard work of Better Local Care) and Southampton. 
Additionally, the Programme aims to improve the delivery of CHC processes 
and reduce variation in prescribing practices. 

• Outcome based commissioning to local populations with aligned incentives 
within the system to facilitate the delivery of patient-centred integrated 
services 

• Effective Commissioning at scale to allow management of system control 
total and to develop the role and structure of commissioning  within the new 
contract system, releasing efficiencies . 

• Place based solutions to move at pace in the delivery of new models of care 
and acute alliances. 

• Improved performance in timely delivery of CHC processes. 
• Improved patient outcomes benefits and savings benefits through reduced 

variation in prescribing practices. 

Enabling Programme 10: New Commissioning Models 
Section Tw
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Programme Objective:  To adapt our methods, tools, resources and architecture for commissioning health and care, to reduce unnecessary 
duplication of commissioning work and facilitate the delivery of the STP.  To generate cost reductions in expenditure on Continuing Health 
Care and Prescribing through working at scale. 
   
Programme Description 

Outcomes and benefits to be delivered 

Projects Timescales 

Key personnel 

CEO Sponsor – Dr Jim Hogan 
Programme Director – Heather Mitchell 
Programme Advisor -  Innes Richens & Helen Shields  
Finance Lead – James Rimmer 
 
The eight Clinical Commissioning Groups across Hampshire 
and the Isle of Wight have established a Commissioning 
Board and a commitment to collaborate fully on the 
commissioning of acute physical and mental health services. 

Stakeholders involved 

NHS - GP’s, Specialist Commissioning, Acute Trusts, 
Community SCAS, Trusts, CCG’s, Pharmacies. 
Public and patient groups, Government - Local authorities, 
HCC, Public health, Local Councillors / MP’s 
Regulators – NHSE, NHSI Financial benefit 

SAVINGS: Reduced system infrastructure costs £10m per annum by 2020/21 
CHC £36m. Prescribing £58m.  

Projects 2016
/17 

2017
/18 

2018
/19 

2019
/20 

2020
/21 

Commissioning transformation 

Delivery of CHC processes 

Reduce variation in prescribing 
practices                          

For project detail see appendix A
 



 

Developing our culture and OD plan 
 

OD should provide the ability for a system to 
transform, reflect, learn, and improve 
systematically. In order to deliver the STP, system 
leaders at all levels need to build relationships of 
trust and respect across the system, in order to 
work effectively together and demonstrate values 
and behaviours which are consistent and honest.  
As a framework for System leadership we will  use  
the framework  below to start the  development 
conversations 

Section Three: Ensuring successful delivery 
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Culture, Leadership & OD 
Moving from  development to implementation 
As we move from STP development to implementation and delivery, partnership behaviours will become the new norm.  It is acknowledged that no one organisation holds the 
solution to the system leadership challenge required to transform the health and care. Leaders across the HIOW system recognise that in order to realise the benefits of the 
transformation STP, we must ensure adequate time and resource is invested in embedding the changes needed. To that end senior leaders have  been personally committing time 
and sharing resource to ensure that across HIOW we  are already seeing a culture change, including an increase in partnership working. 
 

An example is the culture change we are delivering in primary care in the Hampshire MCP – ‘Better Local Care’. Dr Nigel Watson MBBS FRCGP, Chair SW New Forest Vanguard, 
CEO Wessex Local Medical Committees states: ‘GPs provide the vast majority of daily contacts with patients.  Practices, supported by a range of health and care professionals, are 
moving towards working in wider natural communities of care to provide services, including self care and prevention, integrating with community services, using a common health 
record and looking at better ways to deliver care for patients with long-term conditions or who need urgent care’. A Further example is the moves we have made to fully integrated 
local delivery models. Simon Jupp, Director of Strategy, Portsmouth Hospitals NHS Trust states ‘The willingness of all partners to create a sustainable health and social care 
system on behalf of the population we serve is inspiring and liberating’. 
 

We started to develop the STP plan in May 2016 with over 80 leaders including CEO’s Accountable officers clinical chairs and medical directors & met for a 2 day externally 
facilitated event that resulted in partnership working across the programmes such as, the commitment to the Solent acute alliance. We built on this in June with a further facilitated 
event with 60 leaders including Directors of Finance. What we have already seen developing as inclusive leaders agreed principles of working, resulting in different behaviours and 
fostering new ways of working. The failure of strategic change projects is rarely due to the content or structure of the plans put into action, it’s more to do with the role of informal 
networks in the organisations & systems affected by change. To make transformational change happen we will need to connect networks of people who ‘want’ to contribute.  
 

Change model management cycle 
 

To reap the benefits of the transformation of the STP, we 
must ensure adequate time and resource is invested in 
embedding the changes at the frontline of service delivery. 
For change to be effective, in addition to effective leadership, 
change management capabilities must be embedded within 
the portfolio, programme and project teams responsible for 
delivering change across the STP. In delivering the STP, we 
will use a we will use a framework for change that is based on 
best practice methodologies.  
 

Change readiness assessment 
 

A change readiness assessment will be conducted to 
outline the baseline change rate of the STP. Once the 
portfolio begins the delivery stage, frequent change 
readiness assessments will be conducted to calculate the 
change readiness rate.  

Change 
readiness 

assessment 

The vision for 
change 

Delivering the 
benefits 

Developing the 
leadership 

Change 
strategy and 

plan 

Managing the 
project 

Organisational 
design 

Cultural 
alignment 

Commitment 

Managing 
performance 

Learning and 
development 
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System Approach to Quality and Equality 
System Quality Aims 
The programme of transformation across HIOW 
presents clear opportunities for health and social care 
organisations to work together to fix current quality 
challenges. Our approach will  not replace individual 
organisations quality duties but aims to deliver: 
 A more streamlined and efficient approach to 

quality measurement and monitoring 
 Opportunities to increase the patient/carer voice in 

defining, measuring and evaluating the quality of 
services 

 Better understanding of quality variation across the 
entire patient pathway rather than in silos 

 The structure, process and guidance needed by 
teams working on new models of care to ensure 
regulatory compliance 

 Better use of data, including the effective 
triangulation of multiple sources of data and quality 
surveillance that focuses on early warning and 
prevention rather than multiple investigations after 
the event  

 New provider/commissioner alliances and 
configurations which will support reconfigured 
services and organisations e.g. accountable care 
systems 

 A real focus on health gains, linking quality to 
population health outcomes in new and innovative 
ways 

 Agreement on the approach to defining, measuring 
and monitoring quality which will be required under 
new contractual arrangements.  

 
 
 
1) STP Quality Impact Assessment process 
2) HIOW STP/Vanguard quality governance 

framework & toolkit 
3) HIOW quality data surveillance and analytics 

approach 
4) Draft quality metrics and contract schedules for 

new care models 
5) Agree core quality improvement priorities 

Key workstream projects 

Immediate Priorities 

Equality Delivery 
System 

The public sector equality duty is embedded in each STP NHS member organisation through 
adherence to the NHS Equality Delivery System (EDS).  

Equality 
Standards 
compliance 

Through the process of individual organisation registration with the Care Quality Commission (CQC), 
NHS provider organisations are required to demonstrate compliance with  the CQC’s essential 
standards for quality and safety.  

EQD embedded 
in STP QIA 

All STP work programmes will be subject to assessment at stage 1 and those whose quality or 
equality impact is deemed moderate or significant will be required to undertake a more in-depth stage 
2 review before proceeding. 

EQD embedded 
in consultation 
processes 

The STP work programmes will actively seek opportunities to consult and engage with service users 
and the public who are representative of the 9 protected characteristic groups as part of its wider 
consultation and engagement programme. 

HIOW STP equality and diversity principles 
HIOW STP member organisations are committed to promoting equality in the provision of health care services 
across the HIOW geography. The STP work streams are underpinned by the belief that it is only by achieving 
equality and celebrating diversity that we can provide quality services and improve the experience of people 
who use our services and the staff who care for them. Equality and diversity processes in the STP include: 

Section Three: System
 approach to quality 
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• Agree revised definitions for quality and clinical governance which will apply to the whole STP 
footprint and integrated care pathways e.g. development & spread of Logic Model 
•Develop methods to evaluate the quality impact of service transformation plans 
•Develop specific requirements for quality in a shared approach to quality intelligence and 
analytics 
• Contribute to setting STP and local health outcomes 
•Develop a quality governance toolkit for use by all new models of care based on the 5 CQC 
domains 
•Agree what quality functions should be amended, stopped, or started 
•Influence key national stakeholders e.g. NMC, GMC, CQC, NHSI,  NHSE Vanguard Team 

HIOW 
STP 

Level 

 
• Draft quality schedule for new models of care contract 
•Agree core quality metrics for quality in new models of care and across partners/pathways 
•Drive data  for improvement to individual healthcare professional and service levels 
• Agree methods for monitoring quality across new provision platforms e.g. digital and voluntary 
services 
• Appoint quality leads into each locality 
• Ensure patient, public and carer voice in quality is central  
•Implement the quality governance toolkit at a local level  
•Collate and analyse quality datasets 
•Identification of transition quality risks and mitigation for these 
•Work to a programme of quality improvement initiatives 
•Use quality improvement science and evidence based methods 
 

Local 
Health 
System 
Level  



 

Engagement and consultation on the STP 

Our communications and engagement strategy is based on informing, 
involving, sharing and listening. 

Section Three: Engagem
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Strategic approach 
Substantial productive engagement with patients, voluntary and community groups and 
wider communities has and continues to be carried out across Hampshire and the Isle of 
Wight in support of the development of local health and care services.  We will build on 
this strong framework in delivering the STP, using existing local channels and 
relationships within HIOW to engage with people as we develop and implement plans.  
 
We will develop key messages that can be used in all settings to describe and explain the 
purpose and vision of our STP. 

Engaging with our local MPs and Councils 
Relationships already exist between health and care organisations in HIOW and 
local MPs, HWBs and Councils.  These relationships will continue to be the 
conduits for ensuring these key stakeholders are kept informed and involved in 
delivering the STP. 

Engaging with our staff 
We will target messages at a local level through the relevant organisation to 
engage with our staff, recognising that 'Hampshire and the Isle of Wight' is not a 
natural community of care and that staff loyalties are to their employing 
organisation.  

Engaging with local people and voluntary and community groups 
We will continue to use our existing local channels within HIOW to engage and 
consult with people and local voluntary and community groups as we develop 
and implement plans.  For example, the local population on the Isle of Wight 
was involved in developing the new vision for My Life a Full Life; there has 
been extensive engagement with the public in developing West Hampshire 
CCG’s locality plans through public events and focus groups; the Southern 
Hampshire Vanguard Multi-Specialty Community Provider programme involves 
local NHS, local government and voluntary organisations in extending and 
redesigning primary and community care across most of Hampshire.  
It is not intended to try to duplicate all the work that is already being carried out 
locally in the NHS community or to create a whole new suite of communication 
channels or engagement activity.    
Engagement about any proposed changes to existing services will continue to 
be carried out by the statutory body or bodies responsible for proposing the 
change, supported by relevant information from the STP. This will ensure that 
engagement is carried out at a local level and led by an organisation with which 
local people are already familiar, recognising that 'Hampshire and the Isle of 
Wight' is not a natural community of care and that people's loyalty is to their 
own GP and local hospital and then to the wider NHS as a whole. 

Formal consultation 
It is unlikely that formal consultation would be undertaken on something as all-
encompassing as the STP and across such a wide geography.  Specific changes 
such as centralisation of a clinical service on the grounds of quality, safety and 
sustainability or a reconfiguration of services within a smaller geographical footprint 
(for example, north and mid Hampshire) are likely to be subject to formal 
consultation on a case by case basis.  In such a case, the relevant statutory body or 
bodies would be responsible for carrying out any formal consultation on the 
proposed change.  

Stakeholder Cloud Map 

Clinical and non-
clinical staff 

Voluntary and 
community 

groups 

Patient 
representatives 

National and 
local political 
stakeholders 

Local people 



 

Our Delivery Architecture and Capability 
Reporting and Monitoring 
The portfolio will be managed using high-level dashboards to 
outline objectives, items for board attention, major risks and 
issues, status and delivery milestones. These will be repeated 
at both programme and portfolio level and be updated monthly 
for board review.  
 
In addition, to create an effective reporting infrastructure there is 
intention to plan and role out a web-based project extranet 
application. This web tool would facilitate engagement across 
portfolio, programme and project levels.  
 
Delivery Maturity 
Whilst HIOW contains individually competent organisations as a 
system our delivery capability is immature. Partners recognise 
this and are committed to purposeful investment and measured 
improvement. To do this we will benchmark ourselves using 
accepted best practice methodologies such as the Portfolio, 
Programme and Project Management Maturity Model (P3M3) 
seek to increase over time our skills base in Transformation and 
Change.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
P3M3 allows an assessment of the process employed, 
the competencies of people, the tools deployed and the 
management information used to manage and deliver 
improvements. This enables organisations to determine 
strengths and weaknesses in delivering change.  
 

The centre of excellence (COE) will 
be part of the role of the Core Group 
and will provide the means for 
programme and project teams to 
capture lessons. In this way, the 
organisation can continuously 
improve programme and project 
delivery. 

 
As part of the setup phase, the 
following 10 key principles will be 
adopted to inform the effective 
design and implementation of 
effective portfolio management: 

Best Practice Frameworks 
To enable and inform effective and collaborative decision 
making by the STP Steering Board, best practice portfolio 
(MoP*) and programme (MSP*) management frameworks are 
being established. This will ensure appropriate visibility and 
control of all HIOW STP transformation programmes and 
projects. In particular, as part of the MoP framework, the MoP 
Definition and Delivery Cycles will help to achieve the portfolio 
vision by optimising the balance and delivery of all in-scope 
programmes and projects.  
 
The MoP Definition Cycle defines what initiatives and changes 
the portfolio is going to deliver and plans for how those can be 
achieved. The MoP Delivery Cycle identifies practices to 
ensure the successful implementation of the planned portfolio 
initiative and to ensure the portfolio adapts to changes over 
time.  

Proposed Portfolio Management Governance Model 
Single view of the portfolio 

Strategic alignment 

Portfolio sufficiency 

Maximising return on 
investment 

Managing the delivery 
constraints 

Balancing the portfolio 

Effective and timely 
decision making data 

Execution focus 

Dealing with systemic risks 

Focus on things that matter 

*MoP: Management of Portfolios 
*MSP: Managing Successful Programmes 

Section Three: Delivery Architecture 
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Financial Challenge & Strategy 

If NHS organisations across HIOW do nothing to deliver efficiencies and cost improvements and to 
change the demand for health care services, the way they are accessed and provided, we will have a 
financial gap of £577m (18% of commissioner allocations) by 2020/21 

Circa £192m Financial Challenge by 19/20 

Hampshire County
Council
Southampton City
Council
Portsmouth City
Council
Isle of Wight Council

We will close our financial gap by: 

The financial plan represents collaborative working between CFOs and FDs in HIOW, working alongside our Local Authority peers. 
Each programme has senior finance support to ensure the robustness of our plans.  
 
Our future financial sustainability will only be a reality by working together collaboratively, with a relentless focus on overall cost 
reduction across HIOW.  
 
We are reorganising our delivery mechanisms to work together in the overall interests of financial sustainability rather than in 
organisational silos, developing aligned planning processes, investment decisions and risk management. The senior HIOW finance 
leadership now reviews in year financial performance and risk management against the overall control total. 
 
We have strengthened links with social care and improve our joint planning processes with our local authorities. An example for our 
system is Portsmouth’s work to develop a joint operating plan for health and social care. 
 
We are also reviewing financial flows and will adapt current contracting and payment mechanisms to align outcomes, metrics and 
financial incentives to support optimum patient outcomes and financial stability.  

Changing the Way We Work 

The environment is more challenging when the 
savings from social care are included into the picture 
 

Working with local authorities to 
focus on prevention, and invest 

in primary and community 
services, and where 

appropriate avoid costly 
hospital admissions and focus 

on timely discharge from 
hospital; 

Working with social care to 
target investment where we will 

get best value and outcomes 
for our population; 

Adapting financial flows and 
current contracting and 

payment mechanisms to align 
outcomes, metrics and 

financial incentives to support 
optimum patient outcomes, 
improved decision making 

and financial stability.  

