
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 

Governing Board 
 

A meeting will be held from 1.00pm – 3.00pm on Wednesday 11 November 2015 in the 
Entertainments Hall, St James’ Hospital 

 
This will be followed by a Question and Answer Session for the Public anticipated to 

commence at 3.10pm until 3.40pm 
   

AGENDA 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Dr Dapo Alalade, Dr Tahwinder 
Upile. 
 

Dr T Wilkinson Verbal 

2.  Declarations of Interest 
 

Dr T Wilkinson Verbal 

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

held on Wednesday 23 September 2015. 
b. Matters Arising 
 

Dr T Wilkinson White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

5.  Integrated Performance Report 
 
• Quality 
• Performance 
• Finance 
 

Mrs M Spandley 
 

White 

6.  Quality Assurance Framework Mr I Richens Cream 

7.  Safeguarding Children and Adults in Portsmouth - Annual 
Report 2014-15 
 

Mr I Richens/ 
Dr L Collie 
 

Pink 

8.  CCG Learning Review:  Solent NHS Trust Community 
Nursing 
 

Dr J Cullen 
 

Green 

----------------------------------------------------------------------------------------------- 
 

Primary Care Commissioning Business (Items 9 - 11) 
 
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 this meeting transfers at this point to our Deputy Chair who is a lay 
member representative.  Where Governing Board members are felt to have a direct potential 
conflict of interest they will be excluded from our discussions as well as decision making.  
 
9.  Guildhall Walk Healthcare Centre Petition Mr I Richens Salmon 



 Subject Lead Attachment 
 

 
10.  Proposed Merger of North Harbour Medical Group and 

Northern Road Surgery 
 

Mr I Richens Cream 

11.  Proposed Merger of Ramilies and the Osborne Practice 
 

Mr I Richens Yellow 

----------------------------------------------------------------------------------------------- 
 

12.  Register of Interests 
 

Dr T Wilkinson Lilac 

13.  Minutes of Other Meetings 
 
• Clinical Strategy Committee 
• Health and Wellbeing Board 

 
 
Dr J Hogan 
Mr I Richens 
 

 
 
Blue 
Pink 

14.  Patient Story 
 

  

15.  Date of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 20 January 
2016 at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

16.  Meeting Close 
 
 
Distribution: 
    
 

Voting Members 
 
Dr Dapo Alalade - Clinical Executive   
Dr Linda Collie - Clinical Executive 
Mr Paul Cox - Practice Manager Representative 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Clinical Executive   
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Mr Tom Morton - Lay Member 
Ms Jackie Powell - Lay Member 
Mr Innes Richens - Chief Operating Officer 
Mr Andy Silvester - Lay Member 
Mrs Michelle Spandley - Chief Finance Officer 
Dr Tahwinder Upile  - Secondary Care Specialist Doctor  
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive 
 
 
Non-Voting Members/In Attendance 
 

Mrs Jayne Collis - Business Development Manager 
Dr Janet Maxwell  - Director of Public Health, Portsmouth City Council 
Mr David Williams - Chief Executive, Portsmouth City Council 
 



 
 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 11 November 2015 

 
Agenda Item No  
 

3 
 
Title 
 

Minutes of Previous Meeting 
 
Purpose of Paper 
 

 
To agree the minutes of the NHS Portsmouth Clinical 
Commissioning Group Governing Board meeting held on 
Wednesday 23 September 2015. 
 
 
 

 
Recommendations/ 
Actions requested 
 

 
Approve 

Potential Conflicts 
of Interests for 
Board Members 

 
None 

 
Author 
 

 
Jayne Collis 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson 

 
Date of Paper 
 

 
3 November 2015 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 23 September 2015 at 1.00pm – 3.30pm in the Entertainments Hall, St 

James’ Hospital, Locksway Road, Milton, Portsmouth PO4 8LD 
 

Summary of Actions 
Governing Board held on Wednesday 23 September 2015 

 
 

Agenda 
Item 

Action Who By 

5 Integrated Performance Report - Express workforce 
vacancy numbers also as a percentage of the total 
workforce in future reports. 

M Spandley Nov 15 

5 Integrated Performance Report - Provide the CCG with 
the totality of public health's proposals in response to the 
required savings by the Local Authority for the CCG to 
assess and respond to. 

J Maxwell Nov 15 

7 Draft Emergency and Urgent Care: Strategic Framework 
– Final strategy and details on high level vision to be 
presented to a Governing Board meeting. 

J Hogan End Dec 
15 

8 Guildhall Walk Healthcare Centre Options Appraisal - 
Conduct formal consultation and report back to the 
Governing Board in the New Year. 

I Richens End Feb 
16 

10 Update on PMS Contract Reviews - Establish and task 
and finish group to review requests and define priorities for 
reinvestments. 

I Richens Nov 15 

12 Listening to our Patients - 2014/15 Report - Programme 
an update on work for veterans for a future Governing 
Board meeting. 

I Richens/ 
E Fellows 

Future 
meeting 

12 Listening to our Patients - 2014/15 Report - Feedback 
back proposal for event in north of the City. 

I Richens Nov 15 

12 Listening to our Patients - 2014/15 Report - Redraft 
Section 1.9 to take into account comments made by Dr 
Janet Maxwell. 

I Richens Before 
publication 

12 Listening to our Patients - 2014/15 Report - Publish full 
report on website. 

I Richens Nov 15 

13 Governing Board Assurance Framework – Consider 
comments from Dr Janet Maxwell as part of the new review 
of GBAF. 

I Richens/T 
Morton 

Jan 16 

17 Patient Story - Presentation to be uploaded onto the CCG 
website. 

J Collis Nov 15 

 
Present: 
 
Dr Dapo Alalade - Clinical Executive 
Paul Cox - Practice Manager Representative 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Tom Morton - Lay Member 
Jackie Powell - Lay Member 
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Innes Richens - Chief Operating Officer 
Andy Silvester - Lay Member 
Michelle Spandley - Chief Finance Officer  
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive 
 
In Attendance 
 
Jayne Collis - Business Development Manager 
Dr Janet Maxwell - Director of Public Health, Portsmouth City Council 
David Williams - Chief Executive, Portsmouth City Council (from 3.00pm) 
 
Apologies 
 
Dr Linda Collie - Clinical Executive 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Clinical Executive 
 
 
 
1. Apologies and Welcome 
 

Apologies received from Dr Linda Collie, Dr Julie Cullen and Dr Elizabeth Fellows. 
 
Dr Tim Wilkinson welcomed everyone to the NHS Portsmouth Clinical Commissioning 
Group (CCG) Governing Board meeting held in public.  He reminded those present that 
although the meeting was being held in public it was not a public meeting and therefore 
during the CCGs formal business members of the audience would not be invited to 
participate.    He explained that as the meeting had been extended today the Question and 
Answer session would follow at 3.30pm – 4.00pm.  

 
Dr Tim Wilkinson further explained that Items 8-11 related to primary care commissioning 
business and in line with our agreed governance arrangements, at that point in the meeting 
he would be transferring chairing of the meeting to Tom Morton as the current designated 
lay member to do this.  He highlighted that a section had also been added to the front 
sheet of Governing Board papers which detailed any potential conflict of interest. 
 

2. Declarations of Interest 
 

Dr Dapo Alalade, Paul Cox, Dr Jim Hogan, Dr Tim Wilkinson declared a possible conflict of 
interest relating to Items 8 – 11 on the agenda and also to Item 6 however, as there is no 
specific decision to be made, these members may remain for the discussion. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 15 July 2015 were 
approved as an accurate record. 
 

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

Agenda 
Item 

Action Who By Progress 

5 Integrated Performance 
Report – Month 3 finance 
information to be circulated to 
board members. 

M 
Spandley 

31 Jul 15 Complete. 
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Agenda 
Item 

Action Who By Progress 

5 Integrated Performance 
Report – Include available 
relevant information regarding 
Solent Friends and Family test 
in future reports. 

M 
Spandley 

23 Sep 15 Now included in the report.  
Complete. 

5 Integrated Performance 
Report – Confirm the planned 
financial deficits for PHT and 
Solent. 

M 
Spandley 

23 Sep 15 Since the meeting both 
Trusts have been charged 
with trying to reduce the 
level of deficit and 
therefore this is an ongoing 
issue and when the results 
are known they will be 
reported back.  Action: M 
Spandley 

6 Urgent Care: What people 
locally are telling us – Share 
the feedback formally with 
providers if not already done for 
them to consider. 

I Richens 31 Jul 15 Complete, has been 
discussed at Urgent Care 
Board. 

7 Urgent Care Strategy – Share 
plan on a page with Governing 
Board members after the 
meeting. 

J Hogan 31 Jul 15 Complete. 

7 Urgent Care Strategy - Bring 
Strategy to next meeting for 
approval. 

J Hogan 23 Sep 15 On agenda. 

7 Urgent Care Strategy – 
Provide answer in writing to 
question from Rosy Bremer. 

T 
Wilkinson 

31 Jul 15 Complete. 

8 Guildhall Walk Health Care 
Centre – Briefing Update – 
Full options appraisal to be 
presented to the next meeting. 

I Richens 23 Sep 15 On agenda. 

12 Proposal to Extend the 
Copnor Road Branch Surgery 
– Confirm if the practice has 
discussed with planning at the 
local authority the change in 
use of the property from a 
dwelling. 

I Richens 23 Sep 15 Confirmed this will form 
part of the planning 
application.  Complete. 

 
4. Chief Clinical Officer’s Report 

 
Dr Jim Hogan presented a paper which set out the key decisions and actions undertaken 
by the Clinical Executive under his leadership on behalf of the Governing Board since the 
previous meeting.  He highlighted the main areas of the report: 
 
Emergency Care Improvement Programme (ECIP) 
 
The Portsmouth and South East Hampshire Health and Social Care System has been 
selected as one of the 27 systems to be part of the programme.  The support offered 
through the programme will consist of four main elements; support from an expanded 
ECIST team, collaboratives that will involve working with other systems, buddying 
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arrangements with other systems and dedicated programme management support.  This is 
intended to build on work already done and to ensure it reaches fruition. 
 
Local Digital Roadmaps 
 
The “Five Year Forward View” made a commitment that by 2020 all electronic health 
records would be fully interoperable so that patient records are paperless.  By April 2016 
every local area is expected to submit their local digital roadmap detailing how they will 
achieve the ambition of being paper-free at the point of care by 2020.  The CCG is required 
to complete and return a footprint and governance template by 30 October 2015. 
 
Systems and Processes for Conflicts of Interest, Gifts and Hospitality 
 
Following allegations in the media regarding the conduct of individuals in the NHS and their 
working relations with the pharmaceutical industry, NHS England asked all CCGs to review 
their systems and processes and provide assurance to them.  The CCG provided its 
assurance to NHS England by the deadline stating it met the requirements laid out.  The 
Audit Committee of the CCG subsequently reviewed the basis of this assessment on behalf 
of the Governing Board at its meeting in early September and no significant actions were 
identified. 
 
Sample Audit of Conflicts of Interest Management in Primary Care Co-Commissioning 
Arrangements 
 
NHS England have decided to undertake a sample audit of conflicts of interest 
management in primary care co-commissioning arrangements.  The CCG has been 
selected to participate and the audit will be undertaken by Deloitte LLP and will take place 
between September and October 2015.  Final reports are due to be completed by the end 
of November. 
 
Dr Jim Hogan explained that one of the ways the CCG is doing things differently is by not 
setting up a separate Primary Care Committee to deal with Primary Care business but by 
dealing with the business as part of the Governing Board meetings held in public. 
 
Jackie Powell commented on emergency/urgent care and said that she did not think we 
were experiencing winter pressures as others did.  Dr Jim Hogan said that if we look at the 
work done locally it seems that we are busier in the summer than we are in winter.  Winter 
pressures disappeared a few years ago and we now have pressure all year round.  In the 
past the CCG has received extra money but now it is included as part of our allocation 
which is £4m for the whole system.  This is half of what we received last year so we need 
to ensure the money is allocated effectively.  
 
The Governing Board accepted the Chief Clinical Officer’s Report. 
 

5. Integrated Performance Report 
 
Michelle Spandley presented the Integrated Performance Report dated 23 September 
2015 which provided an overview of progress against the delivery of the CCGs strategic 
vision and plans, and overall CCG performance that defines an effective commissioner.  
She said that the report had not altered in any great respect to the previous one.   
 
In terms of projects, the use of the covalent system is improving with more robust reports.  
Programmes are on track however there are exceptions with projects not being taken 
forward or slippage delays. 
 
• Elective Contracting Project - There has been some slippage in the QIPP achievement 

for this project notably Hip and Knee Follow Ups. 
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• Treatment Centre Procurement - The Community Ophthalmology element of this plan 

is not currently achieving the planned QIPP, activity at PHT is above plan and referrals 
are not reducing as expected. 

 
• Reducing Inappropriate Admissions of Children into Hospital - Non elective paediatric 

activity at Portsmouth Hospitals Trust is above planned levels. 
 
• Paediatric Pathways at PHT - The position reported in the last IPR has not moved on 

for this project.  Progress has slowed due to lack of engagement and buy in with the 
provider. 

 
• Urgent Care Centre Prime Hubs - The planned QIPP for this project is not being 

achieved. 
 
• Better Care Fund work is progressing well and work is going on to ensure teams come 

together and it is hoped this will happen during November. 
 
• Urgent Care - A& E performance is improving.  The Friends and Family Test feedback 

at A&E remains positive. 
 
• Ambulance Response - Achieved at Quarter 1 however in July there were issues and 

are currently under-achieving targets.  The targets for the Portsmouth are achieved it is 
the more rural areas that are having difficulties. 

 
• Referral to Treatment (RTT) - The CCG achieved the 92% incomplete target in July, 

although the target was not achieved for all specialties, primarily due to the 
underperformance at PHT in Gastroenterology, Urology and General Surgery.  
Recovery plans have been developed. 

 
• Finance 
 

The CCG remains on track to meet its surplus position of £3.1m, through the use of its 
reserves.  Contract performance with PHT is above trajectory and Prescribing data 
continues to show higher than anticipated levels of dispensing.  With regards to IFRs 
we are continuing to work with Solent on repatriating patients. 
 

• Quality 
 
- The C Diff target is off trajectory with no specific reason showing as to why, the 
 CCG will maintain vigilance going forward. 
 
- There is one MRSA case in PHT in respect of a resident from New Zealand. 

Clarification as to how non UK residents should be handled with regards the 
reporting of MRSA cases is being sought.  

 
- The CCG continue to work with GP out of hour’s provider on the issues and 

continue to work on services to patients. 
 
- The CCG is working with Solent NHS Trust on staffing issues related to Community 
 Nursing. 
 

Innes Richens commented on the staffing issues at Solent NHS Trust and said that the 
CCG are working hard to ensure Solent appreciated the level on concern with regards to 
the impact on Primary Care.   Updates to member practices will be provided weekly on the 
steps the CCG has taken and Solent’s progress.   
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Dr Janet Maxwell commented on Pages 30 and 31 of the report explaining that work is 
progressing regarding long term conditions.  There is a clear focus on diabetes and we 
would still be keen to progress should we not get into the pilot. 
 
Paul Cox commented on behalf of colleagues of their deep concern regarding Community 
Nursing services and the impact on providing care at home and the new risk GB14 in the 
Governing Board Assurance Framework (GBAF).  Member practices have been asked to 
provide flu vaccinations to housebound patients which stretches the limited resources 
practices have.  Although there is nothing that can be done for this year the CCG is asked 
to ensure there are detailed plans in place for next year.  Innes Richens said that he noted 
the comments made and when we are talking to Primary Care for solutions we are talking 
about existing resources and money to do so, and are not taking a simplistic approach and 
we do not expect Primary Care to just do it. 
 
Paul Cox asked if the figure of 229 Registered Nurse vacancies detailed on page 18 was 
high and what would be the impact.  Michelle Spandley explained that the CCG recognised 
these vacancies but that a lot of these would be covered with agency staff etc and that we 
do monitor the situation and ensures the quality team are satisfied adequate arrangements 
are in place. 
 
Dr Jim Hogan commented that at a previous meeting we had said we would try and show 
the vacancy numbers as a percentage of the total workforce and Michelle Spandley agreed 
to ensure this was reported in future. 

Action:  M Spandley 
 
Jackie Powell asked about Safe Space mentioned on page 30 of the report and asked 
what the CCGs position was and how we will take forward.  Dr Janet Maxwell said that she 
was glad this was raised as there is a huge pressure on budgets at the Local Authority.  It 
has been highlighted the Health and Wellbeing Board that we are spending £2.7m a year 
on alcohol related issues and we are working with the Cabinet to find savings elsewhere as 
this needs to continue, this is a major issue for both Portsmouth and Southampton.  It is the 
add-on support services that are more at risk which will have a knock-on effect to other 
health services. 
 
Dr Jim Hogan commented that this is one of a number of services at threat and it would be 
useful to considered all the services together rather than one at a time.  It was agreed that 
Dr Janet Maxwell would provide the CCG with the totality of public health's proposals in 
response to the required savings by the Local Authority for the CCG to assess and respond 
to. 

Action:  J Maxwell 
 
Jackie Powell asked about the lack of progress with Paediatric admissions.  Michelle 
Spandley explained that because of the concerns and lack of traction of the plan put in 
place the CCG are pursuing a contractual route on where they are and how we can 
progress the situation. 
 
The Governing Board accepted the contents of the Performance report.  
 

6. A Blueprint for Health and Care in Portsmouth 
 

Dr Jim Hogan presented a paper which sets out the proposed direction and model of care 
for Portsmouth and outlines how the CCG will actively deliver key elements of the wider 
City blueprint.  He explained that the Blueprint for health and care in Portsmouth describes 
a possible model for prevention, wellbeing and care services in the city.  The health and 
social care system is under pressure with a rise of frail/elderly patients, more demand for 
access increasing pressure on the workforce and impact on the ability to deliver services.   
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A group known as the Portsmouth Health and Care Executive (PHCE) has been formed 
which consists of representatives from the CCG, Portsmouth City Council, Solent NHS 
Trust, Portsmouth Hospitals Trust and Portsmouth Primary Care Alliance.  Page 4 of the 
report give a summary of the key messages of the Blueprint and details the 
recommendations for the Governing Board.  It has been taken to the Health and Wellbeing 
Board and has a lot of support and will be taken to the Boards of all parties looking at 
where their responsibilities lie. 
 
Innes Richens referred to the key messages commenting that we are committed to do this 
as a city and is built on good primary and community care close to hospital.  It brings 
together important functions that allow us to deliver front-line services such as HR, Estates, 
and IT so that we have one approach for the public sector.  We hope to simplify the current 
configuration of urgent care services in the City to make them more accessible.  The 
proposal of “community hubs” is about bringing together services into one location that are 
currently provided separately, often by different providers and in different locations. 
 
Innes Richens talked about the next steps explaining that the City Health and Care 
Executive would prioritise its individual work programmes and work together to ensure we 
are all focusing on building this model of care.  It will engage and consult with key partners 
to ensure early input.  The CCG will engage more widely with its membership on the 
Blueprint and start to bring services together, manage the timescales and assess the 
proposals and create the capacity to deliver the changes. 
 
Andy Silvester said that he was pleased to see the proposed interactions and the need to 
ensure these take place.  A current survey from Portsmouth City Council to residents is 
asking them how the Council should find significant savings and Andy Silvester asked if the 
CCG had looked at these proposals and assessed the impact on those people that may be 
affected.  Innes Richens said that the CCG is working with Portsmouth City Council to look 
at what schemes they are looking at and are working with the Health and Wellbeing Board. 
 
Tom Morton commented that this gives the opportunity to raise our eyes above the 
business and try to fit in better ways of doing things and he would encourage every citizen 
in the City to read it.  It would be good to get the press involved to let people know what we 
are doing. 
 
Jackie Powell asked about the emphasis on social capital and what it means by savings in 
no monetary way and if this could be a bit clearer.  Innes Richens said that this is a helpful 
point and one that we are talking about the best way of communicating. 
 
Dr Jim Hogan said that as a collaborative we are looking to present the blueprint to the 
Secretary of State to gain support as we are trying to do things differently. 
 
Dr Janet Maxwell said that she agreed with the whole system thinking and that every part 
of the system should be working together and we need the population of Portsmouth as 
part of the journey – without a fully engaged population it will not work.  She emphasised 
the importance of engaging the community and we need social action across to the city to 
do this.  We are looking to more social action to get everyone involved and there is move to 
get communities on board. 
 
The Governing Board endorsed the Portsmouth Blueprint for Health and Care and 
supported that the CCG request a proposal for provision of out-of-hospital care 
based on the Portsmouth Blueprint from a partnership of Portsmouth Primary Care 
Alliance and Solent NHS Trust. 

  
7. Draft Emergency and Urgent Care: Strategic Framework 
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Dr Jim Hogan presented the Draft Emergency and Urgent Care Strategic Framework which 
sets out initial proposals to develop a more integrated emergency and urgent care 
pathway.  He explained that the framework is still in draft format and is out for consultation 
and comment and a final version will be presented to the Governing Board for formal sign 
off and ratification. 
 
All organisations are committed to a whole system approach, ensuring that a 24 hour, 
seven day a week urgent and emergency care service is provided to patients in 
Portsmouth and South East Hampshire. 
 
Jackie Powell referred to section 4.2.1 and asked if the ways that organisations are paid 
could be looked at.  We are moving forward more to a capitation based formula and we 
need to look towards outcome based commissioning.   
 
Michelle Spandley explained it is related to pounds per head being allocated rather than 
paying for items of activity and we are moving contracts to that way of working and 
outcomes based rather than how many people can be seen and could patients be seen 
differently.  Dr Tim Wilkinson commented that it also allows organisations to know how 
much money they have.  Dr Tahwinder Upile commented that collaboration is important 
and is difficult with an active acute hospital, community and primary care combined. 
 
Dr Tim Wilkinson commented that it is important to communicate to patients so that they 
understand what is important for them as they do not like change.  A lot of work has been 
done with member practices to make people aware. 
 
Dr Dapo Alalade commented on increase in growth in the population for the over 85 year 
group as mentioned on page 13 of the report and asked if there was a reason for this.  Dr 
Tim Wilkinson commented that partly it is related to people living longer in general and 
partly because we are looking after them better. 
 
The Governing Board noted the comments on the draft Strategy, noted that the 
document is out for wider engagement and discussion with key stakeholders, and 
noted that the final version will be brought back to Governing Body for formal sign 
off and ratification. 

Action:  J Hogan 
 
PRIMARY CARE COMMISSIONING BUSINESS (ITEMS 8 – 11) 
 
Dr Tim Wilkinson said that as previously explained in line with our governance arrangements he is 
now transferring chairing of the meeting to Tom Morton as the current designated lay member who 
will lead us through items 8 to 11 on the agenda. 
 
Tom Morton took over chairing the meeting. 
 
Tom Morton referred to the paragraph detailed on the Agenda of the meeting which referred to this 
section of the meeting.  He explained that the CCG are learning and reviewing how we handle 
such business so that our arrangements may be adapted as we try different approaches.  We 
have introduced a change to the front sheets to identify in advance any potential conflicts of 
interest for Governing Board meetings to increase openness and transparency.  For each specific 
item of primary care business we will agree handling of potential conflicts of interests before 
getting into the item itself.  We have also agreed that when appropriate GPs can contribute to 
discussions but cannot take part in the decision. 
 
Tom Morton said that having considered the possible conflicts of interests on the agenda he 
proposed taking Item 8 and then Item 10 as both of these items have member practice 
representatives excluded from the discussion, we will then revert to Item 9 and then Item 11.  
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8. Guildhall Walk Healthcare Centre Options Appraisal 
 

Dr Dapo Alalade, Dr Jim Hogan, Dr Tim Wilkinson and Paul Cox left the meeting and sat in the 
audience, taking no part in the meeting, due to a conflict of interest relating to this item. 
 
Katie Hovenden, Director of Clinical and Professional Development joined the meeting to assist 
with any queries relating to the paper. 

 
Innes Richens presented a paper which detailed the full options appraisal for the Guildhall 
Walk Healthcare Centre.  In assessing the options we have taken into account the 
feedback we have received from multiple pieces of engagement work conducted between 
June and August.  He thanked all those who took the time to provide their views and 
particularly the services and people who helped the CCG with some of the engagement; 
The Salvation Army, the Guildhall Walk service itself, PUSH and Portsmouth Healthwatch. 
 
The CCG also considered other criteria when coming to its conclusions such as; the impact 
on the Emergency Department, affordability, workforce, best use of resources including 
estate, integration of services, impact on patients and equity of access to GP services 
across the whole city. 
 
Innes Richens explained that the CCGs preferred option is Option 3 – A GP-led walk-in 
service to be included as part of the St Mary’s Treatment Centre walk-in service at St 
Mary’s Hospital, Portsmouth and; to procure a GP practice to continue to offer primary care 
services for the current registered list but to be delivered from empty NHS or public sector 
space in a nearby location.  We will commit to ensure that the primary care services 
currently provided for people who are homeless or have substance misuse or mental 
health problems will continue to be commissioned by the CCG.  
 
Subject to the CCG Governing Board’s endorsement, the CCG intend to move to a formal 
public consultation on its preferred option for these services.  This will be conducted over a 
12 week period and will account for the Christmas/New Year period. 
 
Innes Richens explained that there were a few implications of the CCGs preferred option 
and some common themes in the feedback received as follows: 
 
- Significant concerns raised if the CCG were to disperse the registered list – We have 

taken on the feedback and reflected this in the option.  Patients do have the choice to 
register at other practices in Portsmouth and whilst a number of practices in the area 
have indicated they do have capacity to take on additional patients, we would not be in 
a position to direct patients to these particular practices.  
 

- Using void space in the NHS estate – In recommending we re-procure the practice we 
need to ensure this is done in a way which represents good value for money. 

 
- Direct Access to a GP appointment – For some of the groups of people serviced by this 

practice this is particularly important, including students, homeless and other vulnerable 
groups.  When we re-commission the new practice we will be asking the provider to 
ensure this model of care is available.  One of the issues we do need to address is that 
of equity of access.  Currently patients registered at this practice can visit their GP 
practice 8 til 8 seven days a week – this is because the practice is also funded to 
provide a GP-led walk in service for people not registered at the practice.  This is 
something that is not offered to other patients in the city and we do not have the GP 
workforce or funding for all practices to do this.  Therefore when we recommission a 
service we will need to ensure we do this is a way that is fair and equivalent to the rest 
of the City’s population and look at innovative ways to increase access to Primary 
Care. 
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- If it ain’t broke, why fix it – There are some confused messages about what the 7-day 
access strategy of the Government means and having GPs working 7 days per week is 
not a sustainable solution. 

 
- Location of GP led walk-in – Concerns around capacity and access to the St Mary’s 

Treatment Centre have been raised.  Care UK who are the providers of the treatment 
centre are able to expand the available space to meet the increase in numbers and the 
service will be available for a longer period that the current GP led service.  In terms of 
location St Mary’s is a strategic site within the City and is well used for a range of 
community health services and access is being reviewed by Solent. 

 
Dr Tahwinder Upile commented that the paper was very good and sensitive when looking 
at the issues and that he would support Option 3. 
 
Dr Janet Maxwell commented that the majority of students in the City are only here for 2 – 
3 years and then they move on.  They do have the University Practice and Dr Maxwell 
asked if there had been any conversations regarding expansion to absorb the numbers.  
Katie Hovenden explained that in our engagement with member practices they did respond 
positively regarding the ability to expand.  However the CCG cannot direct patients to a 
particular practice as patients should have the choice and whilst we do not know the exact 
proportion it is around 25% going by the age breakdown. 
 
Innes Richens commented that two areas which  we would like to address is how they can 
supply wellbeing services and training up healthcare professionals and opportunities to 
practice while they are learning. 
 
Dr Janet Maxwell commented that there is a small population with housing and drug and 
alcohol problems and mental health issues and this is a chance to revisit and look to 
improve care and look for a more joined up pathway of care.  Katie Hovenden commented 
that the Guildhall walk-in has provided a very valuable service for people with no fixed 
address. 
 
Jackie Powell commented that she liked the idea of an enhanced walk in service but that 
she was not sure about the costings and asked why consider delivering services from St 
Mary’s rather than other sites.  If we are going to use void space we need to look at 
accessibility and transport such as bus services.  Michelle Spandley said that as a result of 
the phase 2 project on St James Hospital, a transport survey has already been 
commissioned and we will incorporate issues such as increased use of the treatment 
centre. 
 
Andy Silvester said that a survey by the council on cuts mentioned the bus service, closing 
of community centres and public buildings and this needs to be taken into considered and 
we need to understand the impact.  Innes Richens commented that the issue is whether 
engagement changes things and engagement to date has changed our thinking on the 
preferred options for example.  We would urge people to provide their views and they do 
influence our thinking. 
 
Tom Morton commented that we did invest in the centre of excellence at St Marys and 
there is space available however it is important that the transport assessment is 
undertaken. 
 
Tom Morton said he would like to formally thank Katie Hovenden and Mark Compton for 
their work in putting the paper together. 
 
Jackie Powell asked about the costings detailed in the paper and commented that the CCG 
needs to ensure that there is no loss of quality of service as there is a difference in waiting 
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times between the Guildhall Walk Walk-in and St Mary's Treatment Centre.  She also 
asked about making the best use of training. 
 
Katie Hovenden explained that page 26 of the report showed an indication of current costs 
and that the new model tries to mirror these costs.  A typing error in section 10 was 
highlighted "£1.67m" should read "£1.57m”).  She explained that waiting times were 
different as the Guildhall Walk contract had a different structure and targets.  The St Mary's 
Treatment Centre is a standard NHS contract and therefore there is a target of a maximum 
4 hour wait, however Care UK regularly exceed this target and two thirds of patients are 
seen within 2 hours.  Care UK is keen to ensure this continues should the decision be 
made to relocate services to St Mary's.  With regards to training, this is something that the 
CCG is in discussions about with the University and Care UK.  The issue of paramedics 
recruitment is a constant challenge and Care UK have said they would be happy to provide 
shadow opportunities for them and other health care professionals such as pharmacy 
students. 
 
The Governing Board endorsed and supported Option 3, namely the relocation of 
the GP-led WIC to SMTC, and the procurement of a GP practice which should be 
delivered from current void space in the city as the preferred option for continuation 
of services beyond the current March 2016 GWHC contract expiration date, and; 
 
Required the CCG to conduct a formal consultation with Portsmouth Health 
Overview and Scrutiny Panel and the public on the basis of this preferred option 
from October 2015 for a period of no greater than 12 weeks in line with good practice 
on public consultation. 

Action:  I Richens 
9. Update on PMS Contract Reviews (Item 10 on the agenda) 

 
Dr Dapo Alalade, Dr Jim Hogan, Dr Tim Wilkinson and Paul Cox remained sat in the audience, 
taking no part in the meeting, due to a conflict of interest relating to this item. 