Striving for top quartile 
efficiency and productivity 

(including maximising Carter 
Review and Rightcare 
analysis opportunities) 

Transforming services to improve patient experience and outcomes, 
and at the same time reducing both overall system costs and avoiding 
future cost pressures from unmitigated growth in demand for services 

Key themes from Social Care savings plans are : 
• Review current operating models; 
• Focus on early intervention & prevention, reducing reliance on Social 

care; 
• Focus on needs and better outcomes, withdrawing low impact services; 
• Improving efficiency & effectiveness; 
• Utilising technology & digital solutions. 
Many themes are common to Health and Social Care. We are committed to 
working together to maximise synergies in spending and savings 
opportunities, as well as avoiding unintended consequences of savings 
plans. As an example, Portsmouth are developing a joint health and social 
care operating plan. 
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29 Investing in Our Future: Revenue 

Our plans will require investment in our new model of care, focusing on prevention, out of hospital care and 
digital technology. Based on a combination of local plans and national guidance received on investment in the 5 
Year Forward View, our indicative investment plans are outlined below. Final investment will be subject to an 
agreed business case and value for money assessment. 

HIOW indicative share of the STF is £119m. We would like to invest £59m in services and utilise £60m to close 
the residual financial gap in 2020/21. 

 
 

Investments 2017/18 2018/19 2019/20 2020/21
Local Investment Assumptions:
GP £3 per head                          4.5                          4.5 
Mental Health (incl. 5YFV) 9.4                        21.3                      32.1                      44.6                      
Community Growth (Support to New Care Models)                          9.3                        17.5                        25.8 35.8                      
7 Day Services (Support to New Care Models) -                        -                        -                        31.0                      
Total Local Investments                        23.2                        43.3                        57.9                      111.4 
STP Investments
Anticipated Support to bottom-line (STF)                        48.6                        48.6                        48.6 60.0                      
Transformation Funding Requested:
GP Access                        15.7                        16.2                        18.8 20.8                      
Digital Roadmap 7.8                        8.0                        9.3                        10.3                      
Mental Health                          4.8                          5.0                          5.8 6.4                        
Cancer 2.4                        2.5                        2.9                        3.2                        
Maternity                          1.1                          1.1                          1.3 1.5                        
Prevention 3.2                        3.3                        3.8                        4.3                        
New Care Models                          6.1                          7.6                        11.3 12.5                      
Other (Further Support / Contingency) 0.0                        0.0                        5.6                        -                        
Total STP Investments                        89.7                        92.3                      107.5                      119.0 
H&IOW Indicative Share of National allocation                        89.7                        92.3                      107.5                      119.0 
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30 Investing in Our Future: Capital 

 
We need to invest in our capital infrastructure to secure our vision, subject to full business case assessment 
and access to capital funds: 
  

Foot note:  
• As the future configuration of services in North and Mid Hampshire is still in development, the financial plan has not been able to reflect the 

financial implications of this within the STP. However, it is anticipated that capital and revenue investment will be required, which will be 
considered as part of a future business case.  

• It should be noted that this does not represent a full capital picture for the entirety of the HIOW 

STP Capital investment summary   2017/18  2018/19  2019/20  2020/21 Total 

    £m £m £m £m £m 

MH Alliance Acute & PICU re-design 0.0  0.0  7.7 4.0 11.7 

Solent Acute Alliance New theatres, path, pharmacy 15.5 11.3 1.0 -   27.8 

Solent Acute Alliance Digital maturity 6.2 4.3 2.8 2.0 15.3 

Digital Local Digital Roadmap 9.4 6.0 3.6 1.2 20.1 

New Care Models Primary & Community hubs 43.4 65.1 0.0 0.0 108.5 

New Care Models St Mary's CHC Portsmouth BC 5.9 5.4 0.0  0.0  11.3 

HIOW STP Total   80.4 92.0 15.1 7.2 194.7 
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Activity 
Our transformation plans will reduce growth in the secondary care sector as follows: 
 
 
 
 
 
 
 
 
 
 
Beds 
We will use our bed capacity more effectively, and will seek to generate 9% efficiency in our acute bed stock (worth c.300 beds). 
 
Workforce 
We expect to spend the same amount in four years time on workforce costs (other than cost increases from any future pay and pensions increase), but in different 
settings and on different staff groups and skill mixes. We will decrease reliance on agency workers, flexing staff resources across the system and making the best use of 
technology. 

Through a combination of efficiency and transformation, and using £60m of the Sustainability and 
Transformation Fund, we can close the £577m gap by 2020/21 to deliver a breakeven position:  

Key Metrics 
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HIOW STP SYSTEM GAP - SOLUTIONS 

Activity 2017/18 - 2020/21 

Do Nothing Total 
Transformational 
Solutions Total 

Net Change after 
Transformation Total 

Non Elective admissions (NEL) 8.9%  NEL  -9.6%  NEL  -0.7% 
Elective admissions (EL) 8.7%  EL  -3.5%  EL  5.2% 
Out Patient First appointment (OPF) 16.3%  OPF  -7.7%  OPF  8.7% 
Out Patient Follow Up (OPFU) 16.3%  OPFU  -20.0%  OPFU  -3.7% 
Emergency Department (ED) 9.3%  ED  -10.2%  ED  -0.9% 



 

Specialised Commissioning 

Our communications and engagement strategy is based on informing, 
involving, sharing and listening. 

32 
NHS England has prescribed direct commissioning responsibility for specialised services (a range of services from renal dialysis and secure inpatient mental health services 
through to treatments for rare cancers and life threatening genetic disorders), which accounts for nearly 15% of total NHS spend.   
 
Pathways of care frequently include elements that should only be delivered in a limited number of providers but, across NHS South, there are 49 organisations that provide at least one 
acute specialised service, with just six providers accounting for half of the total spend; this includes University Hospitals Southampton NHS Foundation Trust, which accounts for an annual 
specialised commissioning spend of around £275 million (see chart). 
 
Ambition and vision for specialised commissioning 
The ambition of NHS England is to bring equity and excellence to the provision of specialised care through patient-centred, outcome-based commissioning.  This requires coordination 
between provider organisations to ensure that care is delivered in specialist departments where necessary, with local repatriation where possible. 
 
Proposal 
The drive to meet commissioning specifications, reduce variation and improve value will result in fewer providers of specialist services.  New models of care and innovative commissioning 
models are needed to support networked provision of services to address access and ensure long-term sustainability of high quality specialised care, requiring Specialised Commissioning 
to work closely with providers and STPs. 
 
Progress to date 
NHS England recently held seven triangulation events, which highlighted: 
 
• Areas of alignment between STP planning and Specialised Commissioning 
• Areas where further work will be required to coordinate pathways across different STP 

footprints and NHS England regional boundaries 
• Areas where alignment of commissioning within STPs brings about opportunities to 

improve planning, contract and transformational delivery 
 
Work will continue to address these areas. 
 
Finance and QIPP Delivery 
NHS England Specialised Commissioning (South) has calculated financial allocations 
based on the utilisation of specialised services by the STP (constituent CCGs) population. 
The ‘do nothing’ scenario for Specialised Commissioning within the STP sets out the 
financial impact of assumed growth based on national indicators for population growth for 
the CCGs in the STP.  To close the gap (break even) and deliver against its elements of 
the financial gap, Specialised Commissioning is planning for both Transactional and 
Transformational QIPP, which will be cumulative over the duration of the STP.   
 
QIPP has been set at c3% for all providers across the STP (1.5% Transactional and 1.5% 
Transformational).  This amounts to £53 million for the HIOW area.  The split is even 
across providers at the moment but Transformational schemes may have a greater impact 
on certain services.  The accuracy of this figure therefore remains a significant risk for the 
STP. We will work with Specialised Commissioning to mitigate any risk the plans and the 
proposed approach may pose. 

Section Four: The Financial G
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33 Closing the NHS Financial Gap: Further Work Underway 

Commissioner and provider control totals have now been allocated 
and this has increased the 2017/18 and 2018/19 requirement above 
the previous submission which assumed breakeven was required. 
The control totals add to the challenge as follows: 
 
 
 
 
 
 
 
 
 
HIOW have approved the submission of a financial model that 
achieves the required surpluses on the basis that we: 
• We accelerate the delivery of net benefits consistent with the 

financial challenge in earlier years of the STP; 
• We explore early access to additional STF transformation 

funds; 
• All organisations work together to develop further more radical 

transformation plans to bridge any residual gap; 
• We use CCG non recurring headroom to support the STP in 

the delivery of its financial obligations. 
 
Provider control totals have been set assuming the impact of 
introducing HRG4+. As the implementation of HRG4+ has not been 
adjusted in CCG allocations at the time of submission, we have not 
yet been able to fully assess the effect on the financial plan and the 
unidentified savings gap. This is therefore an unknown risk at this 
time. Should there be a material difference between the nationally 
modelled impact upon provider control totals and the local CCG 
allocations to neutralise CCG buying power then further discussions 
would be needed with our regulators. 

In order to achieve the control total surplus position the H&IOW system needs to deliver an additional £63m savings – which are yet to 
be identified. 

The annual profile our the plans requires the following savings to be 
delivered:  

Meeting commissioner and provider control 
totals 

SURPLUS 
REQUIREMENT 

2017/18 
£m 

2018/19 
£m 

Commissioner  3.7 11.8 
Provider 46.2 62.6 
Increase in Financial 
Challenge 

49.9 74.4 
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HIOW STP SYSTEM GAP - SOLUTIONS 

Investments 2017/18 2018/19 2019/20 2020/21 
Financial Gap to Break-even       195.1        315.0        435.8        576.6  
Provider Surplus Control Total          46.2           62.6           62.6           62.6  
Commissioner Surplus Control Total            3.7           11.8             9.4             0.3  
STF to support Financial Position -       48.6  -       48.6  -       48.6  -       60.0  
Total Savings Required       196.3        340.8        459.2        579.5  
Savings % 34% 59% 79% 100% 
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Transformational 
Solutions 
Growth 

Containment

                     14,294 -                   15,388 -                     1,094 1540 extra patients managed at home by primary 
care

8.9% -9.6% -0.7% 9,000 short stay admissions avoided
5000 more complex cases  managed in the 

community
                     18,966 -                     7,702                     11,264 

8.7% -3.5% 5.2%

                     89,978 -                   42,215                     47,763 21,108 fewer hospital appointments through better 
ways of working

16.3% -7.7% 8.7%
21,108 fewer hospital appointments referred  to 

community alternatives
                   159,961 -                 196,249 -                   36,288 98,125 fewer routine face to face follow ups

16.3% -20.0% -3.7%
98,125 follow-ups redirected to community 

alternatives e.g. stable glaucoma
                     54,416 -                   59,993 -                     5,577 18,000 extra patients managed in primary care

9.3% -10.2% -0.9% 36,000 signposted to 24/7 community urgent care 
services

6000 people managed via education and web-based 
directories 

18866 -49050 -30184 50,000 alternative days of care provided out of 
hospital, at least in the short term.

10% -26% -16% Includes 30,000 extra dom care visits or 82 more per 
day, and 20,000 extra days of health or social care

NEL

Activity 2017/18 – 2020/21

Measure
Do Nothing Growth 

from 16/17

Net Hospital 
Change after 
Transformation

Community Impact Planned Potential

EL 7702 avoided admissions through shared decision 
making, clinical thresholds, reduced duplication

ED

XBD

OPF

OPFU



 

35 Impacts on Workforce 

Workforce Analysis - by 2020/21 Do Nothing –
Total pay bill 

Solutions –
Total pay bill  

Do Something 
–Total pay bill 

Comments 

GP 0.0% 0.0% 0.0% We will comply with growth expected in GP 5YFV  

GP support staff 0.0% 0.0% 0.0%   

Back office rationalisation 0.0% -10.0% -10.0% Estimate of share of system infrastructure savings target 

Qualified Ambulance Service Staff 8.3% -8.3% 0.0% Assumption that provider pay bill  will not increase from 
16/17 levels 

NHS Infrastructure Support 6.9% -6.9% 0.0% Assumption that provider pay bill will not increase from 
16/17 levels 

Support To Clinical Staff 11.0% -11.0% 0.0% Assumption that provider pay bill will not increase from 
16/17 levels 

Medical And Dental 9.8% -9.8% 0.0% Assumption that provider pay bill will not increase from 
16/17 levels 

Registered Nursing, Midwifery and Health Visiting 
Staff 

10.1% -10.1% 0.0% Assumption that provider pay bill will not increase from 
16/17 levels 

All Scientific, Therapeutic and Technical Staff 9.9% -9.9% 0.0% Assumption that provider pay bill will not increase from 
16/17 levels 

Total WTE 8.1% -8.3% -0.2% Assumption that provider pay bill will not increase from 
16/17 levels 

NB: the workforce analysis is presented in this format to comply with NHSE guidance, however it should be noted that the workforce plans within STP have a greater specificity. This 
graphic representation is extremely broad in nature and must be taken in that context. 
• If we continue to deliver care within our current service models (The ‘Do Nothing’ position) there will need to be a significant increase across the majority of staff groups 

leading to a 8.1% increase in staff pay bill overall. 
• The impact of  our delivery programmes (The ‘Do Something’ position) will maintain overall staffing at current pay bill levels over the next 5 years We expect to spend the 

same amount in four years time on workforce costs (other than cost increases from any future pay and pensions increase) however the distribution and functionality of the 
workforce will change significantly. It should be noted that WTE may increase but pay bill will reduce by 0.2% 

• In part, this will be achieved through; 
• Decrease reliance on agency workers by creating a HIOW-wide concordat and a county-wide bank system. As a result we will reduce system temporary staff 

spending costs by 10%.  
• Corporate functions will reduce costs by 15% through redesigning services for rather than each organisation within the system. New roles and competencies will be 

established and the workforce will be working across organisational boundaries with ease. 
• We recognise health and care workforce turnover rates in HIOW are higher than the average for England and a high cost of living creates challenges for recruiting into the 

domiciliary sector.  We will increase the retention of this workforce by increasing the standardisation of training, with the possibility of professional registration for those 
without academic qualifications and offering individuals the opportunity to deliver care in a variety of settings.  

• We will develop a highly skilled integrated primary care workforce with a greater range of healthcare professionals including qualified nurses, allied health professionals and 
pharmacists, who are equipped with the skills and experience to work in integrated teams. We are developing a Community Provider Education Network to create the 
infrastructure needed to deliver a highly skilled multi-professional workforce to work alongside our GPs.    
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36 Section 5: Summary programme plan, risks and issues 

Programme Projects Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20 Jun-20 Jul-20 Aug-20 Sep-20 Oct-20 Nov-20 Dec-20 Jan-21 Feb-21 Mar-21

Initiatives at scale

Behavious change

Service redesign and change

Mental health

Foundation for independence & self care

Fully Integrated Primary Care

Integrated Intermediate Care (Health & Social)

Complex Care & End of Life

LTC - Diabetes, Respiritory & Cardiac

Discharge Planning

Effective management of Patient Flow

Complex Discharge & Hard to Place Patients

Development of Onward Services

2% business as usual CIP

Clinical service review

Outpatient Digital

Pathology

Estates

Pharmacy

Theatres

Back office service review

Optimum acute care configuration

HHFT CIP Plan

Acute and community mental health pathway review and redesign

Review and redesign of the HIOW mental health rehab pathway

Redesign and transformation of MH crisis care

Patient data sharing initiative

Patient portal

E-Prescribing & Medicine reconciliation

Digital communications across care providers

Wi-Fi for HIOW & Cyber security

Channel shift

Care coordination centre infrastructure

Optimising intelligence capability

Reduce demand

Increasing utilisation

Flexible working

Reduce operating costs

One public estate and shared services

STP transformation

9. Workforce Workforce planning and information

Recruitment and retention

System wide use of resources

Technology

Education and development

Engagement and organisational change

Transformation

Continuing healthcare (CHC)

Prescribing

LEGEND IMPLEMENTATION DATE KEY MILESTONE CLOSEDOWN DATE

8. Estates

10. Commissioning

Hampshire & Isle of Wight STP
2016 - 17 2017 - 18

2. New Care Models

4. Solent Acute 
Alliance

6. Mental Health 
Alliance

2018 - 19 2019 - 20

7. Digital

1. Prevention

3. Effective Pt 
Flow/DToC

5. North & Mid 
Hampshire

2020 - 21



 

Risks and Assurance 

System-wide leadership and approach to risk 
  
There is collective agreement across the health and care system to work 
differently to support transformation and sustain high quality services for local 
people. Significant progress has been made in developing a number of 
system-wide approaches to risk sharing and mitigation, including: 

• the partners to the Solent Acute Alliance have established core principles 
of financial risk management to enable greater collaboration between 
organisations 

• local GP practices in Gosport have established a model of clinical 
collaboration that allows then to work together to provide services (such as 
same day urgent appointments) for local people. The practices share in 
the management of financial and clinical risk.  