 
Innes Richens presented a paper which provided an update on the PMS contract review 
process to date and next steps.  He explained that in January 2014, NHS England Area 
Teams were asked to review local PMS agreements over a two-year period ending in 
March 2016.  In September 2015 the Wessex Area Team wrote to all PMS practices in 
Portsmouth City requesting them to complete a template identifying any services they are 
supplying which they believe are over and above the core normal GMS work.  It will then 
be for the CCG to consider these and decide whether funding for these services is to be 
continued.  All PMS practices in the City receive funding under this PMS premium scheme 
and there is a potential therefore for funding to be reduced as a consequence of this 
process. 
 
Dr Janet Maxwell said that she would be keen to be involved in the task and finish group 
that is being proposed. 
 
The Governing Board noted the update on PMS reviews and supported the 
establishment of a task and finish group to: 
- review the requests from PMS practices for the CCG to continue to 
 commission specific services being provided over and above GMS; 
- define the key priorities for reinvestment of the balance of the PMS premiums 
 in all GP practices. 

Action:  I Richens 
 
Dr Tim Wilkinson and Dr Dapo Alalade rejoined the meeting. 
 
10. Proposal for Urgent Care Triage Hub (Item 9 on the agenda) 
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Dr Jim Hogan and Paul Cox remained sat in the audience, taking no part in the meeting, due to a 
conflict of interest relating to this item as they are both associated with one of the member 
practices involved in developing the business case being considered. 

 
Innes Richens presented a paper which detailed a business case and new model of care 
for urgent primary care build around an enhanced triage centre.  He said that the CCG has 
a well established commitment to commission sustainable and accessible urgent care 
services in the City.  This proposal has been put forward by two of our member practices 
and proposes standardised urgent care services to 8 sites which is done in a variety of 
ways at present. 
 
Innes Richens explained that for patients who seek help from their GP practice in a urgent 
situation, the model proposed will provide people with self-care information and also online 
self-referral; provide a telephone triage centre staffed by allied health practitioners and 
administrators who will be able to book them to the relevant services needed; and where a 
patient needs a face to face appointment, the practices will be able to offer this which may 
be at the patients own surgery or at another surgery or location within the pilot. 
 
The initial 6 months costs for the pilot are £256,712 which includes set up, training and 
recruitment.  The annual costs after set-up are then £170,000.  NHS England have 
confirmed a non-recurring amount of funding to be available to fund the first year of the 
pilot and any recurring costs will be for the CCG to pick up if it decides the pilot successful.  
The Governing Board is therefore being asked to support the proposal so that delivery can 
be started as soon as possible. 
 
Jackie Powell commented that it fits neatly in where we are going but that 6 months is not 
very long for a trial.  Katie Hovenden said that NHS England is providing the full set up 
costs for a year however it would need ongoing support to continue in 2016/17. 
 
Dr Tahwinder Upile commented that if it works well he could not see why it could not be 
expanded.  Katie Hovenden said that it is testing out a new way of working and the model 
could be escalated and there is the potential to have a better interface with the 111 service. 
 
Tom Morton commented that it is important to provide this information to the patients and 
asked how this could be assured.  Innes Richens said that as it was coming from 2 specific 
practices they would work with their patients to take them through the process.  Tom 
Morton asked if we would be offering assistance from our communications team and Innes 
Richens said that could be an option. 
 
Dr Dapo Alalade commented that when the pilot is expanded could smaller practices be 
considered in order for them to develop. 
 
Michelle Spandley said that with the pilot we need to ensure the baseline is correct in order 
to obtain the correct performance information so that we are making the best use of 
money.  
 
The Governing Board supported the proposal, with the proviso that any CCG 
funding required for 2016/17 will be considered as part of the CCGs prioritisation 
process. 
 

Dr Jim Hogan and Paul Cox rejoined the meeting.   
 

11. Update on Practice Mergers and Relocations 
 
 Innes Richens presented a paper which provided a progress report on practice mergers or 
 relocations currently being managed by the Wessex Area Team on behalf of the CCG. 
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Dr Jim Hogan commented that a lot of this supports the Portsmouth Blueprint but asked if 
there would be any obstacles to achieving these.  Katie Hovenden commented that when 
we are talking about practices coming together and  there is no significant change of 
services for patients then there would be no issues.  If it is about rationalising a number of 
services there may be some  additional reassurance required from NHS England and 
others to ensure the changes represent an improvement and fit with overall strategies. 

  
Dr Janet Maxwell asked about small practices.  Dr Tim Wilkinson said that all single 
handed practices in the City had disappeared.  A lot of the work in the blueprint allows 
smaller practices to join with others and supports them for the future access to services.  
We need to demonstrate to patients and the public the quality of services being provided.  

 
 Dr Jim Hogan commented that some practices are choosing not to join which will be 
 detrimental to patients. 
 

Dr Tahwinder Upile commented that some changes to PMS may require practices to 
merge for viability.  Dr Tim Wilkinson explained that all practices are now part of the 
Portsmouth Primary Care Alliance which offers a vehicle for them to work together on 
specific activities such as service delivery and support functions.  Dr Wilkinson also noted 
that patients will drive change as much as clinicians. 

  
 The Governing Board noted the update on progress. 
 
Katie Hovenden left the meeting. 
 
David Williams joined the meeting. 

 
Tom Morton stated that this concluded the primary care business of the Governing Board and 
handed the Chair role back to Dr Tim Wilkinson. 
 
12. Listening to our Patients – 2014/15 Report 

 
Jackie Powell presented the Listening to our Patients 2014/15 Report for information.  She 
thanked Julie Hawkins and Soraya Saeed for the comprehensive piece of work.  It includes 
a summary of the consultation and engagement activities the CCG has undertaken in 
2014/15, recommendations to develop the way we listen to our patients for the future and a 
summary event report for "Your Health, Your NHS".   She said there have been a number 
of real achievements and it shows how people have influenced how we go about our 
business.  Next year the work on veterans can be added. 

 
Tom Morton said that he would be interested to hear more about the veterans work.  Jackie 
Powell explained that Dr Elizabeth Fellows has led on this area over the past 2 years but 
had not had the opportunity to bring this yet to the Governing Board. Innes Richens 
commented that it had resulted in better services for veterans and if the Governing Board 
were interested it could be an item for future discussion. 

Action:  I Richens 
 

Andy Silvester commented on section 2.4 and asked if something could be done in the 
north of the City as it would be helpful for people to have access and engagement in both 
the north and south of the City.  Innes Richens said he would be happy to take that back as 
a proposal for the future. 

Action:  I Richens 
 

Following comments from Dr Janet Maxwell regarding section 1.9 it was agreed to re-word 
the final sentence to “However, a decision has subsequently been taken to combine the 
Healthy Schools team with the Early Years’ service”.   

 Action:  I Richens 
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 The Governing Board; 
 - Supported and approved the recommendations and actions to develop the  
  way NHS Portsmouth CCG listens to patients, contained within Part 2 of the 
  report; 
 - Supported and approved the conclusions and next steps summarised within 
  Part 3; 
  Approved the annual report for publication on the CCGs website subject to  
  changes to Section 1.9; 
 - Identified any areas which require further action. 

Action:  I Richens 
 

13. Governing Board Assurance Framework 
 
Innes Richens presented the Governing Board Assurance Framework which was approved 
by the Audit Committee at its meeting held on 9 September 2015.  He highlighted the new 
risks as follows: 
 
• GB14 - Solent Community Nursing team staffing - we are working with Solent to bring 

in capacity. 
• GB15 - Delegated Commissioning of Primary Care - specifically around the PMS 

review and staffing arrangements for ongoing management of primary care 
contracting/commissioning. 

 
Reduction in scores for: 
 
• GB11 - Serious Case Review Adults - Comms/Media now in place. 
• GB08 - IT interoperability - Business case now near completion. 
• GB05 - Collaborative working between CCG and NHS England on specialised 

commissioning - working arrangements now bedding down. 
 
The Governing Board reviewed and ratified the Governing Board Assurance 
Framework. 
 

14. Standing Orders 
 
Dr Jim Hogan left the meeting and sat in the audience due to a conflict of interest relating to the 
next item as it related to the two posts which he holds for the CCG. 
  

Andy Silvester presented a paper which detailed proposed changes to the CCG Standing 
Orders in relation to the roles of Clinical Leader and Accountable Officer.  He explained 
that the Remuneration Committee identified an anomaly in the Standing Orders in that they 
currently merge the appointment requirements for the separate roles of Clinical Leader and 
Accountable Officer.  The Accountable Officer role is a substantive role and the Clinical 
Leader role is an elected position.  It is proposed that section 2.1.4 of the current Standing 
Orders be separated into two separate sections and a minor clarification made to our 
Constitution and these are both detailed in the paper. 
 
Dr Tahwinder Upile commented that this issue was considered at Remuneration 
Committee and there was ample opportunity for debate and discussion.  Dr Andy Silvester 
took Chairs Action on the decision following comments by Remuneration Committee 
members.  Dr Tim Wilkinson commented that outside advice had also been sought on this 
issue. 
 
The Governing Board approved the revised Standing Orders and the variation to its 
Constitution. 
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Dr Jim Hogan rejoined the meeting. 
 
15. Minutes for Approval 
 

Dr Tim Wilkinson presented the minutes of the NHS Portsmouth CCG Annual General 
Meeting held on 15 July 2015 for approval. 

 
 The Governing Board approved the minutes. 
 
16. Minutes of Other Meetings 

 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meetings held on 1 July 2015 and 5 August 

2015. 
• Minutes of the Audit Committee held on 27 May 2015. 

 
The Governing Board accepted the minutes. 
 

17. Patient Story – Safeguarding Adult Review – Mr A 
 
Dr Tim Wilkinson explained that the next item was a key part of the Governing Board 
meetings.  He introduced Suzannah Rosenberg, Director of Quality and Commissioning 
who presented the Patient Story - Safeguarding Adult Review - Mr A. 
 
Dr Tim Wilkinson said that he was pleased to see the active messages on lessons learnt. 
 
Jackie Powell commented that this was a tragic story and exactly why we need the 
blueprint and joined up services and to ensure we are seeking out the best from 
organisations.  Jackie asked if we are assured that Solent could manage an emergency 
situation.  Suzannah Rosenberg commented that the events did happen quite a long time 
ago and some of the key recommendations Solent put in place directly afterwards and so 
yes we do feel assured.  Whilst we have seen difficulties in staffing we know patients are 
being triaged so that those with greater need are seen as a priority.  A lot of actions have 
been put in place. 
 
Jackie Powell asked how we are managing working across agencies.  Innes Richens noted 
the importance to the city of the blueprint as this is needed to facilitate this across all 
agencies including our primary care colleagues.    It is designed to improve and reduce the 
number of hand-offs. 
 
Dr Janet Maxwell said there are lessons to be learnt and it comes back to the blueprint and 
the leadership role of GPs to sort out diagnosis and care plan.  We can enable that by 
having a thriving GP workforce and ensure they are focused on doing the work most 
appropriate for them to do, with other roles supporting them by taking on some tasks and 
services.  Dr Jim Hogan said this was probably prior to integration that has already taken 
place. 
 
Dr Tim Wilkinson thanks Suzannah Rosenberg for her presentation. 
 

18. Date of Next Meeting 
 
The next Governing Board meeting to be held in public will take place on Wednesday 11 
November 2015 at 1.00pm in the Entertainments Hall, St James’ Hospital.  This will be 
followed by a Question and Answer session.  
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19. Meeting Close 
 

Dr Tim Wilkinson said that he would like to inform the Governing Board that he has spoken 
with the Clinical Executive earlier that day to let them know that he will not be standing for 
re-election as a Clinical Executive when his contract expires at the end of March 2016 and 
hence will also step down as Chair and formally end his association with the CCG at that 
time.  He explained that he will continue to work as a GP in the City after next March for 
two days a week.  
 
Dr Tim Wilkinson thanked everyone for attending the meeting and reminded members of 
the public that feedback and comments would be welcomed.  He declared the formal part 
of the meeting closed and apologised that the meeting had overran and we would now go 
to the Q & A session. 
 
 
 
 
Jayne Collis 
9 October  2015 



 
 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 11 November 2015 

 
Agenda Item No  
 

4 
 
Title 
 

Chief Clinical Officer’s Report 
 
Purpose of Paper 
 

 
This paper sets out the key decisions and actions under taken by 
the Clinical Executive under the leadership of the Chief Clinical 
Officer on behalf of the Governing Board.  
 
 
 
 
 
 
 
 
 

 
Recommendations/ 
Actions requested 
 

 
The Governing Board is asked to accept this report.   

Potential Conflicts 
of Interests for 
Board Members 

 
None 

 
Author 
 

 
Tracy Sanders 

 
Sponsoring 
member 
 

 
Dr Jim Hogan, Clinical Leader and Chief Clinical Officer 

 
Date of Paper 
 

 
2 November  2015 

 
  



    

 
  

Page 1 

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 Body since the 
previous Governing Board meeting in September 2015.  
 

2 BLUEPRINT 
 
Recognising the importance of constant engagement with people in Portsmouth about their 
health & care services, we have met with representatives of the Portsmouth Healthwatch 
Board alongside the CEO of Portsmouth City Council and the CEO of Solent NHS Trust.  
 
We were keen to talk to Portsmouth Healthwatch as a critical partner in the Blueprint 
programme given their independent nature and their ability to access wider community 
networks. We shared with them our ambitions for the future delivery of health and care in 
Portsmouth, discussed the reality of pressurised public resource and sought their initial 
views about the principles upon which we needed to operate ongoing engagement. 

 
These principles included: 
 
• Ensuring we co-design health & care for the city from the start – not just inviting users 

of services but also staff to participate in design and delivery using methodologies 
adopted and supported by Healthwatch 

• Using impact assessments continuously – particularly assessing impact of any changes 
across organisational boundaries 

• Moving towards a more long term role for the 3rd sector in being part of the design and 
delivery of health & care 

• Working hard to be clear in our use of language throughout the changes 
 

We agreed the next step is to identify the work areas for the delivery of the Portsmouth 
Blueprint which will enable Portsmouth Healthwatch to better advise on how they can 
support the ongoing engagement work more specifically.  
 

3 DEMENTIA DIAGNOSIS RATES 
 
Latest dementia diagnosis rate figures were published by the Health and Social Care 
Information Centre (HSCIC) on 2nd October 2015. This data provided the position at the 
end of August 2015 and shows that the CCGs actual dementia diagnosis rate is 69.2% 
against a national estimate of 66.1%. NHS England has stated that is it extremely pleasing 
that the CCG has reached the national ambition of two-thirds diagnosis of the estimated 
population of people with dementia in our area.  
 
The HSCIC estimate there is a potential gap of 619 (including under 65s) in the City who 
may benefit from access to support by way of a dementia diagnosis. The CCG is working 
with practices to improve further diagnosis rates and to work with those practices where 
data is shown as not available. 
 
Performance by CCG across the Wessex area is set out below: 
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CCG Name  Diagnosis 
Rate E.A.S.1 
CFAS II 
(aged 65+)  

Diagnosis Rate 
Delphi 2007 
(all ages) 
March 2015  

Dementia 
Diagnoses 
(aged 65+) 
August 2015  

Dementia 
Diagnoses (all 
ages) August 
2015  

Dementia 
Diagnoses (all 
ages) March 
2015  

NHS DORSET CCG  61.9%  58.0%  7961  8134  8096  
NHS FAREHAM AND 
GOSPORT CCG  

61.9%  61.4%  1699  1742  1811  

NHS ISLE OF WIGHT CCG  79.1%  74.0%  1940  1976  1958  
NHS NORTH EAST 
HAMPSHIRE AND 
FARNHAM CCG  

66.0%  63.0%  1515  1545  1544  

NHS NORTH HAMPSHIRE 
CCG  

67.6%  62.7%  1583  1610  1573  

NHS PORTSMOUTH CCG  69.2%  69.4%  1387  1419  1528  
NHS SOUTH EASTERN 
HAMPSHIRE CCG  

65.2%  61.4%  2059  2115  2085  

NHS SOUTHAMPTON CCG  72.8%  68.7%  1642  1681  1702  
NHS WEST HAMPSHIRE 
CCG  

59.8%  56.3%  5039  5132  5089  

 
4 CCG HEADQUARTERS ACCOMMODATION MOVE 

 
The CCGs plans to relocate its Headquarter to co-locate with its Local Authority partners in 
the Civic Offices have been progressing well. The CCG is planning to relocate over the 
weekend of the 12th February 2016 and has been working with the staff engagement group 
to oversee our plans. Floor plans to team and corporate areas have now been signed and 
work to make appropriate adjustments to the space are currently being commissioned by 
the City Council and also IT networking in partnership with our IT provider.  
 
All members of staff based at St James Hospital have received a consultation document 
regarding the proposed relocation which sets out the reasons behind this move and 
information regarding the relocation such as any impact to contracts, parking and travel 
options and support available to them. Following this two week consultation period formal 
notice letters are planned to be issued to staff on the 16th November for the maximum 12 
weeks’ notice period.  
 
The CCG is aware that one of the biggest concerns for many staff is the impact on travel 
arrangements of the new location. Whilst personal transport arrangements are down to 
individual the CCG is looking at options for staff to help them with this. This includes park 
and ride, interest free travel loans (including salary sacrifice options where permitted) for 
public transport, bicycle purchases and parking permits. To this effect the Clinical 
Executive has developed and recently approved a travel loans policy to support this. 
 

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

• Oversaw publication of our commissioning intentions with providers 
• Reviewed training needs analysis and delivery of mandatory and statutory training 

following personal development reviews with all staff 
• Approved a new standalone policy in relation to maternity and updated 

safeguarding policy 
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• Approved revised terms of reference for the primary care operational group and the 
quality and safeguarding executive group 

• Produced annual complaints report for publication on the our website 
• Launched new arrangements for internal communications including changes to 

access to our intranet 
• Reviewed assurance against the EPRR Core Standards 
• Considered absence reporting for the CCG 
• Oversaw communications and engagement progress and forward plans 
• Agreed arrangements for flu vaccinations for staff 
• Reviewed progress against our Organisational Development plans as well as our 

Clinical Leadership talent management and succession planning strategy 
• Reviewed support services provided by Portsmouth City Council 
• Undertook ongoing reviews of performance and actions for improvement and 

escalation including the issuing of contract performance notices 
 

6 CONCLUSION 
 
The Governing Board is asked to accept this report.  
 
 
 
 

Dr Jim Hogan 
Clinical Leader and Chief Clinical Officer 
2 November 2015 
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Introduction           

The Integrated Performance Report sets out to provide the Governing Board with a high level overview of: 

• Progress against the delivery of the CCG’s strategic vision and plans.   

• Overall CCG performance that defines an effective commissioner. 

Methodology and Content 

Through this report, progress against the delivery of the following will be monitored: 

• CCG strategy – Progress to date against 5 year strategic plan 

• CCG incremental end-states – Progress to date against operating plan 

• Key gateways to transformational change – Progress against delivery of key projects 

• Expected change in outcomes – The impact of the above transformational change on the 

associated outcomes 

• Ensuring high quality, safe services are being commissioned 

• Delivery of NHS constitution and mandate – Ensuring the CCG rights and pledges are delivered 

• Engagement/Relationships – Demonstrating whether the CCG is having continued engagement 

with members and stakeholders and partners to enable delivery; and perception of the CCG. 

In order to capture these various elements within the report, and determine their impact on the current 
state of the CCG’s holistic performance, the following high level areas will be used: 

The 4 strategic priorities of the CCG: 

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

• 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. 

• 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. 

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

The 5 Domains of the CCG Assurance Framework: 

• Domain 1: Well Led Organisation 
• Domain 2: Delegated Functions 
• Domain 3: Finance 
• Domain 4: Performance 
• Domain 5: Planning 
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Strategic Overview 
The tables below set out the current position pertaining to progress against the delivery of the CCG’s 
strategic priorities. This is intended to provide the Governing Board with assurance that the CCG is on 
track to deliver its long term strategy as well as overall CCG performance that defines an effective 
commissioner. 

 

Summary of Delivery against Strategic Priorities 
A high level view of progress against the CCG’s strategic priorities is shown below; a breakdown of the 
elements underpinning these is set out later in the report. 
  
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 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.   

 
  
 
 

Summary of Delivery against CCG Assurance Framework 
A high level view of progress against the national CCG assurance framework domains is shown below. 
Further detail is provided within the report for each domain. 
  

  
Domain 1 Well Led Organisation   
Domain 2 Delegated Functions   
Domain 3 Finance   
Domain 4 Performance  
Domain 5 Planning   
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Key 
The table below provides a key of the symbols relating to the strategic priorities, projects and Key 
Performance Indicators (KPIs) used throughout the document. 
 

 
 

Strategic priorities   Projects  KPIs 

 
On track to 
deliver strategic 
priority 

  
 

On track to 
deliver expected 
outcomes 

 
 

On or above 
target level 

 
Partially on track 
to deliver 
strategic priority 

  
 

May not deliver 
expected 
outcomes 

 
 

Moderately below 
target level 

 
Not on track to 
deliver strategic 
priority 

  
 

Very unlikely to 
deliver expected 
outcomes 

 
 

Significantly 
below target level 

 
 
 
Projects Milestones (M’Stone) 

 
On track to deliver expected 
outcomes 

 May not deliver expected outcomes 

 
Very unlikely to deliver expected 
outcomes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Domains 

 Outstanding  

 Good 

 Limited assurance 

 Not assured 
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Finance Summary 
As at month 6 (September) the CCG remains on track to meet its surplus position of £3.1m, 
through the use of its reserves. 
 
Month 6 data saw a slowing in the activity levels through the acute sector. The CCG and 
Commissioning Support Unit (CSU) colleagues continue to work with the acute sector to 
more accurately predict performance for the remainder of the financial year. 
 
Prescribing data continues to show higher than anticipated levels of dispensing. The 
Medicines Management team have completed a comprehensive review of expenditure to 
identify significant movements to be presented to the executive team.  
 
The CCG anticipates the receipt of allocation for the repatriation of Specialist Wheelchairs 
and Neuro Outpatients from NHS England. There is the potential risk of financial pressure on 
the budget that the CCG is currently working to understand. 
 
 

Indicator Target Actual Variance 
% RAG 

Plan – year to date surplus (£m) (£1.60m) (£1.60m) 0% G 

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

QIPP – year to date (£m) £2.57m £2.57m 0% G 

QIPP - full year forecast (£m) £6.70m £6.70m 0% G 

Plan Running costs plan v forecast (per head) £21.27m £21.27m 0% G 

BPPC performance - invoices paid within Better 
Payment Practice Code – Value 95% 98% 3% G 

BPPC performance - invoices paid within Better 
Payment Practice Code – Volume 95% 97% 2% G 

 
Cash Utilisation - percentage of drawdown 
remaining at month end (£m) 
 

<= 1.25% 

£0.19m 

0.06% 

£0.09m 
0% G 

Debtors - percentage over 30 days < 10% 0% 0% G 

Creditors - percentage over 30 days < 10% 0% 0% G 
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Summary Financial Performance 
 
      Month 6 – September 2015   

Forecast    Annual   
Budget 

to 
Actual 

to 
Variance 

to   
  Budget   Date Date Date   Outturn Variance 
  £'m   £'m £'m £'m   £'m £'m 
Acute Commissioning: 129.0  

 
64.3  64.5  0.2  

 
129.5  0.5  

Mental Health Commissioning 30.4  
 

15.2  15.5  0.3  
 

30.8  0.4  

Community Services  27.5  
 

13.9  13.8  -0.1  
 

27.2  -0.3  

Primary Care Commissioning 61.0  
 

30.2  30.3  0.1  
 

61.3  0.3  

Continuing Care 15.9  
 

7.9  7.8  -0.1  
 

15.8  -0.1  

Other Commissioning 13.1  
 

7.3  7.3  0 
 

13.0  -0.1  

Running Costs 4.7  
 

2.4  2.3  -0.1  
 

4.8  0.1  

Reserves & Contingencies 8.8  
 

5.3  5.0  -0.3  
 

8.0  -0.8  

Surplus Reserve 3.1  
 

1.6  0 -1.6  
 

0 -3.1  

    
       

Total NHS Portsmouth CCG   293.5    148.1  146.5 -1.6  290.4  -3.1 

0
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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.   

      

Objective Summary Commentary 

Positive progress is being made against Priority 1. There are a number of risks associated with the 
elements mapped to this priority. Also, there are continuing challenges in achieving the A&E 4 hour waits 
target, hence the Amber rating.  
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 
 
 
Projects Delivering Strategic Priority  

Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Stroke Community 
Rehab 31-Mar-2016  

 Implementation of stroke reviews will lead to an 
improvement in the quality of life for individuals who have 
suffered a stroke. Longer term outcomes will be a reduction 
in long-term disabilities related to stroke.   

 

Carers Project 31-Mar-2016  

 Improved capacity and quality of existing joint assessment & 
breaks service, increased identification of adult carers in 
health settings and increased and quicker access to breaks 
for adult carers identified in health settings. 

 

Elective 
Contracting Project 31-Mar-2016  

 The project covers the additional monitoring arrangements 
and contractual process being implemented throughout the 
year in addition to the expiration of contracts as part of 
changes to services.  

 

Long Term 
Conditions Project 31-Mar-2016  

 Successful design and implementation of new services and 
the implementation of changes to existing services where 
required.  

 

Musculoskeletal 
Service Project 31-Mar-2016  

 Implementation of the agreed new services and changes to 
existing services, within the timeframes planned.  (Quality, 
Innovation, Productivity and Prevention (QIPP) savings 
identified) 

 

Treatment Centre 
Procurements 
Project 

31-Mar-2016  
 Successful tender processes completed, as per the agreed 

timeframes in the procurement timetables. (QIPP savings 
identified) 

 

Transforming 
Mental Health 
Services Project 
(Cross 
Organisational) 

31-Mar-2016   

 Short term increase in clinical capacity to ensure appropriate 
medical reviews and resolve backlog. This will be followed 
by design and implementation of new service models across 
acute and community settings. (QIPP savings identified) 

 

Tongue Tie Project 31-Mar-2016  

 A midwife led tongue tie service that improves breastfeeding 
rates and reduces the number of babies attending Children’s 
Assessment Unit  (CAU) with feeding difficulties reducing 
costs to the CCGs.  

 

Autism Waiting List 
Project 31-Jul-2015   The provision of a time-limited assessment and diagnosis 

service to clear the existing autism assessment waiting list.  

Neonatal Jaundice 
Project 31-Mar-2016  

 A new pathway for babies with prolonged jaundice; this will 
be an outpatient based pathway, which will reduce 
admissions to the CAU. (QIPP savings identified) 
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Continuing Care & 
Personal Health 
Budgets (PHBs) 
Project 

30-Apr-2016  

 To develop the marketplace and seek interest from qualified 
providers who can deliver Children’s Nursing Care. (QIPP 
savings identified) 

 

Unscheduled Care 
Project (Reducing 
Inappropriate 
Admissions Of 
Children Into 
Hospital) 

31-Mar-2016  

 Understanding and where appropriate challenge variation in 
the management of children with acute childhood infections 
by GP practice, look at developing some incentives for GP 
practices to offer a within 4 hour appointment for unwell 
children.  

 

Paediatric 
Pathways Into 
PHT Project 

31-Mar-2016  

 Work alongside PHT to remodel the current pathways for 
children accessing emergency care within the Trust. The 
model will reflect the recommendations of the review.  (QIPP 
savings identified) 

 

Autism Pilot 
Project 31-Mar-2016  

 Single point of access in place and working effectively.  
Children being assessed in timely manner using appropriate 
assessment tool.  
Workforce developed to meet future need.  
Gaps in provision identified.  
Coproduce model of delivery identified for 2016/17.  

 

Children and 
Adolescent Mental 
Health Services 
Project (CAMHS) 
Single Point of 
Access (SPA) 

06-Oct-2015  

 

Implementation of recommendations and outcomes following 
review in 2014/15.  

Phlebotomy Tariff 
Review Project 31-Mar-2016   A revised tariff agreed, resulting in patients aged 12 and 

above not being charged at the enhanced tariff.   

Community 
Equipment 
Services (CES) 
Project 

31-Mar-2016  

 Greater collaboration across Portsmouth health and social 
care Greater consistency for service users across 
Portsmouth/Southampton for CES. Greater flexibility for 
prescribers in obtaining equipment. Support of the 
personalisation agenda. Supporting the Voluntary Care 
Sector (VCS) agenda.  

 

Wheelchair 
Services Project 31-Dec-2015   A reduction in the level of backlog cases and a reduction in 

the length of delay for service users receiving their chairs.   

Older Persons 
Mental Health 
(OPMH) 
Transformation 
Project 

31-Mar-2016  

 Short term increase in clinical capacity to ensure appropriate 
medical reviews and resolve backlog. This will be followed 
by design and implementation of new service models across 
acute and community settings. 

 

Dementia Pathway 
Project 31-Mar-2016  

 To improve service efficiencies, service user and carer 
experience of services, care and support from pre diagnosis 
of dementia to end of life. 

 

Ambulatory Care 
Project 31-Mar-2016  

 Achievement will be measured with confirmation that 
Ambulatory Emergency Care (AEC) pathways are cost 
effective by supporting admission avoidance.  

 

Urgent Care 
Centre/Prime Hub 
Project 

31-Mar-2016  

 To ensure that the work stream develops a prime hub that is:  
•  Delivered through a Multi-care Provider (MCP) approach  
•  Available  24/7  
• Address both walk-in patients and those conveyed by 
ambulance where clinically  appropriate  
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

•  Flexible for the longer term to incorporate the development 
of locality hubs to provide the central part of a prime hub and 
spoke model  
•  Provide an SPA/ trusted assessor role to support urgent 
primary care  
• The provide a ‘ticket to ride’ approach to ambulance 
conveyances  
•  Strategically placed to provide the community support for 
the discharge function  
•  Providing an integrated health and social care single point 
of access  
•  Enhanced access to rapid assessment and diagnostics  

Urgent Care 
Strategy Project 31-Mar-2016  

 Completion of this strategy will provide an overarching 
longer term 3 year strategy for unscheduled care including 
all services.  
   
Urgent Care Centre (UCC) will be included in a tender plan.  

 

 
Project Commentary 
The Musculoskeletal (MSK) and Wheelchair projects are complete and have delivered outcomes as 
expected. The Elective Contracting, Treatment Centre Procurement, Neonatal Jaundice, Reducing 
Inappropriate Admissions of Children into Hospital, Paediatric Pathways at Portsmouth Hospitals Trust 
(PHT), Paediatric Phlebotomy, Urgent Care Centre Prime Hubs and Urgent Care Strategy projects are at 
risk of not achieving their outcomes. All other projects mapped to this objective are on track to achieve their 
expected outcomes. Highlights from projects mapped to this objective include:  
 
Elective Contracting Project 
Commissioners have been leading on the Action on Elective programme and have finalised the actions 
designed to challenge over performance in secondary care provision. Commissioners have redesigned the 
way that contract queries are sent to PHT to ensure greater traction and timely responses. Arrangements 
have been made for Primary Care teams to obtain direct feedback from practices on the validity of referrals 
coded as GP practice and any particular areas of high activity.  
 