• the eight Clinical Commissioning Groups across Hampshire and the Isle of 
Wight have established a Commissioning Board and a commitment to 
collaborate fully on the commissioning of acute physical and mental health 
services. It is the ambition of the eight CCGs and specialised 
commissioners in Hampshire and the Isle of Wight to develop a new way 
of working with provider partners to share the a number of components of 
risk (including utilisation risk, production cost risk and volatility risk.) 

Using this approach the items below have been identified as perceived risks that could 
potentially have a significant impact upon the STP, and hence will need to be managed 
accordingly.  

Insufficient  engagement with local MPs and Councillors may result in challenge, 
contradictory messages and potential delays in implementation 
Planning and modelling assumptions are untested and therefore do not make the 
financial savings  
Impacts of the wider local authority and STP footprints are unconfirmed and may 
affect the achievement of financial savings 
The scale and nature of some service transformation plans could have a negative 
impact on clinical outcomes 
Service transformation plans and timescales for implementation could destabilise 
current service provision if not managed effectively 
Individual providers may be required to focus on regulatory compliance (quality, 
leadership and/or finance) and have reduced transformation capacity or capability 
Insufficient capital available to deliver changes  
There are insufficient people with the skills and capability to deliver the improvements 
required (Programmes and service provision) 
Potential for judicial review on any activity 
Insufficient  engagement with clinicians may result in challenge, contradictory 
messages and potential delays in implementation 

This risk analysis will be extended to focus on the issues and risks associated at 
programme and project level.  

Identified key portfolio issues and risks 
 
The STP will identify and manage risk in accordance with standard the NHS risk 
management approach. 

Section Five: Risk and Assurance 
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Assurance 
 
The HIOW STP recognises the important of achieving and implementing 
change under the Five Year Forward View, GP and Mental Health plans. The 
scope of the HIOW STP will assure that focus is directed upon delivering the 
objectives of these plans, as well as acting as a key tool in assessing the 
success of the STP.   
 
Dashboards are being developed which integrate Portfolio, Programme and 
Project level reporting and will provide ‘at a glance’ transparency of 
engagement progress and benefits realisation.  
 
Assurance and reporting will be supported using a cloud based programme 
and project infrastructure that will capture key information from across the 
programmes, enable  simple and consistent updates  and reporting  by project 
leads, and facilitate  collaboration across organisations in delivery of shared 
projects 

Risk scoring = consequence x likelihood (C x L) 
Likelihood 

score 
Consequence 

score 1 (rare) 2 (unlikely) 3 (possible) 4 (likely) 5 (almost 
certain) 

5 Catastrophic  5  10  15  20  25 
4 Major  4  8  12  16  20 
3 Moderate  3  6  9  12  15 
2 Minor  2  4  6  8  10 
1 Negligible  1 2  3  4  5  



 

38 Our commitment 
Over the course of the past months, a number of drafts of the Hampshire and Isle of Wight Sustainability and Transformation Plan [STP] have been considered 
by the constituent statutory bodies across the STP footprint. 
 

All organisations have received and commented on the content of the STP. The views from Statutory Boards and partner organisations and agencies have been 
critical and amendments have been incorporated into the submission. 
 

Statutory partners consider that the STP represents the right strategic direction for health and care across Hampshire and the Isle of Wight. Further work will 
continue beyond 21 October 2016 notably on: 
 

• refining the governance model, including further development of the model of governance between the STP and the sub-STP local delivery systems; 
• ensuring that the focus on sustainability does not detract from the drive for innovative transformation 
• continued work with Local Authority partners to further understand the impending two year local authority transformation plans and the impact and 

opportunities these will have on the wider STP 
• Translating the strategic intent and impact of the STP into operational plans for each of the STP local delivery systems, defining the specifics around what 

they will deliver for each of the workstreams at what pace, and the finance, activity, quality and outcome changes. 
 

The STP is therefore submitted, recognising the extent of continued collaborative working across the system. The strategic direction and content of the STP will 
form the opening basis of the operating planning process for 2017/18 and 2018/19. 
  

NHS Trusts 
Frimley Park Hospital NHS Foundation Trust  
Hampshire Hospitals NHS Foundation Trust 
Isle of Wight NHS Trust 
Portsmouth Hospitals NHS Trust 
Solent NHS Trust 
South Central Ambulance Service NHS Trust 
Southern Health NHS Trust 
University Hospitals Southampton NHS Foundation Trust 
 
Clinical Commissioning Groups  
Fareham and Gosport CCG 
Isle of Wight CCG  
North East Hampshire and Farnham CCG 
North Hampshire CCG 
Portsmouth CCG 
Southampton City CCG 
South-East Hampshire CCG 
West Hampshire CCG 
 

Wessex Local Medical Committees 
 
 
 
 

Local authorities 
Hampshire County Council 
Isle of Wight Council  
Portsmouth City Council  
Southampton City Council 
 
Health & Well being Boards 
Hampshire Health and Wellbeing Board 
Isle of Wight Health and Wellbeing Board 
Portsmouth Health and Wellbeing Board 
Southampton Health and Wellbeing Board 
  
Thames Valley and Wessex Leadership Academy 
 

Wessex Academic Health Science Network  
 

Wessex Clinical Networks and Senate  
 

Health Education Wessex  
 

NHS England South (Wessex) 
 

NHS Improvement 
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39 Glossary 
AHSN Academic Health Science Network (http://wessexahsn.org.uk/) OD Organisational Development 

CQC Care Quality Commission OPE One Public Estate 

ED Emergency Department Attendances OPF Out Patient First Appointments 

EL Elective Care OPFU Out Patient Follow Up Appointments 

EQD Equality & Diversity 

ETTF Estates & Technology Transformation Fund PACS Primary Acute Community Services 

HCC Hampshire County Council (www.hants.gov.uk) PCC Portsmouth City Council (www.portsmouth.gov.uk) 

HEE Health Education England (www.hee.nhs.uk) PHT Portsmouth Hospitals Trust (www.porthosp.nhs.uk/) 

HHR Hampshire Health Record PICU Paediatric Intensive Care Unit 

HIOW Hampshire and the Isle of Wight QIA Quality Impact Assessment 

HWB Health and Wellbeing Board SCAS South Central Ambulance Service NHS Trust (www.scas.nhs.uk) 

IOW NHST Isle of Wight NHS Trust (www.iow.nhs.uk/) SCC Southampton City Council (www.southampton.gov.uk) 

LoS Length of Stay SHFT Southern Health NHS Foundation Trust 
(www.southernhealth.nhs.uk) 

LWAB Local Workforce Action Board Solent 
NHST 

Solent NHS Trust (www.solent.nhs.uk) 

MCP Multispecialty Community Provider 
(www.england.nhs.uk/ourwork/futurenhs/new-care-
models/community-sites) 

STP Sustainability and Transformation Plan 

MECC Making Every Contact Count 
(www.makingeverycontactcount.co.uk) 

TSOs Third Sector Organisations 

MOP Management of portfolios TVWLA Thames Valley and Wessex Leadership Academy 
(www.tvwleadershipacademy.nhs.uk) 

MSP Managing successful programmes UHS University Hospitals Southampton NHS Foundation Trust 
(www.uhs.nhs.uk) 

NEL Non-Electives admissions XBD Excess Bed Days 
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40 Definition of terms 
Acute care A branch of secondary health care where a patient receives active but short-term treatment for a severe injury or episode of illness, an urgent medical condition, or during recovery from 

surgery.  Typically this takes place in hospital 

Area health hubs Typically serving a population of 100k-200k, these will be open between 8am and 8pm seven days a week and offer the same range of services as a local health hub plus X-ray 
services, specialist clinics, access to beds on other NHS sites and, in some cases, a minor injuries unit 

Capitated outcomes based contracts Planning and providing services based around populations rather than treatment 

Care navigator A new role that helps to co-ordinate a person's care and make sure they can gain access to any services and community support they want or need; often based in a GP surgery 

Clinical commissioning groups (CCGs) Statutory NHS bodies led by local GPs that are responsible for the planning and commissioning of health care services for their local area 

Continuing health care A package of ongoing care that is arranged and funded solely by the NHS where the individual has been found to have a 'primary health need' arising as a result of disability, accident or 
illness 

Domiciliary care Also known as home care, is a term for care and support provided by the local council that allows people to remain in their home during later life, whilst still receiving assistance with 
their personal care needs 

Extended primary care Teams that include GPs, practice nurses and community nurses (including nurse practitioners and palliative care and other specialist nurses), midwives, health visitors 

Hampshire Health Record (HHR) This is a computer system used in the NHS in Hampshire to share important information safely about a patient with those treating them. This leads to faster and more accurate care.  
The Hampshire Health Record shows the medication you are currently taking, your allergies, test results and other critical medical and care information. Health and care staff can access 
your information if they have your permission to do so.  

Local Health hub Typically serving a population of 30k-50k, these will be open between 8am and 8pm on weekdays, offering same day access for urgent primary care, community and specialist clinics, 
an extended primary care team and wellbeing and illness prevention support 

Natural communities Geographical areas based on a center of population and its surrounding communities that allows health care to be tailored more accurately to local needs and, more importantly, helps 
identify the main causes of some common and preventable diseases 

New models of (integrated) care Make health services more accessible and more effective for patients, improving both their experiences and the outcomes of their care and treatment. This could mean fewer trips to 
hospitals as cancer and dementia specialists hold clinics local surgeries, one point of call for family doctors, community nurses, social and mental health services, or access to blood 
tests, dialysis or even chemotherapy closer to home 

Parity of Esteem  Valuing mental health equally with physical health 

Place-based services Where providers of services work together to improve health and care for the populations they serve, collaborating to manage the common resources available to them 

Primary care A patient's main source for regular medical care, such as the services provided by a GP practice 

Secondary care Medical care that is provided by a specialist after a patient is referred to them by a GP, usually in a hospital or specialist center 

Social prescribing This is a way of linking patients in primary care with sources of support within the community. For example, a GP might refer a patient to a local support group for their long-term 
condition alongside existing treatments to improve the patient's health and well-being. 

Tertiary care Highly specialised medical care, usually over an extended period of time, that involves advanced and complex procedures and treatments in a specialised setting 

Third sector organisations (TSOs) A term used to describe the range of organisations that are neither public sector nor private sector. It includes voluntary and community organisations (both registered charities and 
other organisations such as associations, self-help groups and community groups), social enterprises and co-operatives 

Vanguards Individual organisations and partnerships coming together to pilot new ways of providing care for local people that will act as blueprints for the future NHS 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 2 November 

2016 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 

3,  6, 
3.8.2016 

Safe Space Service – A paper is going to the Safer Portsmouth 
Partnership Board for a decision on funding.  The decision to be 
brought back to the CSC for information. 

J York 
Dec. 16 
meeting 

3,  7, 
3.8.2016 

Safer Portsmouth Partnership Plan – I Richens and SRosenberg 
to progress CSC concerns around the impact of the financial 
plans in the SPP report.   
 

I Richens/S 
Rosenberg 

Dec. 16 
meeting 

5 
Solent Recovery College Development into Primary Care Plan 
K. Hovenden to provide B. Dickinson with the TARGET 
administrator’s contact details for a session at a future meeting. 

KHovenden Nov. 16 

5 
Unaccompanied Asylum Seeking Children Pathway & guidance 
K. Hovenden to liaise with the communications team re: 
publishing the pathway and guidance via the Weekly Update 

KHovenden Nov. 16 

6 

Midyear update – Primary Care CQUIN 
T Russell to ask GP practices to provide examples of concerns 
regarding the ISTC Ophthalmology Service, which will be 
anonymised and shared with L Darby & Dr J Lake. 

T Russell 
Dec. 16 
meeting 

6 
L Darby to investigate whether Optometrists are referring to PHT 
and/or the ISTC 

L Darby 
Dec. 16 
meeting 

6 
T Russell to explore how we can use SystmOne to inform a 
Primary Care Heat map 

T Russell 
Dec. 16 
meeting 

6 
K Hovenden will make contact with the Practice Manager to 
discuss engagement with the CQUIN Programme 

KHovenden Nov. 16 

9 

Community Pharmacy developments 16/17 and beyond 
K Hovenden to share data on utilisation of the Minor Ailments 
scheme, to include a breakdown by practice. 
 

KHovenden 
Dec. 16 
meeting 

9 
K Hovenden to link with T. Davies to explore local adaption of 
DOS to improve sign-posting to the Minor Ailments scheme. 

KHovenden 
Dec. 16 
meeting 

 
 
Present: 
 
Dr Dapo Alalade  - Clinical Executive Member 
Dr Elizabeth Fellows  - Clinical Executive Member 
Dr Jim Hogan    - Clinical Leader/Chief Clinical Officer (Chair) 
Dr Jonathan Lake  - Clinical Executive Member 
Dr Jonathan Price  - Clinical Commissioning Lead 
Innes Richens   - Chief Operating Officer 
Michelle Spandley  - Chief Finance Officer 
Dr Kevin Vernon  - Clinical Commissioning Lead 
In Attendance: 



2 
 

 
Jane Cole  - Deputy Chief Finance Officer 
Lyn Darby  - Deputy Chief Commissioning Officer (For Alex Berry) 
Michael Drake  - Director of Planning & Performance 
Dr Annie Eggins  - Observer 
Linda Foster    - Executive Assistant (Minutes) 
Katie Hovenden  - Director of Primary Care 
Jo York  - Head of Better Care 
 
 
1. Apologies and Welcome 

 
Apologies were received from:  Dr Linda Collie, Carly Darwin, Suzannah Rosenberg & 
Alex Berry 
 
Dr Jim Hogan welcomed Dr Annie Eggins, GP at Eastney Health Centre, to the meeting 
as an observer 
 

2. Declarations of Interest 
 
Potential declarations of interest were noted for the GPs and clinicians attending, for 
items 6, 8 and 10.   
 

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

Agenda 
Item 

Action Who By Progress 

6, 
3.8.2016 

Safe Space Service – Jo York to write to 
letter to Hampshire Police requesting a 
position statement and possible financial 
contribution towards the project. 

JY Nov 16 Update – A paper 
going to Safer 
Portsmouth 
Partnership Board 
for a decision on 
funding.  The 
decision to be 
brought back to 
CSC for information 

6, 
3.8.2016 

Safe Space Service – Jo York to write to 
Portsmouth University regarding possible 
financial contributions towards the project. 

JY Nov 16 As above. 

7, 
3.8.2016 

Safer Portsmouth Partnership Plan – IR to 
discuss with SR regarding CSC concerns 
around the impact of the financial plans in 
the report. 

IR Nov 16 IR to progress with 
SR ASAP 

4 STP workshop presentation slides to be 
circulated to CSC 

IR 7.9.16. Action complete 

10 B Dickinson to inform Ports. Counselling 
Service of the decision reached by CSC 
and work with the service to implement 
their exit strategy. 

BD Sept 
16 

Action complete 

4. Planning Update 
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Michael Drake presented the Planning Update to the Clinical Strategy Committee. 
 
Michael Drake drew attention to the National Planning timetable on page 1 of the report, 
highlighting to the Committee that key milestones had been met to date regarding the 
submission of the STPs and finance plans. He informed the committee that 
commissioners are to issue initial contract offers to commence negotiations on Friday 4th 
November 2016; the CSU Contract team are leading on this. 
 
From 5th to 23rd December contract mediation will take place between CFOs, CSU 
Contracts team and providers. The final submission of operation plans, aligned with 
contracts is 23 December 2016.   
 
Michael Drake noted the focus on General Practice Forward View Plan; a separate 
Primary Care Operating plan, which aligns with the wider Operating plan and STP. 
Templates have been received and the team are working across all functions to support 
the project leads. 
 
The P3B was held last week; discussions took place regarding the need to get traction on 
some of these schemes with regard to the contracting and finance implications. 
 
A question was raised whether the CCG is confident of meeting the submission date.  
Michael responded that the teams are working towards the timeline within the framework 
around delivering the operating plan.  There are concerns that quantifying the projects in 
terms of activity and finance will not be timely enough.  However every effort will be made 
to do all that can be done to deliver against the submission deadline. 
 
It was noted that the Planning & Performance Team has staffing issues at present and 
are not at capacity at this crucial time.  However, the team are prioritising work and 
refocussing staff so that key deadlines can be met.   The Committee appreciated the 
measures the team are taking and their commitment to meet these deadlines. 
 
The CSC noted the National Planning requirements, the risks around development of 
local QIPP scheme alignment with contracting and the operating plan timelines and the 
capacity issues of the Planning and Performance team.   
 
The Clinical Strategy Committee agreed to the recommendations detailed within the 
Planning Update paper.   

  
5. Project Plans for Review 

 
 Solent Recovery College Development Project Plan – expansion into primary care. 

 
Barry Dickinson presented the revised project plan as a result of discussions at the July 
CSC meeting where the project was approved in principle, with the caveat around the 
financial details for this project being confirmed and brought back to CSC.  
 
Barry Dickinson confirmed the investment from the CCG would be £70,000 per annum.  
The target is to deliver courses to 220 clients in 17/18 (180 courses) and 300 clients in 
18/19 (220 courses) 
 
Dr Price asked to be reminded of the clientele that would participate in the service.   
Barry informed that the service is for clients already engaged with secondary care mental 
health services, and/or lower-level self-help clients; where they do not meet the higher 
criteria for referral or self-referral to the IAPT service.  Adult mental health services refer 
to the Recovery College, but currently GPs are unable to do so. 
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It is anticipated that clients with substance misuse and long-term conditions will be able to 
participate on the course next year and be signposted by their GP (change to referral 
process) or self-refer.  The content of the course is developed according to the client’s 
requirement for self-management around recovery and living well. 
 
Further discussion took place within the meeting regarding experience of similar services 
nationally and timeframes for this particular project.  
 
The service will be advertised around a One-Stop Shop in mental health services, and 
through Communications to GP member practices. 
 
Katie Hovenden suggested a slot at the next TARGET event, and will provide Barry with 
the TARGET Administrators contact details to arrange a session at a future event. 

Action:  K Hovenden 
 
Dr Jim Hogan proposed that the CSC, now that the information regarding finances had 
been finalised, were now in a position to approve the project plan. 
 
The Clincal Strategy Committee agreed to approve the Expansion of the Solent 
Recovery College into Primary Care Project Plan to be taken forward. 
 

 Unaccompanied Asylum Seeking Children (UASC) Health Assessment 
Pathway and Guidance project plan 

 
Andrew Spencer from the Integrated Commissioning Service attended the meeting to give 
an update on the UASC pathway.   
 
Following the CSC meeting in July 2016, much work has been done to produce the 
pathway for UASC, by adapting the current Health Assessment Pathway for Looked After 
Children. 
 
The team have been working with colleagues from public health and social services to 
input the needs and elements particular to this particular cohort of people, ie physical and 
mental health issues these children may suffer from as well as health screening needs 
and the use of interpreting services.   
 
It was noted that other elements for Over 18’s can also be incorporated into the pathway if 
the need arises. 
 
Dr Elizabeth Fellows asked what the numbers of children would be for this area. 
Andrew informed that currently it is under 30 but may go up to 32 maximum as a result of 
the Calais children coming to England.   
 
Katie Hovenden to liaise with the communications team with regards to publicising the 
pathway and guidance via the Weekly Update. 

Action:  K Hovenden 
 
The Clinical Strategy Committee approved the Health Assessment Pathway and 
Guidance for Unaccompanied Asylum Seeking Children. 
 
 

6. Mid-year update on the Primary Care CQUIN 
 

Terri Russell, Head of Primary Care Engagement attended the meeting to present the 
CSC members with an overview of the progress to date in relation to the Primary Care 
Commissioning for Quality and Innovation (CQUIN) scheme for 2016/17. 
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Terri Russell informed the CSC that the aim of the 16/17 PC CQUIN is to improve the 
quality, safety, and efficiency of patient care via GP practices by identifying and 
implementing alternative ways of working and delivering improved care. 
 
Terri Russell gave an overview of the objectives of each category and provided examples 
for each one: 
 

 CCG Engagement  
Attendance at Prescribing and Commissioning evening events by the lead GPs 
and practice managers of GP member practices.   
Annual practice visits have commenced and 5 have been completed to date. 

 
 Improving Access  

All practices have submitted their Access Audits which provide a detailed picture 
of demand and access across Portsmouth over one week. 
Data collected in the audits included Routine (non-urgent) Care and Urgent (same 
day) Care.   
 
The audits enable the practices to look individually at what they are doing 
now/want to do in the future. For example the audit has been helpful in highlighting 
the number of DNAs which practices can focus on to reduce. 
 

 Technology Programme 
Practices have evaluated two tools: DXS versus Ardens. Users were asked to rate 
each tool to set criteria.  Ardens came out in front in almost all questions. The 
CCG is looking into purchasing Ardens on behalf of all GP practices in the City. 
 
Practices have been using Quasar to feedback regarding quality or patient safety 
issues. The following themes have been identified as below with a short summary 
for each one: 
1 – Admissions and discharges from PHT 
2 – Access to podiatry 
3 – Primary care support England (PCSE) 
4 – Community nursing 
5 – SystmOne 
6 – Faxes from PHT 
 

 Collaborative Working Programme 
Virtual Wards/MDTs – The programme encourages practices to participate into 
GPs attending MDT/Virtual wards on a fortnightly basis in order to support 
appropriate decision making and improve communication between agencies. 
 
All localities in the city are now running the meeting with GPs present although 2 
practices in the city do not attend and are looking at an alternative review around 
engaging with mental health professionals. 
 
TPP User Group – 5 GPs were funded to participate in the TPP user group in 
order to support the development of shared templates and protocols and to agree 
workflow processes across providers (Solent) with the same system. 
 

Dr Kevin Vernon (CCG Clinical Lead for IT), commented that the group is well attended 
and has a mix of GPs and managers ensuring that actions and solutions are shared and 
followed up. 
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 Efficient and Effective Use of Resources 
Practices carried out a number of peer reviews/audits over the course of a year 
looking at Consultant to Consultant referrals and Ophthalmology referrals. The 
findings were summarised and contained within the report. 
 

The Committee discussed issues raised by GP colleagues regarding Ophthalmology:   
 
It was agreed that GP practices will be asked to provide examples of any issues or 
concerns regarding the Treatment Centre Ophthalmology Service, which will be 
anonymised and shared with Lyn Darby or Dr Jonathan Lake.  

Action: T Russell 
 
It was noted that the Joint Access Policy states what is and what is not accepted for 
referrals. 
 
Lyn Darby to investigate whether Optometrists are referring to PHT and/or ISTC. 

Action:  LD/JL 
 

 Quasar 
Dr Hogan commented that queries on Quasar should be sent to the linked GPs for the link 
practices.  Also that there is a lack of data of the ‘heat at the front door’.  It would be good 
to obtain the data showing how hard Primary Care are working. 
 
Terri Russell to explore how we can use SystmOne to inform a Primary Care Heat map. 

Action:  T Russell  
 
It was noted that one practice is not engaged in the CQUIN. The CCG is taking measures 
to meet and discuss with the practice manager and the commissioning lead GP. 
 
Katie Hovenden will make contact with the Practice Manager to discuss engagement with 
the CQUIN programme. 

Action:  K Hovenden 
 

The Clinical Strategy Committee accepted and noted the content of the Mid-year 
report and the progress made to date. 

 
7. Lower Limb Oedema (Lymphoedema) pilot update 
 

Stephen Corrigan provided the CSC with an update on the Lower Limb Oedema Pilot and 
the work to date.  At CSC meetings in December 2015 and March 2016 the Committee 
asked that a project plan for a Lower Limb Lymph-oedema pilot model be worked up. 
 
A small project group reviewed existing services and current thinking for the new service 
model. The extensive report contained an outline service model, milestones, financial 
details and options for the procurement. It was noted this was based on the Basingstoke 
model currently used. 
 
Stephen explained the project plan has been through the CCG Prioritisation process due 
to the difficulty in demonstrating cash releasing savings was assessed as a low priority.  
 
The Committee members discussed the fact that the service is difficult to commission 
effectively and if commissioned it would be difficult to de-commission should it not provide 
a return on investment (ROI.)  It is also an expensive treatment but there is a perceived 
gap in service provision. The treatment takes up a lot of the practice nurse’s hours and 
would provide better care for patients if more specialised treatment and support were 
available. There are thought to be around 80 patients in Portsmouth requiring bandaging 
treatment for lymphoedema at present. 



7 
 

The Committee members debated whether a suggested short-term pilot for approximately 
6 months, working with 6 to 12 patients with lower-limb oedema could be trialled.  It was 
noted that patient compliance and the complexity of their condition would be a deciding 
factor.  The CSC discussed that it may be possible to commission as a part of a 
centralised short-term leg ulcer specialist service in a Hub. 
 
The Committee agreed that this project is to be held ‘pending’ as the CCG does not have 
the funding at the moment to take forward.  However the CSC does not want to lose this 
important piece of work and would like to explore as part of MCP Contract work. 
 
Innes Richens thanked Stephen for this very good piece of work. 
 
The Clinical Strategy Committee’s decision was not to approve at this time, but to 
hold pending as a possible solution for the future. 
 
 

8. DRAFT Solent/Alliance Service Proposal and Implementation Plan 
 

Jo York introduced the Draft Service Proposal and Implementation Plan and explained 
that the paper is to inform the CSC of the work undertaken to date by the Solent/Alliance 
Partnership in developing new models of care as described in the Portsmouth Blueprint 
and the HIOW STP. 
 
A covering paper accompanied the Draft Solent/Alliance Service proposal and 
implementation plan, to provide additional information and context and which gave 
recommendations for the way forward to gain greater traction in transformational service 
delivery within Portsmouth city. 
 
It was noted that NHS Solent have been trying to move forward on the Provider element 
of the proposal, but this has not been achieved as quickly as expected.  This has caused 
some frustration to the Alliance. The CCG has been offering support and encouraging 
Solent to work with the CCG Finance team to enable the CCG to gain an understanding of 
the level of investment required and the efficiency of savings generated in the City. 
 
Dr Hogan stated that there is a need to ensure that everyone affected by this proposal are 
kept involved ie GPs, PHT as well as Solent and the Alliance Partnership. 
 
A working group made up of CCG Executives are currently exploring how the use of an 
MCP contract may help to drive transformation and further encourage and support Solent 
and the Alliance to work together. This work is still in the early stages of development and 
everyone is working through best practice but a key aspect of the work will be engaging 
with member practices 
  
The Committee members discussed what effect and changes there could be for primary 
care contracts ie GMS/PMS.  GPs will make the contract choices based on the options 
out there at the time before the decision is made. The most important thing is to ensure 
outcomes for patients are improved. 
 
As part of engaging with member practices we will be looking to clinical colleagues in F&G 
and or S. East Hampshire to explain how they see the benefits for practices and patients.  
 
Dr Jim Hogan and Innes Richens will also be meeting with NHS Solent representatives 
and reiterated our commitment to the development of an MCP   
 
The Clinical Strategy Committee agreed the direction of work going forward for the 
Draft Solent/Alliance Service Proposal and Implementation Plan. 
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9. Community Pharmacy in 16/17 and beyond 
 

Katie Hovenden provided the CSC with a briefing paper on changes to the content and 

funding of the national pharmacy contract and which outlines the national direction of 

travel in terms of transforming and integrating community pharmacy services. 

 

The Government has now published their package of measures and whilst NHS England 

are the commissioners of the core pharmacy contract, some of the changes will affect the 

CCG and its plans for the integration of health care locally.  There are 40 community 

pharmacies in the Portsmouth City area that are likely to be affected. 

 

 Community Pharmacy Contract Funding changes:  

4% reduction in funding affective from December 16 with a further 3.4% reduction 17/18.   

Katie advised there will be reductions in retained profit for generic drugs.  The CCG will 

benefit if prices are forced down on the cost of generic drugs. 

 

 Pharmacy Access Scheme 

There are concerns of the impact on access to services (not necessarily in the City), but 

for elsewhere where there are a small number of pharmacies.   

 

 Quality Payment Scheme 

In order to access the Quality Payment funding, pharmacy contractors will have to meet 

certain criteria.  Katie advised this is a point system similar to QOF Scheme. The building 

blocks of the scheme are similar to some of the work already done in Portsmouth as part 

of the Health Living Pharmacy initiative eg. Dementia Friendly Pharmacies. 

 

 Urgent Medicines Supply Pilot Scheme (national scheme) 

The Local scheme was launched on 28 October 2016 across Hampshire Portsmouth and 

Southampton.  There may be a need to adapt this service in time to bring it in line with the 

national model.   

 

 Pharmacy Integration Fund (PIF) 

The PIF is intended to support and pump prime initiatives to gradually move away from a 

supply service  to a more clinically orientated service in a wider range of primary care 

settings, resulting in a more integrated and effective NHS primary care patient pathway.  

The Committee discussed the impact on local pharmacies.  It is thought that GP practice 

mergers will have an impact and that a move to distance selling pharmacies may also 

impact.  

 

 Minor Ailments 

There will be a national scheme with a robust pathway from NHS 111 signposting people 

to pharmacies for self-care and minor ailments advice.  

 

Portsmouth CCG already commissions a minor ailments service but it is assumed that 

NHS England will encourage all CCGs to adopt this approach and to ensure appropriate 

sign-posting from NHS 111. 

 

 



9 
 

Katie Hovenden to share data on utilisation of the Minor Ailments Scheme, to include a 

breakdown by practice. 

Action: K Hovenden 

 

Katie Hovenden to link with Tracy Davies to explore local adaption of DOS to improve 

signposting to the Minor Ailments Scheme. 

Action: K Hovenden 

The Clinical Strategy Committee noted the content of the Community Pharmacy 

developments update for 16/17 and beyond. 

10. Chairs Actions - for noting 
 

Dr Jim Hogan, Portsmouth CCG Chief Clinical Officer and Chair of the Clinical Strategy 
Committee has taken Chairs Actions to approve the following: 
 

 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. 
 

 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 Clinical Commissioning 
Committee. 
 

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

 Minutes of the Clinical Executive Committee Meetings held on 24/8/2016  

 Minutes of the Local Estates Forum Meeting held on 22/08/2016  
 

The Clinical Strategy Committee accepted the above Minutes.  
 

12. Any Other Business 
 
There were no items of other business raised. 
 

13. Date of Next Meeting 
 
The next Clinical Strategy Committee Meeting will be held on Wednesday 7 December 
2016 in the CCG Committee Room, from 1 – 3 pm. 

 
Minutes: L Foster  
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 7 December 
2016 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 

3.6,3.8.16 

Jo York to bring a paper to the Clinical Strategy Committee 
meeting in February 2017, to address the issue of recurrent 
funding for Safe Space Service. 
 

Jo York Feb 2017 

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

K 
Hovenden 

Dec. 2016 

6, 2.11.16 
L Foster to check with Primary Care whether any examples of 
concern have been received from practices regarding the ISTC 
Ophthalmology service. 

L Foster Dec 16 

9, 2.11.16 
K Hovenden to circulate with the CSC Minutes, the data on 
utilisation of the Minor Ailments Scheme and breakdown by 
practice. (post meeting note: action completed) 

K 
Hovenden 

Dec 16 

7 
Operating Plan update 
Mike Drake to check if any feedback has been received from 
NHS England on the GP Forward View Plan submission. 

M Drake Dec 16 

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

M Drake Dec 16 

 
 
Present: 
 
Dr Linda Collie   - Clinical Executive Member (Chair) 
Lyn Darby  - Deputy Chief Commissioning Officer (For Alex Berry) 
Carly Darwin  - Practice Manager Representative 
Michael Drake  - Director of Planning & Performance 
Katie Hovenden  - Director of Primary Care 
Dr Jonathan Price  - Clinical Commissioning Lead 
Innes Richens   - Chief Operating Officer 
Suzannah Rosenberg  - Director of Quality and Commissioning 
Dr Kevin Vernon  - Clinical Commissioning Lead 
Jo York  - Head of Better Care 
Linda Foster    - Executive Assistant (Minutes) 
 
 
1. Apologies and Welcome 

 
Apologies were received from:  Dr Jim Hogan, Dr Elizabeth Fellows, Dr Dapo Alalade, 
Michelle Spandley, Jane Cole, Alex Berry, Andy Silvester, and Dr Tahwinder Upile. 
 