Commissioners have requested GP practices undertake an audit of Orthopaedic Trauma patients within a 
sub group of patients to assist with robust contract challenges and to fully understand the change in 
pathway experienced by this group. In addition Commissioners have issued contract queries on a number 
of different specialties within PHT. 
 
Final details around the 2015/16 Commissioning for Quality and Innovation (CQUIN) schemes for Care 
Closer to Home have been provisionally agreed with PHT; Commissioners are working with the CSU 
contracts team to finalise individual weightings for each element and begin monitoring implementation.  
 
As part of the diagnostics CQUIN, Commissioners have received returned diagnostics data for month 3. 
Commissioners are meeting with the Primary Care teams to identify the best possible solution for 
dissemination of radiology data.   
 
Commissioners have met with CSU Contracting, Individual Funding Requests (IFR) and CCG Finance 
teams and are scoping additional amendments to the existing policy and focusing on tightening up the 
challenge process. 
 
There has been some slippage in the Quality, Innovation, Productivity and Prevention (QIPP) achievement 
for this project, notably Hip & Knee Follow Ups (due to a change in the clinical criteria) and Lucentis (due to 
contract negotiations).  



 
 

11 

Project Commentary 
Treatment Centre Procurement 
The Treatment Centre ratification document has been signed off by the three CCG Governing 
Boards/Bodies. Care UK has been announced as the successful bidder.  
 
Commissioners and Care UK have set up regular fortnightly mobilisation meetings to discuss key themes 
such as subcontracting. A risk has been identified for Portsmouth CCG, surrounding the provision of the 
minor ailments service; in addition the CCG is in the process of conducting a patient engagement exercise.  
 
Delivery against the milestones within the project plan is currently on track. The Community Ophthalmology 
element of this plan is not currently achieving the planned QIPP, activity at PHT is above plan and referrals 
are not reducing as expected. The CCG is not achieving the QIPP to date (Community Ophthalmology). 
The majority of the planned QIPP is due to commence in January, in line with the procurement timetable.  
 
Neonatal Jaundice 
The changed pathway was recently re-issued to GPs, as it had been highlighted that not all GPs were 
aware of the new pathway. Although the pathway was agreed in April/May, activity is still coming through 
as non-elective admissions; therefore, the QIPP savings planned to date are not being achieved. 
Commissioners believe this service should now be an outpatient pathway therefore should no longer 
generate any inpatient activity. Queries to the provider have been raised via the Commissioning Support 
Unit. Monitoring of the service will continue on a quarterly basis to ensure the service activity is solely 
outpatient.  
 
Reducing inappropriate admissions of children into hospital Project 
The current paediatric acute clinical model does not meet national best practice guidelines. Non elective 
paediatric activity at Portsmouth Hospitals Trust is above planned levels. There has been no progress 
since May in terms of project delivery to ensure primary care related paediatric activity is seen in the right 
place and at the right time, when this project plan was last presented for clinical sign off. A revised version 
of the plan is being developed with the Unscheduled Care Team; aligning the adults and paediatric plans 
will help to clarify the future direction of the project.  
 
Paediatric Pathways into PHT 
As reported in the previous Integrated Performance Report (IPR), progress has slowed due to lack of 
engagement and buy in with the provider, particularly in relation to capital investment for the planned 
observation bay as part of the Single Point of Access work recommended by the independent review. This 
means that many of the recommendations involving the Children’s Assessment Unit (CAU) directly are 
being delayed. This has been escalated and the Commissioning Support Unit are to make a formal 
contract query to understand the delays and to ensure the full implementation of the project.  
  
Urgent Care Centre Prime Hub  
The planned QIPP for this project is not being achieved; this is due to ongoing issues with the number of 
attendances going through the Urgent Care Centre. A review has been agreed to be undertaken of the 
whole in-hours and out of hours urgent care delivery, which includes the Urgent Care Centre 24/7 model. 
  
Phlebotomy Tariff Review 
Agreement for the non-payment of the enhanced tariff was reached in principle in June, however PHT have 
not yet shared the service specification. Commissioners are working with PHT to resolve this. Currently the 
planned QIPP is not being achieved. Clarification is being sought from the CSU Contract Team regarding 
the current status of this project, as the non-payment of the tariff for under 12's has not been implemented 
as planned.  
 
Ambulatory Care 
An options paper and updated plan on a page is due to be presented at a forthcoming Clinical Strategy 
Committee (CSC) for approval; this will inform the way forward for this project for future years.  
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Project Commentary 
Older Persons Mental Health (OPMH) Transformation 
A high level discussion between Solent NHS Trust and the CCG leads resulted in a general ‘in principle’ 
agreement for the direction of travel for this project. Commissioners are meeting to ensure a detailed action 
plan and overview of key elements being discussed are visible and can be challenged to ensure they fit 
within the CCG remit of improving quality of care whilst ensuring efficient use of all resources.  
 
Commissioners are currently awaiting the latest figures regarding the number of patients reviewed in the 
Memory Clinic. However, as part of the pathway redesign work there remains a query regarding the validity 
of this approach going forward.  
 
 
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

A&E Waits (NHS Portsmouth CCG)   

Calls answered within 60 seconds (NHS 111)   

Cat A 19 Minute Response Time (SCAS)   

Cat A (Red 1) 8 Minute Response (SCAS)   

Cat A (Red 2) 8 Minute Response (SCAS)   

Diagnostic Test Waiting Times (NHS Portsmouth CCG)   

RTT: Admitted (NHS Portsmouth CCG)   

RTT: Incomplete (NHS Portsmouth CCG)   

RTT: Non-Admitted (NHS Portsmouth CCG)   
 
KPI Commentary 
A&E  
The A&E underperformance at PHT has continued throughout Q2, with the Trust reporting 84.3% of 
patients were seen within 4 hours against a planned trajectory of 90% for the quarter. 
 
The Urgent Care Improvement Group continues to engage with partners across the South East Hampshire 
system, with a focus on improving the quality of handover, admission, and discharge and transfer, as 
patients move between provider organisations. Discharge targets have been agreed, with the aim to 
increase bed capacity and reduce breaches relating to bed availability in the hospital, as well as reducing 
the numbers of medically fit patients awaiting packages of care. There is also a focus on reducing 
ambulance conveyance to A&E and reducing frail elderly attendances.  
 
Despite the challenges at PHT achieving the 95% A&E 4 hour wait target, the Trust remains in the top 
quartile nationally with regards to patient feedback from the Friends and Family Test (FFT); 94% of 
patients who responded to the FFT in July would recommend the service, compared to the national 
average of 88.2% (Annex 2). 
 
Ambulance Response  
The CCG is assessed on the performance of South Central Ambulance Service (SCAS) as a Trust, which 
achieved all three response targets in Q1, however, performance has deteriorated in Q2 and all three 
targets were failed in July and August. 
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KPI Commentary 
SCAS has reported ongoing recruitment challenges due to a national shortfall in paramedics. A number of 
initiatives have been put in place including opportunities for paramedic staff to apply for a higher band if 
they have additional skills which would allow them to do an enhanced role. University places and fast track 
paramedic courses have also been increased.  
 
Early indications are that the three targets were not achieved in September. The CCG issued a Contract 
Performance Notice to SCAS in October 2015 due to the recent underperformance, requesting a Remedial 
Action Plan to provide assurance that the standard will be recovered.   
 
SCAS has reported that although demand levels have remained low, the acuity remains higher than in 
2014/15. The Trust has been invited to participate in the NHS England National Ambulance Response 
Project. The intention of the project is to determine a more definitive disposition in order to dispatch the 
most appropriate resource, leading to better effectiveness and efficiency of the service. A pilot by South 
Western Ambulance Service found that while Red 1 performance remained high, the number of calls that 
were categorised as Red 2 decreased, as did the number of incidents where the ambulance reached the 
patient before a disposition was reached. There is a proposal to reduce the Red 2 target to 70% (from 
75%) to enable an increase in Red 1 performance which is being considered. 
 
The annual Red 1 performance for SCAS contributes to the CCG Quality Premium, with an estimated 
value of £218k. Based on recent performance, this aspect of the Quality Premium has been assumed as 
not being achieved (Annex 4).  
 
NHS 111  
The 111 service remains compliant with the 95% target for calls answered within 60 seconds in August 
(96.5%) and the abandoned calls threshold of 5% was not exceeded (0.7%). However, the proportion of 
calls transferred to 999 for ambulance dispatch continues to exceed the national standard of 10% (10.2%).  
 
SCAS has reported that a recent upgrade to the Computer Aided Dispatch (CAD) system will have 
accounted for higher levels of referrals to 999 in July and August, as the upgrade created difficulties for 
clinicians to open and review calls; additional clinical input is being provided to improve performance in this 
standard.  
 
Referral to Treatment (RTT) 
The CCG failed to achieve the admitted and non-admitted RTT targets in August due to the failure of the 
standards at PHT, however, the incomplete standard is now the sole measure of patients’ constitutional 
right to start treatment within 18 weeks. 
 
The CCG achieved the incomplete standard in August, although there were fails at specialty level primarily 
relating to an underperformance at PHT in Urology, Colorectal and Gastroenterology; spines within Trauma 
& Orthopaedics remains a significant concern, although the overall target was achieved for the specialty in 
August. 
 
PHT has developed action plans for the failing specialties and reports the T&O and Colorectal plans are on 
track, however, Gastroenterology has a current focus on Endoscopy procedures and Urology has a current 
focus on Cancer; the action plans for these specialties are behind plan. The Trust has reported a risk to the 
achievement of the aggregate incomplete standard. The CCG issued PHT with a Contract Performance 
Notice in October 2015.  
 
Provisional data indicates the CCG achieved the incomplete target in September, however, the admitted 
and non-admitted performance remains below target, primarily due to the failure of the standards at PHT.  
 
Diagnostics 
The CCG remains compliant with the 99% Diagnostics target, achieving 99.2% in August, although the 



 
 

14 

KPI Commentary 
target was not achieved for all Diagnostic tests. The majority of breaches for the CCG related to 
Endoscopy procedures at PHT (primarily in Cystoscopy and Colonoscopy); actions to improve demand 
management include introducing regular reviews of the advice and guidance provided to GPs with regards 
to referral pathways. 
 
Provisional data indicates the CCG achieved the Diagnostics target in September.   
 

 
 
 Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Amber rating for the achievement of this priority.  

  
GBAF 

Ref List of the risks to the Delivery of Strategic Priority  Risk 
Score 

GB05 
IF NHS England (Wessex) and CCG commissioning strategies are not aligned in 
relation to specialised commissioning THEN this may result in fragmentation of 
services  

 
6 

GB10 IF the CCG does not meet the rights and pledges under the NHS Constitution THEN 
this may result in a detrimental impact on patient services and experience  

 12 

GB07 IF the CCG and/or key partners fail to meet their financial duties, THEN this could 
impact on service delivery and outcomes for patients  

 16 
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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.  

 

      

Objective Summary Commentary 

Favourable progress is being made with regards to delivering the step changes required to achieve Priority 2. 
Due to the good progress of the projects, KPIs and risks this priority has been rated as Green.  
 

Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority.  
 
Quality 
The Heatmap below gives a high level summary of current quality risks and issues with a residual score of 12 or 
over using the NHS Portsmouth Covalent risk and issue matrices.  The vertical axis represents the risk score 
when the risk or issue was identified (level of initial concern) and the horizontal axis shows its current mitigated 
score (level of current assurance). 
 
When a risk is identified it is scored using the formula - likelihood x impact/severity. When an issue occurs it is 
scored on impact/severity only and is not weighted for likelihood (it has happened). This allows us to compare 
the two.  The illustration labels Risks with an “R” and issues with an “I” and the score shows the initial 
scoring/current mitigated score. The overall level of concern increases as risks or issues move from the bottom 
left hand corner (low initial concern/high current assurance) to the top right hand corner (high initial concern/low 
current assurance). 
 
Current situation 
There is one risk which has moved below the inclusion threshold score of 12. This is a safeguarding risk relating 
to potential for reputational damage due to poor care across multiple agencies. The risk score has been reduced 
to 9; the safeguarding adult review and action plan has been published and is in the public domain. 
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Portsmouth Health Limited (PHL) GP Out of Hours Service (Hampshire Doctors on Call Service – HDocs) 
The GP Out of Hours Service across 5 CCGs in Hampshire is commissioned from Portsmouth Health Limited. 
Quality management of the three contracts (West Hants/Southampton and the Portsmouth Compact) is 
undertaken by Portsmouth CCG.  
 
The following highlights are based on the provider quality report for September 2015 (August data) and 
discussions at the contract review and quality review meetings. There is one ongoing issue; 
 
Failure to meet assessment and home visit timeframe targets which has resulted in poorly timed care, negative 
patient experience and staff whistle-blowing  
 
Issue:  I.Ports. QUA11 

Failure to meet assessment and home visit timeframe targets which has resulted in poorly timed care 
and negative patient experience and staff whistle-blowing 

Score (3 months to current) July August September   
15 15 15   

Current position  
15,351 cases were received system wide for the month of August. Demand was 100% against the baseline 
contracted activity volumes. Agency use continues to increase and was up to 12% of the overall clinical 
resource requirements 
 
Portsmouth compact area (PSEH) 
Portsmouth 
Compact   

May-
15 Var1 Jun-

15 Var1 Jul-15 Var1 Aug-
15 Var1 Mov2 

NQR 9                      
Definitive 
Clinical 

Assessment 

Urgent (within 15 
mins) 97.3% 0.1% 93.9% -0.7% 95.7% 0.0% 96.8% -0.1% ↑ 

Non urgent (within 
1 hr) 91.3% 0.6% 91.3% 0.6% 87.8% -0.9% 90.4% 0.2% ↑ 

Non urgent (within 
2 hrs) 91.3% 0.3% 88.7% 0.1% 85.7% 0.6% 89.1% 0.6% ↑ 

Non urgent (within 
3 hrs) 92.1% 0.5% 93.4% 1.6% 85.4% -0.9% 86.3% -0.1% ↑ 

NQR 12                        
Primary Care 

Centre 

Emergency 
(within 1 hr) 

100.0
% 0.0% 100.0

% 0.0% 100.0
% 0.0% 100.0

% 0.0% ↔ 
Urgent (within 2 

hrs) 93.3% -0.7% 96.4% -0.2% 98.1% -0.8% 100.0
% 0.0% ↔ 

Routine (within 6 
hrs) 96.7% 1.2% 99.4% 0.6% 99.9% 0.7% 100.0

% 0.0% ↔ 

NQR 12                            
Home Visits 

Emergency 
(within 1 hr) 

100.0
% 0.0% 100.0

% 0.0% 100.0
% 0.0% 100.0

% 0.0% ↔ 
Urgent (within 2 

hrs) 95.9% 0.9% 86.3% -4.7% 88.5% -0.6% 93.4% 1.1% ↑ 
Routine (within 6 

hrs) 83.5% -5.6% 86.8% -4.8% 86.3% -2.6% 86.9% -1.9% ↑ 
1 Variance from the system-wide performance across all 5 CCGS 
2 Compact Movement/Direction of travel since last month 
Compliance = 95-100%, Partial compliance = 90-94.99%, Non-compliance = less than 90% 

 
KPIs 
3 non-compliant 
2 partially compliant 
5 compliant 
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Quality reporting update 
This month HDOCS failed to provide the monthly quality report in time (it was received late the night before the 
meeting) and so commissioners were unable to review both the report and the quality Remedial Action Plan 
(RAP). The End to end review meeting in October has now been cut short to accommodate an extra HDOCS 
Clinical Quality Review Meeting (CQRM) to allow time for discussion. 
 

Update on GP recruitment 
There are 11 new GPs joining HDOCS from West Hants CCG area; one has started work and the other 10 are 
in process/yet to start. There have been concerns expressed that not all of these GPs will take up post. 
 
Recruitment of GPs from Italy – the process, including inclusion on the performers list, is being led by the 
Deanery. Recruits will be entitled to a bursary and will need to be linked to a GP practice. The Deanery will 
travel to Italy to interview potential candidates and once successful candidates have undergone induction, 
training etc. they will start working for HDOCS. This process will take between one and six months depending 
on the individual. 
 

A further update is due in October 
 

Whistle-blow 
The report is currently being finalised by commissioners and will be made available for HDOCS comments. A 
further review will be carried by the quality team summarising data findings and this will become an addendum 
to the report.  
  
The initial findings from the review were presented to commissioners on 28/08/15. The review stated that both 
the HDOCS safeguarding and whistle-blowing polices were not fit for purpose and Portsmouth CCG have 
written to HDOCS requesting an urgent review. Reviewed policies have now been received but unfortunately 
are still sub- standard and the CCG will be offering PHL the support of its safeguarding leads. It is noted that a 
sub-standard policy is not necessarily an indication of sub-standard practice but it does raise our concerns 
about PHL’s governance.  
 
A commissioner review meeting took place on 23/09/15 to look at the findings of the whistle-blow in the context 
of other issues, e.g. performance, finance and leadership. Commissioners intend to write to HDOCS 
Governing Board/Chair detailing concerns, expectations and requesting a meeting between commissioner and 
provider most senior staff/board members. The letter will highlight the CCGs’ overall lack of confidence in PHL 
to deliver the contract as we move towards winter.  
 
From November, commissioners will look to combine Contract Review Meetings (CRMs) & CQRMs so that 
HDOCS can be more closely monitored across all areas of concern. 
 
Actions required in the next month 
• Quality schedule to be varied into contract – delayed with CSU 
• Final report on whistle-blow to be shared with HDOCS by 5/10/15 
• Updated data review to be completed and added as an addendum to the whistle-blow report 
• PHL to be offered support on policy development from the safeguarding leads 
• Letter to be sent from Commissioners to HDOCS by 5/10/15 
• PHL to report incidents and include long waits at October CQRM 
• PHL to provide update on GP recruitment at October CQRM 

 
CCG assurance statement 

CRM and CQRMs will continue to monitor progress and will be brought together as one meeting. The letter 
from commissioners will ask for an urgent meeting at the most senior level between commissioners and 
providers and seek to expedite an appropriate course of action to improve the current performance and gain 
further assurance around quality and safety 
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Millbrook Healthcare Wheelchair Service 
The Wheelchair Service is a pan Hampshire provision commissioned by the five Hampshire CCGs, Portsmouth 
& Southampton CCGs and NHS England. West Hampshire CCG is the lead commissioner and the contract is 
managed by Commissioning Support South. 
 

There are currently no CQRMs or formal processes for quality monitoring other than CRM. The framework for 
future quality monitoring will be progressed through the West Hampshire Quality Lead and relevant quality 
indicators will be reviewed and developed.  
 
The following highlights are based on discussions and data presented at the latest contract review meeting. 
Note – some data relates to June 2015 as latest data not available. 
 

Issue:  I.Ports. QUA03: Solent NHS Trust has transferred the wheelchair service to Millbrook 
Healthcare with a significant backlog which has been risk assessed but could result in distress or 
harm to patients as a result of extended waiting periods and the higher than expected referrals into 
the service which continues to put pressure on the service resources 

Score (3 months to current) July August September   
12 12 12   

Current position  
Pressure remains in balancing the reduction in the backlog (waiting list pre- April 1 2014) and the increase in 
new referrals into the service (waiting list post-1 April 2015).  
 

The recurrent and non-recurrent funding provision has been delayed subject to decision on the procurement 
risk as a consequence of increasing the contract value. As a result this has impacted on the ability for the 
service to source specialist equipment orders. The decision is being progressed through CSU and a 
decision is expected imminently.  
 
Waiting list (August) 

 
Total referral YTD is 41% higher than expected with 1274 referrals compared to an estimate of 905. A total 
of 244 cases were closed in August. 
 
Category 1 urgent referrals: 91% were assessed within 10 days target 95%. 
 
Category 2 and 3 standard referrals: 21% were assessed within 15 days target 95%. 
 
Commissioners are monitoring the KPI's at monthly review meetings. As the agreed additional funding is 
made available to the service this will enable Millbrook to revise the trajectory to reflect the decision by 
NHSE not to fund their element of the non-recurrent funding.   
 
 

 CCG 
New 

Referrals  
August 

2015 

Waiting List - Children Waiting List - Adults 

Total Routine Complex Total Routine Complex 

Fareham & Gosport  35 17 16 1 98 76 22 
Portsmouth  46 16 12 4 99 81 18 
South Eastern 
Hampshire  39 28 24 4 127 99 28 
Southampton  31 22 19 3 111 83 28 
West Hampshire  64 35 31 4 275 227 48 
Totals 215 118 102 15 710 566 144 
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Average wait times (August) 
 

Waiting List By CCG Average Waiting Time In Weeks 
Adults Children 

Portsmouth City CCG 32 37 
West Hampshire CCG 25 23 
Southampton City CCG 27 28 
Fareham & Gosport CCG 37 35 
South Eastern Hampshire 
CCG 34 37 

 
A workshop was held on 23/9 to refine the eligibility criteria for the service to reduce demand.  The next step 
from the workshop is the development of a project plan between commissioners and Millbrook healthcare. 

- Defining eligibility for wheelchair categories 
- Financial and demand modelling. 
- Alternative services - impact on services e.g. British Red Cross 
- Impact on discharge from hospital (delayed transfers of care) 
- Communication 

 
Actions required in the next month 
• Quality workshop is being scheduled to progress dashboard and quality themes identified.  
• Wheelchair service working with CAT team on postural care planning 
• Wheelchair Service meeting with Salisbury spinal injuries service on discharge planning and appropriate 

type of wheelchair stock to support discharge 
• Progress of eligibility criteria project 
CCG assurance statement 

Commissioners are assured by the continued reduction in the backlog following the additional investment 
made by CCGs and continue to work with Millbrook to manage and monitor the service within the current 
financial constraints. Wheelchairs are being provided quickly in 100% of urgent cases (5 days to aid 
discharge from hospital or for people with a progressive disorder/ 24 hours for people receiving end of life 
care) and there is evidence that the service is giving priority to cases based on clinical need. With a 
redefinition of eligibility criteria underway and a quality workshop planned there is some assurance that 
progress is being made. 

Portsmouth Hospitals NHS Trust 
Portsmouth Hospitals Trust (PHT) is commissioned by Portsmouth, Fareham & Gosport and South Eastern 
Hants CCGs, Portsmouth CCG is the lead commissioner and the quality management of the contract is 
undertaken by South Eastern Hants CCG on behalf of the Compact. 
 
The following highlights have been taken from a combination of PHT’s August (M5) integrated performance 
review, direct from F&G Month 4 exception report and CCG risk register. The details are subject to update 
following PHT CQRM which is held after the required submission of this report. The following risks have been 
identified as having a score of 12 or above on the risk register; 
   
10 Risks: 

• Urgent Care – ongoing concern that the urgent care system remains under pressure  (R20) 
• Staffing & Workforce Challenges (R 16) 
• Discharge summaries not consistently issued within 24 Hours and not completed to standard. (R15) 
• Psychiatric liaison service -delay in clarity for ongoing funding for Learning Disabilities. (R15) 
• Patients Outlied from Speciality and Non clinical Moves (R12) 
• Quality of Cancer services (R12) reduction of severity to be confirmed at Joint Quality Assurance 

Committee on 16th September 2015.  
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• Safe Discharge from hospital incidents (R12) 
• High harm falls (R12) 
• Stroke care  Services (R12) 
• Patients waiting in excess of therapeutic time frame in gastro, spinal services, colorectal and urology 

(severity to be confirmed at Joint Quality Assurance Committee in September 2015. 
 
Urgent 
Care 

There is ongoing concern that the urgent care system remains under pressure and this is 
impacting on the timeliness of assessment and management of patients requiring 
emergency department intervention. There is also overcrowding in the department and 
queueing. This also impacts on patient experience and has potential to affect safety and 
outcomes and delivery of the NHS constitution performance targets. 

Severity 
score 

   MAY  
15 

JUNE 
15 

JULY 
15 

 20 20 20 
Current position 
• The 4 hour time to admission/discharge/transfer Emergency Department (ED) target has deteriorated in 

July to 82% (June - 85%).  Key breach reasons include waiting for ED space/first assessment, particularly 
at week-ends & waiting for beds). A consequence of urgent care pressures is the cancellation of 59 on the 
day elective procedures and four breaches in the 28 day guarantee of performing procedures. (No urgent 
procedures were cancelled for a second time). Targeted work on discharges is taking place.  

• 92% of patients assessed in 15 minutes (June = 94%) 
• ED FFT positive responses has shown an improvement in month 4, increasing to 94% (from 91% in 

June). FFT response rate remains low at 18%.  
• Zero trolley breaches 
• Four SIRIs attributable to emergency medicine (1 x fall, 1 x delay in assessment, 1 x C Diff and 1 x 

pressure ulcer); two related to ED queue. 
• Nine complaints reported in July for emergency medicine including two delays in diagnostics and one 

medication error in ED; two related to ED queue.  
Actions/controls: 
• There is a monthly review of urgent care performance and quality measures at the Quality Task & Finish 

Group, which is a sub group of the Urgent Care Board. 
• Monthly review of enhanced quality metrics into the CQRM (not reviewed in July meeting). 
• The staffing initiatives have been implemented which enables queue staffing at all times and additional 

resource between 10 and 02.00 and relocation of ambulatory providing an additional 22 inpatient beds. 
CCG Assurance  statement: 
The data indicates that July 2015 has been a challenging month with increased demand and high bed 
occupations. This reflects the deterioration in performance and increased reporting of incidents and 
complaints categorised as delayed assessments and delays in diagnostics. Weekends are identified as more 
challenging. Focussed work is in place to support early discharge. The severity score remains at 20 (high 
risk). It was agreed that staffing incidents and NICE staffing data is added to the urgent care metrics. 

 
Staffing and 
Workforce 
Challenges 

There is insufficient staffing numbers and skill mix and this poses a risk of negatively 
affecting the quality of care delivery and the well-being of staff.   

Severity 
score 

   MAY 
15 

JUN 
15 

JULY 
15 

16 16 16 
Current position 
• The increase in staffing incidents reported in quarter 1 (n = 185) has not been sustained in July (n = 23 - 

subject to change).  
• The Trust Board report on ward based staffing review showed overall compliance with the Registered 

Nurse - patient ratio (1 – 8 and for night shifts 1 – 10. There were two exceptions to this, F3 ward and 
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Cedar ward. The review indicated internal adjustment to staffing was required and this will be used to 
support investment to achieving required skill mix in ED, Acute Medical Unit (AMU) and wards. The 
overall National Quality Board (NQB) staffing levels is 102% against planned levels.  

• Substantive staffing is reported to have increased by 52 to 6,260. Current Trust vacancies = 350 
representing 5% of establishment. 233 FTE vacancies within qualified nursing and midwifery staff (n = 
229 in May), (key areas include: medicine, surgery & cancer & Medicine for Older People, Rehabilitation 
and Stroke) 

• Consultant vacancies in histopathology, radiotherapy, spinal surgery, colorectal services. Vacancies in 
urology, physiotherapy and pathology. Long waits noted in spinal, colorectal and gastro services. Primary 
care feedback on long waits for histopathology. 

• Skill mix of Registered Nurses/Healthcare Support Workers is lower than plan (actual = 64%/36% against 
planned 70%/30%) 

Actions/controls: 
• CQRM monthly review of  workforce data (including use of temporary staff) 
• Nursing – Safe Staffing report to Trust Board in July (see above) 
• Safer staffing compliance reviewed monthly. 
• Trust recruitment drive both international and national  with an estimated 150 new starters in October 

2015 
• Red flags will be reported where compliance falls below 80% and brought to CQRM by exception. 
• Increase staffing metrics for urgent care 
• Additional HCSW utilised to supplement staffing 
• Locum cover for consultant posts 
• Monitoring of Care Quality Commission (CQC) action plan “quality elements” to be fed into CQRM 
CCG Assurance  statement: 
The severity score remains unchanged for July: There is insufficient assurance, coupled with the operational 
pressures of urgent care, financial pressures, national staff shortages and significant challenges in local 
recruitment, discrepancy in skill mix from plan to actual  to indicate that this risk is fully mitigated. 

 
Issue of 
discharge 
summaries 

Discharge Summaries: Discharge summaries are not consistently issued in a timely 
manner to primary care and mandatory fields are not completed. This leads to 
increased risk in respect of continuity of care.    

Severity 
score 

  MAY 15 JUN 15 JULY 15 
15 15 15 

Current position 
• Electronic Discharge Summaries (EDS) roll out is reported as progressing well; 98% of GP surgeries 

reported to have received electronic discharge summaries.  
• Full roll out has been delayed until October 2015. (Previously September 2015). 
• Senior Nurse appointment to support delivery 
• Concern raised around reconciliation of discharge medication information at weekends. 
• PHT confirmed they are receiving notifications if the EDS has not been delivered. 
•  Healthcare professional (HCP) feedback on late/incomplete discharge summaries continues and these  

are fed to PHT for investigation. (n = 8 in July).  
•  Increasing HCP feedback in relation to outpatient department letters (content and timeliness). (n = 7 in 

July) 
Actions/controls: 
• CQRM monthly review of  EDS progress – full implementation due September 2015 – delayed until 

October 2015 
• Internal Project Board to report on solution for pharmacy cover to reconcile medication  information at 

weekends  
• CCG attendance at EDS project board 
• CCG GP Lead attendance at EDS Project Board (a review of medication reconciliation is due week 

commencing 7th September 2015). 
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• Outpatient department letters – review to be brought back to CQRM as part of the Board report 
(November 2015) 

• Plan for ambulatory care discharge summaries and paediatric discharge summaries to be taken to project 
board – September 2015 (fed back to CQRM). 
 

CCG Assurance  statement: 
There is good progress reported with electronic discharge summaries. However, full roll out has moved from 
September 2015 to October 2015. There is continued evidence to indicate that some discharge summaries 
are issued late missed and/or are incomplete. This includes information provided as part of the outpatient 
activity and ambulatory care. A concern is raised over pharmacy cover to reconcile medication information at 
weekends. This will require on going monitoring. Severity risk remains 15 until rectification. 

 

Safe 
discharge  

Discharge from In-Patient Care:  There is evidence of sub-optimal discharges raised by 
health care professionals and quality intelligence.  This leads to increased risk in respect 
of continuity of care at the point of discharge/transition.  

Severity 
score 

   MAY 15 JUNE15 JULY15 
 12 12 12 

Current position 
• Discharge concerns are reviewed as part of urgent care metrics.  Awaiting final analysis report from PHT 

on 11 incidents raised from the local authority and partner NHS organisations (expected in September 
2015). 

• One concern raised via Quasar for July. 
• Admission Discharge & Transfer (ADT) letter issued late from commissioning. Response due by Friday 

11th September 2015. 
• Four complaints categorised under admission, discharge & transfer (n = 12 in q1) 
• Discharge survey indicates there is a significant increase in delays in discharge, mostly in relation to 

medications.   
 

Actions/controls: 
• Discharge data included in the bi monthly reports to Urgent Care Board from Quality Task & Finish Group  
• Healthcare Professional (HCP) feedback is reviewed and investigated where there appears to be a safety 

risk 
• Letter issued (August 2015) by Chief Quality Officer to leads in PHT, Southern Health NHS Foundation 

Trust (SHFT), SCAS and Solent to request continued support for ADT work-stream 
• Meetings held between PHT and Portsmouth City Council 
• ADT data reviewed monthly at CQRM part of the NHS contract 
• Transition is a key work-stream in the sign up to safety programme 
• ADT work flow programme as part of the urgent care board sub-groups 
• Telephone follow up from ward areas following discharge 

 
CCG Assurance  statement: 
Concern remains that there are sub-optimal discharges are affecting the continuity of care for patients. This is 
exacerbated by operational pressures, which have been significant in July. There is reassurance that there is 
heightened monitoring and analysis of this issue is taking place and partnership working is evident. The 
outcomes from investigation into the adverse incidents raised require completion and assurance that actions 
have been taken (expected September 2015). 
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Psychiatric 
Liaison  

Lack of adequate access to specialist mental health clinical assessment and advice for 
patients who are having an acute episode in hospital  

Severity 
score 

For review  MAY 15 JUN 15 JULY15 
12 12 12 

Current position 
• PHT reported concerns with access to specialist mental health services and learning disability liaison for 

Hampshire patients (Trust risk of 16)  
• Two incidents reported within emergency department in respect of Mental health patients who became 

violent 
• PHT report lack of full compliance with Mental Health Act requirements 
• Mitigating actions in place to cover Statutory Doctor requirements.  
• PHT view is that there is insufficient traction on this issues  
Actions/controls: 
• Service specification requirements drafted 
• Psychiatric Liaison: Within tariff 
• CQRM monitoring of incidents and complaints 
CCG Assurance  statement: 
There is insufficient assurance that this risk is fully mitigated.   
Chief Quality Officer and commissioning teams working with the Trust. Severity rating to be reviewed at Joint 
Quality Assurance Committee in September 2015. 

 
High 
harm falls  

 Patients are suffering harm in relation to falls.  

Severity 
score 

  MAY 15 JUN 15 JULY 
15 

 12 12 12 
Current position 
• 2014/15 outturn exceeded reduction target (45 high harm falls) 

• For 2015/16, 17 high harm falls have been reported. + 2 open under investigation. This places a risk that 
the numbers will exceed levels in 2014/15.   

• Falls incidents per 1,000 occupied bed days was 2.0 (June 2.4) against a target of 2.2 (Renal rate = 3.6 
and Head 7 neck = 3.2) 

• Falls rate per 1,000 occupied bed days was below the national average of 5.6 at 5.2 

Actions/controls: 
• Monthly number of incidents and rates of falls reviewed at CQRM  
• % falls assessments monitored monthly at CQRM 
• Serious incidents are reviewed by CCG 
• CQC must do actins identified to improve falls management – this will be monitored through CQRM. 
• Whole system falls work – programme 
• Sign up to Safety pledge for falls prevention 
• Falls review undertaken and reported to Governance & Quality Committee (showing actions taken from 

learning and that the organisation are not outlier’s against national benchmarks.   
CCG Assurance  statement: 
The Trust is on track against the thresholds set in the NHS Contract and the quality account priorities.  
However, there are increasing numbers of patients who have fallen and sustained harm when compared to 
previous years and the interventions for prevention will require ongoing monitoring to determine the 
successful outcomes. It is reassuring to see the Trusts sign up to safety pledge includes falls prevention. 
Progress will continue to be monitored and flagged at CQRM.  
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Non 
clinical 
moves & 
outlied 
patients  

There is a concern that patients who are moved for non-clinical reasons and are outlied 
from their speciality are at risk of poor patient experience and lack of co-ordination of 
care, which may result in delayed assessment and treatment and sub-optimal discharges.  

Severity 
score 

 MAY 15 JUN 15 JULY15 
12 12 12 

Current position 
• In July there has been an increase of non-clinical moves (n = 56; June n =29 and q1 = 119). Post-

midnight moves shows an average number of 1.8 which is less than the internal standard of 3.  
• There continues to be increases in the average number of patients who are outlied.   

Actions/controls: 
• Monthly monitoring at CQRM and data forms part of data set at Quality Task & Finish Group which is 

reported to the Urgent Care Board 
• Work is progressing across the system to maximise discharge of those patients who are medically fit  
• Patient experience monitoring reported quarterly to CQRM. 
• Monitoring of incidents and complaints & PALS enquiries at CQRM 
CCG Assurance  statement: 
The UCB data shows that the Trust continues to be under significant pressure from the number of patients 
who are outlied and bed availability.   There is focused work and monitoring at Board level.  CQRM will 
continue to monitor impact and system working via UCB. 

 
Cancer 
Services 

There is variable performance against the cancer standards affecting the delivery of the 
NHS constitution performance. This affects patient outcomes. Previous concerns were 
raised around the outcomes of peer reviews and plans have either been achieved or are 
in progressed and monitored with CCG as part of the cancer steering group.  

Severity 
score For Review 

 MAY 15 JUN 15 JULY15 
 12 12 12 

Current position 
• The final positon for Q1 showed improved performance.   
• July provisional position shows 6/8 standards met. Exception of 62 day first definitive treatment and 

screening. 
• Four patients waiting more than maximum wait standard of 104 days (n = 3 in June). 
Actions/controls: 
• Performance monitored by CCG monthly. Clinical assessment of patients breaching is monitored weekly 

by provider. Intensive support team review in July.  

• Cancer recovery plan monitored monthly at contract review meeting. 

• Intensive support team identifying further areas for improvement (review in July). 

• July showed improvement of reducing waiting list.  

• Re-assurance given that the delay bladder installation therapy has affected 2 patients without impact. 

CCG Assurance  statement: 
There is reporting and monitoring forums in place to ascertain any deterioration in performance. There remain 
challenges in colorectal capacity and clinical workforce has increased via use of locums. The oncology 
service has made two appointments to substantive consultant posts (not yet commenced) with a further two 
planned in 2015/16.  
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Stroke 
Services 

There has been variable compliance with the national standards for stroke and slight 
improvement in performance in the national stroke audit.  PHT remain in the lower 
performing Trusts for stroke care based on the national audit.  Rating of D (highest = A 
and lowest = E). This impacts patient outcomes. 

Severity 
score 

  MAY 15 JUN 15 JULY15 
12 12 12 

Current position 

•  Variable stroke performance with 2/4 stroke targets met in July (4/4 met in June 2015). Stroke audit 
outcomes poor – rating of D (key areas are in speech and language therapy and multi-disciplinary 
working)  

• Recent resignation of stroke consultant 

Actions/controls: 
• Transformational stroke model in progress 

• Business case for therapy workforce approved by Trust Board 

• Stroke performance monitored monthly at CQRM. 

• Stroke presentation at September CQRM where recruitment into therapy services was confirmed and 
aspiration to get to level C in stroke audit outcomes by December 2015.  

• Confirmation that a 24/7 stroke co-ordinator role has been approved. 

CCG Assurance  statement: 
There continues to be poor performance in the national audit.  The Trust has advised that there is some 
committed investment in the service and national stroke metrics are improving.  The CCG will retain the 
current severity score until sustained improvement is evidenced through the transformational stroke model 
and recruitment programme. 

 

Long 
waits 
affecting 
18 week 
pathways 

There is a potential quality impact, risk of deterioration and poor experience for patients 
who are waiting longer than the NHS Constitution timeframes for treatment.  This impact 
on the CCGs’ assurance on the delivery of the constitutional rights. Challenged services 
include urology, gastro, colorectal and spinal services. 

Severity 
score JQAC to confirm Severity rating 

   
   

Current position 
• The Trust achieved three of the RTT standards at aggregate level. Speciality fails in urology colorectal, 

T&O (spinal), and gastroenterology due to capacity issues. Urology delivering to improvement trajectory, 
spinal capacity is a key risk, gastroenterology behind trajectory.   

• 101 patients waiting >35 weeks 
• Overall backlog increase of 191 patients during July (admitted backlog showing some improvement)  
• No patient’s waiting more than 52 weeks for treatment.   
Actions/controls: 
• System pathway changes made to spinal services 
• Gastroenterology is currently behind trajectory and the service has been unable to secure a replacement 

gastroenterologist and locum staff: Additional capacity being sourced – bid to Trust Development 
Authority (TDA) to be part of national outsourcing programme. Focussed booking on longest waits but 
progress will be slow without additional resource. Reassurance given that no waits for urgent gastro 
cases and all specialities undertake regular clinical review of referrals. (feedback form HCP indicated 
urgent waits) 
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• Recovery plans for gastroenterology, cancer & surgery and urology. (monitored monthly at CRM) 

• One stop MDT rectal cancer clinic commenced, clinical prioritisation in place and new management focus 
on team working.   

CCG Assurance  statement: 
The delivery of sustainable RTT quality and performance improvements is not yet fully embedded. Continued 
monitoring and pathway improvements are required, specifically in the challenged services of spinal, 
colorectal, urology and gastro. Quality re-assurance has been given in relation to clinical prioritisation for 
waits. The extent of the backlog for new appointments and follow ups will need to be monitored and the 
recovery plans delivered. The quality team will continue to monitor quality intelligence on all these services on 
a monthly basis, through CQRM and extra assurance was requested at the September CQRM. Lead to 
attend the October meeting. The commissioning team have cited they have limited assurance that PHT can 
continue to provide the Spinal service at its current levels of demand. CCGs are working with PHT, UHSFT 
and Solent NHS Health care to provide both a short and long term solution. Regular updates from T&O 
department, Community MSK provider and other stakeholders.  Secondary care providers are only accepting 
red flag referrals. 

 
Care Quality Commission Inspection 
The Care Quality Commission Improvement Plan (QIP) has been finalised. Delivery of this will be monitored 
through the Trust internal committees and, externally by the Trust Development Agency. All quality items will 
be monitored monthly at CQRM via receipt of the monthly improvement plan report. The actions requiring 
“support needed form system partners” has not been finalised. A paper was issued following CQRM, this set 
out compliance against actions with a deadline of 31st August 2015. The Trust reported good progress. Eight 
of the 22 compliance actions were due for completion in August and five have been completed. Of the 33 
“must do actions” 14 were due for completion in August and 10 have been completed. Of the 28 “should do 
actions”, 16 were due for completion and 13 have been completed. Of the five Trust-wide actions, two were 
due completion in August and all completed.  Actions against items not completed have been set.  
 

Solent NHS Trust 
Solent NHS Trust is the primary provider of community and mental health services for Portsmouth. The following 
highlights are based on the Quality Schedule report submitted for August including discussions held at 
September CQRM.  
 
Key point to note: 
In September Solent reported a Serious Incident Requiring Investigation (SIRI) relating to its practice for sending 
out sexual health screening results. For two years the provider has taken the ‘no news is good news’ approach 
which means that only positive results are communicated to patients. Compliance is currently at 88% (within 7 
working days) which equates to 12% patients who are not receiving results in a timely manner, putting 
individuals at potential risk. This process is also outside the recommended guidance (BASH) which states that all 
positive and negative Sexually Transmitted Infection (STI) screening results should be sent to all individuals who 
have undergone investigation. Solent have failed to notify the responsible commissioners (PCC Public Health 
(ICU)) of its non- compliance with these standards until raised via a quarterly review meeting. This SIRI is being 
managed by the Integrated Commissioning Unit (ICU) with a request that PCCG are kept up to date with 
progress. There is no evidence of patient harm to date however this will be part of the full investigation.  
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Risk; R.Ports.QUA.05   Solent has recently experienced a high number of registered nursing vacancies 
within the community nursing team and has undergone a significant recruitment process.  
This is ongoing and vacancies remain to date. IF these posts are not recruited to effectively and 
efficiently, with the additional impact of a high number of new staff in post, THEN the quality of patient 
care delivered maybe compromised with the potential for care to be prioritised reactively as opposed to 
proactively. 
Date opened: 01/05/14 Score (3 months to current) July August September 

20 20 20 
Current position  
Significant concern remains around the provision of community nursing services with sustained failure to recruit 
and high numbers of resignations. The impact of which has meant that the service has not been able to visit 
allocated patients on a daily basis. This is likely to impact on the service’s ability to respond to the winter surge   
in demand and the challenges of the system.  
The rectification action plan submitted by Solent in response to the issued Contract Performance Notice is 
ongoing and the weekly performance submissions have been changed by the provider to incorporate the 
‘Worthington Assessment Tool’. This measures in units (1 unit = 15 minutes), demand versus capacity. The aim is 
to provide a more ‘real time’ position and enables system wide sight of escalation status. It also allows clear 
visibility across the service line to balance risk and enable deployment to high risk areas from areas at less risk. 
A turnaround manager has also now been appointed to commence in October. 
Actions required in the next month 
CCG 

1. Continued monitoring of weekly performance submissions 
2. CQM to visit Community Nursing team and observe data collection process to provide greater 

understanding on the weekly submissions. 
3. Clear lines of communication and escalation encouraged for early escalation of potential increased risks to 

patient safety which cannot be mitigated by the collective actions. 
4. Negotiate with Primary Care to take back responsibilities for flu vacs for housebound patients 

Solent 

1. Solent continues to provide the CCG with weekly performance dashboard which include; 

• Staffing levels, safety incidents, and demand. 
• Daily monitoring of unachieved AM and PM visits  
• Patients are being contacted if their visits are delayed or postponed 

 
2. Active Recruitment; 

• HR support to maximise bank and agency filling of vacant posts 
• Applications are being  fast tracked from initial application to interview 
• Redeployment of staff from other services/localities where possible 

 
5. Review caseloads and operationalise ‘discharge criteria’ 

6. Continue to work on rectification action plan 

7. Consideration of community nurse clinics – business case to follow 

8. Schedule of visits to primary care 
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CCG Assurance Statement 

There has been some progress made with recruitment in recent weeks with just one resignation, however new 
recruits must complete a two month induction period. Unachieved visits have significantly reduced with the use   
of large numbers of agency staff however the CCG believes the service is still fragile and the risk to patient   
safety remains high    

 
 
 
 

Risk: R.Ports.QUA.06 
Since April 2015 the CCG has reviewed several Serious Incident (SI) investigation reports into  
unexpected deaths (likely suicides) which have occurred within the AMH service line. Several key   
themes have been identified relating to lack of and inconsistent Risk assessment.  If appropriate action   
is not taken by the provider to ensure timely, accurate and effective risk assessments are undertaken by 
all staff as appropriate then there is a risk that patient safety will be compromised. (see Risk register for 
further details)  
Date opened: 01/07/15 Score (3 months to current) July August September 

12 12 12 
Current position  
Ongoing – await Q2 Data 
As a result of the CCG letter sent to Solent raising concern, a meeting was held on 24 July with the AMH     
service line to discuss action being taken to address concerns. The service provided assurance that these 
concerns have been taken seriously and there are processes in place to ensure the timely, accurate and    
effective risk assessments are undertaken by all staff as appropriate.  Risk score remains unchanged at this    
time until audit results are received in Q2.  (4x3) 
Actions required in the next month 

• No new actions for this month – await Q2 audit results 
Past action; 

• Meeting held with Solent AMH Clinical Director, Governance Lead and CCG to discuss concerns and 
actions being taken. This includes; 

• Introduction of a framework for Risk Assessment and Formulation with a work stream for further 
development based on the Thomas Joiner model. 

• identification of Risk Champions (also in line with the Thomas Joiner model of suicide risk assessment)  
• CD and OD attendance at SI panels  
• All staff to be ‘signed off’ as competent when appropriate following training. 
• Monitoring of SIs reports for identified themes 
• Monthly risk audits with a Bi-annual quality report by Governance lead. 
• Ongoing monitoring of SI’s and other intelligence as appropriate by CCG 
• Solent has confirmed that HR competency / disciplinary processes will be initiated for individuals who do 

not practice within policy.   
CCG Assurance Statement 
The actions the Trust has taken are appropriate and appear robust.  The CCG anticipates this risk will be closed 
following receipt of the Q2 audit results 
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Risk: R.Ports.QUA.07 

Over the past 6 months Solent NHS Trust has seen a significant reduction in staff working within the 
Risk and Complaints department. If Solent is unable to recruit additional staff to this team as soon as 
possible then there is a risk that there will be untimely, uncoordinated management of all SIs with a 
potential to compromise patient safety by delays in reporting and investigating adverse events. This 
would also lead to missed opportunities for learning and sharing lessons. In addition there would be 
an increase in the back-log of incidents pending review and closure which would be detrimental to 
the significant progress made over the past year.   
Date opened: 01/07/15 Score (3 months to current) Jul Aug Sept  

9 9 9 
Current position  
Ongoing. The Head of Patient Safety has been appointed and will commence in December. Whilst there has 
been a period of improvement in report submissions there remains on occasion a delay in reporting SIs onto 
STEIS within the National SI framework (2 working days). Solent has received (informal) notification of the 
CCG’s expectation that reporting onto STEIS will be brought in line with the SI framework (as per agreed 
contract 15/16) with effect from 1st November 2015(3x3). Solent has acknowledged this is an unsatisfactory 
situation. The Chief Nurse expects the national timescales to be consistently achieved and where it becomes 
apparent that there is a problem impacting upon this achievement the CCG will be alerted for an early 
discussion. 
Actions required in the next month 
• Monthly monitoring of SIs for timeliness, reporting and action 
• Monitoring of requests made for extensions outside the 60 day deadline 
• The CCG will continue to monitor Solent’s management of SIs in line with the NHSE SI framework 2015 
• Monthly 1:1 meetings between CCG CQM and Solent’s Clinical Risk and Safety Manager for review & 

support 
• Further investigation into the complaints team status and potential impact on service delivery 
• Monthly 1:1 with Deputy Chief Nurse to escalate issues and discuss progress 
CCG Assurance Statement 
Whilst not a significant risk to patient safety the CCG is concerned that delays in reporting reduce its visibility 
of what’s happening in the services, particularly community nursing.  However the CCG fully expects Solent 
to be able to achieve the required improvement within the timescale allowed. 

South Central Ambulance Service NHS Foundation Trust 999 
The NHS 999 Service across 7 CCGs in Hampshire is commissioned from South Central Ambulance Service 
NHS Foundation Trust (SCAS).  The commissioning CCGS are the Portsmouth Compact CCGs, Southampton 
CCG, West Hampshire CCG, North Hampshire CCG and Milton Keynes CCG. 
Quality management of the contract is undertaken by Fareham & Gosport CCG. Data below is for July unless 
otherwise specified. 
Key risks and issues to note, including risk/issue brief, actions and controls in place and assurance position for 
those items rated 12 or above: 
 

• Long waits 
• Stroke performance 
• Safeguarding compliance 
• End point messages 
• Recruitment challenges 
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Long waits: There is concern regarding the number of long waits and the impact on patients not receiving a 
timely response. As well as a delay potentially having a clinical impact on patients it can also have a negative 
affect a patient experience.  
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SEVERITY SCORE 
 

20 20 20 20         

Current position 
Following CCG analysis carried out on data submitted by SCASFT the following information was shared at the 
September CQRM: 
• At SHIP/MK level, compliance with the Red1 and Red2 response time targets shows a marked 

deterioration between May and July 2015, moving from a position where the target is being achieved to 
one where it is not 

• At CCG level this difference is also noticeable. In April and May the majority of CCGs were compliant with 
at least one target. In July only Southampton, Portsmouth and Milton Keynes are compliant with at least 
one target, and only Southampton are compliant with both 

• When the size of a CCG’s population is taken into consideration, variation is apparent in the rate of Red1 
and Red2 incidents responded to by SCAS. North Hampshire has a relatively low rate of incidents relative 
to their population size; Portsmouth and Milton Keynes have relatively high rates 

• The rate of long wait incidents per 100,000 CCG population shows much more variation than the rate of 
total incidents. As of July 2015 North Hampshire had the lowest total incident rate but the highest rate of 
long waits. Further months’ data should provide a clearer picture for this indicator 

• It is interesting to note the difference in long waits as a proportion of all calls between Southampton and 
Portsmouth. Both are urban CCGs and generally perform well on the Red1 and Red2 8-minute targets. 
However, in June and July Portsmouth had a considerably higher proportion of long waits 

• The two longest individual waits were experienced in April 2015. The number of patients experiencing very 
long waits is relatively small, but given the urgent nature of presentations which are assigned a Red1 or 
Red2 priority, it is concerning to note that 200 patients waited 30 minutes or more, 40 patients waited 60 
minutes or more, and 10 patients waited 90 minutes or more for a response 

• Looking specifically at July data it is noted that there is slight reduction (improvement) in the number of 
long waits for Red 8 and Red 19 by 0.1%. However, the number of long waits for green calls have 
increased by 0.4% as SCAS prioritise calls 

• The number of hospital handover delays has improved 
• SCAS have acknowledged that as the number of delays has increased so have the number of complaints.  
• Performance was hit by issues related to the CAD upgrade  
• The June audit identified a recurring theme of ‘key words’ not being identified as a cause for delays  
• It was acknowledged that actual levels of activity are below plan and SCAS believe staffing concerns 

(recruitment and retention) and levels of sickness were the main contributing factor for long waits 
• Hear and Treat, See and Treat and Non-conveyance performance have all marginally reduced in July in 

the south 
 

Actions 
• SCAS to provide agreed data requirements. 
• SCAS to continue with long waits audits to extract themes to make improvements.  
• Continue monitoring at CQRM 
• Performance being discussed at CRM  

 
Information/controls in place 
• SCAS advised that they were currently reviewing and monitoring those incidents where ‘key words’ had not 

been used 
• SCAS reiterated that all missed red calls are reviewed before 10.30am following the day on which they 

occurred and are also reviewed for safeguarding 
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• SCAS have been working with north Hampshire hospitals to initiate the immediate handover process being 
used with positive effect at PHT  

• SCAS are monitoring complaints relating to long delays  
• There is evidence of welfare checks being carried out for patients who are experiencing long delays 
• The meal break policy has been amended following identification of this as a recurring theme in the audits 

 
CCG assurance statement 
Commissioners continue to remain concerned that despite demand being below plan and assurance that staff 
are being allocated according to plan that long waits are increasing. Concern is further heightened by the 
acknowledgement that for July both SHIP and the organisation performed well below the contracted 
requirements for Red1, Red2 and Red19. Recruitment and retention of staff continue to be a challenge and will 
continue to impact on performance.  Commissioners are not assured that long waits will cease to cause 
concern going forward in the immediate future 
 

 
Recruitment challenges: If workforce recruitment challenges continue this will impact on capacity 
within SCAS and could subsequently lead to poor patient outcomes and experience from delayed 
responses. 
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Current position 
A SCAS HR representative attended the September CQRM to provide an update on the challenges SCAS 
acknowledge they have in recruitment, resulting in a shortfall against plan for the recruitment of staff. This has 
occurred through a combination of fewer applicants than anticipated, higher rates of attrition and a delay in 
identifying and securing permanent training facilities and trainers. SCAS also acknowledge that the rate of 
sickness is higher in the south and that escalation to REAP 3 is impacting on managers having the capacity 
to manage staff sickness when they are required to perform front line duties 

 
Actions 
A number of initiatives have been put in place to address the shortfall in staffing: 
• Recruitment of paramedics in August, September and October with a view to taking more in January 
• An additional ECA course running in November 
• Development of Band 6 specialist role to provide enhanced services and career pathway  
• Increase in international recruitment - 22 are starting in November with a January start date also planned 

and consideration of one in February  
• Employing a manager and assistant specifically dealing with international recruitment 
• Meeting with Southern Health NHS Foundation Trust planned in September regarding the rotational 

mental health post 
• Re-phasing of the training plan to reflect the changes the above actions will have on training compliance  

 
 Information/controls in place in place 
• Training compliance has been identified as an agenda item for the October CQRM 
• Temporary location of training facilities at Newbury College, with a permanent base identified for Autumn 

2016. 
• A review of the job advertisement 
• An executive decision to increase the actual number of paramedics and ECAs required. It is also hoped 

that this will compensate for an increase in attrition that is being reported 
• Following graduation paramedics and emergency care assistants attend a 10 week training course 

consisting of 6 weeks clinical training and 4 weeks driving training. The vacancy is only classed as being 
filled once the member of staff is fully trained and can be placed on the work roster 
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• Private providers are utilised to mitigate workforce risk  
• It was noted that SCAS intend to invest in EOC to maximise hear and treat  

  
CCG assurance statement 
Commissioners remain concerned regarding workforce issues but acknowledge staff shortages are a national 
problem and that discussions at this level are taking place. Workforce numbers are below plan and attrition 
continues to be high, particularly in the north, however sickness levels are considerably higher in the south. 
As a result commissioners are maintaining the risk for workforce planning and human resources to 16 but are 
aware that this is an area of focus for SCAS internally.  
 
Stroke performance: Although stroke performance is managed via the CRM there is concern that the non-
achievement of this trajectory will impact on patients being able to receive the necessary interventions in a 
timely way to minimise harm. (Please note that there is time lag in reported validated performance figures by 3 
months).  
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Current position 

• ePR continues to impact on the accurate recording of data 
• Un-validated figures for July are reported as 51% compared to 49% for June for door to HASU in 60 mins.  
• Validated data is recorded as 56% in March against a national average 58%, placing SCAS 8th out of 10 

ambulance trusts 
• 54% is recorded as the year to date position up to March (validated) for door to HASU in 60mins, against a 

national average of 59%, ranking SCAS 9th out of 10 ambulance trusts. The range of performance across 
the 10 ambulance trusts is 47% to 68% for YTD 
 

Actions 
• Review of stroke CQC action plan quarterly  
• Review data post September when issues with the e-PR should have been rectified  

 

Information/controls in place 
• Monitoring will continue via: 

− Monthly CRM reviews against stroke performance and project monitoring  
− Quarterly monitoring of the CQC action plan during 15/16 

SCAS believe that due to technical difficulties on the e-PR that data is not complete, with up to 50% of 
incidents not being included but have advised that they anticipate this will be rectified for September reporting 
and shared at October CQRM 
 

CCG assurance statement 
Commissioners are reassured that at CQRM SCAS have confirmed that stroke performance is, and will 
continue to be, recognised as a priority and is reported through and discussed at their Quality and Safety 
Group, at their Board Meetings and remains on their risk register. Stroke performance is monitored at CRM. 
Commissioners await the improved ePR data from October CQRM 
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Safeguarding: Concern remains regarding the impact of SCAS not being fully compliance with the 
adherence to the safeguarding schedules for both adults and children. This has the potential to cause harm 
and miss opportunities to recognise safeguarding issues. Training compliance in this area was also identified 
during the CQC inspection and the local adult and children’s safeguarding boards have raised concerns 
regarding the content and timeliness of the submission to reports for review at meetings.  
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Current position 
A meeting was held on 14 September with SCAS and CCG representation, which was led by Julia Barton, 
Chief Quality Officer for F&G and SE Hampshire CCGs (lead commissioner for the contract) 
Actions 
• A draft of the Minutes and action plan have been submitted to SCAS for review and final agreement 
• Once finalised the action plan will be shared with fellow commissioners 
Information/controls in place 
• Monitoring of the actions will take place with exceptions reported to CQRM 
• The draft action plan indicates that all actions identified will be completed by December 2015 
CCG assurance position  
Following on from the meeting on 14 September with SCAS and CCG representation, which was led by Julia 
Barton, Chief Quality Officer for F&G and SE Hampshire CCGs (lead commissioner for the contract) 
commissioners are more assured. The safeguarding leads for adults and children from F&G and SE 
Hampshire also attended and will be working with SCAS to progress some of the actions identified. The 
monitoring of the action plan at CQRM will allow progress to be monitored and it is anticipated that all actions 
will be complete by the end of December 2015 

 
 
End point messaging: If the quality of End Messages passed from 999 - Primary Care are poor this could 
lead to a risk for primary care and patients not being informed and treatment not being continued in the most 
appropriate way. 
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Current position 
CRM advised that the work stream regarding the progress of concerns raised by GPs for the quality of end 
point messages sent from SCAS, including quality of demographical data, is progressing 
Actions 
• A date needs to be agreed for when the messaging is switched back on 
• CRM to monitor and provide updates quarterly to CQRM with next update due in October 2015. 
• Outcomes from 14 day audit to be shared 
Information/controls in place 
• SCAS carried out an audit for 14 days, with the CSD noting clinical information that may be helpful to the 

GP  
• Once the issues regarding the upgrade have been completed SCAS will work on how to amend their 

information system to include a shortened, meaningful message for GP Practices 
CCG assurance position 
At CRM commissioners had been advised that this work is progressing but that no date for switching on the 
short meaningful message for GPs had been agreed and therefore commissioners remain concerned 
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Projects Delivering Strategic Priority  

Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Continence 
Review / 
Transformation 
Project 

31-Mar-2016  

 The completed review to provide clarity regarding the 
current level of service provision across the city. This will 
identify gaps and issues with the current service delivery 
model. Research and best practice models will support 
understanding needs for the new service going forward. 
The revised service specification may be agreed with the 
current provider or may necessitate a new provider, who 
would be better placed to demonstrate value for money 
and improved outcomes for service users. 

 

Attention Deficit 
Hyperactivity 
Disorder (ADHD) 
Project 

30-Sep-2016  

 
Revised Commissioning Plan for ADHD diagnosis and 
support service.  Procurement actions to be developed.  

Provision Of 
Adolescent 136 
Suite Project 
(Place Of Safety) 

31-Mar-2016  

 Successful provision of an Adolescent 136 Suite 'Place of 
Safety' will improve clinical outcomes and improve patient 
experience for young people. 

 

Primary Care 
Prescribing Project 30-Apr-2016  

 Support to prescribers in optimising prescribing quality and 
medicines management outcomes, including participating 
in quality audits on specific areas of most benefit to 
patients and maintain growth to within agreed parameters.  
(QIPP savings identified) 

 

Primary Care 
CQUIN Project 

31-May-
2016  

 Savings will be realised across various work programmes - 
Prescribing, planned care, urgent care as a result of 
reducing unwarranted variations and commitment to 
reshaping health services. Outcome measures will be 
developed as part of the CQUIN relating to improvements 
in quality and where appropriate reduction in costs/activity.  

 

 
Project Commentary 
The ADHD and Continence Review/Transformation Projects are at risk of not delivering the expected 
outcomes; all other projects mapped to this priority are on track to achieve or have achieved expected 
outcomes based on progress against milestones, activity and financial data. Highlights from projects 
mapped to this priority include:  
 
ADHD Project 
No further progress has been reported since the last IPR. The commissioning lead met with the Hampshire 
commissioning lead in August to discuss possible procurement options. These are being explored and will 
be presented for approval. Hampshire will be tendering for both Autism Diagnostic and ADHD service 
together in two lots; the plan is to commence procurement at the end of this year for a contract start date of 
1st September 2016.  This is later than anticipated but does provide an opportunity to additionally jointly 
procure the Autism service with Hampshire since the current Portsmouth service ends at exactly the same 
time. 
 