2. Declarations of Interest 
 
There were no declarations of a conflict of interest. 
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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 
 
The minutes of the Clinical Commissioning Committee held on Wednesday 2 
November 2016 were approved as an accurate record. 
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
2 November 2016 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action 
Wh
o 

By Progress 

3.6,  
3. 8.16 

Safe Space Service – A paper going to the 
SPP Board for a decision of funding. The 
decision to be brought to CSC for info. 

JY Dec 16 *see below 

3.7. 
3.8.16 

Safer Portsmouth Partnership Plan – IR and 
SR to progress CSC concerns around 
financial plans in the SPP report. 

IR/ 
SR 

Dec 16 Completed. 

5 Solent Recovery College development into 
Primary Care Plan. KH to provide BD with 
the TARGET administrator details for a 
session at a future meeting. 
BD has left the ICU & Kerry Pearson has 
taken over this project. 

KR Nov 16 Completed. 
KH to ensure that 
TARGET team are 
aware of the new 
arrangements. 

5 Unaccompanied Asylum Seeking Children 
Pathway & Guidance.  KH to liaise with the 
communications team regarding publishing 
the pathway & guidance in the Weekly 
Update 

KH Nov 16 Completed. 

6 Midyear update – Primary Care CQUIN 
T Russell to ask GP practices to provide 
examples of concerns regarding the ISTC 
Ophthalmology Service to be investigated 
by L Darby and Dr Lake. 

TR Dec 16 Lyn Darby advised 
that she had not 
received any 
examples through 
yet for investigation. 
** see below 

6 L Darby to investigate whether Optometrists 
are referring to PHT and the ISTC. 

LD Dec 16 Completed. 
LD confirmed they 
are referring to 
both. 

6 T Russell to explore how we can use 
SystmOne to inform a primary care 
heatmap 

TR Dec 16 Ongoing. 

6 K Hovenden to make contact with the 
Practice Manager to discuss engagement 
with the CQUIN programme. 

KH Nov 16 Completed. Now 
more engaged and 
the practice is 
sending in returns. 

9 Community Pharmacy developments 16/ 17 
and beyond.  KH to share data on utilisation 
of the Minor Ailments (MA) scheme, to 
include breakdown by practice. 

KH Dec 16 Overview of 
practice use of MA 
scheme circulated. 
Post meeting 
note: Completed. 

9 K Hovenden to link with T Davies to explore 
local adaption of DOS to improve sign-
posting to the Minor Ailments scheme. 

KH Dec 16  
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Matters Arising: 
 
*Jo York advised that the Chair of the Safer Portsmouth Partnership will write to the 
‘night-time’ economy organisations to request financial contributions.  It was noted that 
Public Health have committed to continue to manage the service.   
 
Jo York advised that at the Clincal Strategy Committee meeting held on 3 August 2016, 
the CSC agreed to fund the Safe Space Service project for six months only (from 
September 2016 to end of March 2017. 
 
Jo York to bring a paper to the Clinical Strategy Committee meeting in February 2017, to 
address the issue of recurrent funding for Safe Space Service. 

 Action: J York 
 

** Lin Foster to check with Terri Russell as to whether anything has been received from 
practices regarding the ISTC Ophthalmology service. 

Action: L Foster 
 

 
5. Revised Terms of Reference for the Clinical Strategy Committee for noting. 

 
Dr Linda Collie informed that, following an in depth Governance Review, the Terms of 
Reference for each of the CCG’s Committees had been reviewed with external 
governance expertise and scrutiny provided by DAC Beechcrofts.   
 
The CCG Governing Board approved the revised Terms of Reference at the meeting held 
in November 2016, and they have now come into effect. 
 
Dr Linda Collie explained that the new TORs for the CSC reflected the changes that had 
been made and gave an overview of the changes. 
 
The Clinical Strategy Committee noted and accepted the new Terms of Reference. 
 
 

6. Planning Update 
 
Michael Drake presented the Planning Update to the Clinical Strategy Committee and 
explained that this would also cover the Operating Plan Update. 
 
Mike Drake informed the CSC members that the draft Joint Operating Plan was submitted 
nationally on 24th November as well as the Primary Care GP Forward View Plan (GPFVP) 
for the finance and activity and are awaiting feedback from NHS England. 
 
Michelle Spandley commented that the financial plans are solid; however it is 
acknowledged there are some risks. With relation to the activity, some of the figures may 
change and it is expected that the performance standards with for the ED trajectory could 
change before the next submission date in December.  Discussions will take place 
between the CCG and PHT on improving performance, ensuring all activity and finance 
are aligned with providers and the STP. 
Local Planning and Delivery 2017-18 
 
Mike Drake explained that work is ongoing to develop and capture QIPP ideas for the next 
two years.  There is a risk that local QIPP schemes being captured may not deliver the 
level of savings required within the STP.  The QIPP challenge for the CCG is £9.2m for 
17/18 and £10.7m for 18/19. 
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The Clinical Strategy Committee noted and accepted the progress in planning for 
2017-19 and the risks relating to local QIPP scheme savings. 
 
 

7. Operating Plan Update 
 
The Final Operating Plan is due for submission on the 23rd December 2016.  Feedback 
received from NHS England has requested more detail on four areas: 

 Diabetes work 

 Elements of best practice 

 Urgent and emergency care standards – 7 day services  

 Workforce elements (elements that can be merged)  
 

Discussion took place regarding the above and how this might be achieved. 
 
Mike Drake informed that the Key Lines of Enquiry (KLOEs) are expected in the next 
week from NHS England. These will be shared in advance.   
 
Mike Drake to check if any feedback has been received from NHS England on the GP 
Forward View Plan submission (Primary Care Plan). 

Action:  M Drake 
 

Mike Drake advised that the Operating Plan will be taken to the Clinical Executive 
Informal meeting on 14 December and the Formal Clinical Executive Committee on 21st 
December, prior to the final submission on 23 December 2016.   
 
Mike Drake to circulate the draft Operating Plan for further comments. 

Action: M Drake 
 

 
8. Six-monthly Report on the Prescribing Section of the Primary Care CQUIN  

 
Simon Cooper, Head of Prescribing Support attended the CSC meeting to present the six 
monthly report of the prescribing section of the Primary Care CQUIN, and to give the 
members an update on progress made to date. 
 
Simon Cooper explained there are several elements of the Primary Care CQUIN 
dedicated to improving prescribing across all member practices. 
 
Simon highlighted the prescribing elements of the CQUIN and provided an overview of as 
below: 

 Engagement Programme  - The GP Lead for each practice attends all three 
Prescribing evening meetings 

 Technology Programme – All practices now run the following tools 
 PINCER – tool to identify patients who may be at increased risk of harm 

from medications prescribed to them 
 Grasp AF – tool to allow the Medicines Management team help reduce the 

risk of stroke 
 Electronic Prescribing System (EPS) and repeat dispensing (RD) – both 

systems help to reduce the workload (time) to GPs 
 

 Efficient use of Resources Programme 
 Performance monitoring – Quarterly Monitoring which provides practices 

with benchmarking and trend information across a variety of indicators. 
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 Quality and Safety Updates – practices continue to report medication 
incidents to the National Reporting & Learning Service and allow the 
Medicines Management Team access to this information. 

 Re-Audit of 3C Antibiotics – All practices have undertaken an audit of high 
risk 3C antibiotics (a repeat of the audit in Oct 2015).  This is showing 
increased compliance with the local primary care antibiotic guidelines and 
is resulting in a reduction in 3c prescribing. 

 Cost Savings Programme – due to the work within the CQUIN progress is ahead 
of target with 65% of the cost savings target being achieved by month 6. 
 

The Clinical Strategy Committee noted the content of the six monthly report and the 
progress made to date. 
 
 

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

 Minutes of the Clinical Executive Committee Meetings held on 28 September 2016 

 Minutes of the Local Estates Forum Meeting held on 24 October 2016 
 

The Clinical Strategy Committee accepted the above Minutes.  
 
 

10. Any Other Business 
 
Katie Hovenden advised of an outbreak of Hepatitis A.  The particular cohort of people at 
risk are being identified and offered vaccinations.  
 
The CCG will be required to pick up the cost of any vaccines.  Should GUM require 
additional funds for extra staff this will be the responsibility of Public Health as the 
commissioners of sexual health services. 
 
 

11. Date of Next Meeting 
 
The next Clinical Strategy Committee Meeting will be held on Wednesday 4 January 
2017 in the CCG Committee Room, from 1 – 3 pm. 

 
Minutes: L Foster  
14/12/2016 
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Minutes of a Meeting of the Audit Committee held on  

Wednesday 7 September 2016, 10:00am – 12:00 midday  
in the Committee Room, NHS Portsmouth CCG Headquarters, Civic Offices 

 
Summary of Actions 

 
Agenda 
Item 

Action Who By 

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

MS Next meeting 

9c Circulate the Governance Review TS Next meeting 

 
Present: 
 
Tom Morton  - Lay Member 
Jackie Powell  - Lay Member 
Andy Silvester  - Audit Committee Chair 
 
In attendance: 
 
Will Barnard  - Audit Manager, TIAA Ltd 
Nikki Burnett  - Finance Manager 
Dr Elizabeth Fellows  - Clinical Executive Member 
Heather Greenhowe  - 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 
Tracy Sanders  - Chief Strategic Officer 
Michelle Spandley  - Chief Finance Officer 
Angela Sumner  - Information Governance Manager, NHS South   
   Commissioning Support Unit (in attendance for item 9a) 
David White  - Manager, Ernst & Young 
 

 
1. Apologies and Welcome 
 

Following introductions around the table, apologies were received from Dr Dapo Alalade, 
Jane Cole, Julie Cullen, Dr Jim Hogan and Innes Richens. 
 

2. Declarations of Interest 
 

There were no declarations of interest. 
 
3. Minutes of the meeting held on 25 May 2016 
 

The minutes of the meeting held on the 25 May 2016 were approved as an accurate 
record. 

  
4. Matters Arising 
 
4.1 a. Summary of Actions 
 
 The summary of actions from the last meeting were discussed and reviewed as follows: 
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Agenda  
Item 

Action Who By Progress 
 

9a Smartcards: Liaise with Jason Eastman 
to see if the CCG would be able to 
bring this element in-house to avoid 
travelling for individuals. 

MS Next 
meeting 

Suggestion taken forward.  
Awaiting a response from the CSU. 
 
Post meeting note: 
CSU have set up process and will 
be training the appropriate CCG 
staff. 

 
5. External Audit 
 

a. Annual Audit Letter 2015/16 
 

David White presented Ernst & Young’s Annual Audit Letter for 2015/16 which summarised 
the findings across the scope of work carried out in respect of the 2015/16 audit.   
 
David White reported that in the forthcoming year, there would be focus around: 
 

 NHS Provider Financial Pressures 

 Better Care Fund 

 Sustainability and Transformation Plans 

 Co-Commissioning 
 

Page 10 Financial Statement Audit – Better Care Fund:  Ernst & Young continue to 
experience inconsistencies and confusion between partners.  However, there were none 
from Portsmouth CCG; this was a risk across CCGs.  There are now sound arrangements 
in place and an ongoing process. 
 
Page 12 – Other key findings – Annual Report, Jackie Powell highlighted that the 
statement did not include a Sustainability Report or detail how the CCG had met is legal 
duty in respect of patient and public involvement.  David White confirmed his colleague, 
Emma Bryant, in looking at the Annual Report had only found one or two minor omissions 
which were then addressed by Jane Cole and the finance team and the Annual report was 
amended accordingly. 
 
The fees for 2015/16 are in line with the scale fee set by the Public Sector Audit 
Appointments’ (PSAA) requirements. 
 
The Audit Committee accepted the contents of the Annual Audit Letter 2015/16 
 
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 covered issues which may have an impact on the CCG, the health sector and 
the audits that Ernst & Young undertaken.  The Audit Committee consider these briefings 
extremely useful and helpful. 
 
Page 3 - Off-Payroll working in the public sector: The CCG had now responded to the new 
requirements around agency and off-payroll staff controls.  The Remuneration Committee 
had discussed this at the last meeting in July. 
 
Jackie Powell questioned whether the CCG would be interested in the national consultation 
outlining the 2017/18 national tariff policies.  Michelle Spandley confirmed that the national 
consultation was out and the CCG was looking to nominate a person from the CSU to 
respond to this consultation.  
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Page 8 – Key questions for the Audit Committee:  
 

1. What actions are being taken to consider 
the impact of the UK’s decision to leave 
the European Union? 

 

On the workforce agenda. 

2. Do we have procedures in place to 
appoint an external auditor before 31 
December 2016? 

 

Yes.  In the middle of the procurement 
process, currently evaluating bids.  
Deadline December 2016.   

3. Are arrangements in respect of 
assurance over third party work that 
impacts our body robust? 

 

Yes.   

4. Have we completed an annual self-
assessment of our performance as an 
Audit Committee? 

 

On the agenda at item 9c. 

5. How prepared are we to respond to the 
keys areas for the 2017/18 National 
Payment Tariff consultation when it 
comes out? 

Already discussed. 

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

6. Internal Audit   
 

a. Internal Audit Progress Report 2016/17 
 
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. 
 
Page 1: TIAA were asked to undertake reviews and flag any issues which may be of 
interest or relevance.  Paragraph 3: concerns were raised about taxation and on/off payroll 
treatment and Statutory Duties in relation to those who looked after children.  TIAA would 
be producing regular briefing notes to summarise new developments in governance, risk, 
control and Counter Fraud. 
 
Page 2:  TIAA are to review the CCG’s conflicts of interest policy to ensure it is up to date 
and in line with NHS England conflicts of interest statutory guidance. TIAA will be using 10 
days from its contingency for the review of Conflicts of Interest. The review will be 
undertaken in Quarter 4 following implementation of the new NHS England guidance. 
 
A summary briefing on recent sector developments in risk/governance was given at 
Appendix B. 
 
The following 2015/16 reviews have been completed: 
 
Better Care Fund: Overall assessment reasonable, with 3 recommendations 
Estates Strategy: Overall assessment reasonable, with 3 recommendations 
 
TIAA have made no Priority 1 recommendations. 
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Appendix A indicated the progress made against the Annual Plan for 2016/17 and TIAA are 
currently at the planning stage for Q3.  The Risk Management & Board Assurance 
Framework has been brought forward. 
 
The Audit Committee noted the contents of the Internal Audit Progress Report  
 
b. 2015/16 Internal Audit Final Reports 
 
Will Barnard then presented the 2015/16 Internal Audit Final Reports.  As previously 
stated, the following two reports had been completed: 
 
Better Care Fund: Overall assessment reasonable, with 2 important recommendations and 
1 routine recommendation.  The points raised were straightforward and TIAA were happy 
with the response.  Andy Silvester questioned the project in place at Plymouth and whether 
there were any other areas available.  Giles Parratt would review the work being done in 
Q4 and pick up issues and see if anyone had examples to share.  Jackie Powell confirmed 
that the Portsmouth Blueprint was now known as ‘Health and Care Portsmouth ’.  Will 
Barnard said that he would incorporate this new name into their documentation. 
 
Estates Strategy: Overall assessment reasonable, with 3 routine recommendations, 
although predominantly substantial, as TIAA were happy with the response. 
 
The Audit Committee noted the contents in the Internal Audit 2015/16 and Individual 
Review Reports 
 
c. Internal Audit Follow up Recommendations Report 

 
Will Barnard confirmed that the Client Portal was now up and running.  Training had been 
given to Debbie O’Connor and this would be offered to Jane Cole at a mutually convenient 
time. 
 
S75 – All the work was in hand, with formal responses due in November. 
  
Conflicts of Interest – The review will be undertaken in Quarter 4 following implementation 
of the new NHS England guidance.  
 
Michelle Spandley suggested giving the status of ‘not yet due’ a different colour coding in 
order to distinguish these from the others. 
 
Risk Management & Board Assurance Framework – the review date for this had slipped; 
however, Tracy Sanders and Suzannah Rosenberg were in the process of doing re-writes 
and this would be taken to the meeting in December. 
 