Continence Review/Transformation Project  
A draft report using the service report, the quality report and the service users report was pulled together to 
identify issues, recommendations and next steps; this was presented to the Contract Review Meeting 
(CRM) in September. Commissioners await a communication plan, which it is expected will include the 
service offer, pathways and evaluations regarding the recent name change.  
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Project Commentary 
Primary Care CQUIN Project 
This project is progressing as planned. The Primary Care Engagement Team is in the process of 
conducting practice visits to all member practices. Four have been conducted to date. All tasks associated 
with quarter 1 are complete. The Primary Care team are planning the requirements to complete all tasks 
associated with quarter 2.  
 
Primary Care Prescribing Project 
Prescribing growth continues on an upward trend and work to identify further savings is now a priority, with 
Fareham and Gosport, South Eastern Hampshire and Portsmouth Medicines Management teams working 
collaboratively to identify possible areas of savings. The review of the areas of growth has taken place and 
new areas of cost savings are being implemented over and above those identified at the beginning of the 
year. In addition a review of PrescQIPP rebates schemes is underway to identify possible additional 
income where it is deemed clinically appropriate. 
  
Work by the Medicines Management team has already started in implementing additional actions to 
release savings within the prescribing budget.  
 
Polypharmacy and the other areas of quality and safety work continue to progress and are expected to be 
completed on time with this work showing quality and safety improvements. The Medicines Management 
team CQUIN work in antibiotic prescribing has changed performance in practices so that Portsmouth CCG 
is now achieving the antibiotic targets. 
 
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

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

Incidents of MRSA (NHS Portsmouth CCG)   

Incidents of C.Diff (NHS Portsmouth CCG)   

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)   

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

Never Events (Portsmouth Hospitals NHS Trust)   
 
Annual KPIs Indicating Delivery  Status 

Patient experience of hospital care (NHS Portsmouth CCG)  No data available 

Patient experience of out of hours GP services (NHS Portsmouth CCG)   
 
KPI Commentary 
The YTD (August) C.diff is 23 cases against a trajectory of 22. A recent Root Cause Analysis (RCA) did not 
show common cause between the cases. One case of MRSA has been reported in September.  The Post 
Infection Review was completed within the prescribed timeframe and submitted to Public Health England.  
The case has been provisionally assigned to Third Party as the patient is a New Zealand national who was 
on holiday. The case will be arbitrated by NHS England on 30/10/15.  
 
The CCG continues to work with its providers to ensure that all protocols are rigorously adhered to. 
Additionally, the CCG is currently updating its infections control strategy in order to strengthen it. 
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Risk to the Delivery of Strategic Priority  
Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Amber rating for the achievement of this priority.  

  
GBAF 

Ref List of the risks to the Delivery of Strategic Priority  Risk 
Score 

GB09 
IF plans for the utilisation of Estates across commissioners and providers in the 
system is not aligned or coherent, THEN this would impact on the quality of service, 
patient experience and use of resources  

 
9 

GB11 

A Serious Case Review (adults) has been commissioned identifying poor care across 
multiple agencies including primary care, community care & social care IF there is 
significant media interest in the review when published THEN it could result in 
reputational damage to the CCG and other NHS organisations.  

 

12 

GB13 

IF urgent care system capacity pressures continue THEN this could result in sub 
optimal care including  
• Poor clinical outcomes  
• Harm and patient safety risks  
• Loss of privacy and dignity • Poor patient and carer experiences  

 

16 
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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.  

 

      

Objective Summary Commentary 

Positive progress is being made against Priority 3. Project milestone slippage is occurring in four of the 
projects and there are a number of risks associated with the delivery of the projects outcomes mapped to 
this priority, hence the Amber rating.  
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 
 

 
Projects Delivering Strategic Priority  

Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Falls and 
Fractures 
Reduction Service 
Project 

31-Mar-2016   

 Successful delivery would see a Lead Provider Model for the 
delivery of the Falls and Fracture Reduction Service for all 3 
CCGs. The savings from this revised service would be 
realised through less people falling and requiring an acute 
admission. (QIPP savings identified) 

 

Integrated 
Localities Project 31-Mar-2016  

 Phase 1 will be successful if: during 2015/16, we are able to 
establish three co-located locality teams, with a single 
management structure, based on the agreed scope. For 
2016/17, the aim will be to implement an integrated delivery 
model, to include the elements set out in sections 2 and 7 
above. From 2017 onwards, the integrated model should 
have its own performance framework to measure outcomes 
in a steady state environment. (QIPP savings identified) 

 

Bed Based Review 
Project 31-Mar-2016  

 This project looks at mapping community bed provision need 
and demand, identifying new ways of delivering this need, 
and links to bed based provision across the city. 

 

Reablement And 
Rehabilitation 
Project 

31-Mar-2016  

 Successful delivery of the first phase of this project will lead 
to the following;  1) New PRRT service specification 
developed following data analysis and review, service user 
feedback and benchmarking 2) Recommissioned 
reablement services following evaluation of pilot schemes.  
Longer term, the changes introduced at the end of the first 
phase is aimed at reducing costs at a number of PODs. 
(QIPP savings identified) 

 

Portsmouth Living 
Well Project (Age 
UK) 

31-Mar-2016  

 The pilot will be successful if the following outcomes are 
achieved, 
• Improved Health and Wellbeing 
• Improved Delivery of Care and Support 
• Reduced need to use Primary and Secondary services 
• Reduced cost of Care & Support 

 

Review And 
Redesign Of 
Clinical Support 
Delivered In To 
Care Homes 
Project 

31-Mar-2016  

 
To review and redesign the levels of clinical support 
delivered to care homes (including nursing and residential 
care) and extra care in Portsmouth. 
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Need And Demand 
Profiling And Risk 
Stratification 
Project 

31-Mar-2016  

 Delivery of appropriate data and intelligence to the 4 
schemes that supports development of high quality and 
effective integrated and health and social care services that 
are subsequently shown to be effective and fit for purpose. 
Need to ensure objectives from project leads are clear to 
ensure desired outcomes are met. 

 

Continuing Health 
Care (CHC) 
Programme 

31-Mar-2016  

 Consistency of CHC eligibility assessments to ensure 
service users get treated fairly. Joined up approach between 
health and social care to deliver integrated pathway for 
people. Managing CHC pressures and growth within budget 
as far as possible. (QIPP savings identified)  

 

Special 
Educational Needs 
& Disabilities 
(SEND) Reforms 
Project 

31-Mar-2016  

 Special Educational Needs Team to manage the process to 
convert 300 Statements per year up to April 2018 (Total 
900). To become converted into outcome focussed 
Educational Health Care Plans. 

 

Psychiatric Liaison 
Service Project 31-Mar-2016   

 The aim of the project is to develop a seven day a week, 
ageless Psychiatric Liaison Service which covers A&E/ 
Medical Assessment Unit (MAU) and in-patient at Queen 
Alexandra Hospital, while also offering training and 
development for the acute hospital workforce on mental 
health needs. (QIPP savings identified) 

 

Locally 
Commissioned 
Services (LCS) 
Project 

29-Apr-2016  

 The overall success criteria is that the CCG commissions 
services that are equitable and accessible across 
Portsmouth, offering a good service to patients and good 
value for money with savings made where possible. (QIPP 
savings identified) 

 

Clinical Systems 
Integration Project 30-Dec-2015  

 To improve the sharing of information across providers in 
health and social care, with the aim to support integration of 
services and improved patient care.  

 

 
Project Commentary 
The Falls and Fractures Reduction Service, Clinical Systems Integration Projects, Reablement & 
Rehabilitation, and Integrated Localities Projects are at risk of not delivering expected outcomes; the 
Review And Redesign Of Clinical Support Delivered Into Care Homes (BCF) project and Need And 
Demand Profiling And Risk Stratification (BCF) project have amber milestones; all other projects mapped 
to this objective are on track to achieve expected outcomes based on progress against milestones, activity 
and financial data. Highlights from projects mapped to this objective include:  
  
Falls and Fractures Reduction Service Project 
The CCGs escalated concerns regarding the pace of change with Solent, these have been discussed and 
a way forward agreed. An updated action plan has been requested to provide assurance for future 
development; this has now been requested through a contract query.  
 
There are two elements to this work stream; the lead provider arrangement and pathway development. The 
pathway development work is progressing; with a benchmarking exercise carried out and pathway 
discussions with other providers taking place. The lead provider work is the element that is at risk of not 
being achieved within planned timescales; discussions are ongoing with the main providers involved – 
Solent, Southern Health and PHT – to ensure all are signed up to agreement; to date Southern has signed 
the agreement and Solent are still awaiting the signature from PHT; this has been escalated to the Chief 
Commissioning Officer. 
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Project Commentary 
Clinical Systems Integration Project 
During September, two practices deployed TPP. Total number of practices on TPP is now 16 (70% of 
practices and 74% of registered population). 
 
There are some issues with the Emergency Care Intensive Support Team (EMIS), these are being 
addressed by HSCIC – some of the rectification will require a long time frame.  
 
TPP have cancelled the Devonshire Practice deployment scheduled for November due to data conversion 
issues from Microtest. No date is available for when this will be resolved. 
 
A User Group was undertaken in September.  
  
Review And Redesign Of Clinical Support Delivered Into Care Homes 
Work is continuing to progress, including looking at how the current team works and a review of existing 
data for potential areas of work to be explored including pilots with the City Council and other models of 
care home support. The approval of any future areas of work will be incorporated into the future work 
programme.  
 
Need And Demand Profiling And Risk Stratification 
ACG data analysis is continuing with current work focussing on undertaking an analysis for Portsmouth 
based on work already undertaken by Slough PCT.  A download of ACG data will now allow more detailed 
analysis of risk scores.  Data is to be presented to an upcoming workshop for discussion on how to take 
this forward.  
 
Work on the modelling tool is continuing and Commissioners are currently trying to source appropriate 
information to populate the model. The aim is to develop a model of the flows around the health and social 
care system focussing on Portsmouth Rehabilitation and Reablement Team (PRRT).  
 
An issue that is currently being worked through is regarding lack of access to local geographical data due 
to information governance issues. 
 
  
KPIs Underpinning the Delivery of Strategic Priority  

 
 

Annual KPIs Indicating Delivery  Status 

Reducing avoidable emergency admissions (NHS Portsmouth CCG)   

KPI Commentary 
The 2014/15 annual position for Reducing avoidable emergency admissions is not yet available, the 
quarter 3 position is on target. 
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 Risk to the Delivery of Strategic Priority  
Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Amber rating for the achievement of this priority.  

  
GBAF 

Ref List of the risks to the Delivery of Strategic Priority  Risk 
Score 

GB08 IF we do not achieve coherent and interoperable IT solutions THEN we will not have 
effectively joined up health and social care services  

 6 

GB03 IF we do not achieve the transformation of services THEN we may not be able to 
meet the rising demand for services  

 8 

GB04 IF providers do not achieve required cultural changes, THEN the CCG may not be 
able to fulfil its commissioning intentions  

 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.   

      

Objective Summary Commentary 

Good progress is being made for the projects, KPIs and risks for this priority, hence its Green rating. 
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 
 
 
Projects Delivering Strategic Priority  

Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

Primary Care 
Psychological 
Service - 
Employment 
Support Project 

31-Mar-2016  

 Increase in numbers of people helped back to work, 
supported to retain work and supported to become work 
ready. At present 61.4% primary clients were able to retain 
their employment and resolve issues they were facing at 
work. The success measure would be to continue delivering 
this service to that type of standard.  

 

Increasing Access 
to Psychological 
Therapy (IAPT) 
Long Term 
Conditions Project 

31-Mar-2016  

 To expand current talking change service delivery by 
developing, in partnership with appropriate voluntary sector 
organisations, bespoke, targeted services to engage and 
support people with diabetes, Chronic Obstructive 
Pulmonary Disease (COPD) and stroke and their carers who 
are experiencing common mental health/wellbeing issues 
secondary to the long-term condition. 

 

Prevention Project 31-Mar-2016   Implementation of wellbeing hubs that are embedded within 
the new integrated locality teams and primary care.  

Cancer And End 
Of Life Project 31-Mar-2016  

 Commissioners continue to work with PHT to achieve all 
cancer waiting time (CWT) standards (31 day, 62 day and 
two week wait). Commissioners will be reviewing the 
outcome of the changes made to the 2 week wait (2WW) 
forms, including the implementation of the new four week 
wait urgent pathways.  

 

Alcohol Harm 
Reduction 
Programme 

31-Mar-2016   
 

Making Portsmouth a city where alcohol is enjoyed 
responsibly and harm to individuals, families and 
communities is reduced. 
  

 

Safer Portsmouth 
Partnership 
Programme 

31-Mar-2016   
 

 

Veterans Project 31-Mar-2016  

 Increased awareness of the needs of veterans and their 
families when making the transition to civilian NHS care and 
beyond this to ensure we are meeting the requirements of 
the military covenant. 

 

 
Project Commentary 
The Prevention Project, Primary Care Psychological Service - Employment Support Project, and Increasing 
Access to Psychological Therapy Long Term Conditions Project are at risk of not delivering expected 
outcomes; all other projects mapped to this objective are on track to achieve expected outcomes based on 
progress against milestones, activity and financial data. Highlights from projects mapped to this objective 
include:  



 
 

42 

Project Commentary 
Prevention Project 
The delivery of the key milestones within this project concerns principally the Public Health delivery 
programmes. The Integrated Well Being Services will continue to develop and are broadly on track. As are 
the long term conditions commissioning work programmes, being led by the CCG's Compact 
Commissioning Team.   
 
Further scoping to determine the direction for this element of the Better Care programme is in progress and 
will focus on early intervention, therefore, this will focus more on preventing or reducing demand for social 
care.  
 
Primary Care Psychological Service - Employment Support Project 
Solent Mind is delivering the employment support as part of the support and recovery work sub-contracted 
by Solent.  They have been asked to complete a manual report of all clients supported to obtain work due 
to some initial issues with these figures being under-reported on the data system; this should be resolved 
for the switch over to the new System 1 recording in November.  
 
The Social Care funding for the Community Recovery Worker post is under threat due to Local Authority 
proposed spending cuts; if confirmed this will require a bid for alternative funding to enable this work to 
continue as it is a key element of the developing recovery pathway work.  
 
Alcohol Harm Reduction 
Safe Space - Public Health funding reductions mean it is almost certain there will be no Public Health 
funding for Safe Space in 2016/17 onwards. The CCG will need to consider increasing their contribution for 
this provision, or the service will be decommissioned. The result of a prior information notice to the market 
has resulted in no interest from any alternative provider to deliver a lower cost Safe Space service; the 
present model of delivery by SCAS is currently the only option. 
 
Alcohol Specialist Nurse Service – the service is operating well. The service is due to add a veterans 
substance misuse nurse in the near future, this has been provided and funded by Combat Stress. 
 
 
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

Cancer Patients - 2 Week Waits (NHS Portsmouth CCG)   

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

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

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

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

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

Cancer Waits - 62 Days (Decision to Upgrade) (NHS Portsmouth CCG)   

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

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

CPA 7 Day Follow Up (NHS Portsmouth CCG)   

Dementia Diagnosis Rate (NHS Portsmouth CCG)   
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In Year KPIs Indicating Delivery  Status (YTD) 

IAPT: People Entering Treatment (NHS Portsmouth CCG)   

IAPT: People Moving to Recovery (NHS Portsmouth CCG)   

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

IAPT: Referral to Treatment within 18 weeks (NHS Portsmouth CCG)   
 
Annual KPIs Indicating Delivery  Status 

Patient-reported outcome measures (PROMs) for elective procedures: groin hernia 
(NHS Portsmouth CCG) 

 
 

Patient-reported outcome measures (PROMs) for elective procedures: hip replacement 
(NHS Portsmouth CCG) 

 
 

Patient-reported outcome measures (PROMs) for elective procedures: knee 
replacement (NHS Portsmouth CCG) 

 
 

Patient-reported outcome measures (PROMs) for elective procedures: varicose veins 
(NHS Portsmouth CCG) 

 
No data available 

Potential years of life lost (PYLL) from causes considered amenable to healthcare (NHS 
Portsmouth CCG) 

 
 

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)   
 
KPI Commentary 
Cancer 
The CCG achieved all Cancer standards in August; six of the nine standards are achieving YTD.  
 
Breast Cancer referrals seen within 2 weeks remains below target YTD primarily due to the 
underperformance at PHT in April and May, however, the target has now been achieved by the Trust for 
three consecutive months. Additional clinics have been implemented to provide additional choice; the Trust 
reports there is also joint working within the specialty with radiology, and additional radiology supported 
clinics have been provided.   
 
PHT achieved all Cancer standards in August and all standards are achieving Q2 to date, however, there 
are concerns that ’treatment within 62 days from urgent GP referral’ may not be achieved in Q2 and there 
are also reported risks to the standard in Q3. The CCG has issued a Contract Performance Notice to PHT 
in October. 
 
Care Programme approach (CPA) 
The CCG remains compliant with the 95% 7 CPA 7 day follow up target, achieving 100% in August.  
 
Improving Access to Psychological Therapies (IAPT) 
Performance for CCG reporting in 2015/16 has been sourced from the local monitoring data as there have 
been variances between local reporting and what is published on Health & Social Care Information Centre 
(HSCIC). According to local reporting, the performance against the national ‘entering treatment’ target of 
15% of the prevalent population year (3.75% per quarter) is narrowly under planned trajectory, with 946 
people entering treatment against a plan of 970 (3.7%).  
  
The CCG is required to ensure that 75% of people referred to the IAPT programme begin treatment within 
6 weeks of referral, and 95% begin treatment within 18 weeks of referral by March 2016; both targets were 
achieved by the CCG in August.   
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Risk to the Delivery of Strategic Priority  
Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Green rating for the achievement of this priority.  

  
GBAF 

Ref List of the risks to the Delivery of Strategic Priority  Risk 
Score 

GB02 IF GP member practices do not engage with the CCG’s vision for the future THEN 
this may have a detrimental impact on the delivery of commissioning intentions  

 8 
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The following is the CCG’s self-assessment against the NHS England’s Assurance Framework: 

 
Domain 1 Well Led Organisation  
Supporting Commentary 
External governance reviews commended the CCG for its leadership and governance arrangements identifying exemplar practice. 
 
Demonstrating leadership for the City with the development of the multi-agency Portsmouth Health and Social Care Executive (PHCE), 
development of a blueprint for the City signed up to by key City partners and further strengthening of the strategic role of our Health and 
Wellbeing Board. 
 
Has a strong OD focus underpinned by succession planning and talent management strategy and a revised IPR/PDP process focused on 
maximising potential. 
 
PPI is at the centre of the CCGs activities including the successful ‘Your health, your NHS’ public event in the Guildhall square as well as our 
work creating a City PPG to engage with us on commissioning matters not just primary care.  
 
Has a fully recruited to and experienced senior leadership team considered to be resilient from external reviews. 
 
Stakeholder survey results demonstrates high confidence and engagement from member practices and other key partners. 
 
Significant assurance by internal audit on the leadership and governance of the organisation back up by positive external audit assessment via 
annual audit letter. 
 
Continuous actions on our journey for improvement include the following: 
 
Following external reviews of CCG and its support partners capacity and configuration CCG reviewing operating model to focus on delivering 
its City blueprint alongside delivery and assurance. 
 
Building on our integrated commissioning arrangements in the City seeking to move to a stronger focus on the City and transformation agenda 
for both commissioners and providers via the PHCE. 
 
Three Clinical Executive portfolios up for election at the end of this year – focus on talent management and succession planning including 
looking to provide development support for potential future senior Clinical executive roles  as well as pipeline of future clinical executives. 
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Domain 2 Delegated Functions  
Supporting Commentary 
The CCG is managing the re-procurement of the Guildhall Walk practice and walk- in centre including extensive engagement with patients and 
the public. 
 
Currently developing processes to monitor and review quality and performance of GP practices and taking action as required. 
 
Managing applications for practice mergers. 
 
Actions are being taken by the CCGs to move towards achieving outstanding: 
 
The CCG will be participating in the national audit in relation to co-commissioning governance arrangements and will use the feedback to 
inform our on-going arrangements. 
 
We will continue to work with NHS England to ensure the CCG can secure appropriate HR resources include HR to manage primary care 
contracts in way which delivers maximum benefit for patients. 
 
We will continue to ensure that our primary care development plans align with the Blue Print for Portsmouth. 
 
We will review the effectiveness of our working arrangements at the end of the first year of operation to ensure that we have fit for purpose 
arrangement. 
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Domain 3 Finance  
 Supporting Commentary  
Financial Performance 
 
The CCG adopts the business planning rules and requirements, ensuring robust financial plans are in place for the forthcoming year, together 
with the 5 Year Financial Plan which is currently being refreshed. The CCG has an excellent track record of delivering its Financial Targets, 
achieving planned surpluses in the first two years of operation, with a planned surplus for the current financial year. 
 
The CCG signed the 2015/16 contract with our main provider PHT in line with the national deadlines, being the first in our Area to do so.  
Regular meetings are held with providers regarding performance (financial and otherwise).  All other contracts signed. 
 
The CCG has strong forecasting ability, which is demonstrated by the achievement of prior year results.  There is a robust process in place for 
reviewing monthly spend, activity and financial information, and using this information together with intelligence to forecast forward. 
 
Ongoing actions: 
 
Main acute provider has additional activity in plans beyond contract agreement.  There is continuing dialogue to understand reasons for 
different assumptions. 
 
Financial Controls and Processes 
 
Budgets are signed off and approved by the Governing Board at the start of each financial year.  Part of the budget setting process involves 
'sign off' by the budget holder. Monthly reviews are undertaken with budget holders.  Appropriate remedial action is agreed with the finance 
team where needed. 
 
QIPP requirements are embedded into the CCG opening budget position, with budget line reductions made at the outset.  Budgets are profiled 
according to planned activity and reviewed as part of the monthly finance review. 
 
The CCG has a robust system of internal control.  The CCG uses TIAA as its Internal Auditors. The HOIA for 2014/15 was of 'Reasonable 
Assurance'. The Internal Audit reports and any recommendations are reviewed by the Audit Committee, with action taken on all 
recommendations. 
 
The CCG undertakes the Agreement of Balances exercise in line with the NHSE requirements at month 6, month 9 and month 12 as part of the 
year end process. We use it as an opportunity to understand any discrepancies with providers and to take corrective action. The AoB templates 
themselves are not directly taken to the Governing Body or Executive Team as it is felt they are too detailed. The Accounts are reviewed by the 
Audit Committee with opportunities to discuss. 
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 Supporting Commentary  
Finance Governance and Resources 
 
The financial position is high on the agenda for the CCG. Any financial issues are discussed at the weekly Clinical Executive Team meetings, 
with a formal Integrated Performance Report presented to the Clinical Executive on a monthly basis, and to each Governing Board meeting.   
Decisions around investments (and savings) are made at the monthly Clinical Strategy Committee, members of the Governing Board and 
Clinical Executive/Senior Management are well versed in the financial situation, not only with the CCG, but also with key stakeholder 
organisations around us. Primary Care (co-commissioning) is governed through an additional Governing Board meeting. 
 
The CCG has a strong finance team that services the three Portsmouth CCGs.  All senior positions are held by those with an CCAB 
qualification. A recent restructure, taking in-house the provision of Financial Services (previously bought in from the CSU), has provided 
opportunities to further strengthen and enhance the team.  The only vacancies are those created by the recent restructure, and these are in the 
process of being recruited to. Contracting (Finance) is provided by the CSU, there are some improvements required to some aspects of that 
service.   
 
The CCG has a strong Audit Committee, chaired by a lay member.  Meetings are held on a quarterly basis.  The meetings are well chaired and 
clear actions are identified. The lay members on the Audit Committee are strong at challenging and asking pertinent questions.  The Audit 
Committee have recently undertaken a 'self assessment. 
 
The CCG identifies risks through two key mechanisms; Governing Board Assurance Framework (GBAF), which assesses and manages 
strategic risks, and the CCG Risk Registers that are prepared on a 'bottom-up' basis by each team to capture the finance, quality, operational, 
clinical and business risks faced by the CCG at any given time.  The GBAF is reviewed through a quarterly process, and the Risk Registers are 
reviewed on a monthly basis.  The GBAF is ratified by the Governing Board. 
 
The CCG produce a monthly finance report including a 'dashboard' that highlights any over/underperformance against targets (planned surplus; 
QIPP; Cash; Debtors; Creditors; BPPC) together with more information around current and forecast expenditure against plan, key risks and 
their mitigation.  This is included within the Integrated Performance Report (IPR) and is discussed at the Clinical Executive Committee meeting.  
The IPR is a regular Governing Board agenda item. The Finance Report is drafted on working day 6, and is finalised and made available to the 
Clinical Executive Committee within the month that it is produced. 
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Domain 4 Performance  
Supporting Commentary 
The CCG continues to make good progress towards the delivery of the NHS Constitutional standards and other key performance indicators. Of 
the 20 Constitutional standards, only 4 standards were not met at the end of quarter 1 (Q1). 
 
Actions being taken by the CCG to move towards achieving "outstanding": 
 
One area of common concern across the system is A&E. The CCG continues to experience challenges in achieving the 95% A&E 4 hour wait 
target due to the underperformance at PHT. 
 
The Urgent Care Recovery and Improvement Plan, which involves working with providers across the South East Hampshire System, is now in 
phase 2, with an agreed set of metrics and trajectories required to deliver an improvement in A&E performance. 
 
There is a key focus on the second phase of the plan on discharges, aiming to increase simple discharges at PHT, as well as increasing the 
number of discharges health and social care organisations are able to support. 
 
The overall A&E performance at PHT met its trajectory of 81% in Q1 (82.2%), however, the Q2 to date (1 September) performance of 84% 
means achieving the Q2 trajectory of 90% will be a challenge. 
 
Performance against the cancer standards have been inconsistent across the system mainly due to PHT's performance. PHT has shared its 
cancer improvement plan with the TDA and WAT. Commissioners continue to work with PHT in order to achieve the necessary improvements. 
 
Ambulance response has also seen a deterioration in the last three months. Staff retention and recruitment has been reported as an issue for 
SCAS. New rotas were implemented in August, which is expected to have a positive impact on performance 
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Domain 5 Planning   
 Supporting Commentary 
The Operating plan for the CCG was accepted by the Area Team as part of the national planning submissions. This documents the work 
planned for 2015/16 to work towards delivering both the CCG’s 5 year strategy and the Five Year Forward View, including Parity of Esteem. 
Many programmes of work and associated project plans have their basis in the Five Year Forward View. It is the detail from these that have 
informed the development of the Operating Plan. 
 
The detail within Operating plan has come from programme and project plans, the majority of which have clear clinical and managerial 
leadership. 
 
The BCF plans submitted have been signed off and assured by all relevant bodies. The CCG has joint working relationships, including planning 
and delivery, with other local CCGs, providers and local authority colleagues. 
 
Delivery of the agreed SRG plan, the Urgent Care Improvement plan, is being managed by the multi-agency Urgent Care Board. This includes 
delivery of the 8 high impact changes. 
 
Performance against projects, and ultimately the CCG’s Strategy, is monitored and reported on monthly via the Integrated Performance Report. 
 
A programme and project management system, Covalent, has been implemented. This is the CCG’s project management tool of choice, it is 
expected that project leads will use Covalent to both operationally manage delivery of projects as well feed reporting and monitoring. The CCG 
has a minimum requirement for updating Covalent, this has been shared with all programme & project leads. Covalent is also used on system 
wide and multi organisational projects such as the BCF and Interoperability. 
 
Actions being taken by the CCGs to move towards achieving outstanding: 
 
The CCG’s internal planning process is continuous. Current project plans are for 2015/16 in the main. The CCG’s Planning team is working 
with all commissioning colleagues on longer term planning, with a view to articulating within project plans the future transformational change 
planned within the CCG and wider system. This includes high profile programmes of work such as Parity of Esteem and Vanguard as well as 
local schemes such as Care Closer to Home. 
 
Providers are being supported to implement digital working, including NHS number transfer and discharge summaries. The CCG is not leading 
this process. 
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Indicator August 2015 QTD (Q2) YTD (2015/16) 
Monthly Trend 

Target Value Status Trend Value Status Value Status 

RTT: Admitted 90% 89.21%   88.49%  91.06%   

RTT: Non-Admitted 95% 93.92%   94.28%  95.37%   

RTT: Incomplete 92% 92.37%   92.37%  92.37%   

Incomplete patients waiting more than 52 Weeks 0 0   0  1   

Diagnostic Test Waiting Times 99% 99.17%   99.17%  99.17%   

A&E 4 Hour Waits 95% 87.54%   85.36%  84.07%   

Cancer Patients - 2 Week Waits 93% 98.28%   96.97%  96.36%   

Cancer Patients - 2 Week Waits (Breast) 93% 95.7%   94.12%  92.74%   

Cancer Waits - 31 Days (All Cancers) 96% 100%   98.73%  97.3%   

Cancer Waits - 31 Days (Surgery) 94% 100%   97.62%  96.81%   

Cancer Waits - 31 Days (Drugs) 98% 100%   100%  100%   

Cancer Waits - 31 Days (Radiotherapy) 94% 100%   96.36%  92.41%   

Cancer Waits - 62 Days (GP Referral) 85% 94.12%   91.67%  88.42%   

Cancer Waits - 62 Days (Screening Service) 90% 100%   50%  71.43%   

Cancer Waits - 62 Days (Decision to Upgrade) 86% No activity   100%  100%   

Cat A (Red 1) 8 Minute Response (SCAS) 75% 71.22%   69.42%  72.91%   

Cat A (Red 2) 8 Minute Response (SCAS) 75% 71.64%   71.26%  73.89%   

Cat A 19 Minute Response Time (SCAS) 95% 93.88%   93.77%  94.55%   

Mixed Sex Accommodation Breaches 0 0   0  0   

Care Programme Approach (CPA) 7 day follow up 95% 100%   100%  100%   

Annex 1 – Rights and Pledges  
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Friends & Family Test: July 2015 (Percentage Recommended) 
 

 Friends & Family 
Test: A&E 

Friends & Family 
Test: Inpatient 

Friends & Family 
Test: Maternity - 
Antenatal Care 

Friends & Family 
Test: Maternity - Birth 

Friends & Family 
Test: Maternity - 
Postnatal Ward 

Friends & Family 
Test: Maternity - 

Postnatal Community 

NHS England Average 88% 96% 95% 97% 94% 98% 

Frimley Health 91% 97% 99% 96% 84% 99% 

Hampshire Hospitals 89% 96% 98% 95% 92% N/A 

Portsmouth Hospitals 94% 96% 96% 99% 96% 96% 

Royal Surrey County 
Hospital 87% 95% 96% 98% 96% 100% 

University Hospital 
Southampton 92% 97% 93% 97% 92% 92% 

Western Sussex 
Hospitals 92% 95% 100% 93% 93% 100% 

Friends & Family Test: June 2015 (Percentage Recommended) 

 Community 
 

Mental Health 
 

Solent NHS Trust 96% 93% 

Southern Health NHS 
Foundation Trust 96% 92% 

Annex 2 – Quality and Outcomes  
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Annual Indicators 
 

CCG Based Indicators 
2013/14 2014/15 
Value Target Value 

Potential years of life lost (PYLL) from causes considered amenable to healthcare (NHS 
Portsmouth CCG) 2,296.1 2,190.5 Data not yet available 

Improved health-related quality of life for people with long-term conditions (NHS Portsmouth CCG) 74.6 74.6 Data not yet available 

Estimated Dementia Diagnosis rate 64.5% 70% 72.1% (YTD March 2015) 

Patient experience of out of hours GP services (NHS Portsmouth CCG) 5.4 5.4 Data not yet available 

Patient experience of hospital care (NHS Portsmouth CCG) 136.0 135.0 Data not yet available 

     
 Quarterly Indicators 
 

CCG Based Indicators 
Q1 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 

Target Value Target Value Target Value Target Value 

Reducing avoidable emergency admissions (NHS Portsmouth CCG) - Data not yet 
available - - - - - - 

IAPT: People Entering Treatment (NHS Portsmouth CCG)* 3.75% 3.66% 3.75% -- 3.75% - 3.75% -- 
IAPT: People Moving to Recovery (NHS Portsmouth CCG)* 50% 53% 50% - 50% - 50% - 
*unvalidated  
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National Indicator 
 

Indicator BASELINE  
2013-14 Last Update Current Target Current Value RAG status 

NON-ELECTIVE ADMISSIONS: Total non-elective 
admissions into hospital (general and acute) all age per 
100,000 of population (Portsmouth) 

2,238 Q1 2015/16 2,161 2,150  

RESIDENTIAL ADMISSIONS: Permanent admissions of 
older people to residential and nursing care (Portsmouth) 
(per 100,000 population age 65 and over) 

747.9 2015/16 (projection) 718.6 705.9  

REABLEMENT: Proportion of older people (65 and over) 
who were still at home 91 days after discharge form 
hospital into reablement and rehabilitation services 
(Portsmouth) 

81.8% Q1 2015/16 85.3% 84.0%  

DELAYED TRANSFER OF CARE: Delayed transfer of 
care from hospital per 100,000 population (Portsmouth) 251 

Q1 2015/16 (projection) 
 

Q2 2015/16 (projection) 
 

172.2 
 

326.5 
 

215.0 
 

350.9 

 
 

 
PATIENT/SERVICE USER EXPERIENCE METRIC 
(Portsmouth) Not yet determined Not yet determined Not yet determined Not yet determined No data available 
 
 

 
  
Local Indicator 

 

Indicator BASELINE 2013-
14 

Last Update Current Target Current Value RAG status 

LOCAL METRIC: The proportion of adult social care 
users that have as much social contact as they like 
(Portsmouth) 

42% 2014/15 47% 44%  

 
 

Annex 3 – Better Care Fund  
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Annex 4 – Detailed Financial Performance  
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Risk 
 

Mitigation 
 RAG 

rating 

Financial sustainability of CCG and key partners impacts on service delivery 
and outcomes for patients. 

 The CCG will continue to work with neighboring CCGs and local 
providers to ensure the health system continues to recover any 
underlying issues. Finance leads are meeting regularly to review 
financial positions 

 

Amber 

Better Care Fund - pace of change and/or delay in implementation of plans 
affects the system integration agenda.  

 The section 75 agreement is in place with clear governance 
processes and regular reporting to key partners. Financial 
performance is monitored to ensure savings are on track. 

 

Green 

Size of QIPP challenge and pace of change. 
 Robust monitoring to ensure QIPP on target. Historical success of 

delivering QIPP. Use of non-recurring fund to support system 
reconfiguration, contingency provides further risk mitigation. 

 

Green 

Acute Activity Forecast - Acute activity varies significantly from the 15/16 
contract activity plans. 

 
The CCG is working with PHT to align activity forecasts and 
understand why the acute sector are expecting their run rate to 
increase above current levels 

 

Green 

15/16 Estate Costs – risk that NHS Property Services will change their 
methodology for cost allocation. 

 
2014/15 charges were ratified, but changes in the costing 
methodology by NHSPS created uncertainty. The costs were 
challenged, and awaiting outcomes. 

 

Green 

Primary Care Co-commissioning – The CCG is not yet fully assured that it is 
cited of the full potential risks and  opportunities associated with co-
commissioning 

 
The CCG and NHS England continue to build on relationships in 
order to share information and understanding of potential areas of 
change 

 

Green 

Annex 4 – Financial Risk Rating  
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Measure 
Status 

% of 
Quality 

Premium 
Estimated Financial 

Value for CCG National Measures 

Reducing potential years of life lost through causes considered amenable to healthcare  10% £109,000 

Urgent and Emergency Care: Achieving a reduction in avoidable emergency admissions  15% £163,500 

Urgent and Emergency Care: An increase in the level of discharges as weekends and bank holidays  15% £163,500 

Improvement in the health-related quality of life for people with a long-term mental health condition  15% £163,500 

Increase in the proportion of adults with secondary mental health conditions who are in paid employment   15% £163,500 

Improving antibiotic prescribing in primary and secondary care  10% £109,000 

Local Measure    

Access to health services for people with sensory loss  10% £109,000 

Improve the use of LD passport in acute  10% £109,000 
 

  Sub-Total £1,090,000 

 

NHS Constitution Reduction (Provider level) Status 
% of 

Quality 
Premium 

Financial Value for 
CCG 

RTT Incomplete - PHT level  30% £327,000 

A&E 4 hours waits - PHT level  30% £0 

Cancer - 14 day wait from an urgent GP referral - PHT level  20% £218,000 

Category A Red 1 Ambulance Response - SCAS level  20% £0 
    

  Total £545,000 

Annex 4 – Quality Premium Estimate 2015/16 
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1. Introduction  
 
1.1 The purpose of this framework is to: 

 
a. Outline NHS Portsmouth CCG’s approach to quality and safety 
b. Ensure that quality and safety are placed at the heart of the health care Portsmouth CCG 

commissions  
c. Ensure there is a robust link between commissioning and quality and safety so that the 

health needs of the local population (outlined in the Joint Strategic Needs Assessment) 
are met.  

d. Ensure there are internal systems and processes to provide assurance that the CCG is 
able to discharge its responsibilities. 

e. Set out the accountability arrangements for NHS PCCG, Fareham & Gosport and South 
Eastern Hampshire CCGs and Portsmouth City Council associated with this agenda.  

f. Provide a framework for the development and monitoring of contractual quality 
requirements with providers. 

  

2.        Scope of the Framework 
 
2.1 NHS Portsmouth CCG is responsible for commissioning health services for a population of 

215,000 people across the city and has 23 member practices. The geographical area covered 
by NHS Portsmouth CCG is Portsmouth City as defined by the Portsmouth City Council Local 
Authority boundaries.  
 

2.2 However, we are not the only commissioner of health services.  Local Authority Public 
Health has responsibility for commissioning screening programmes, alcohol, substance 
misuse, sexual health services and school nursing.  Local Authority Social Care commissions 
residential, nursing and domiciliary care and NHS England commissions primary care and 
specialised services.   

 
2.3 In April 2015, PCCG was granted delegated commissioning responsibilities from NHS 

England for GP Primary Care services.  This includes responsibilities for most aspects of 
quality and safety, excluding complaints and individual GP performance issues.   

 
2.3 Through its Compact arrangements, the CCG has delegated responsibility to South Eastern 

Hants CCG to manage the quality of services provided by Portsmouth Hospitals Trust and 
South Central Ambulance Service 999 and Patient Transport.    

 
2.4 The CCG has Section 75 (NHS Act 2006) arrangements in place which delegates lead 

commissioning responsibility to Portsmouth City Council for Continuing Healthcare and 
Integrated Commissioning.   

 
2.5 The CCG has an interest in the quality and safety of all healthcare services for its registered 

population irrespective of which organisation holds commissioning responsibility. 
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3. Context 
 
3.1 There have been grave failings in NHS care in the last decade.  The implementation of this 

local Strategic Quality Framework must provide evidence that Portsmouth CCG and the 
providers it commissions have embedded the learning from Winterborne View, Mid 
Staffordshire NHS Trust and other failures in care.   

 
3.2 The CCG exists within a complex structure of organisations and partnerships which can 

confuse accountability.  The CCG must ensure that it has clear governance processes in 
place to mitigate this risk. 

 
• South Eastern Hampshire CCG and Fareham and Gosport CCG  
• Portsmouth City Council 
• Other Clinical Commissioning Groups 
• Commissioning Support South, Central & West  
• NHS England and Regional Teams 
• Service Providers 
• Portsmouth Health and Wellbeing Board 
• Healthwatch 
• Safeguarding Adults Board 
• Safeguarding Children Board 
• Children’s Trust Board 
• Safer Portsmouth Partnership  
• Regulators: the Care Quality Commission, Trust Development Authority and 

Monitor 
• National Quality Board 
• Audit Commission and internal audit 

4. What do we mean by Quality?  
 

4.1 The NHS Outcomes Framework is structured around five improvement domains, which set 
out the high level national outcomes that the Clinical Commissioning Groups should aim to 
improve.  They are: 

 
1. Preventing people from dying prematurely 
2. Enhancing quality of life for people living with long term conditions 
3. Helping people to recover from episodes of ill health following injury 
4. Ensuring that people have a positive experience of care 
5. Treating and  caring for people in a safe environment and protecting them 

from avoidable harm 
 

4.2 The NHS Outcomes Framework is intrinsically linked to the national and local quality agenda 
which consists of 3 main areas: 

 
• Patient Safety, including: 

o Safeguarding 
o Infection prevention and control 
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o Serious Incidents & Never Events management 
o Establishing and monitoring Early Warning Systems 
o Complaints 

 
• Clinical Effectiveness, including: 

o Positive patient outcomes 
o Evidence based practice 
o Research based practice 
o Experience and competency based practice 

 
• Patient Experience, including: 

o Real time patient and carer experience, inclusive of the diversity of the 
population 

o National and local primary, community and secondary care patient and 
staff survey data 

o Complaints and compliments 

5. The CCG’s Approach to Quality & Safety 
 
5.1 The CCG has adopted the following guiding principles in its approach to quality:  

 
• We will listen to our patients, their families and friends and hear what they are 

telling us 
• We will act quickly when we know that something is not right  
• We will be honest if things go wrong 
• We will strive for continuous improvement & learning 
• We will not rely on tick boxes to assure ourselves of quality 
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6. Aims and Objectives of the Quality Strategic Framework 
 
6.1 The aim of the Framework is to ensure that all patients have access to high quality, safe care 

delivered in a timely and effective way.   
 
6.2 The objectives are:   
 

a. To ensure that leadership and accountability for quality & safety are clearly understood 
across the CCG 

b. To ensure that robust mechanisms are in place to provide assurance to the CCG on the 
quality and safety of local commissioned services  

c. To promote an open and transparent culture between the CCG and its providers in 
which untoward incidents and near misses are reported and investigated, and lessons 
learnt and shared across organisations. 

d. To ensure robust safeguarding arrangements are in place including an executive lead, 
designated nurses for adult and children, designated doctor and named GP to provide 
professional leadership and expertise across the health economy 

e. To ensure that learning from complaints, litigation and claims is systematically analysed 
and disseminated to improve commissioning processes 

f. To ensure that national guidance from NHS England, National Institute of Clinical 
Excellence (NICE) including Quality Standards, the National Quality Board, Care Quality 
Commission (CQC) and other national bodies is implemented across the CCG 

g. To ensure that national initiatives are implemented across the CCG 
h. To ensure that all CCG professional development programmes reflect principles of 

quality and safety 
i. To ensure that good practice, ideas, innovations are systematically disseminated across 

the CCG 
j. To ensure active patient and public engagement, in order to influence CCG decision 

making 
k. To ensure that patient experience is captured across care pathways and utilised to 

improve commissioning for quality 
l. Ensure sufficient time and resource is dedicated to Quality Improvement initiatives 
m. To work with Wessex Academic Health Science Network to support research and 

innovation 
 

7. Quality Assurance Processes 
 
7.1 The CCG recognises the importance of utilising multiple information sources and assurance 

processes to understand what is happening in services and the experience of patients using 
those services.  There is an obvious tension between evidence versus anecdotal and 
historical versus real time information.  Figure 1 illustrates the range of information the CCG 
will draw on to build a picture of quality.   
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Figure 1 

 
7.2 Clinical Quality Review Meetings (CQRM) are established with the main providers.  These 

meetings monitor the quality elements of the providers’ contracts, including patient safety, 
patient and carer experience and clinical effectiveness and facilitate open and constructive 
dialogue between providers and the CCG on all aspects of quality.  Unresolved issues and 
concerns are escalated through the contractual route and the internal CCG governance 
processes.  

 
7.3 The CCG will develop a culture of grown up conversations with providers, clinician to 

clinician, adopting a challenging but fair approach drawing on evidence but not ignoring the 
anecdotal 

 
7.4 The CCG will undertake an annual programme of quality assurance visits.  These visits will: 
 

• support the validation and assurance of key performance indicators included in the 
quality schedule of provider contracts 

• build strong working relationships allowing for active dialogue about quality which 
develops a culture where concerns can be raised without fear of reprisals 

• ensure that standards of care and services meet the required standards and 
expectations, as laid out in local and national requirements e.g. CQC essential 
standards and contractual requirements 

• identify good practice and achievement of standards, ensuring staff receive praise 
and recognition for the provision of high quality care 

• respond to concerns raised by patients, carers or other stakeholders 
• allow for the identification of potential issues and problems at an early warning 

stage 
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7.5 The CCG has an agreed process to provide supporting statements for providers annual     

Quality Accounts 
 
7.6 The role of GP Member Practices is paramount to providing real time feedback from both 

themselves and patients on their experiences of commissioned services and pathways.  
7.7 The CCG will use all feedback sources: patient experience, complaints and the Friends & 

Family test to build a picture of quality and the Listening to Our Patients annual report will 
provide evidence to the Governing Board on how the CCG has acted on this feedback to 
improve commissioned services and patient experience. 

 
7.8 The CCG will undertake an annual programme of deep dive quality reviews across services 

and pathways 
 
7.9  The CCG will promote a culture of organisational learning from serious incidents and ensure 

that all providers meet their duty of candour 
 
7.10  The CCG will proactively identify and manage all quality and safety risks ensuring they are 

reported and through the governance structure shown in section 8.   
 
7.11 Alongside Fareham & Gosport and South Eastern Hampshire CCGs, Portsmouth CCG will 

utilise Quasar to capture a comprehensive range of data and feedback to build a picture of 
the quality & safety of services and early identification of themes. 

 

8. CCG Governance  
 

8.1 The Accountable Officer has overall responsibility for quality and safety in the CCG.  This 
responsibility is delegated to the executive quality and safeguarding portfolio holder 
(Quality Lead). The Executive Quality Lead role: 

 
• Provides leadership of the clinical quality agenda across the CCG  
• Ensures the CCG is able to meet its statutory responsibilities 
• Approves the performance management and assurance systems and process 

that will be put in place with providers to monitor quality 
  
8.2 The CCG Committee Structure which supports the governance of the quality agenda is 

shown in Figure 2. 
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Figure 2 

 
8.3 The escalation of concerns or risks relating to primary care will be from the Quality & 

Safeguarding Executive Group to the Governing Board in line with the CCG’s Business 
Standards of Conduct Policy.  

 
8.4 Information sharing between the CCG and NHS England relating to primary care will follow 

the algorithm in Appendix 1 
 
8.5 The CCG will ensure that there is a clear audit trail of the internal escalation of issues and 

risks and the resulting actions taken.   

  

9. Related CCG Strategies and Documentation  
 

• Commissioning Assurance Visits Procedure & Guidance 
• Provider Quality Accounts Sign Off Process 
• Procedure for the Management & Closure of Serious Incidents  
• Communications and Engagement Strategy 
• Listening to Our Patients Annual Report 
• HR Policies and Whistleblowing Policy 
• Business Standards of Conflict Policy 
• Risk Management Framework 
• Medicines Management Strategy and Policy 
• Safeguarding Adults & Children Policy 
• Compact Agreement 
• CCG 5 year Strategy and 2 year Operating Plan 
• Clinical Audit Strategy 
• Infection Control and Prevention Strategy and Policy 
• Public Health & Social Care Outcomes Frameworks 
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1.  Introduction  
 
This is the first annual report to Governing Body of NHS Portsmouth Clinical Commissioning 
Group (CCG) and covers the period from 1st April 2014 to 31st March 2015. 
 
2.  Purpose  
 
The purpose of the report is to outline the responsibilities and statutory duties of the CCG to 
safeguard and promote the welfare of children and vulnerable adults. It includes the actions 
taken over the previous year to meet these responsibilities and identifies priorities for 2015/16. 
 
It is not intended that this report will simply replicate information that is being made available 
through other annual reporting documents, for example Provider Organisations and 
Safeguarding Boards Annual Reports. 
 
The report will be shared with the Portsmouth Safeguarding Children Board (PSCB), the 
Portsmouth Safeguarding Adults Board (PSAB) and the Wessex Area Team, NHS England 
  
3.  Statutory Framework and National Policy Drivers  
 
3.1 NHS Portsmouth CCG is committed to safeguarding and promoting the welfare of children 
and vulnerable adults. The responsibilities for safeguarding are enshrined in legislation. Some 
duties apply only to children; some apply only to adults, and some to both. 
 
3.2 Safeguarding Vulnerable People in the Reformed NHS: Accountability and Assurance 
Framework (March 2013).  
The purpose of this document is to set out clearly the safeguarding roles, duties and 
responsibilities of all organisations commissioning NHS health and social care. This guidance was 
revised and updated in July 2015 (NHS England) particularly recognising the new responsibilities 
set out in the Care Act 2014.  
 
Additional statutory guidance is in place to provide a framework to support NHS organisations in 
order to fulfil their child safeguarding duties: 
 
3.3 Working Together to Safeguard Children 2015 (HM Government) 
The 2013 guidance was revised and updated in March 2015 to include new legislation (Care Act 
2014 and Counter–terrorism and Security Act 2015). Additionally, there have been minor 
updates to include child sexual exploitation (CSE) and female genital mutilation (FGM).  
 
3.4 Promoting the health and well-being of Looked After Children (DH March 2015) 
This guidance first published in 2009 has been updated to reflect reforms to the NHS following 
the Health and Social Care Act 2012. 
 
3.5 No Secrets (DH 2000)  
During this reporting period No Secrets has been the main source of guidance for practice 
relating to adult safeguarding. No Secrets has been repealed by the Care Act 2014 which, from 
April 2015, contains the mandatory requirements for adult safeguarding.  
 



4 
 

3.6 The Care Act 2014  
The Care Bill received Royal Assent on 14th May 2014 and is effective from 1st April 2015 (some 
aspects come into operation in April 2016). The Act consolidates good practice into statute and 
also brings in new reforms. It embeds and extends personalisation as well as having an 
increased focus on wellbeing and prevention. The Act make significant changes to adult 
safeguarding as it imposes new duties on Local Authorities and introduces new terms.  
 
The Act provides the first statutory framework for adult safeguarding, and sets out key 
responsibilities of local authorities and partners:  
• Safeguarding Adults Boards must be created in every area.  
• Each local authority has a duty to carry out enquiries where it suspects that an adult is at risk 
of abuse or neglect.  
• Each Safeguarding Adults Board (SAB) must include the local authority, CCGs and the police to 
co-ordinate activity to protect adults from abuse and neglect.  
• A duty is placed on the organisations making up the SAB to co-operate with one another and if 
they are unable to do so they must explain why in writing.  
• SABs must carry out safeguarding reviews into cases where someone dies and there is a 
concern about how authorities acted, to ensure that lessons are learnt.  
 
3.7 The Counter-Terrorism and Security Act 2015  
The Act received Royal Assent on 12 February 2015 (see Prevent- Section 9) and includes a duty 
on specified bodies, including the police, prisons, local authorities, schools and universities, to 
have due regard to preventing people being drawn into terrorism. It also makes Channel (the 
voluntary programme for people at risk of radicalisation) a legal requirement for public bodies 
so that it is delivered consistently across the country.  
 
3.8 Modern Slavery Act 2015 
The Modern Slavery Act received Royal Assent on 26th March 2015 and makes it easier to 
prosecute traffickers and slave masters.  There is added protection to survivors 
 
4.  NHS Governance arrangements for safeguarding at NHS Portsmouth  
     Clinical Commissioning Group (CCG)  
 
4.1 The CCG recognises that it has a duty to ensure all statutory requirements as outlined in the 
‘Safeguarding Vulnerable People in the Reformed NHS: Accountability and Assurance 
Framework’ (2013/2015) and ‘Working Together to Safeguard Children’ (2015) are in place. This 
includes all NHS commissioned services having Named Professionals in place with dedicated 
time to fulfil their roles and responsibilities as detailed in the ‘Safeguarding children and young 
people: roles and responsibilities: Intercollegiate Document’ (2014). All statutory safeguarding 
roles are currently filled across the Portsmouth NHS with Child Deaths being covered by the 
Designated Doctor.   
 
4.2 In February 2015 the GP Executive Leads for Safeguarding changed.  They are responsible for 
ensuring that safeguarding is firmly embedded within the whole health economy. This is 
delivered through local commissioning arrangements. The Director of Quality and 
Commissioning ensures that the monitoring of safeguarding takes place through the CCG 
Quality and Safeguarding Executive Committee and the Portsmouth Safeguarding Children and 
Adult Boards.  
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4.3 A new Named GP for Child Safeguarding was appointed in 2014. The named GP is employed 
by Portsmouth CCG and funded by NHS England via a Service Level Agreement. A full-time 
administrator (shared with IOW CCG) was appointed in February 2015 to support the 
safeguarding team. 
 
4.4 Commissioners of Health Care have a duty to ensure that appropriate recognition is made to 
protect children and adults at risk of abuse and that processes are in place to support 
practitioners to respond to concerns. Safeguarding is particularly relevant to the domains within 
the NHS Outcomes Framework 2014/2015 and is a fundamental requirement for registration 
and compliance with the Care Quality Commission. 
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NHS Portsmouth CCG Safeguarding Governance Structure 
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5.  Partnership Working and Assurance  
 
5.1 Safeguarding Strategy and Action Plan  
Throughout 2014, a series of documents and processes were developed to support the CCG in 
meeting their obligations for safeguarding adults and children. These include: 

• Joint Adult and Child Safeguarding Policy 
• Safeguarding Strategy 2014-2017 
• Safeguarding Strategy Delivery Plan (2014/15) 
• Safeguarding Training Strategy 
• Development of the safeguarding section of the CCG website. 

 
The Strategy identifies key adult and child safeguarding priorities upon which the Delivery Plan 
was developed.  
 
5.2 Accountability  
The following framework of meetings demonstrates the CCG accountability and provider 
arrangements for monitoring safeguarding and partnership working.  
 
5.2.1 NHS Portsmouth CCG Quality and Safeguarding Executive Committee (QSEG) 
The CCG Governing Body has agreed a quality assurance framework for identifying concerns, 
monitoring and challenging quality, including safeguarding, in the organisations the CCG 
commission services from. Assurance about the quality of safeguarding provision of local 
providers is monitored through the QSEG. A monthly quality and performance report is 
prepared which includes safeguarding assurance, progress against the strategic delivery plan 
and the CCGs response to national and local publications. 
 
5.2.2 Portsmouth Safeguarding Children Board (PSCB)  
Throughout the period of this report, the health services, including Portsmouth CCG have 
remained fully engaged with the work of Portsmouth Safeguarding Children Board. Attendance 
at the Board and sub groups is monitored. Several sub groups are chaired by designated or 
named professionals.  
 
The priorities for PSCB in 2014/15 were set out in the Business Plan and were Neglect, Views of 
children and young people, Communication, and Governance & Effectiveness.  A Neglect 
Conference was held in September 2014, led by Solent Named Nurse and well attended by 
health professionals from across Portsmouth. PSCB held an Away Day on 1st April 2015 and 
agreed an additional priority for 2015/16 – ‘Tacking exploitation and abuse’. 
 
Throughout 2014/15 significant progress was made in developing a multi-agency data set. There 
are 90 indicators arranged from ‘early help’ to ‘statutory safeguarding’. Health services across 
Portsmouth provide data and all information collated is used to inform to work of the PSCB. 
 
5.2.3 Portsmouth Safeguarding Adults Board (PSAB)  
The PSAB has refreshed the membership of the strategic Board to ensure compliance with the 
Care Act 2014.  The CCG, along with the Police and the Local Authority are the stipulated 
statutory partners of the Board.  A strategic business plan is being developed as per Board 
responsibilities which will be published on the Board website via the City Council.  A 
Safeguarding Adult Review (SAR) subgroup (replaces the term serious case review) is in place 
which ensures reviews take place when there is cause for concern about a particular person(s) 
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to learn lessons for the future. The CCG monitors engagement and participation of health 
providers at all SAB meetings and sub committees of the Board.  
 
5.2.4 Portsmouth CCG Safeguarding Week  
The CCG held its first Safeguarding Week 18th – 22nd August 2014. The events were led by the 
designated nurses and included awareness raising displays, safeguarding newsletter, twitter 
feeds, lunch-and learn events and a presentation to the senior management and Executive 
Team. 
 
5.2.5 Portsmouth NHS Child Safeguarding Forum  
This is a sub group of the PSCB and its key aim is to coordinate child protection and safeguarding 
activity for NHS staff within Portsmouth. The meetings also provide a forum for shared learning 
and throughout 2014 there were many guest / specialist speakers at this group. The group 
meets quarterly and membership consists of safeguarding leads from all health providers across 
Portsmouth. The group has a work plan and currently there are approximately 45 members. This 
forum is chaired by the Designated Nurse and reports into the Portsmouth Safeguarding 
Children Executive Committee.  
 
5.2.6 Provider Safeguarding Committees  
These are held bi-monthly / quarterly and chaired by the Director of Nursing of each 
organisation. The CCG Designated Nurses attend when possible providing opportunity for 
external scrutiny of progress and a conduit for information sharing. 
 
5.2.7 Wessex Area Team Safeguarding Network 
Continues to host a Safeguarding Network Group which provides designated professionals and 
named GPs with an educational forum and ensures national developments are disseminated.  
 
6.  Care Quality Commission Inspections 
 
6.1 The CQC inspected Solent NHS Trust in the period 18-20th March 2014 and the report was 
published 2nd June. The CQC found ‘that the children’s and families’ service was safe, effective, 
caring and in the main responsive to the needs of the local population’. 
 
6.2 The CQC inspection of Portsmouth Hospitals NHS Trust took place in February and March 
2015) and the report was published in June. The report rated services for children and young 
people and services for maternity and gynaecology as ‘good’. Both have an outstanding rating 
for ‘caring’. The CQC found ‘Safeguarding processes to protect vulnerable adults, children and 
young people were embedded across the hospital … staff has attended appropriate training, and 
there was a culture of appropriate reporting’.  
 
7.  Ofsted 
 
The Ofsted inspection of Safeguarding and Looked After Children and the Review of the 
Portsmouth Safeguarding Children Board took place in June 2014 and PSCB received a rating of 
‘good’.  Health service contribution to PSCB and sub groups was noted positively by Ofsted. 
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8.  Monitoring  
 
8.1 NHS Portsmouth CCG gains assurance from the organisations from which they commission 
services using a variety of methods. Contracts are monitored against Section C Part 7.2:  
Safeguarding Policies and Procedures of the Standard NHS Contract. A reporting framework is 
provided with each Schedule and quarterly reports are shared with the designated 
professionals. Annual safeguarding reports from provider organisations are also received. 
Where possible, providers are encouraged to submit evidence already provided to their own 
internal assurance processes within the Trust rather than compile extra data for contract 
monitoring.  
 
8.2 Concerns raised are addressed through Clinical Quality Review Meetings (CQRMs) which also 
provide scrutiny and assurance. The CCG will become involved in safeguarding interagency 
processes where it is felt that there is an increased need for oversight in relation to specific 
healthcare issues.  
 
8.3 The designated nurses are involved in the oversight and closure of any Serious Investigations 
Requiring Investigation (SIRIs) that have a safeguarding element.  
 
8.4 Child safeguarding supervision is provided by the designated professionals to safeguarding 
leads across the Portsmouth Health Services. 
 
9.  CCG Internal Safeguarding Audit  
 
An internal audit of NHS Portsmouth CCGs safeguarding governance arrangements took place 
during January 2014 conducted by Mazars Public Sector Internal Audit Ltd. The purpose of the 
audit was to evaluate adult and child safeguarding systems and processes. This was a positive 
audit that evidenced the CCGs have robust systems and processes for safeguarding. The report 
was received in April 2014 and the action plan from this review has been completed. 
 
10.  Children's Safeguarding  
 
10.1 National context 
‘Over the past year, child abuse has rarely been out of the public eye. We have seen the 
continued fallout from decades of horrendous sexual abuse committed by Jimmy Savile, 
grooming and trafficking in Rotherham, greater awareness of the dangers of online abuse and a 
concerted attempt to tackle it alongside an increasing awareness of the impact of emotional as 
well as physical abuse’ (How Safe are Our Children, NSPCC 2015) 
 
10.2 Local Context 
There are approximately 63,600 0-19 year old children living in Portsmouth (2013). Children and 
young people under the age of 20 years make up 24.1% of the population of Portsmouth. 19% 
of school children are from a minority ethnic group. The health and wellbeing of children in 
Portsmouth is mixed compared with England average. The infant mortality rate is better and the 
child mortality rate is similar to the England average. The level of child poverty is worse than the 
England average with 23.5% of children aged under 16 years living in poverty. The rate of family 
homelessness is worse than the England average. In 2013/14 there were 3,439 A&E attendances 
by children aged 4 years and under. The hospital admission rate for injury in children is similar to 
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the England average, and the admission rate for injury in young people is similar to the England 
average (Child Health Profile, Public Health England June 2015). 
 
At the 31st March 2015, there were approximately 220 children subject to a Child Protection 
Plan in Portsmouth. This is lower than the statistical neighbour but higher than the England 
average. There were approximately 890 children subject to Child in Need Plans and 
approximately 320 children who were being looked after by PCC. The data presented to PSCB 
April 2015 indicated that these numbers had remained fairly constant through 2014/15. Neglect 
remains by far the highest number for Child Protection Plans and remains a priority for PSCB in 
2015/16. The number of Common Assessment completed within this year has dropped from 849 
(2013/14) to approximately 500 in 2014/15. It is hoped this will improve with the introduction of 
the Single Assessment Framework from June 2015. 
 
10.3 Joint Action Team (JAT) to Multi-Agency Safeguarding Hub (MASH)  
The multi-agency Portsmouth Joint Action Team has been operational since July 2012 when it 
was launched as a two-year pilot. It became a permanent multi-agency gateway to access 
services to safeguard children in February 2014.  
 
In 2014/15 there were 13,808 contacts made to JAT and 5,141 were for children under 5 years 
old. Of the 13,808 contacts, 1,311 were from health services. The success of JAT has been noted 
in; early help assessments across the workforce; JAT proving to be essential to ensuring the right 
referrals go through to CSC; increasing the quality of decision-making. 
 