QIPP – there had been the appointment of a consultant in order to carry out the further 
work to gain more traction on this project.  Michelle Spandley would go back and check on 
progress. 
 
Action for Michelle Spandley: Confirm the name of the Consultant appointed to carry 
out QIPP review and check on progress 
 
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. 
 
The Audit Committee accepted the contents of the Internal Audit Follow up 
Recommendations Report 
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d. Internal Audit Briefings 
 

The Audit Committee members discussed the briefing produced by the CCG’s Internal 
Auditors, to inform the Audit Committee of general issues affecting the health sector which 
were considered extremely useful and helpful. 
 
The Audit Committee noted the contents of the Internal Audit Briefings 
 

7. Local Counter Fraud Services 
 

a. Local Counter Fraud Services Progress Report 
 

Heather Greenhowe presented the Local Counter Fraud Services Progress Report in 
respect of the four strategic areas for countering fraud and corruption during the period 1 
April 2016 to 10 August 2016. 
 
Following on from the TIAA briefing concerning the Immigration Act, the Local Counter 
Fraud Service had set up a liaison team with the immigration team in the Thames Valley 
with the Police to cover the Hampshire area.  This team have contacted the Local Counter 
Fraud Service with a view of being able to do specific checks within NHS organisations in 
order to check that people were not working illegally.  However, Heather Greenhowe could 
not foresee that there would be concern within the CCG of this occurring. 
 
During the reporting period one investigation had been completed relating to a patient who 
had presented a forged medical certificate to her employer. The LCFS conducted enquiries 
to identify that no fraud had been committed against the NHS and that the fraud was 
committed against the employer. The matter was reported to the local police and no further 
action required from the Local Counter Fraud Service. The matter was closed. 
 
Under section 3.5.1 Jackie Powell enquired on the outcome from the staff survey.  Heather 
Greenhowe reported that a sample survey for staff was provided to the Area Anti-Fraud 
Specialist as an example of good practice to be shared amongst other organisations, 
recognising what an excellent service the Local Counter Fraud was providing.  
 
Under section 3.6.2 Heather Greenhowe confirmed that she had been liaising with the 
Learning and Development team at Portsmouth City Council and following on from the 
recent guidance received, it had agreed to include these extra controls which would then 
enable the Local Counter Fraud Service to tick all the necessary boxes for the assessment.   
 
It is not a requirement, at the moment, for Local Counter Fraud to be placed on the CCG’s 
statutory and mandatory training policy for all staff.  However, it was suggested adding this 
to the Managed Learning Environment (MLE). 
 
The Audit Committee noted the contents of the Local Counter Fraud Services 
Progress Report 
 
The Local Counter Fraud Service was notified in June that the CCG would be assessed in 
relation to fraud on the 3rd and 4th August by NHS Protect.   Heather Greenhowe had 
discussed the requirements of the assessor as he would be seeking to speak with various 
key members of staff to see how the standards were met.   
 
Heather Greenhowe was asked to present the feedback and update on this assessment 
which was under item 10 on the agenda. 
 
Based on the evidence supplied during the assessment process, 11 standards were given 
a green rating and 3 standards were given amber ratings. 
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Taken in totality, the ratings awarded meant the CCG had overall green rating for its work 
in Strategic Governance and an amber rating within Inform and Involve. 
 
Pages 18, 19 and 20 – This was around raising fraud awareness and the fraud, bribery and 
corruption policy amongst staff. The CCG had an ongoing programme and policy to raise 
awareness of fraud, bribery and corruption issues using a range of methods; however, it 
was considered that there was limited evaluation of the awareness work carried out. 
Therefore, the e-learning module would a key way of testing that. 
 
Page 23 Conflicts of Interest and Gifts and Hospitality Registers: The CCG had received a 
green rating in respect of these and were the only organisation to do so. 
 
Michelle Spandley concluded that this assessment had been successful from the CCG’s 
point of view, which gave the CCG some assurance that what it was accomplishing was at 
the right level and acknowledging the work that Heather Greenhowe was doing. 
 
As the e-learning training package had not yet been implemented, members discussed the 
possible ways staff, Executive and management team could be encouraged to take part.  It 
was proposed using the ‘lunchtime learning’ sessions, and team meetings in order to 
capture as many staff as possible.  Tracy Sanders agreed to volunteer to be part of the 
pilot, incorporating her team members from Business Services. 
 
Andy Silvester and Michelle Spandley thanked Heather Greenhowe for her hard work 
which was reflected in this report. 
 

8. Financial Matters 
 

a. Finance Report 
 

Nikki Burnett presented the finance report for the period ending 31 July 2016 (month 4) and 
was pleased to confirm that the CCG remains on track to meet its 16/17 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. 
 
The CCG remains on track to meet its annual QIPP target; however, significant risks to this 
achievement remain. Colleagues within the CCG, CSU and providers continue to work 
together to promote the successful achievement of this target. 
 
Cash Utilisation:  The CCG closed the month with higher than targeted cash balance; this 
balance has been cleared in August with the CCG back on track to meet its 1.25% target 
 
Debtors – the position does not look good but there are only 5 invoices outstanding, 4 of 
which are over 90 days, and in financial terms are looking at £60,000 across 3 suppliers 
one of which is company recently changed ownership and the rest with our regular 
partners.  The finance team continue to work to a resolution to clear. 
 
Creditors - The finance team have been looking into the large number of Non-Contracted 
Activity (NCAs) in the system.  This has been due to the number of invoices for 2015/16 in 
the system awaiting year end CQUIN certificates; this had now been resolved and the team 
were now working with the CSU to come up with a better system of clearing these. 
 
Funded Nursing Care – For 2015/16, it is anticipated that the issue will be £700,000 but 
this amount has not been included in the financial position at the moment and was being 
signalled to the area team as a potential unmitigated risk; the CCG was looking at using its 
non-recurring reserve set aside.  Nikki Burnett had spoken to NHS England last week who 
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had confirmed that there was only one CCG in our area that were mitigating this risk.  The 
position nationally is that the majority of other CCGs were also showing this cost pressure. 
 
Portsmouth Hospitals NHS Trust – the CCG have pushed out the position this month which 
is offset through the contingency.  Moving into month 5, that position is looking to be 
improved. 
 
The Audit Committee noted the contents of the Finance Report 
 
b. Detailed Financial Policies 
 
Michelle Spandley presented the Detailed Finance Policies which replaced those originally 
adopted by the Audit Committee in September 2015.   
 
These policies are looked at yearly to ensure they are kept up to date with the various 
changes as well as any national guidance changes.  The main changes in this document 
were around the HR and Workforce policies and procedures and to ensure the 
procurement items were also up to date. 
 
It was agreed the Anti-Fraud, Bribery and Corruption Policy should be added to the list 
‘related documents on the CCG’s intranet’.   
 
It was also suggested using track changes in the future so members were clear on any 
changes made. 
 
The Audit Committee agreed to adopt and approve these Detailed Financial Policies 
 
c. Use of the NHS Portsmouth CCG Trust Seal 

 
Andy Silvester presented the report setting out the one occasion when the CCG’s seal had 
been used in the period from 25 May 2016 to 9 September 2016.  This related to the Deed 
of Agreement: Extension of an Agreement made under Section 75 of the NHS Act between 
Portsmouth City Council and Portsmouth CCG. 

 
The Audit Committee accepted and noted the contents of the NHS Portsmouth CCG 
Seal Report 
 
d. Record of Chair’s Actions / Single Tender Action 

 
There were none to declare. 

 
9. Governance Matters 
 

a. Information Governance Update 
 
Angela Sumner joined the meeting to update the Audit Committee on the developments 
and actions relating to the IG toolkit and the wider Information Governance work 
programme. 
 
Version 14 of the IG Toolkit has been published.  The SIRO and Caldicott Guardian have 
reviewed the requirements in order to agree an action plan for submission.  There is 
potential improvement in 4 areas of work.  TIAA have released their audit planning 
memorandum identifying the proposed requirements to be reviewed as part of the annual 
audit programme.  A summary of the expected position in relation to Version 14 is attached 
as Appendix 1 for information.  Amber highlights identify where improvements are 
proposed and lilac those requirements that TIAA will audit in early January 2017.    
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There had been 2 breaches attributable to the CCG since the last update which had been 
investigated and the Caldicott Guardian and SIRO agreed that no further escalation was 
needed. 
 
The mandatory training statistics figures currently stand at 10% completion; however, it is 
anticipated that this figure will improve over the next couple of months.  There were ‘lunch 
and learn’ sessions being offered to staff and Governing Board members have a dedicated 
session in November. 
 
A number of IT policies were considered and approved by the Clinical Executive 
Committee on 25 May 2016.  Staff have been informed and the policies have replaced 
those currently available through the intranet. 
 
The Health and Social Care Information Centre would now be called NHS Digital. 
 
Dame Fiona Caldicott, the National Data Guardian (NDG), published her review into data 
security, consent and public trust on Wednesday 6 July 2016.  The report makes 
recommendations to the Secretary of State for Health. These are aimed at strengthening 
the safeguards for keeping health and care information secure and ensuring the public can 
make informed choices about how their data is used. The NDG proposes new data security 
standards for the NHS and social care, a method for testing compliance against the 
standards, and a new opt-out to make clear how people’s health and care information will 
be used and in what circumstances they can opt out. 
 
Angela Sumner could not foresee any concerns, as work will shortly begin on the 
preparation of a CCG wide action plan which will be led by the Caldicott Guardian.  This 
action plan will form part of the wider Information Governance framework and will be 
presented to the Audit Committee at a future date. 
 
Andy Silvester thanked Angela Sumner for giving the Audit Committee an information 
governance update. 
 
The Audit Committee noted the contents of the Information Governance Update 
 
b. Governing Board Assurance Framework 
 
Tracy Sanders presented the Governing Board Assurance Framework, which was 
reviewed on behalf of the Executive team, on behalf of the Audit Committee, at its meeting 
on 24 August 2016.  
 
The Chief Operating Officer, Chief Finance Officer and Director of Quality & 
Commissioning have reviewed the team risk registers and the Governing Board Assurance 
Framework and conclude there are no changes to recommend actions since it was last 
presented at the CCG Governing Board meeting on 20 July 2016. 
 
The Audit Committee approved the proposed Governing Board Assurance 
Framework in preparation for its presentation at the Governing Board meeting on 21 
September 2016 
 
c. Audit Committee Self-Assessment Checklists 
 
The following documents were previously circulated in order to give Audit Committee 
members the opportunity to note/agree the contents of these checklists and identify any 
gaps in assurance. 
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 Audit Committee Self-Assessment Checklist – This is the current standard checklist 
used by the Audit Committee to assess its performance and was last reviewed at 
the Audit Committee meeting held on 10 September 2014. 

 
Page 2 Composition, Establishment & Duties, paragraphs 1 & 5:  It was 
recommended removing the specific dates and replacing these with ‘…. by 
Governing Board on a regular basis’ 
 
Tracy Sanders reported that in the March 2016 Chief Clinical Officers report to the 
Governing Board it was highlighted that the CCG had commissioned DAC 
Beachcrofts (DACB) to undertake its annual review of the effectiveness of the 
CCG’s governance arrangements. A paper outlining the work undertaken to date, 
the key recommendations and proposed next steps was taken to the Governing 
Board meeting on 20 July 2016.  Tracy Sanders agreed to circulate this for 
information. 
 

Action for Tracy Sanders: Circulate the Governance Review 
 

 HFMA NHS Audit Committee Handbook – Self-Assessment Checklist - Ernst & 
Young provided the Audit Committee with this checklist which they use as an 
evaluation tool.  It was suggested that the Audit Committee look at producing such 
a checklist on a periodic basis as an extra measure in order to recommend any 
further actions and was last discussed at the Audit Committee meeting held on 9 
September 2015 

 
Audit Committee members agreed that it was useful to bring this to future meetings on an 
annual basis in order to review its effectiveness. 
 
The Audit Committee noted and agreed the contents of the Audit committee Self-
Assessment Checklists 
 
d. Single Tender Waiver and Briefing Document for Contract Signature of the 

new Contract being awarded to Graphnet for the continuation of the 
Hampshire Health Record 

 
The Single Tender Waiver and Briefing document was tabled as the information contained 
therein was considered commercially sensitive. 
 
The Hampshire Health Record Agreement with Graphnext expried on 31 May 2016 and a 
decision was made by Hampshire and Isle of Wight Digital Transformation Portfolio Board 
to “stablise and secure” the contract and support for the next 2-3 years.  This decision was 
made following independent reviews of HHR from Accenture and South of England 
Procurement Service (SoEPS). 
 
The Hampshire and Isle of Wight Digital Transformation Portfolio Board had recommended 
that longer term it was going to develop a local health and care prime contractor model to 
act as an Intelligent Client.  The role of this function would be to manage and procure 
separately the technology needed to support the Hampshire and Isle of Wight 
Interoperability Project in long term. 
 
Papers were handed in at the end of the discussion for destruction. 
 
The Audit Committee noted the contents of this Wingle Tender Waiver and Briefing 
document 
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e. Register of Gifts/Hospitalities 
 
Michelle Spandley presented the Register of Gifts/Hospitalities for the period 31 March 
2016 to 30 June 2016 which recorded the following which was only identified to the CCG in 
June 2016. 
 
Payment for buffet and room hire at a Practice Nurse and HCA, Professional Nurse Forum 
on 13 January 2016 by a company known as Chiesi Ltd – Pharmaceutical Company 
(estimated value £100). 
 
The Audit Committee noted the contents of the Register of Gifts/Hospitalities 
 

10. Scrutiny 
 

a. Feedback and Update on NHS Protect 
 

This was discussed earlier in the meeting. 
 
11. Any Other Business  
 

Michelle Spandley informed Audit Committee members that there was HFMA Audit 
Conference taking place on 24 November 2016 in London (details previously circulated) 
and Andy Silvester and Tracy Sanders will be attending on behalf of the CCG. 

 
12. Dates and Times of future meetings 

 
The next meeting will be held on Wednesday14 December, 2016, 1:00-3:00pm, in the 
Committee Room, NHS Portsmouth CCG Headquarters. 
 
Wed 1 March 2017  10:00-12:00 CCG Committee Room 
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, 22 June 2016 at 10.00 am in Conference Room A, Civic Offices, 
Portsmouth. 
 

Present 
 

  Dr James Hogan (in the Chair) 
Councillor Luke Stubbs 

 Councillor Donna Jones 
Councillor Gerald Vernon-Jackson CBE 
Councillor Ryan Brent 
Councillor Colin Galloway (standing deputy) 
Dr Janet Maxwell 
Innes Richens 
Ruth Williams 
Patrick Fowler  
Dianne Sherlock 
Sue Harriman 
Jackie Powell 
Linda Collie 
 
 
  
 

Officers Present 
 

David Williams & Kelly Nash 
 

 
 

 
 

46. Welcome, apologies for absence and declaration of members' interests 
(AI 1) 
 
Jim Hogan, as chair for this meeting, welcomed everyone and announced that 
no deputation requests had been received.  He invited all the representatives 
present to introduce themselves. 
 
There were no declaration of members' interests. 
 
Apologies for absence had been received from Cllr John Ferrett and from Tim 
Powell. 
 

47. Minutes of previous meeting - 2 December 2015 and Matters Arising (AI 
2) 
 
RESOLVED that the minutes of the Health & Wellbeing Board meeting 
held on 2 December 2016 be agreed as a correct record. 
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Matters Arising - Dr Hogan, asked that as it had been six months since the 
last meeting, that Innes Richens give a short verbal update on the 
developments on 'The Blueprint' (minute 36/15).  Innes Richens reported 
that this is now referred to as 'Health & Care Portsmouth', aiming to join up 
health and social care in sensible ways and to improve the quality of care 
received.  A lot of effort was going into bringing together community nursing 
and community care for adult social teams, and there was now co-location of 
social workers and community health workers, for which there were great 
benefits for them talking directly to one another.  GPs were working in alliance 
with Solent NHS Trust, looking at primary care services to ensure effective 
responses. There were also discussions taking place regarding back 
office/support services, infrastructure and the management of estates in the 
city.  Consideration was also being given to bringing together care records 
and IT systems, to allow professionals greater access (with the necessary 
permissions) with the involvement of PHT regarding accessing shared IT 
systems by the Emergency Department.  A piece of work was also being 
undertaken regarding early intervention and on the removal of barriers for 
arrangements for front line services, legally and contractually. 
 