Throughout 2014/15, plans were being progressed to develop the current JAT to a full Multi-
Agency Safeguarding Hub. The job description for the specialist nurse post to act as ‘health 
navigator’ has been developed through the Integrated Commissioning Unit. The revised date for 
the launch of Portsmouth MASH is now October 2015. 
 
10.4 PSCB Safeguarding and Early Help Compact Self-Assessment 2014 
10 GP Practices and the Community NHS Trust were selected to participate in the audit in 
January 2015. 100% completed audits were returned from health services. Action plans are 
being monitored through the PSCB Monitoring, Effectiveness and Scrutiny Committee (MESC). 
 
10.5 Safeguarding Training  
The 3rd edition of the intercollegiate document was published in March 2014 and sets out 
minimum child safeguarding training requirements and identifies five levels of competences. 
This 3rd edition set out the new responsibilities and core competences for NHS Commissioners 
and Trust Boards.  
 
Throughout 2014/15 a significant amount of training was delivered by the CCG safeguarding 
team. This included child safeguarding updates at TARGET, training delivered within GP Practices 
to clinical and non-clinical staff, Level 2 and Level 3 study days, Level 4 updates for Provider 
Safeguarding Leads, CCG Senior Management and Executive Team Level 5 update and lunch and 
learn events during the CCG safeguarding week. 
 
10.6 Named GP Safeguarding Children 
Following a short gap where the post was vacant, the Portsmouth Named GP commenced in 
post in October 2014. The Named GP is a member of the CCG Quality & Safeguarding Executive 
Committee and PSCB Professional Practice Committee. 
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10.7 Health Visitor Development Secondment 
Since September 2014, this development programme has been in place. A Health Visitor has 
been seconded to work in the CCG Safeguarding Team for 1 day a week. The aim of the 
secondment is to provide an opportunity to develop confidence and competence working in 
safeguarding children and to work closely with the Named GP to support GP Practices in 
fulfilling their safeguarding responsibilities. The specialist nurse has been received very 
positively by GP Practices, particularly non-clinical safeguarding leads. 
 
10.8 The RCGP/NSPCC Safeguarding Children Toolkit for General Practice 
This was updated and published in 2014. This is a key document and will provide the framework 
for support being offered to GP Practices in 2014/15, including developing a safeguarding 
resource file specific to Portsmouth GP Practices. 
 
10.9 4LSCB Child Death Overview Report 2014/15  
For Portsmouth there were 11 deaths in the period covered by the report, 4 were expected and 
7 unexpected. The report covers the 4LSCBs in Hampshire. Co-sleeping remains an important 
issue to tackle when reducing child death. The risk is markedly increased when alcohol has been 
consumed. In the 105 child deaths reviewed in the year, 26 cases had potentially modifiable 
factors identified. The two common themes reflect those of previous years – 8 cases of co-
sleeping and 5 teenage deaths (2 young drivers and 3 teenage suicide). The full report is 
available on the PSCB website. 
 
10.10 Referrals to Local Authority Designated Officer (LADO) 
During the period April 2014 to 31st March 2015 there were 7 referrals received by the Portsmouth 
City Council LADO relating to allegations regarding people working in health services. None of these 
were significant referrals in relation to safeguarding children. The outcome of the referrals were: 3 
were advice only; 2 did not reach LADO criteria; 1 was passed onto Southampton LADO; 1 was 
passed onto Hampshire LADO. 
 
11.  Adult Safeguarding  
 
11.1 Monitoring 
The Designated Nurse for Adults has been involved in announced and unannounced visits as 
part of the wider quality and safeguarding agenda.  These are to provide an insight into how 
staff at an operational level are embracing and embedding safeguarding, the Mental Capacity 
Act (MCA) and the Deprivation of Liberty Safeguards (DoLS) into their everyday practice.  
Working closely with the CCG Quality Team helps prevent, identify and secure action for 
potential safeguarding concerns. 
 
11.2 Care Homes 
The NHS Act 2006 Section 14R places CCG’s under a duty to ensure that there is a continuous 
improvement in services and outcomes are secured.  These outcomes include the safety of the 
services. 
 
The CCG funds the continuing healthcare (CHC) and funded nursing care (FNC) for its population 
in both local and out of City care homes and those receiving care packages.  The CCG is 
committed to complying with its responsibilities to ensure that the care commissioned for its 
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population is consistently of a good quality, is safe and sustainable.  This includes residents in 
receipt of a personal health budget. 
 
There have been a number of Care Quality Commission (CQC) inspections to care homes within 
the City which have picked up significant concerns about care and practice.  This has resulted in 
safeguarding investigations being undertaken, suspension to purchase being put in place and a 
home closing.  This has had a major impact across the health and social care economy in terms 
of capacity and availability of service provision. 
 
The recruitment of a Quality Assurance Nurse for Care Homes in May 2014 was part of the 
CCG’s commitment to ensure that commissioned provider services are safe and of a high 
quality.  Monitoring visits and other quality assurance initiatives ensure that comprehensive 
intelligence is known across providers in the City.  Also educational activities have included 
notification of death training, a safeguarding conference and a leadership course for care home 
managers. 
 
12.  Serious Case Reviews (SCR) and other Safeguarding Reviews 
 
12.1 Child 
 As at the time of writing this report, there is 1 Serious Case Review in progress. It was referred 
for consideration for a review early 2015 and is due to be completed September 2015. All health 
agencies have been actively involved and contributed to the review as appropriate. There were 
no other SCRs in 2014/15. 
 
A number of cases were referred to the SCR Committee and scoped for a single agency or 
partnership review. 7 cases were reviewed using a variety of methodologies. Progress with 
actions from reviewing these cases are monitored through the SCR committee action tracker 
and learning from reviews is disseminated within agencies and via the PSCB newsletter and 
learning events. 
 
Funding was provided by NHS England for Named Safeguarding Professionals to attend SCIE 
Training in early 2015. This is an evidence based approach for reviewing cases using a systems 
methodology. 
 
The PSCB commissioned an external review of a case in September 2014. This case has received 
significant media attention. The review aims to explore lessons learnt and the final report is due 
to be signed off by the PSCB in September 2015. Health services have been fully involved in this 
review. 
 
12.2 Adult 
The PSAB has commissioned two serious case reviews during the reporting period 
 
Mr A 
A serious case review was undertaken in 2014 in relation to the care and treatment provided to 
Mr A by health and social care agencies.  Mr A was a gentleman who was living at home and 
who physically and mentally deteriorated over a short period of time.  He was admitted to 
hospital in a poorly state and subsequently died shortly afterwards. 
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Agencies failed to recognise that Mr A was not well and unable to care for himself in a safe way.  
Contact with a number of professionals prior to his death did not provide the opportunity to 
intervention and no safeguarding concerns were reported.  Therefore there were missed 
opportunities for Mr A to receive a better standard of care and treatment by agencies within the 
City. 
 
Mrs C and Mr D 
A serious case review was commissioned at the end of 2014 using the traditional serious case 
review methodology as per Mr A.  Mrs C was a lady living in a care home that was pushed over 
by a fellow resident and subsequently died.  Questions were raised about the commissioning 
and subsequent monitoring of people who are transferred to residential care and risk 
assessments and monitoring f0r people who are in receipt of mental health services. 
 
13.  Domestic Homicide Review (DHR)  
 
13.1 A domestic homicide is defined as ‘a review of the circumstances in which the death of a 
person 16 years or over has, or appears to have, resulted from violence, abuse or neglect by a 
person to whom they were related, or a person with whom there was or had been an intimate 
personal relationship, or a member of the same household.’ There is Multi-agency Statutory 
Guidance for the Conduct of Domestic Homicides. This statutory guidance requires Community 
Safety Partnerships to consider the circumstances of every domestic homicide within the Local 
Authority area and determine whether to undertake a full review to identify if there are lessons 
to be learned. The serious case review model has been adopted to undertake DHRs.  
 
13.2 There has been no DHR’s in Portsmouth during the reporting period.  
 
14.  Prevent  
 
14.1 Prevent is the preventative strand of the Government counter terrorism strategy and 
recognises that some vulnerable groups may be susceptible to exploitation. Prevent aims to 
protect those who are vulnerable to exploitation from those who seek to get people to support 
or commit acts of violence.  
 
14.2 The Counter-Terrorism and Security Act 2015 has created a general duty on a range of 
organisations to prevent people being drawn into terrorism. Prevent Duty Guidance was issued 
by the Government in March 2015. The duty requires certain bodies, including NHS Trusts, to 
have due regard to the need to prevent people from being drawn into terrorism when 
exercising their functions. It is fundamental to our ‘duty to care’ and falls within statutory 
safeguarding responsibilities.  
 
14.3 The health sector has no enforcement or surveillance role, but one of embedding Prevent 
in safeguarding activity to protect children and adults at risk of radicalisation. Where healthcare 
workers identify signs of radicalisation it is important they have the confidence to refer the 
individual for support before any crimes are committed.  
 
14.4 Portsmouth has been classified as a priority area for Prevent and therefore there are 
robust arrangements in place.  Channel is facilitated by the City Council and the Designated 
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Nurse for Safeguarding Adults sits on the panel.  Quarterly monitoring arrangements across the 
health economy are reported to NHS England via the CCG. 
 
15.  Mental Capacity Act and Deprivation of Liberty Safeguards  
 
15.1 Recent legal judgments on the Mental Capacity Act (MCA), Deprivation of Liberty 
Safeguards (DoLS) have begun to have an impact on health and social care services. These cases 
have placed additional responsibilities on health/ care providers to conduct mental capacity 
assessments and ensure that appropriate safeguards are in place.  
 
15.2 Mental Capacity Act (MCA) 
 In March 2014 the House of Lords Select Committee published their report on the Post 
Legislative Scrutiny of the Mental Capacity Act (2005), which felt that vulnerable adults are 
being failed by the Act which was designed to protect and empower them.  The report heavily 
criticised health and social care professionals involved in the care of vulnerable adults as they 
are not aware of the Act and are failing to implement it. 
 
The Government published its response in June 2014, ‘Valuing every voice, respecting every right; 
Making the case for the Mental Capacity Act’ and set out a system wide programme of work to 
secure improvement in understanding and implementation of the MCA. 
  
Monitoring and assurance of MCA compliance is included in commissioning contracts with the 
larger health providers through the quality contracts and monitoring visits.  
 
15.3 The Deprivation of Liberty Safeguards (DoLS)  
The Deprivation of Liberty Safeguards (DoLS) are an amendment to the Mental Capacity Act 
2005 and were introduced in 2009 to provide a statutory framework for the deprivation of 
liberty of people in hospitals and care homes. The CCGs are continuing to monitor the activity of 
DoLS at the major providers and independent providers as part of the quality schedule and 
contracting.   
 
On 19th March 2014, a landmark ruling was made by the Supreme Court that has significantly 
changed the scope of DoLS. “P v Cheshire West and Chester Council and another” and “P and Q 
v Surrey County Council”. The judgment was significant in the determination of whether 
arrangements made for the care and/or treatment of an individual lacking capacity to consent 
to those arrangements amount to a DoLS It has had a major impact for individuals and for 
providers of care.  
 
The number of DoLS urgent authorisations and standard authorisation requests has dramatically 
increased nationally in light of the changes following the Supreme Court ruling. This has been  
reflected locally with the two major health providers.  Portsmouth Hospitals NHS Trust 
requested 268 DoLS applications and Solent NHS Trust requested 115 during the reporting 
period. 
 
There have been no referrals to the Court of Protection within the reporting period in terms of 
CHC funded patients living in their own home or within supported living that the CCG have 
responsibility for. 
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15.4 Mental Capacity Act Funds  
NHS Portsmouth CCG successfully bid for a portion of national funds made available for 
embedding MCA. These funds have been used to help increase knowledge through educational 
events.  This has included staff from care homes and domiciliary care.  MCA retractable pens 
have been purchased and distributed to providers and professionals.  The CCG has supported 
the training of two Best Interests Assessors for the DoLS Team at the Local Authority. 
 
16.  Key Achievements 2014/2015  
 
The achievements for 2014/2015 include:  
 

• Portsmouth CCG has a Safeguarding Policy, Strategy, Strategic Delivery Plan and Training 
Strategy in place. 

• The safeguarding website for the CCG has been revised and updated and there is a link 
to PIP. 

• Portsmouth CCG Safeguarding Week took place 18th-22nd August 2014. 
• !00% of all GP Practices across Portsmouth have a named clinical lead and a named non-

clinical lead. 
• 17 GP Practices were visited by a member of the CCG Child Safeguarding Team. 
• Health Visitor Secondment Programme was developed for a Specialist Nurse 

Safeguarding Children to work with the CCG Safeguarding Team for 1 day a week. 
• The safeguarding element of the Quality schedule was reviewed and strengthened in 

preparation for year 2015/16 contracts. 
• PSCB Safeguarding and Early Help Compact self-assessment 2014 - 100% participation 

from health services asked to participate. 
• Strong attendance, facilitation and participation at both Boards and associated 

subgroups.   
• A significant amount of child and adult safeguarding training was delivered through 

TARGET, within the CCG, to GP Practices and study days. 
• Designated Professionals and Director of Quality & Commissioning attended the 

Safeguarding Leadership Programme funded by NHS England, Wessex Area Team. 
• MCA funding available across both health and social care which included contribution to 

safeguarding/MCA Conference and funding additional Best Interest Assessors.  
 
17.  Areas for Development for 2015/2016  

• To ensure Health Services are fully engaged in the development of the Portsmouth 
Multi-Agency Safeguarding Hub (MASH) (by October 2015). 

• To support the PSCB in establishing a Portsmouth Child Death Overview Panel (CDOP) 
and to appoint a Designated Dr for Child Deaths. 

• To invite GP Clinical Leads to join the NHS Child Safeguarding Forum 
• To develop a child safeguarding resource file for GP Practices (by end June 2015). 
• To develop a format report for GPs to complete when requested to provide information 

for child protection conferences (by June 2015) 
• To ensure health services across Portsmouth remain fully involved in the work of the 

PSCB / PSAB to support achievement of the priorities as set out in their Business Plans. 
• To ensure health services across Portsmouth are fully engaged in PSCB / PSAB 

Safeguarding Week planned for June 2015. 
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• Work was undertaken in 2014 by Health and Portsmouth City Council to prepare for the 
national rollout and implementation of the Child Protection Information Sharing System 
(CP-IS). Implementation has been delayed to early 2016 but preparation to support this 
project will continue.  

• To establish bi-monthly joint Police, Children’s Social Care and Health liaison meetings to 
provide a forum for senior agency safeguarding leads to reflect on any local safeguarding 
cases / issues and to consider any learning, to support joint working (April 2015).  

• To work with the PSCB and partner agencies to implement the Female Genital Mutilation 
(FGM) Strategy and to raise awareness of FGM across agencies and to ensure GP 
Practices are ready for and supported in the requirement to submit to the FGM 
enhanced data set by October 2015.  

• Work with NHS England to take forward delegated commissioning, to understand the 
impact on safeguarding and to ensure safeguarding remains a priority in primary care 
and clear pathways are in place. 

• To continue to offer a secondment opportunity for a health visitor / school nurse to 
work in the CCG child safeguarding team to support GP Practices in fulfilling their 
safeguarding responsibilities. 

• To monitor Provider responses to the Lampard Report (Feb 15) into the themes and 
lessons learnt from NHS investigations into matters arising from Jimmy Savile. 8 
recommendations relate directly to NHS Trusts and a position statement and action plan 
has been requested (by July 2015). 

• To work with the PSCB and partner agencies to prepare for the Integrated Inspection 
Process. 

• Continue to work on improving practices and embedding MCA/DOLS.  
• Continue to strengthen contracting and commissioning arrangements to include adult 

safeguarding to ensure that individual rights are protected.  
• Through the work of the PSAB develop outcome focussed, person-centred safeguarding 

practice – making safeguarding personal.  
• The impact of the Care Act 2014 on the health economy. 
• The role of the DSAM within the CCG and across agencies to be clarified and strengthened 

by national guidance and a local framework 
 

 
 
 
 
 
 
Authors:  
Tracy Keats, Designated Nurse - Safeguarding Adults 
Dr Lorraine Smith, Consultant Designated Nurse - Safeguarding Children 
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CCG Learning Review: 
Solent NHS Trust Community Nursing 

 
Purpose of Paper 
 

 
The CCG is a learning organisation and has undertaken a review 
to identify whether there are actions the CCG could or should 
have taken as part of the monitoring and assurance process of 
the community nursing service provided by Solent NHS Trust 
whose challenges to deliver a safe service have been 
consistently documented in CCG performance reports over many 
months.    
 
The review was completed by Suzannah Rosenberg with 
contributions from CCG Quality Team, the Integrated 
Commissioning Unit and the CSU. 
 
The review is for the CCG, in its role as the commissioner of 
Solent NHS Trust and therefore does not make any 
recommendations for the Trust.  The Trust is undertaking its own 
review process.  
 
The full review was discussed at the CCG’s Quality & 
Safeguarding Group on 14/10/15 and the group recommended 
that the lessons learned and action plan are shared with the 
Governing Board in the spirit of openness and transparency.   
 
The full review has been shared with Solent NHS Trust.       
 

Recommendations/ 
Actions requested 

The Governing Board note: 
1. The internal review process the CCG has undertaken and 

the lessons learned 
2. The action plan to improve the way we operate as a CCG 
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Board Members 
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Author Suzannah Rosenberg 
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member Julie Cullen 
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CCG Learning Review: Solent NHS Trust Community Nursing 
Summary of Lessons Learned & Action Plan 

1. Lessons Learned 
1.1 Breaking the Block negotiations between the CCG and the Trust were taking place for the 

majority of the period under review.  Was there an assumption that the issues facing the 
Trust were solely financial and therefore an unrealistic expectation that the outcome from 
these negotiations would rectify capacity issues?  On reflection, it appears that there were 
multiple factors contributing to the service capacity issues.  These were not visible to the 
CCG at the time. 

1.2 Financial, performance and quality issues are managed separately within the CCG’s 
commissioning/contracting arrangements which made clarity more difficult. 

1.3 Historic KPIs for the service (first and follow up contacts) are not useful indicators of 
capacity and demand and associated patient safety risk.  The redesign of service metrics 
may have masked the performance issues, as no comparative baseline data has been 
available. This has been further complicated as capacity issues have completely restricted 
the reporting of any performance measures. 

1.4 There has been an over-reliance on reassurance rather than assurance. 

1.5 Contractual levers could have been utilised earlier i.e. a contract query notice to gain clarity 
on the actual position rather than rely on informal conversations for assurance 

1.6  Following, corporate CCG staff training on risk management, the CCG Quality Team 
reclassified the risk relating to Solent’s community nurse staffing (score 16) as an issue 
(impact score 15) in January 2015.  In April 2015 the impact score was increased to 20.  In 
June 2015 a new risk was raised and scored 20 following escalation and discussion at Clinical 
Executive Committee.  There needs to be real clarity about the movement between risk – 
issue – risk to ensure a good audit trail. 

1.7  The Clinical Quality Review Meeting (CQRM) is the formal mechanism for monitoring the 
quality and safety of the Trust’s services.   However, the membership does not include 
senior operational managers who are best placed to provide assurances about the quality 
and safety of their services.   

1.8 Whilst there have been many informal catch up meetings with the Trust, not all of these 
have written notes.   

1.9 There have been a number of staff handovers for the service, both between commissioners 
and managers at the Trust. The issues around staffing have not been prominently reflected 
in these handover discussions, with the focus being on securing additional funding for the 
service. 
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1.10 As "business as usual" commissioning of Community Nursing has not been recorded on 
Covalent as a project, this may have contributed to a lack of focus on management & 
performance monitoring of the service, which is no less high cost and high risk for the CCG. 
The ICU did not use project management tools such as risks and issues logs for the service.  

1.11 Recruitment of health and social care professionals is both a national and local Portsmouth 
issue. There has been little strategic effort to consider the impact of this on our local health 
economy and how we can address it.  

1.12 Both the CCG Quality Team and the Integrated Commissioning Unit have had significant 
involvement with the Community Nursing issues but there has been a lack of clarity on who 
is leading the work with opportunities for confusion about who is do what involved.  

1.13 There was disquiet from GPs and Practice staff and we could have asked for more formal 
feedback from them earlier to gain a better understanding of service delivery problems.   

1.14 The decision to change the shift pattern to 8 – 10, 7/7 in January 2015 which has been cited 
as a reason for many of the resignations, appears to have been taken without discussion 
with commissioners 

2. Action Plan 
 

 Action When Lead 
1 The Quality Team will keep a log for each provider which will include notes of 

telephone conversations, informal meetings and any other relevant 
information. 

Now SR 

2 All minutes need to accurately reflect discussion about risks, issues and 
concerns and escalation actions agreed.  The Quality & Safeguarding 
Executive Group has already introduced an escalation tracker which will 
assist with this.   

Now SR 

3 Utilise contractual mechanisms at an earlier stage. Now SR 
4 Where there are complex issues and / or increasing concerns ensure there is 

clarity on who is doing what within the internal CCG quality & commissioning 
teams and the mechanisms for reporting and escalation (this will be 
facilitated in part by action 6 below). 

Now SR 

5 In the event of a serious new risk/issue or the increasing concern about an 
existing risk/issue, the CCG Quality Team will call an internal virtual strategy 
meeting with representatives of QSEG to agree what actions need to be 
taken immediately and by whom.   

Now SR 

6 Combine Contract Review and Clinical Quality Review meetings to ensure a 
consistent and holistic approach to provider management. 

Jan 16 SR 

 
Suzannah Rosenberg 
Director of Quality & Commissioning 
28 October 2015 
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The CCG has received a petition from 38 Degrees regarding the 
future of Guildhall Walk Healthcare Centre.  The petition states: 
 
“PLEASE DO NOT CLOSE THE GUILDHALL WALK WALK-IN 
CENTRE AND MOVE IT TO ST MARY'S AS IT IS PROVIDING A 
GREAT SERVICE AND IS PERFECTLY PLACED. THE PEOPLE OF 
PORTSMOUTH NEED THIS AS THEIR OWN GP IS OFTEN TOO 
BUSY AND ST MARY'S IS ALREADY OVERSTRETCHED” 
 
As at 23 September 2015 the petition had been signed by 1,595 
people. 
 
The formal consultation on the future of Guildhall Walk Healthcare 
Centre will seek to take account of views from a range of patients, 
public and key stakeholders. 
 

Recommendations/ 
Actions Requested The Governing Board is asked to note the petition. 
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Proposed Merger of North Harbour Medical 
Group and Northern Road Surgery 

 
Purpose of Paper 
 

 
The attached papers set out the background, rationale, and potential 
benefits to the proposed merger of North Harbour Medical Group 
and Northern Road Surgery. The proposal requests the formal 
contractual and database merger of the two practices under a single 
contract. The target date for the merger is 1 April 2016.  
 
The papers comprise of the following:  

• The Practices’ Application to Merge  
• An Assessment of the Merger by the CCG  

 
An assessment document was created by the CCG following the 
submission of the merger application form by the practices; this was 
to tease out additional information not documented in the merger 
application form and has been included here in order to supplement 
the original submission and to be used as an aide to decision-
making.  
 
North Harbour Medical Group currently holds a PMS contract whilst 
Northern Rd is GMS.  NHS England have given assurances that the 
merger should be cost neutral to the practice and therefore any 
GMS Minimum practice income guarantee (MPIG)  and PMS 
Premium would be combined to create a greater MPIG, which would 
be eroded over the remaining years as is the case with other GMS 
practices in receipt of MPIG 
 
It is important to note that the original merger application form states 
an intention to simultaneously merge the practices and close the 
Northern Road Surgery premises. Following discussions with the 
practices it has been agreed that any decision to close a premise 
would be subject to a separate decision-making process and would 
occur after the formal merger of the two practices on 1 April 2016. 
 
The merger application was discussed at the Primary Care Co-
Commissioning Reference Group meeting on 14 October 2015. 
Following discussion at that meeting it was agreed that the 
Reference Group should recommend to the Governing Board that 
the merger be approved.  
 



 

 
 

 

 
Recommendations/ 
Actions requested 
 

 
The Primary Care Co-Commissioning Reference Group 
recommends that the Governing Board approves the merger of 
North Harbour Medical Group and Northern Road Surgery with 
effect from 1 April 2016. Any proposals for the future closure of the 
Northern Road Surgery premises will be subject to further planning, 
assessment of costs and public consultation and will therefore 
subject to separate consideration. 
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ASSESSMENT OF APPLICATION FOR CONTRACTUAL MERGER: 
NORTH HARBOUR MEDICAL GROUP AND NORTHERN ROAD SURGERY 

Demographics 
 
List Size: 
North Harbour Medical Group has a registered list size of 8,900 patients (as of August 2015). 
Northern Road Surgery has a registered list size of 4,010 (as of August 2015).  
 
Following a potential merger of the two practices there would be a registered list size of 
approximately 13,000 patients. 
 
Distance: 
The distance between the two sites – Northern Road Surgery and Cosham Health Centre – is 0.2 
miles, and takes approximately 4 minutes to walk between the two premises. 
 
Accessibility: 
Both premises are located alongside main bus routes and the Cosham train station is located nearby. 
At Cosham Health Centre there is ample parking, for both staff and patients, and there is disabled 
access with a lift, automatic doors and ramps into the building.  At present there is no dedicated 
parking at Northern Road Surgery and there is limited disabled access. 
 
Distribution of Patients: 
The demographic make-up of the patients registered at each surgery is comparable. In addition to 
this the boundary areas for both practices are very similar. A proposed boundary map for the newly 
merged practices has been devised.   

Contracts 
 
North Harbour Medical Group hold a General Medical Services (GMS) contract. Northern Road 
Surgery hold a Personal Medical Services (PMS) contract. The proposed merger would result in a 
single GMS contract covering both patient lists.  

Premises 
 
Following a merger both practices will continue to operate out of their current premises in the short 
term; however, both practices have indicated that the intention is to close Northern Road Surgery in 
the future. This will be subject to a separate process requiring authorisation by Portsmouth Clinical 
Commissioning Group under its delegated commissioning responsibilities from NHS England. Patient 
engagement conducted by both practices regarding the proposed merger has been transparent 
about the future intentions to close the Northern Road Surgery premises. 

Staffing 
 
Following a merger of the two practices there will be an improved skill mix to manage administrative 
tasks (such as manning reception and the telephones), repeat prescriptions, and complex queries, 



thereby giving better support to clinicians and easing the stress currently being experienced due to 
workload and patient demand. 
 
North Harbour Medical Group Staff: 
Current staff comprise of: 
• Partners – 5 (w.t.e 5) 
• Nursing Team – 4 Practice Nurses (w.t.e. 2.55) 
• Admin – 1 admin clerk (w.t.e. 1) 
• Secretary – 2 secretaries (w.t.e. 1) 
• Reception – 6 receptionists (w.t.e. 3.75) 
• Management – Practice Manager and Assistant Practice Manager (w.t.e. 2) 
 
Northern Road Surgery Staff: 
• Partners – 1 (w.t.e. 1) 
• Locums – 2 long-term locums 
• Nursing Team – 1 Nurse Practitioner (w.t.e. 1) 
• Admin + Reception – 4 (w.t.e. 3) 
• Secretary – 1 (w.t.e. 0.6) 
• Management – 1 (w.t.e. 0.8) 
• Apprentices – Reception/Admin – 2 (w.t.e. 2) 
 
TUPE: 
The intention would be to keep all staff at both practices employed and TUPE staff from Northern 
Road Surgery to North Harbour Medical Group Practice.  

Finance: 
 
Although there will be upfront costs associated with merging the two practices (which will be the 
responsibility of the practices to bear) it is hoped that the merger will ultimately lead to the 
generation of savings for both the practice and the wider local healthcare system through a 
reduction in referrals (due to increased skill mix of GPs), and a reduction in emergency admissions 
(through the standardisation of best practice). 

Stakeholder Engagement: 
 
The proposed merger plans have been shared with commissioner colleagues at the Wessex Local 
Area Team, Portsmouth Clinical Commissioning Group and the Local Authority. Other interested 
parties, such as the local MP, are also being informed. 
 
Patient engagement has been undertaken with patients from both practices. At Northern Road 
Surgery a survey has been carried out proposing the potential merger and indicating the possible 
closure of the Northern Road premises at a later date, which has received positive responses. 
Meetings with the practice’s Patient Participation Group to discuss this matter have also been held 
with very positive feedback, noting the potential for better access and improved parking. 
 
North Harbour Medical Group have placed notices in patient waiting areas and created a news item 
on the website informing patients of proposals and asking for feedback. To date feedback from 
patients has all been very positive. 
 



A series of meetings have also been held with staff at the practices to discuss the proposal. 

I.T. 
 
Both practices use the same operating system, EMIS Web, which should reduce any risks associated 
with merging the two practices’ records. Business Continuity Plans will also be merged. IT partners 
are aware of the proposed merger and currently drawing up project plans for the necessary work to 
be undertaken should the merger receive approval. Once merged the practices have indicated they 
look into the possibility of migrating to TPP SystmOne (in line with other providers around the city). 

Screening Programmes 
 
The practices recognise the importance of ensuring the proposed merger does not have a 
detrimental effect on the commissioned screening programmes currently operating from both 
practices. The antenatal and postnatal programmes operate the same in both surgeries and will not 
be impacted by the merger. The breast screening programme operates on a recall system for 
patients per practice; however, both are practices are on the same time-line and therefore a merged 
practice list will be in sync and not cause any issues. The following screening programmes are carried 
out on an individual patient basis and centrally recalled, ensuring there are no adverse effects from a 
merger patient list: cervical screening; bowel cancer screening; diabetic eye screening; and 
abdominal aortic aneurysms. 

Enhanced Services 
 
Listed below are the enhanced services currently delivered by the two practices.  If the proposed 
merger is approved the view is to enable patients from both practices to access the full range of 
enhanced services ensuring there is equality of service provision. 
 
Delivered by North Harbour Medical Group: 
• All Immunisation enhanced services 
• Minor Surgery 
• Dementia   
• Extended Hours 
• AUA 
• Phlebotomy 
• Wound Care 
• Shared Care Prescribing 
• NHS Health Checks 
 
Delivered by Northern Road Surgery: 
• All Immunisation enhanced services 
• Minor Surgery 
• Dementia   
• Extended Hours 
• AUA 
• Phlebotomy 
• Wound Care 
• Shared Care Prescribing 



• NHS Health Checks 
• Learning Disabilities     
• Leg Ulcers 
   
Neither practice is currently commissioned to deliver coil fitting or implants; however, the merger 
would give potential to investigate, implement and aspire to offer more enhanced services in the 
future. 
 

Merger Benefits 
  
Delivery of Services: 
It is believed the proposed merger will bring about opportunities to increase services currently 
offered to patients, such as the ability to offer a leg ulcer clinic, and bring about the following 
benefits:  

• Increased skill mix  
• Increased clinician learning 
• Reduced referrals 
• Reduced admissions 
• Increase the number of GPs with specialist interests 
• Improve training 

 
Choice of GPs: 
Through merging the two practices there will be a greater choice of GPs for patients, including a 
greater ability for patients to see a female GP if they wished. 
 