Sue Harriman and members of the Board shared their positive experiences of 
co-location of staff, and Dianne Sherlock was grateful for the inclusion of the 
voluntary sector, through the Living Well Team being part of the intervention 
process.  Patrick Fowler was grateful to Innes Richens and Sarah Austin for 
attending the Healthwatch Board to update them on this progress. 
 

48. PCC Membership Update (for information) (AI 3) 
 
The Health and Wellbeing Board noted the City Council's annual 
appointments to HWB being Councillors Donna Jones (PCC Leader), Cllr 
Luke Stubbs (joint chair of HWB), Cllr R Brent (Lead member for Children's 
Services) and Cllr Gerald Vernon-Jackson CBE (Leader of the Oppostion), 
with the addition of Cllr John Ferrett as a co-opted member of HWB.  Cllr 
Colin Galloway was a standing deputy. 
 

49. Special Educational Needs & Disabilities (SEND) Strategy (AI 4) 
 
Dr Julia Katherine presented her 6 monthly update on the SEND Strategy and 
updated HWB on the readiness for inspection.  The strategy is one of the 4 
priorities within the Children's Trust Plan, and this had been refreshed to 
extend to 2019.  As yet the date for inspection was not known and it would be 
over a 5 day period for the local authority, and this would focus on 
demonstrated outcomes. 
 
Councillor Donna Jones asked to see the detailed strategy document, and this 
would be made available to members. 
 
In response to questions, Julia Katherine reported that there is now a joint 
commissioning group and examples of good practice (such as early years and 
mental health) with other providers. She also explained that the SEND code of 
practice would apply to all schools, regardless of academy status. 
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Innes Riches emphasised the collaborative approach to the forthcoming 
inspection with meetings taking place between Julia Katherine's team and 
CCG colleagues.  It was reported that an area to pay particular attention to 
was the transition to adult services to ensure there are robust processes for 
the 0-25 age group. 
 
The Chair thanked Julia for the presentation of her report, which was noted. 
 

50. Public Health Annual Report (Information Report) (AI 5) 
 
Dr Janet Maxwell presented the annual report for Public Health, which the 
chair suggested be considered in conjunction with the Ipsos Mori Survey 
findings (agenda item 7 relating to Portsmouth Health and Lifestyle Survey 
2015).  This had been a postal and on-line survey and the findings showed 
the extent of residents' willingness to change behaviours.  Janet Maxwell felt 
that prevention is key and there is the need to support implementing the 
lifestyle changes.  The survey results had also highlighted health inequalities, 
such as male in the most deprived areas of the city dying 8 years earlier than 
those in other parts of the city.  There was more work to do with those with 
entrenched health issues, such as supporting those wishing to quit smoking 
(three-quarters of smokers said they wanted to give up) and promoting good 
oral health (7% of respondents said they had never visited a dentist).   
 
Section 12 of the report set out the summary of recommendations.  These 
included the promotion of self-help and embracing of digital solutions (but 
without excluding those without IT access).  Work with the voluntary sector 
was taking place through the extension of 'Portsmouth Together' funding for 2 
years, which would be a city-wide partnership. 
 
Janet Maxwell would report back to the Health & Wellbeing Board regarding 
progress. 
 
During discussion of the issues raised, Cllr Stubbs welcomed the report to 
respond to the survey findings but did not feel that the membership of the 
Health & Wellbeing Board should be made too large.  It was noted that the 
city shared poor health outcomes (in relation to the rest of the South region) 
with similar cities like Southampton.  More community settings were needed 
for the healthchecks.  Stronger advice was expected from Public Health 
England regarding the impact of low cost alcohol.  
 
The map used dividing the city into 3 areas was questioned; some members 
felt that this masked the problems in the west side of the city, but this was 
based on arrangement of services in a north/south/central spilt.  It was 
reported that ward data would still be available.  The spilt of resources 
between different parts of the city was queried and Dr Maxwell would need to 
look into this information. 
 
In response to questions raised on the possible benefits of e-cigarettes as a 
tool to give up or reduce smoking the Director of Public Health stated that the 
long term consequences were still not known.  Public Health England was 
now saying that this method is healthier, so part of the advice locally was that 
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it is recognised that it is a tool in helping to give up (Dr Hogan reported that 
GPs locally were discussing whether to prescribe them).  There is still the 
need to promote good lung health and clean air. 
 
The positive messages of self-help and use of technology to access this, at a 
time of limited resources, was welcomed. 
 
Discussion also took place regarding licensed premises and the need to 
promote alternatives to drinking to young people, partly through healthier high 
streets and work was continuing to tackle the illegal alcohol and tobacco 
trade.  It was acknowledged that it would require lobbying for health to 
become one of the nationally recognised licensing objectives (for this then to 
be considered by the Licensing Committee locally when looking at 
applications). 
 
The Health and Wellbeing Board noted the Public Health Annual Report  
and Janet Maxwell would report back on the refreshed priorities to the 
next HWB meeting. 
 

51. Childrens Health Visiting Service (Information Report) (AI 6) 
 
Kate Lees presented her information report regarding public health services 
for 0-5 year olds as well as the new responsibility for local authorities  for 
commissioning all of the 0-19 year old Healthy Child Programme. The 
government's 'call to action' in 2011 had also stressed the importance of the 
first 1000 days for all outcomes.  The health visit services followed a national 
model and there is a universal offer to all families with mandated health 
checks.  Paragraph 4.4 of the report set out the 6 high impact areas for 
children's health which the health visitors focus on.  There is also a specialist 
health visiting service for children with disabilities and an infant feeding team. 
 
The Family Nurse Partnership is looking to change the referral criteria in line 
with changes being made nationally.  The service is recognised nationally as 
one of the best performers. 
 
The graph at paragraph 7.1 set out how the public health grant funding was 
used.  The changes to funding and savings to the children's budget meant 
that the skill-mix of staff in the health visiting service was being reviewed, and 
there would be a temporary reduction in capacity whilst there was recruitment 
and training of staff (refer to paragraph 8.1 of the report).  Members of HWB 
felt that the delivery of outcomes should be monitored.  The positive impact of 
the health visitors going to families to create stability was recognised. 
 
A question was raised by a member of the public attending regarding links 
with schools; Kate responded that the care follows the child with the health 
visitor handing over information to the school nurse.   
 
The chair thanked Kate Lees for her report, which was noted. 
 
 
 



 
5 

 

52. Portsmouth Health & Lifestyle Survey of Adults (AI 7) 
 
(This information item was considered in conjunction with the earlier Public 
Health Annual Report.) 
 

53. Shared Director of Public Health Arrangements (AI 8) 
 
David Williams, Chief Executive of Portsmouth City Council, gave a verbal 
update on the progress of discussions in the Hampshire & Isle of Wight area. 
Due to the pressures on budgets and the similar health problems being faced 
by Portsmouth and Southampton councils in their area, the two local 
authorities were pursuing the appointment of a joint Director of Public Health.  
Hampshire and the Isle of Wight had been involved in earlier discussions 
before the two cities decided to look at a joint appointment and the PCC 
Employment Committee had authorised David Williams to take this forward.  
Some of the partner organisations would be involved in the recruitment 
process.  Innes Richens reported that the CCG were supportive of this 
direction to build upon the strong relationship with public health.  This was 
seen to be a large responsibility for one individual across the two cities. 
 

54. Update on Information Sharing Protocols (Information report) (AI 9) 
 
Dr Janet Maxwell presented this information report which underpins the 
integrated work undertaken.  The framework helped to clarify definitions and 
responsibilities and included legal gateways.  She urged all HWB members to 
go through this with their staff to ensure the principles were adhered to.  This 
had been agreed by the Children's Trust Board. 
 
In response to queries raised regarding the implementation and the role of 
contractors, David Williams reported that there would be a rigorous process of 
sharing information with non-signatories and each of the agencies would have 
to have an information governance officer. 
 

55. Date of next meeting (information item) (AI 10) 
 
It was noted that the next Health & Wellbeing Board meeting would take place 
on Wednesday 21st September at 10am. 
 
Any other business - Dianne Sherlock announced that on 29 June an Action 
Portsmouth Group event regarding integrated personal commissioning was 
taking place at which Innes Richens would update the voluntary sector on the 
progress on the 'Portsmouth Blueprint'. 
 
 
The meeting concluded at 11.45 am. 
 
 

  

 Dr James Hogan 
Chair 
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HEALTH AND WELLBEING BOARD 
 
MINUTES OF THE MEETING of the Health and Wellbeing Board held on 
Wednesday, 21 September 2016 at 10.00 am in Conference Room A, Civic 
Offices, Portsmouth. 
 

Present 
 

 Dr James Hogan (in the Chair) 
 

 Councillor Donna Jones 
Councillor Gerald Vernon-Jackson CBE 
Councillor John Ferrett 
 
Councillor Colin Galloway (Standing Deputy) 
 
Innes Richens 
Patrick Fowler, Healthwatch Portsmouth 
Sue Harriman  
Sarah Austin 
Dr Linda Collie 
 

Officers Present 
Kelly Nash 
David Williams 
 

 
 

 
 

56. Welcome, Apologies for Absence and any declarations of Members' 
Interests (AI 1) 
 
Apologies for absence had been received from Councillor Luke Stubbs, 
Councillor Ryan Brent, Dianne Sherlock and Ruth Williams.  Introductions 
were made around the table.  There were no declarations of members' 
interests. 
 

57. Minutes of Previous Meeting - 22 June 2016 (AI 2) 
 
RESOLVED that the minutes of the meeting held on 22 June 2016 be agreed 
as a correct record to be signed by the Chair. 
 

58. Blueprint for the Health and Care Portsmouth Programme - Update (AI 3) 
 
Innes Richens presented this report setting out progress on taking forward 
this principle for key health and care partners to work together in the city.  A 
broader approach is being taken than just health and social care integration to 
work on a wider prevention agenda. Over the last year co-location of staff had 
taken place (as outlined at section 5 of the report) and the next step was to 
look at the line-management issues for these staff.  The Blueprint also 
included plans for 'Discharge to Assess' and 'Frailty' services to respond to 
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urgent care and the Solent Community Hub to react to the urgent demands on 
GP services.   
 
Questions and comments were raised on: 
 

 The involvement of Housing as an important factor in improving health 
and wellbeing - there are on-going discussions, such as looking at 
personal support given by staff at supported housing properties.  The 
wider determinations of health such as housing and employment were 
recognised. 

 The need for constitutional arrangements for joint working and line-
management to be progressed and it was confirmed that these 
discussions are taking place. 

 The older population growth statistics (at point 3.3) was evidence of the 
pressures on services 

 The NHS Sustainability & Transformation Plans (STPs) - it was felt that 
there was the need to dispel 'myths' about these - it was therefore 
suggested that it would be helpful for PCC members to be briefed on 
this or be part of the consultation process.   

 Reference to devolution of powers - The Leader stated that health was 
not part of the current proposals for a Combined Authorities deal but 
would be expected for form part of a subsequent deal.  It was noted 
that no single administrative boundary would suit all aspects of health 
and social care but that a tiered approach was being adopted and that 
dialogue was taking place with Southampton on some aspects as well 
as the broader HIOW geography. 

 Following on from STPs discussion took place regarding hospital 
discharge arrangements (and inappropriate admissions leading to 
longer stays in hospital than is necessary), the improvements made to 
local hospital pharmacy arrangements and the funding distribution for 
care in and out of hospital. 

 
RESOLVED that the Health & Wellbeing Board: 

(1) Noted the progress so far in progressing the Blueprint for Health 
and Care in Portsmouth; 

(2) Commented on the proposed next steps for the programme. 
 

59. Healthwatch Portsmouth Annual Report Summary (AI 4) 
 
 
Patrick Fowler presented Healthwatch Portsmouth's 2015-16 Annual Report 
Summary, stressing the independent nature of the group which acted as a 
champion for local people, funded mainly by PCC.  (The 8 statutory functions 
were set out on p18 of the papers.) The emphasis was on involving local 
people to influence health and care provision.  Healthwatch Portsmouth 
representatives attended more than 60 local events and spoke with more than 
900 local people during the period and gave feedback to organisations such 
as the Clinical Commissioning Group, Solent NHS Trust and Portsmouth 
Hospitals Trust, and collaborated with NHS England to involve residents in the 
commissioning of services. Up until April 2016 their advocacy service had 
helped 63 people with complaints with a range of outcomes including 
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organisations reviewing their own complaints processes, a patient accepted 
back onto a GP's list and a new independent care assessment for another 
client. 
 
Patrick reported on their on-line presence with 2.6k followers on social media, 
and their website included helpful directories such as searching for local 
pharmacies.  Graham Heaney, Healthwatch Portsmouth Chair, had appeared 
on BBC South Today to comment on the ambulance queuing at A&E, and 
there was on-going work with Portsmouth Hospitals Trust with plans for 
trained volunteers to undertake further 'walk throughs' to examine the urgent 
care pathway and recommend possible improvements.  Their Guildhall Walk 
survey had involved over 300 residents and had helped to influence the 
outcome of this consultation by the CCG.  The presentation also made 
reference to work with Portsmouth Race Equality Network Organisation 
(PRENO) to raise awareness of accessing health services for different issues.  
There had been involvement in a local cancer research project into access to 
bowel cancer screening.  He explained the mystery shopper project which had 
looked at information given to GP patients and how long the waiting times 
were for GP appointments in Portsmouth.   Healthwatch had in turn fed back 
to the surgeries where there was mis-information on their websites regarding 
out of hours access or opening hours and had looked into the variation 
between practices on the type of ID needed to register as a patient.  They 
were currently working with the Practice Managers and the CCG to advertise 
the loss of resource caused by patients not turning up for appointments and 
were awarding certificates to the GP surgeries to highlight good practice 
identified by patient representatives. 
 
Questions/comments were then raised: 

 The lack of formal apologies by providers in response to complaints 
dealt with by the advocates was noted 

 The figure for those not on GP lists was not known, partly due to the 
transient student population (CCG worked with the University of 
Portsmouth and attended the Freshers' Fair) 

 Concerns regarding accessing and promoting out of hours GP services 
were being looked at by the CCG. 

 
Members thanked the staff and volunteers, via Patrick, particularly for 
undertaking the mystery shopping which had resulted in useful evidence. 
 
Patrick Fowler was thanked for his presentation of the Healthwatch 
Portsmouth Annual Report Summary, the contents of which were noted. 
 

60. Portsmouth Safeguarding Adults Board - Strategic Plan (AI 5) 
 
Robert Templeton as Chair of the Portsmouth Safeguarding Adults Board 
(PSAB) attended to present this report.  He had been appointed as 
independent chair of PSAB in December 2015, since when a lot of work had 
taken place to outline this strategic plan, setting out priorities, and he would 
be presenting their annual report to the next meeting of HWB. 
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The Strategic Plan contained the vision, priorities and annual work plan for 
PSAB.  Robert emphasised the joint working with the Portsmouth 
Safeguarding Children's Board (PSCB), and reported that from 14-18 
November they would be jointly promoting a 'Safeguarding Awareness Week'.  
This would include events for workers and public sessions in libraries and 
hospitals. There was also close work taking place with neighbouring 
authorities to share resources where appropriate - such as for training. 
 
The report set out the priorities and sub group working taking place on: 
 

 Data - knowing our population 

 Learning from Safeguarding Adult Review 

 Workforce development 

 Leadership & Governance 
 
Questions and comments were then taken from HWB members which 
covered: 
 

 The follow up from the safeguarding reviews - nationally these were 
seen as expensive and time-consuming, with outcomes being difficult 
to monitor.  The PSAB was looking to tighten up the process for these 
locally, to ensure there was swift understanding of when things do go 
wrong. 

 What would happen following this report's baseline assessment? The 
PSAB would share at the next meeting how they were addressing 
particular problems as identified. 

 With the partnership work and data collection it was noted that a lot of 
time was being spent on understanding the population for each 
agency. 

 PSAB was working with PSCB to ensure safeguarding was not seen in 
isolation to contribute to keeping people safe in Portsmouth. 

 
RESOLVED that the Health & Wellbeing Board noted the Portsmouth 
Safeguarding Adults Board's Strategic Plan. 
 