Opening Hours:  
In addition to core opening hours (08:00-18:30) the newly merged practice would propose to offer 
early morning and late evening appointments in line with current practice at North Harbour Medical 
Group Practice. This is owing to a younger practice population and feedback from patients who have 
stated they prefer to make appointments outside work hours. A survey was carried out by Northern 
Road Surgery which demonstrated that the majority of patients would prefer this option rather than 
the current Saturday morning opening, which is not well utilised. Therefore, the newly merged 
practice would look to provide opening hours from 07:30-18:30 Monday to Friday (with late opening 
on Monday until 19:00). Both practices currently close the doors of the surgeries between 12.30pm 
and 1.30pm, but it is anticipated that with shared reception staff the surgeries could remain open 
which would be of benefit to patients.  
 
Access:  
Patients currently registered at Northern Road Surgery would, under this proposal, have access to 
the Cosham Health Centre to access primary care medical services. All services offered at Cosham 
Health Centre are delivered on a single level (as opposed to two floors at Norther Road Surgery), 
which means it will be more accessible for patients who have difficulty navigating stairs. The 
Northern Road premise currently has limited disabled access and no dedicated car parking, which 
would now be available to patients who wish to attend the Cosham Health Centre instead. 
 
There are plans to implement an improved telephone system giving patients better telephone access 
and therefore improved access to appointments. 
 
Pharmacies: 



There are nearby pharmacies to both premises and therefore no detrimental changes are foreseen 
for patients. 
 
Training:  
By establishing a merged practice, which is more sustainable, it is anticipated the practice will be 
better placed to attract new GP partners. It is hoped that the merged surgery can then become a 
training practice. 
 
Commissioners: 
There would likely be benefits to the commissioners of the practices as Portsmouth Clinical 
Commissioning Group, the Wessex Local Area Team, and Portsmouth City Council would be 
commissioning services from one lager practice as opposed to two, which would save time and 
effort in administration costs for all parties. 
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Title 
 

Proposed Merger of Ramilies and the 
Osborne Practice  

 
Purpose of Paper 
 

 
The attached papers set out the background, rationale, and 
potential benefits to the proposed merger of Ramilies and the 
Osborne Practice. 
The proposal requests the formal contractual and database 
merger of the two practices under a single contract. The target 
date for the merger is 1 April 2016.  
 
The papers comprise of the following:  

• The Practices’ Application to Merge  
• The Proposed Boundary Map  

 
No additional assessment document has been provided by the 
primary care team as all the information required for decision 
making was considered to be present in the practice application 
paperwork. 
 
It is important to note that Ramilies currently holds a PMS 
contract whilst Osborne is GMS.  NHS England have given 
assurances that the merger should be cost neutral to the practice 
and therefore any GMS Minimum practice income guarantee 
(MPIG)  and PMS Premium would be combined to create a 
greater MPIG, which would be eroded over the remaining years 
as is the case with other GMS practices in receipt of MPIG. 
 
The merger application form states it is the intention to close the 
Ramilies site Following discussions with the practices it has been 
agreed that any decision to close a premise would be subject to a 
separate decision-making process and would occur after the 
formal merger of the two practices on 1 April 2016. 
 
The merger application was discussed at the Primary Care Co-
Commissioning Reference Group meeting on 14 October 2015. 
Following discussion at that meeting it was agreed that the 
Reference Group should recommend to the Governing Board that 
the merger be approved.  
 
 
 



 

 
 

 

 
Recommendations/ 
Actions requested 
 

 
The Primary Care Co-Commissioning Reference Group 
recommends that the Governing Board approves the merger of 
Ramilies and the Osborne Practice with effect from 1 April 2016. 
Any proposals for the future closure of Ramilies will be subject to 
further planning, assessment of costs and public consultation and 
will therefore subject to separate consideration. 
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of Interests for 
Board Members 

None 
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Katie Hovenden, Director of Professional and Clinical 
Development 
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29 October 2015 
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The CCG is committed to the principles of transparent and open 
decision making.  As part of this, and underpinning the CCGs 
Constitution, the CCG has a Standards of Business Conduct policy to 
manage conflicts and potential conflicts of interest to ensure that 
decisions made by the CCG will be taken and seen to be taken without 
any possibility of the influence of external or private interests.  The CCG 
keeps a register of interests which is reviewed regularly and updated as 
necessary.  The attached Register of Interests covers members of the 
CCGs Governing Board and its formal sub-committees as declared at 1 
October 2015.  
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To accept the Register of Interests. 
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Jayne Collis, Business Development Manager 
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CLINICAL EXECUTIVE 
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Member of Governing Board 
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• Partner at Baffins Road Surgery 
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• Member of the Mothers Union 
• Baffins Surgery is a member of Portsmouth Primary Care 

Alliance Limited 

MR PAUL COX 
PRACTICE MANAGER REPRESENTATIVE 
 
Member of Governing Board 

• Business Manager at Sunnyside Medical Centre 
• Sunnyside Medical Centre is a member of Portsmouth Primary 

Care Alliance Limited 
 

DR JULIE CULLEN 
REGISTERED NURSE REPRESENTATIVE 
 
Member of Governing Board 
Member of Audit Committee 

• Corporation Board Member (Governor), Portsmouth College 
• Chair of Audit Committee, Portsmouth College 
• Employed by University of Southampton 
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• GP Partner Milton Park Practice, Portsmouth 
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• Milton Park Practice is a member of Portsmouth Primary Care 

Alliance Limited 
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CLINICAL LEADER/CHIEF CLINICAL OFFICER  
 
GP practising from Lake Road Practice, Portsmouth 
 
Member of Governing Board 
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• General Practitioner practising from Lake Road Practice, 
Portsmouth.  Lake Road Practice is also the contract provider 
for John Pounds Medical Centre. 
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Alliance Limited 

DR JANET MAXWELL 
DIRECTOR OF PUBLIC HEALTH 
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• NONE 
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Chair of Audit Committee 
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• Chairman of the Agamemnon Housing Association 
• President of the Royal Naval Association (Waterlooville Branch) 
• Associate Hospital Manager for Solent Healthcare 
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DR JONATHAN PRICE 
CLINICAL COMMISSIONING LEAD 
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GP practising from Lake Road Health Centre, Portsmouth 
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• GP Partner at Lake Road Practice Portsmouth.  Lake Road 
Practice is also the contract provider for John Pounds Medical 
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Care Alliance Limited 
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CLINICAL EXECUTIVE 
 
GP practising from Derby Road Group Practice, Portsmouth 
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Member of Remuneration Committee 

• General Practitioner - Co-owner surgery premises at 27-29 
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Care Alliance Limited 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 2 Sept 2015 at 
1.00pm 3.00pm in the Committee Room, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 
Agenda 
Item Action Who By 

8c, 5.8.15 Crisis Concordat Project Plan – Preeti Sheth to follow up on 
funding and Section 136 issues this week. PS ASAP 

11, 5.8.15 

Draft letter to the SHIP 8 Priorities Committee regarding the 
Lymphoedema Policy recommendations. 
Innes Richens to check for any responses received internally to the 
draft letter and action. 

IR ASAP 

4 
Summary of Planned Care Achievements 
Lyn Darby to circulate the Action on Elective referrals that need 
escalating 

LD ASAP 

5 
Paediatric Advice and Pathways 
Dr Collie requested any comments on the advice sheets/pathways 
to be sent regarding the best use of this information 

ALL Oct 15 

5 Dr Collie to look into accessibility and where the information will be 
held.  Dr Collie to link with WHT regarding publicity and promotion LC Oct 15 

7c Amanda Waller to seek help from PCC colleagues on the financial 
modelling around the MAT Project – Children AW ASAP 

7c 

It was agreed that the ICU team would consider the resources 
required and the use of AW’s time for CAMHS element of the MATs 
project.  
An update to be brought back to a future Clinical Strategy 
Committee. 

 
 
PS/AW 

 
 
Future 
meeting 

11 Review of CSC Meetings – IR requested feedback/comments on 
how the business conducted in CSC meetings can be improved. ALL Next 

meeting 
 
Present: 
 
Dr Linda Collie - Clinical Executive Member 
Carly Darwin - Practice Manager Representative 
Dr Elizabeth Fellows - Clinical Executive Member 
Dr Jim Hogan (Chair) - Clinical Leader/Chief Clinical Officer 
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens  - Chief Operating Officer  
Michelle Spandley - Chief Finance Officer 
Dr Kevin Vernon - Clinical Commissioning Lead 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member 
 
In Attendance: 
 
Mark Compton - Interim Head of Primary Care Engagement 
Lyn Darby - Deputy Chief Commissioning Officer 
Linda Foster - Executive Assistant (Minutes) 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
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1. Apologies and Welcome 

 
Apologies were received from Dr Dapo Alalade, Alex Berry, Michael Drake, Suzannah 
Rosenberg, Katie Hovenden, and Jane Cole 
 

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

3. Minutes of Previous Meeting 
 
The minutes of the Clinical Commissioning Committee held on Wednesday 5 August 
2015 were approved as an accurate record  
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 5 
August 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 
3(6.3.5.15) Changes to Hip & Knee follow up 

arrangements to be communicated to 
practices  

TW Sept 
Meeting 

Completed 

3(11.3.5.15) Summary of Planned Care Achievements 
to CSC 

TW  Sept 
Meeting  

On Agenda - 
completed 

3(4.1.7.15) Dr M Smith to look at capacity of existing 
services against the new Wellbeing 
Service, and provide verbal update to 
CSC. 

MS Sept 
Meeting  

Completed 
*see below 

3(8c.1.7.15) Crisis Concordat Project Plan – Preeti 
Sheth to follow up on funding and Section 
136 issues.  

PS Sept 
Meeting 

Action: PS to follow 
up this week 

3(8g.1.7.15) Alex Berry to circulate a general update 
on contracting and pathways 

AB August/ 
ASAP 

Completed 
** see below 

4 Katie Hovenden to look into use of 
TARGET for promoting practice 
improvements 

KH Sept 
Meeting 

Completed 

4 Work on the development of CQUIN 
which encourages and incentives 
innovation in primary care/and 
transformation. 

Prima
ry 
Care 
Team 

Ongoing 
work 

Discussions have 
commenced. 

5 Jo Gooch to arrange Millimans Meeting 
with CCG Executives 

JG Sept 
Meeting 

Completed 

6 CSC to review the Urgent Care Strategy 
and send to Alex Berry. 

 ALL Ongoing *** see below 

6 Alex Berry to share the Strategy with the 
Urgent Care Board 

AB August  Completed 

10 
 

Suzannah Rosenberg to share PHTs 
CQC Inspection EOL section  

SR August Completed 

11 Innes Richens to draft a letter to the Chair 
of SHIP 8 Priorities Committee expressing 
concern regarding the clarity of the policy 
statement in the Lymphoedema Policy 
recommendation 

IR Sept 
Meeting 

Draft letter composed 
and sent for internal 
comment.  
Action: IR to follow up 
on comments 
received and action.  

11 Suzannah Rosenberg to develop a local 
pathway to ensure patients are able to 

SR Ongoing SR looking into local 
pathways 
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Agenda 
Item Action Who By Progress 

access treatment where appropriate. 

 
* Dr Matthew Smith updated the Committee on the referral pathways that have been created 
where patients will be signposted to services.  There is an emphasis on self-help and self-
management. The pathways will make better use of resources (eg: Pharmacies) 
 
** Lyn Darby offered to follow up on Ambulatory Care Pathways 
 
*** The Urgent Care Strategy will be taken back to the Urgent Care Board for further debate.   
Discussions to take place with member practices and health partners to widen the scope with a 
focus on The Portsmouth Plan. 
 
4. Summary of Planned Care achievements 

 
Dr Tim Wilkinson introduced the paper and thanked both the Commissioners and the 
Clinical Lead GPs from the sister CCGs for their support in the development of the work 
programme.  
 
Dr Tim Wilkinson highlighted several areas where significant achievements and or 
improvements have been made: The Ophthalmology Project’s Community based Eye 
Triage Service which has seen a 10% reduction in GP referrals to PHT Outpatients. BNP 
testing and the St Mary’s Treatment Centre Procurement were also particularly mentioned. 
Dr Tim Wilkinson also brought attention to the fact that GP referral rates for planned care 
had only risen by 1% when ambulatory and dietetics referrals were removed, which is very 
positive against national trends. 
 
Dr Elizabeth Fellows asked if some of the referral rates figures could be sent out to 
member practices.  Dr Wilkinson explained that most of these had been sent out already 
via the Weekly Round-up newsletter, but that they could be sent out again. 
 
Michelle Spandley queried whether the Action on Elective information was being taken 
through the correct routes and if communications with PHT were going satisfactorily. 
Lyn Darby confirmed that the Action on Elective information had been sent through, and 
that all queries were going through the formal contractual route.  
 
The group discussed consultant to consultant referral rates and orthopaedic referrals 
coming from the Emergency Department and whether these were being challenged. Lyn 
Darby confirmed that challenges were being raised, and that commissioners are trying to 
enforce the consultants to provide a reason why they are referring to each other.   
Michelle Spandley advised that ‘Flex and Freeze’ is being enforced. 
 
Lyn Darby to circulate the Action on Elective paperwork to CSC members. 

Action: L Darby 
 

5. Paediatric Advice and Pathways 
 
Dr Linda Collie presented the paediatric advice sheets and pathways to the Committee on 
behalf of Dr Sanjay Patel, Project Lead for Wessex Healthier Together (WHT) 
 
Dr Collie explained to the Committee that the pathways are Wessex-wide and would be 
available on WHT’s website soon for clinicians to access.    The aim is to bring uniformity to 
the management of certain paediatric pathways and standardising of the information that is 
given to parents.   
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The Committee members discussed how there might be value in using these to triage 
patients to the website when they call in for advice.  Also suggested, was that GPs and 
Health Visitors could hand-out to patients at appointments for future reassurance.   
The Committee discussed where this information might be stored ie PIP or whether there 
might be potential to develop for DXS (Clinical information portal used in primary care).  It 
was generally agreed by the Clinical committee members that the information sheets and 
the pathways were very good.  
 
Dr Collie requested any comments to be sent to her regarding best use of this information.   

Action: All 
Dr Linda Collie to look into accessibility and where the information will be held.   Also, Dr 
Collie agreed to link with WHT regarding publicity around promotion. 

Action: L Collie  
 

The Clinical Strategy Committee noted the content of the Paediatric Advice sheets 
and Pathways and agreed to adopt for future use. 
 

6. Priorities List 
 
Michelle Spandley, Chief Finance Officer presented the Priorities List and explained that 
the information is provided for information and a reminder of where the on the list the 
schemes which have been prioritised are rated.  Michelle suggested that all schemes are 
being taken forward currently but that some may need to be re-prioritised in light of the 
Portsmouth Blueprint being developed to ensure focus on the key areas.   
 
Dr Hogan asked if the projects will be as successful financially as they have been stated.  
Michelle Spandley suggested that the figures related to the plans and not all will have the 
level of delivery planned.  It was noted that all of the projects above the line on the 
Priorities List can be reviewed on Covalent for progress. 
 
The Clinical Strategy Committee noted the content of the Priorities List. 
 

7. Project Plans for Review: 
 

7a) Contract Beds - CHC 
  
 Dr Jim Hogan advised the Committee that the paper on Contract Beds for CHC required  

more work and information, and therefore had been withdrawn from the Agenda. The paper 
will be re-presented at a future meeting in due course. 
 

7b) Challenging Behaviour Provision - CHC 
  

Caroline Curtis attended the meeting to present the above Project Plan. 
 
Caroline Curtis explained there is a strategic change required to develop the market within 
the city to meet the needs of individuals who present with challenging behaviour and co-
morbidities requiring residential placements.  Caroline outlined how the small numbers and 
the types of CHC beds available currently, means that some providers have raised their 
prices.  
 
The project proposal is to move to a block contract arrangement with a guaranteed number 
of beds and prices.  It was noted that some patients and families have been upset as 
placements have been made outside of the city. The proposed plan would enable more 
patients to be able to come back into the city.  The aim is not to buy too large a block 
contract to mitigate the risks of voids, but to take into account the informal views (of 
nurses) that have been taken on the numbers that may wish to be repatriated back into the 
city; and these are estimated to be around eight patients.  
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It was noted that South Africa Lodge, in Waterlooville currently provide the beds and have 
been providing a very good service, however if they were to go into safeguarding 
measures, currently there is nowhere in Portsmouth for new placements.   
 
Dr Kevin Vernon queried whether there is a provider in the city who would be able to 
undertake the work.  Caroline Curtis responded that there was confidence there would be 
interested providers, given the opportunities this would offer around economies of scale.  
The tender would not need to be progressed if the application did not come in within the 
financial budget. 
 
Michelle Spandley advised this has gone to the Project Management Group and is within 
the current budget: The project will make small savings, is value for money and is going in 
the right direction of travel. It was agreed the provision within the city would improve care 
for patients and their families as they would be able to visit their loved ones more easily. 
 
The Clinical Strategy Committee agreed that the Challenging Behaviour (CHC) 
Project Plan should be taken forward.  The Project should now be built into the 
appropriate work programme for 15/16; and are reported on monthly in line with the 
CCG planning process; and updates provided to the Planning Executive Group as 
requested throughout 1516. 
 

7c) Multi Agency Team (MATS) - Children 
  
 Amanda Waller attended the meeting to present the above project plan. 
  

Amanda Waller explained that this project plan forms one work package of the eleven that 
make up the MATs programme, the ethos of which is to bring care into the community. The 
ICU has been asked to lead on work package 9, this work package covers commissioning, 
financial and performance tasks.  The deliverables are phased over two years:- 

• Phase 1  - Co-located Team  July 15 – March 2016 
• Phase 2  - Integrated Services April 16 – March 2017 

  
The target date for the implementation of MATs is April 2016.  The delivery of MATs is a 
significant project, involving changes to structures, processes, the service offered to 
families and to front-line practice.  Professionals from Health & Social Care tams are 
planned to be co-located in 3 localities across Portsmouth aiming for a reduction in demand 
for high-tier service, including Children’s Social Care.  Effective multi-agency working in 
and around the threshold for safeguarding interventions to reduce the high spends on Child 
Protection Plans and Looked After Children is an opportunity to make savings. 

  
 Dr Jonathan Price asked how the changes were viewed by Health Visitors. Amanda 
responded that Solent NHS Trust, Social Work teams and Public Health colleagues were 
all working together to realign services and transforming the service in order to be co-
located across the city.  The group discussed where this project fits with the Portsmouth 
Blueprint. It was noted that most of the savings to be achieved for the MATs Project 
(Children) would go to Social Services at Portsmouth City Council.  Amanda Waller to seek 
help from PCC colleagues on the financial modelling around the MAT Project. 

Action: A Waller 
 
It was agreed that the ICU team would consider the resources required and the use of 
Amanda Waller’s time for CAMHS element of the MATs project. An update to be brought 
back to a future Clinical Strategy Committee. 

Action: P Sheth/A Waller 
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The Clinical Strategy Committee agreed with the direction of work in relation to the 
CAMHS element of the MATs project and for the work to continue subject to the 
above actions. 
 

8. Planning Update 
 
Michelle Spandley presented the Planning Update paper to the Committee which is 
provided every month for the CSC to review and agree the recommendations and next 
steps detailed in the report. 
 
Michelle Spandley highlighted that there is a need for longer-term plans and savings to be 
made and for the on-going use of the Covalent system. 
 
Dr Hogan noted it was positive to see that QIPP has been over-identified by £0.816m. 
Michelle Spandley responded that it was important to note that QIPP is supported by 
robust delivery plans and that some are more difficult than others, but agreed this is a 
positive. 
 
The Clinical Strategy Committee: 
• Noted the current QIPP position and the risks identified regarding delivery of 

the 15/16 plans 
• Agreed to provide strong clinical and executive support to work up plans to 

enable the full delivery of QIPP required 
• Agreed to share any QIPP ideas and/or suggestions for review, research and 

potentially work up into project plans to help address the QIPP challenge 
 
 

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

• Minutes of the Planning Executive Group Meeting held on 14th July 2015 
 
The Clinical Strategy Committee accepted the above minutes. 

 
10. Any Other Business 

• Innes Richens highlighted the ongoing review of the Clinical Strategy Committee 
Meetings and how the business conducted at these meetings can be improved. 
Innes welcomed any feedback, but particularly around how the discussions can be 
more clinically focussed on service models and pathways. 

Action: ALL 
• Dr Jim Hogan informed the group that the Devolution proposal is due to be 

submitted on Friday 4th September.  Dr Hogan outlined the proposal content; 
informing the Committee that the health element has little impact.  Dr Hogan added 
that the subjects of what the health footprints are across Wessex are needed.  The 
financial gap has also been raised with opportunities for multi-year allocations.  It 
was suggested that along with an increase in primary care and mental health, parity 
of esteem will rise. 

• Dr Hogan informed the Committee of the Extraordinary STAR Board meeting that 
will be held on Tuesday 8th September 2015 at 5pm. 

 
11. Date of Next Meeting 

 
The next meeting will be held on Wednesday 7th October 2015 at 1:00 pm in the CCG 
Committee Room, St James Hospital. 
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HEALTH AND WELLBEING BOARD 
 
MINUTES OF THE MEETING of the Health and Wellbeing Board held on 
Wednesday, 17 June 2015 at 9.00 am in Conference Room A, Civic Offices, 
Portsmouth. 
 

Present 
 

 Councillor Luke Stubbs (in the Chair) 
 
Councillor Jennie Brent (Standing Deputy)  
Councillor Colin Galloway (Standing Deputy) 
 

   
Dr Janet Maxwell 
Innes Richens 
Ruth Williams 
Di Smith 
Rob Watt 
Tony Horne 
Dianne Sherlock 
Sue Harriman 
Jackie Powell 
Simon Jupp (in attendance for Ursula Ward) 
Dr Elizabeth Fellows  
Dr Dapo Alalade 

 
  

Officers Present 
Matt Gummerson, Jo York, Mary Shek, Preeti Sheth, Barry 
Dickinson, Alan Knobel  

 
 
 

11. Welcome, introductions and apologies for absence (AI 1) 
 
Apologies for absence had been received from Councillors Gerald Vernon-
Jackson and Councillor Donna Jones.  Councillor Colin Galloway was 
attending as standing deputy for Councillor Vernon-Jackson and Councillor 
Jennie Brent was attending as standing deputy for Councillor Jones.   
 
Apologies had also been received from Dr Jim Hogan and Ursula Ward.  
Simon Jupp was in attendance for Ursula Ward and Dr Dapo Alalade was in 
attendance for Dr Hogan.  
 
Councillor Luke Stubbs as chair welcomed everyone to the meeting and 
asked if introductions could be made around the table.   
 

12. Declarations of Members' Interests (AI 2) 
 
There were no declarations of members' interests.  
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13. Minutes of Previous Meeting - 25 February 2015 and matters arising (AI 
3) 
 
The minutes of the Health & Wellbeing Board meeting held on 25 February 
2015 were approved as a correct record by the Board.   
 
The Board noted that the changes to governance recommended by the Board 
in February had been fully endorsed by Full Council and have now taken 
effect.  
 

14. Better Care - update/progress report (AI 4) 
 
A presentation was made to the HWB on the progress of the Better Care 
Fund (BCF) by Jo York, Head of Better Care Programme and Innes Richens, 
Chief Operating Officer, Portsmouth CCG.  The slides would be circulated to 
the Board following the meeting.  
 
In response to questions the following points were clarified: 

 The governance is provided by a multi-agency Better Care Project 
Board which reports to the CCG, Cabinet and the HWB.  

 With regard to IT, Innes advised that the Project Board is in 
discussions with the Adult Social Care and Children's Social Care 
teams about investing in IT developments and they are looking to 
implement the same software solutions with all GP practices.  Rob 
Watt added that the appetite for this is there and there is an Inter-
operability programme on how to link systems together.  
 

Councillor Stubbs said he agreed that IT was an issue and advised that he 
had asked Matt Gummerson to look at whether the Council can consider 
options for an improved IT system.   
 
Jo York and Innes Richens were thanked for their presentation.  
 

15. Portsmouth Dementia Action Plan (AI 5) 
 
Preeti Sheth, Head of Integrated Commissioning, introduced the report and 
advised that Portsmouth has one of the highest rates across Wessex region 
with diagnosing dementia. The dementia steering group is a strong 
partnership which ensures that all partners are working together to oversee 
the dementia action plan.   
 
Dr Fellows said that from the GP's perspective they welcome a clear offer to 
patients who are diagnosed with dementia early.   
 
In response to a question from Councillor Stubbs relating to the 
recommendations from the East London Dementia Pathway Review listed in 
paragraph 7.2 of the report, Preeti Sheth advised that there were currently five 
pilots running which had been extended until December.  
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16. Use of Public Health Grant (AI 6) 
 
Dr Janet Maxwell introduced the report which outlined the way forward for 
distributing the Public Health Grant.   
 
In response to a question Dr Maxwell advised that she was in discussion with 
all directorates with regard to the redistribution of the public health grant.  A 
series of seminars called 'Building a Healthier City' had been held last autumn 
to ensure that public health is in the heart of all the directorates. Following this 
the focus is on ensuring children get the best possible start in life, with work 
taking place on sports development and supporting arts and culture 
development.  Also work with the housing team to help the homeless health 
pathway and work with to the transport directorate to provide safer routes to 
school to encourage children to walk or cycle to school.  
 

17. Pre-birth to 5 years old - update on the Health Visitor transfer and the 
Healthy Child Programme (AI 7) 
 
Dr Janet Maxwell introduced the report updating the board on the pre-birth to 
5 public health services, the health visiting transfer and the healthy child 
programme.  In response to questions the following points were clarified:  

 There are up to 60 health visitors who are led by Solent but 
commissioned by the local authority. They will be part of the multi-
agency teams (MAT's) which are being developed by Children's 
Services and partners.  

 The focus is on 0-5 year olds to ensure they are given the best start in 
life and are ready to start school, however this is part of the overall 0-
19 year old programme.  

 Health visitors use children's centres regularly but the team are keen to 
ensure that they are being used to their full potential.  A 
scoping/mapping exercise is currently taking place to monitor use. 
There are potential opportunities to increase the use of children's 
centres e.g. to bring in more activities so building are used to their 
maximum potential and ensure that the work is well meshed with 
primary care.  

 Di Smith, Interim Director of Children's Services added that there is a 
move nationally to change the children centre offer so that the focus is 
on outcomes instead of whether centres are getting the maximum use.  

 It is recognised that more work is needed in communities and 
engagement with families is in progress to ensure that what is offered 
meets the needs.  

 
18. Smoking, Alcohol and Substance Misuse (AI 8) 

 
Dr Maxwell, Alan Knobel (Alcohol Strategy Lead) and Barry Dickinson (Senior 
Programme Manager) presented the report which highlighted the potential 
impact of planned cuts to substance misuse budgets.  In response to 
questions the following points were clarified: 

 Concerns were raised by some members of the HWB about this 
resource potentially being reduced, with the costs of not providing this 
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service potentially exceed the savings.  A collective solution to finding 
the funds to support this was advocated.   

 Dr Maxwell explained that there is a case that spend on the service 
needs to remain stable over the next few years.  

 The city had a significant number of heroin users who require a 
particular intense journey and the service had been redesigned to 
provide an improved treatment programme, with risks to disrupting that 
at this stage.   

 It was intended that the funds would also be used to do more to 
educate young people on the effects of drug and alcohol use to prevent 
them becoming dependent on drugs and alcohol.   

 The next HWB will receive a report on the Public Health Annual Report 
which will include the expected health impact of redistributed funding 
from the Public Health grant. 
 

The HWB felt this was a crucial service and would support, in principle, finding 
the savings required from other services, while recognising the reality of the 
scale of cuts imposed on the council. Innes Richens asked Dr Maxwell that 
the depth of savings be thoroughly considered and that the redistribution of 
funds and expected health outcomes be made absolutely clear in the future 
report to the HWB. 
 

19. Integrated Wellbeing Service (AI 9) 
 
Mary Shek, Transition Manager introduced the report on the progress towards 
the implantation of the integrated wellbeing service, and in response to 
questions from the Board clarified the following points: 

 The skillsets of staff for the wellbeing service are varied, and a robust 
training programme including online and face to face training was 
proposed.  Following one of the pilots it was felt that this training 
needed to be paced and this would be reviewed at the end of July.  

 The service would be working with families and links to all services.  

 Following the feedback received at the NHS event on 3 June, the team 
are looking to tighten the criteria on which patients the service is able 
to assist so it is targeted to the most vulnerable.  Those who are able to 
access the support they need themselves will be signposted to where 
they can obtain help e.g. pharmacies or the voluntary sector. The team 
are also looking to enhance capacity of the service following feedback 
from GP's.  The service is primarily for those who are in greatest need 
of help.  

 Will look at criteria and work with GP's to improve the referral process 
and ensure that there are clear pathways.  It was agreed a separate 
conversation between Mary Shek and GP colleagues would be 
organised to discuss the best way forward.   

 The service is working closely with Solent NHS Trust as there are 
many different interfaces with Solent.  Sue Harriman said she would 
ensure that a meeting takes place between Mary and relevant people 
from Solent NHS Trust.  

 A newsletter on the Integrated Wellbeing Service would shortly be 
produced and this would be sent to the members of the HWB.  
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 On target for the full service to be launched on 1 October 2015.  
 

 
20. Tacking Poverty Strategy draft priorities (AI 10) 

 
Matthew Gummerson advised that Kate Kennard, Tackling Poverty 
Coordinator, had provided the draft Tackling Poverty Strategy and circulated 
this to the HWB. This follows on from the board's approval of the Tackling 
Poverty Needs Assessment at its February meeting. 
 
Kate has asked if she can have feedback from the HWB on the strategy by 
Tuesday 11 August, so that she can build this into the strategy before the 
September meeting. Kate will in the meantime be working with a multi-agency 
steering group to develop the detailed action plan.  
 
The final strategy and action plan will be presented for approval in September 
with agreed actions for all organisations to help deliver this key agenda.  
 
 

21. Work programme for the Health & Wellbeing Board (AI 11) 
 
Matthew Gummerson reported that the work programme was attached for 
information to ensure accountability.  Tony Horne advised that the 
Healthwatch annual report is now completed and it was agreed to add this 
onto the agenda for the next meeting.  Dr Maxwell also confirmed that as part 
of the Public Health Annual Report that was on the work programme for the 
next meeting, she would include an update on the latest situation with the 
distribution of the public health grant. 
 

22. Date of next meeting (for information) and briefing on Liver Health 
Needs Assessment (AI 12) 
 
The date of the next meeting was confirmed as Wednesday 16 September at 
9:00am in the Civic Offices.  
 
The meeting was followed by a briefing led by Dr Maxwell on the Liver Health 
Needs Assessment.  
 
 
The meeting concluded at 10.45 am. 
 
 
 
 
 

  

Councillor Luke Stubbs 
Chair 
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