61. Recruitment of Joint Director of Public Health (verbal update) (AI 6) 
 
David Williams, PCC Chief Executive, reported that this position was now out 
to advert and the date for final interviews had been set as 31 October.  This 
would be a joint appointment panel with Southampton City Council, with 
PCC's representatives being Councillors Luke Stubbs and Darren Sanders, 
with two Southampton councillors and both chief executives.  There would 
also be independent observers from NHS England and the Faculty of Public 
Health.  He hoped that other agencies may have the opportunity to meet with 
the candidates. 
 
The verbal update was noted. 
 

62. Decisions by Primary Care Commission Committee on GP Surgery 
Closures (information item) (AI 7) 
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The CCG's decisions on mergers and closures were brought to the attention 
of the Board.  Innes Richens reported that the closures were due to the poor 
physical condition of buildings and it was stressed that there was re-provision 
of services to a better location elsewhere with patients being able to choose to 
move to another GP surgery. Dr Hogan reported that there are no closed lists 
for GP surgeries in the city. 
 
The HWB noted the decisions of the Primary Care Commissioning 
Committee as set out in the information report. 
 

63. Date of next HWB meeting (information item) (AI 8) 
 
It was noted that the next Health & Wellbeing Board would be held on 
Wednesday 30 November 2016 at 10am in Room A, Civic Offices. 
 
Dr Hogan raised the rotation of the chair for HWB which would transfer to Cllr 
Stubbs from the next meeting. 
 
 
The meeting concluded at 11.25 am. 
 
 
 
 
 

  

Dr James Hogan 
Chair 
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Minutes of the NHS Portsmouth Primary Care Commissioning Committee meeting held on 
Wednesday 21 September 2016 at 1.00pm – 2.15pm in Conference Room B, 2nd Floor, Civic 

Offices, Portsmouth 
 

Summary of Actions 
Primary Care Commissioning Committee held on Wednesday 21 September 2016 

 

Agenda 
Item 

Action Who By 

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 

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 

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 

 
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 
Mr Andy Silvester - Lay Member 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
 
In Attendance 
 
Dr Dapo Alalade - Clinical Executive 
Mrs Jane Cole - Deputy Chief Finance Officer (for Michelle Spandley) 
Mrs Jayne Collis - Business Development Manager 
Mr Paul Cox - Practice Manager Representative 
Mr Patrick Fowler - Healthwatch Representative 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Ms Suzannah Rosenberg - Director of Quality and Commissioning 
Mrs Terri Russell - Head of Primary Care Engagement 
 
Apologies 
 
Dr Elizabeth Fellows - Chair of Governing Board/Clinical Executive 
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Dr Jonathan Lake - Clinical Executive 
Mrs Michelle Spandley - Chief Finance Officer  
Dr Matthew Smith - Consultant in Public Health (on behalf of vacant Director of Public Health, 
    Portsmouth City Council position) 

Mr David Williams - Chief Executive, Portsmouth City Council 
 

 
1. Apologies and Welcome 
 

Apologies received from Dr Elizabeth Fellows, Dr Jonathan Lake, Michelle Spandley, Dr 
Matthew Smith 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 
 

Dr Linda Collie, Dr Dapo Alalade, Dr Jim Hogan and Paul Cox declared possible conflicts 
of interest relating to agenda item 5. It was agreed that as the item was for discussion only 
they would be able to stay and participate in the discussion.  
 

3. Minutes of Previous Meeting 
 
The minutes of the Primary Care Commissioning Committee meeting held on Wednesday 
20 July 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 

4 Proposed Closure of the 
Ramillies Branch Surgery – 
Request information from the 
practice regarding the number of 
patients who attended the open 
meeting and provided feedback 
as part of the engagement work 
for Andy Silvester. 

K Hovenden Sep 16 Katie Hovenden reported 
that the number of patients 
who attended the open 
meeting was 21. 

4 Proposed Closure of the 
Ramillies Branch Surgery – A 

K Hovenden Sep 16 Katie Hovenden said that 
the comments have been 
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Agenda 
Item 

Action Who By Progress 

programme to be put in place to 
evaluate the benefits realised as 
a result of approved mergers for 
consideration by the Committee 
on an ongoing basis. 

taken on board and the 
requirements will be built 
into the work the CCG does 
with practices. 

5 Proposed Merger of Portsdown 
Group Practice and Northern 
Road Surgery; and Proposed 
Closure of Northern Road as a 
Branch Surgery – Ask practices 
to provide details about the scale 
of their engagement with patients 
and stakeholders, including 
number of respondents, as part 
of applications to merge or close 
branches in the future. 

K Hovenden Ongoing Katie Hovenden said that 
CCG will ask practices 
about the numbers 
attending engagement 
events and the scale of 
engagement as part of the 
process and will ask 
practices to articulate the 
benefits and how they will 
report and monitor this in 
the future. 

5 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. 

K Hovenden Sep 16 Katie Hovenden agreed to 
circulate what is meant by 
“quasi-trained nurse” to 
members outside of the 
meeting.  Action: K 
Hovenden 

7 Healthwatch Portsmouth 
Mystery Shopper Report – CCG 
next steps – Review the recent 
announcement regarding the 
removal of ghost patients and the 
impact locally. 

T Russell Sep 16 Terri Russell reported that it 
is an ongoing task to keep 
lists updated however it is a 
contractual requirement to 
ensure lists are validated. 

7 Healthwatch Portsmouth 
Mystery Shopper Report – CCG 
next steps – Discuss how 
Healthwatch may help in 
promoting the importance of 
attending or cancelling GP 
appointments in order to reduce 
DNAs and wastage of primary 
care capacity. 

P Cox/ 
P Fowler 

Sep 16 Information has been 
tweeted and put on 
facebook.  A meeting is due 
to take place shortly to 
discuss this further. 

 
4. CQC Inspection of GP Practices 

 
Katie Hovenden presented a paper which provided an update on the CQC inspection of GP 
practices in Portsmouth and the support being provided by the CCG.  She explained the 
process and detailed the five key questions that inspectors focus on.  As well as the five 
key questions to CQC also look at how services are provided to people in specific 
population groups and use an Intelligent Monitoring tool. 
 
Katie Hovenden noted that the results were quite diverse however the poorest performing 
area was safety.  The CCG is undertaking a survey of practices to gain a better 
understanding of how practices manage risks. 
 
Tom Morton asked if when the CQC carries out inspections do they give a verbal report to 
practices and do practices have a right of appeal before the final report is published.  Katie 
Hovenden confirmed there is usually some form of verbal feedback at the end of each 
inspection. She went on to explain that practices have the opportunity to correct or 
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challenge any factual inaccuracies etc, however to challenge the rating is much more 
difficult.  Dr Linda Collie commented that there is a window when they are writing the report 
to provide information that may have not been to hand during the inspection.  Suzannah 
Rosenberg said that it would be unusual for an overall rating to change for a practice 
through the factual accuracy checking stage. 
 
Suzannah Rosenberg commented that one thing highlighted is that the current CQC 
inspection regime does not lend itself very well to merged practices.  It does not work very 
well and merged practices need to be extra vigilant around governance ie. the name of the 
merged practice on documents etc.  Katie Hovenden commented that clear visibility of 
systems and procedures in place is needed. 
 
Dr Julie Cullen reported that a discussion had taken place at the Quality and Safeguarding 
Executive Group (QSEG) this morning around the practice that had been placed in special 
measures and they had been assured that the issue was around processes not patient 
care.  Katie Hovenden commented that there were some specific issues to ensure 
assurance around safety. 
 
Paul Cox asked for clarification as to whether the CQC inspection regime completes this 
year and what the period of new inspections is.  Suzannah Rosenberg explained that the 
whole of the CQC process is under review but currently as an example the frequency of 
inspections on care homes that are “under the radar” is 3 years. Dr Linda Collie 
commented that if practice circumstances change then they may be inspected. 
 
The Primary Care Commissioning Committee noted the paper. 
 

5. Alliance Update 
 
Dr Linda Collie, Dr Dapo Alalade, Dr Jim Hogan and Paul Cox declared possible conflicts 
of interest relating to the following item. 
 
Katie Hovenden presented a paper which provided an update on the services, projects and 
work streams currently being delivered and undertaken by the Portsmouth Primary Care 
Alliance.  It also detailed the funding arrangements between the CCG and the Alliance to 
provide these services. 
 
With regards to workforce development, Katie Hovenden explained that an announcement 
is expected from NHS England regarding further pilots for pharmacists to work in practices.  
As the Alliance is already well established it is in a good position to host individuals if we 
want to take this forward. 
 
Innes Richens commented that the paper was very helpful and well timed.  He believed 
that the Alliance was well placed to support local general practice be sustainable for the 
future and to drive new ways of working. He noted work going on in other parts of 
Hampshire to include primary care in proposed procurements seeking to establish MCPs 
and other models. He enquired how we and the Alliance were supporting practices in 
engaging with the integration agenda.  
 
Katie Hovenden said that the CCG has in the past challenged the Alliance on how they are 
engaging with member practices. Feedback to date has been positive although it was 
noted that the focus on discreet areas of primary care services has presented a minimal 
risk to the CCG. Going forward we will be working with the Alliance to ensure they do fully 
represent their constituent practices and that they are considering the options for the future 
such as MCPs.  Dr Linda Collie commented that it would be useful, when on practice visits, 
to ask practices how engaged they are with the Alliance. 
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Dr Jim Hogan said that as commissioners we need to start thinking of the Alliance as an 
entity.  He reflected that we may need to provide them with support as they develop to 
enable them to meet the requirements of the future and that we had expertise and 
experience that we should consider offering.  
 
Patrick Fowler asked about the set-up of the Alliance.  Katie Hovenden explained that there 
is a management team and each practice is a shareholder.  Not all practices are 
represented on the management board however all practices are invited to attend. 
 
Patrick Fowler asked, in terms of developing system demand, how much is in the public 
domain, are there internal processes or are they involving patients and the public.  Katie 
Hovenden explained that a fair amount of work is internal and there is more to do in terms 
of patient engagement. 
 
Jackie Powell commented there needs to be a clear line that the Alliance is its own 
organisation and queried how this worked from a competition perspective.   Innes Richens 
explained that part of the CCGs role as commissioners is to develop providers to fill any 
gaps in the market. Therefore our support to primary care via the Alliance is focused on 
building a genuine entity which will be able to meet our future commissioning needs.  The 
work we are doing as a commissioner to support the Alliance is no different than if there 
were a gap elsewhere in the market and we are explicit where there is a conflict and as to 
how we will manage that.  Katie Hovenden commented that there are also obligations on 
sustainability of general practice as the individual practice model is not fully sustainable in 
its current form. 
 
Tracy Sanders said that the role of this Committee is key and is why we need to be 
independent and Lay Member led to scrutinise the activities of the CCG in this area. Dr 
Tahwinder Upile commented that this occurs in other CCGs as well.  Tracy Sanders 
explained that this is why we have to be explicit on why we make particular procurement 
choices.  Jane Cole commented that the CCG has contractual arrangements with the 
Alliance. 
 
Tom Morton thanked Katie Hovenden and her team for the paper.  He asked about 
workforce development and encouraging GPs to come to Portsmouth and if we are facing 
a crisis in GP recruitment.  Katie Hovenden explained that recent vacancy rates indicate 
we may be struggling but we are not at crisis point at the moment.  However we are facing 
the same issues as other areas in relation to retirements and vacancy rates. 
 
The Primary Care Commissioning Committee noted the report. 
 

6. A Quality Improvement Framework for Primary Medical Care 
 
Terri Russell presented a paper which provided an overview of the proposed development 
of a Quality Improvement Framework for Primary Medical Care.  She gave an overview of 
the proposal noting that it would be part of the wider strategic framework already approved 
by the Board.  It is important in this time of significant change that we do not lose sight of 
quality.  It is hoped a draft framework will be available in the autumn which would be tested 
with some practices with the aim to have a final framework in place for 1 April 2017. 
 
Tom Morton asked who would chair the steering group.  Terri Russell explained that the 
final arrangements are still to be agreed such as Terms of Reference and how often it 
would meet but initially this would be monthly.  The group would report via the Primary 
Care Operational Group. 
 
Dr Jim Hogan asked if the CCG was benchmarking across practices within the City or 
comparator groups from elsewhere in the country.  Terri Russell explained that there were 
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a number of approaches to benchmarking and we need to decide what is best for what.  Dr 
Jim Hogan asked that we ensure it fits with NHS England assurance arrangements. 
 
Katie Hovenden said that we need to be dynamic in our approach, and need to keep an 
eye on what we are being judged on and where issues may be emerging and use 
intelligence to prioritise and understand where the CCG is an outlier and needs to focus its 
attentions.  In the past we have separated the quality agenda from the performance 
agenda but we are now focused on pulling all together in one place.  Dr Jim Hogan said it 
is about the relevance for practices as well as the relevance for NHS England. 
 
Dr Dapo Alalade asked if there was representation from patients on the steering group.  
Terri Russell said that they were looking to have patient representatives and are working 
with healthwatch on this. 
 
Paul Cox asked if the framework would be contractual or not and if practices would be 
obliged to do it.  Terri Russell said that it would depend on what it was looking at.  There 
are a number of initiatives in place already for practices and could use these routes or use 
contractual levers as most appropriate in the circumstances.  
 
Dr Jim Hogan commented that there is a danger that it produces league tables and he felt 
this would not be helpful.  Katie Hovenden commented that the intention was not to 
produce league tables but to help practices reflect on areas of possible improvement.  She 
added there is no point is highlighting areas where practices were performing less well if 
you don’t then provide support and we are very conscious that we need to engage with 
practices carefully.  However as a CCG we need oversight on primary care delivery and we 
need the information in one place in order to look at variation across the City with a view to 
supporting practices to aspire to their best. 
 
Paul Cox asked about the Quality Outcomes Framework (QOF) and whether it may now 
have a limited life going forward and if so is there the opportunity to consider how the 
funding is used.  Katie Hovenden said that we cannot ignore QOF and we may choose to 
use some indicators from QOF.  There is still a requirement to report on specified things 
and if we remove the incentive to focus on these we need to ensure that doesn’t lead to a 
decrease in performance.   As we take this forward we may open up other areas with 
practices helping to see quality in the broader context. 
 
Terri Russell commented that QOF will still be around next year however there will be 
some adjustments made. We are taking an opportunity to understand how locally we can 
influence this. 
 
Andy Silvester asked if there is an opportunity to take key learning from other settings, 
such as the aviation industry, to add to our definition as to what is meant by quality.  It was 
agreed that he would work with Terri Russell to agree a form of words that define what the 
CCG means by quality. 

Action:  Andy Silvester/Terri Russell 
 
The Primary Care Commissioning Committee noted the paper. 
 

7. GP Patient Survey Results 
 
Terri Russell presented a paper which provided the latest results of the national GP Patient 
Survey and the actions that the CCG is taking in response to it.  She highlighted the main 
areas of the paper noting that the number of responses was fairly small and was lower than 
the last survey.  The GP Patient Survey website allows you to compare practice results. 
 
Dr Linda Collie commented on the results regarding on-line appointments.  She explained 
that some practices have recently changed GP IT supplier which meant that patients had to 
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re-register and therefore it is hoped that the results in this area will improve once practices 
are settled on the new system. 
 
Paul Cox asked about the value of the quality premium and Jane Cole said that it was 20% 
of the total however the CCG was not yet achieving the target.  Terri Russell added that the 
CCG needed to improve by 3 points. 
 
Paul Cox commented on the survey and said that if it was based on a random sample of 
patients he could not understand how they could answer all of the questions as they may 
not have had recent experiences in all the areas considered.  Therefore their responses 
would not be a true reflection but based on history which could undermine results.  Tracy 
Sanders commented that the sampling approach used was consistent across all practices.  
Terri Russell said that the overall results are positive at a time when general practices are 
struggling. 
 
Patrick Fowler commented that it would be useful to have included a question on whether a 
patient had to make a complaint and feedback on that.   
 
Dr Dapo Alalade asked what the average national response rate was in order to compare it 
to the CCG rate.  Terri Russell said she would find out and provide an update to Committee 
members at the next meeting. 

Action:  T Russell 
 
Tom Morton thanked Terri Russell and Steve McInnes for the valuable and useful paper. 
 
The Primary Care Commissioning Committee noted the paper. 

 
8. Date of Next Meeting in Public 

 
The next Primary Care Commissioning Committee meeting to be held in public will take 
place on Wednesday 16 November 2016 at 1.00pm – 2.30pm 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 
29 September 2016 
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