
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 

 

Governing Board 
 

A meeting will be held from 1.00pm – 3.00pm on Wednesday 20 January 2016 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 Tom Morton, David Williams. 
 

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 11 November 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.  Governing Board Assurance Framework 
 

Mr I Richens Cream 

7.  Register of Interests 
 

Dr T Wilkinson Green 

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

Primary Care Commissioning Business (Items 8 - 9) 
 

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 routinely transfers at this point to our Deputy Chair who is 
a lay member representative.  In his absence today another lay member representative will 
take on the chair role. 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.  
 
8.  Recommendations following PMS Reviews 

 
Mr I Richens White 



 Subject Lead Attachment 
 

9.  Proposed Closure of Campbell Road Surgery and 
Proposed Merger of Baffins Surgery and Milton Park 
Practice 
 

Mr I Richens Grey 

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

10.  Primary Care Commissioning Governance Arrangements 
 

Dr T Wilkinson Cream 

11.  Appointment of new CCG Chair of Governing Board 
 

Mr A Silvester Pink 

12.  Review of Lay Member Portfolios 
 

Dr T Wilkinson Yellow 

13.  NHS England enquiry regarding CCG Governance 
 

Dr T Wilkinson White 

14.  Minutes of Other Meetings 
 

 Clinical Strategy Committee 

 Audit Committee 

 Health and Wellbeing Board 
 

 
 
Dr J Hogan 
Mr A Silvester 
Mr I Richens 
 

 
 
Lilac 
Blue 
Salmon 

15.  Date of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 16 March 
2016 at 1.00pm in Conference Room A, 2nd Floor, Civic Offices, Portsmouth. 
 

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 20 January 2016 

 
Agenda Item No  
 

3 
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Minutes of Previous Meeting 
 
Purpose of Paper 
 

 
To agree the minutes of the NHS Portsmouth Clinical 
Commissioning Group Governing Board meeting held on 
Wednesday 11 November 2015. 
 
 
 

 
Recommendations/ 
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Approve 

Potential Conflicts 
of Interests for 
Board Members 

 
None 

 
Author 
 

 
Jayne Collis 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson 

 
Date of Paper 
 

 
8 January 2016 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 11 November 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 11 November 2015 

 
Agenda 
Item 

Action Who By 

3 
(7, 3.9.15) 

Minutes of Previous Meeting - 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 Mar 
16 

3 
(8, 3.9.15) 

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

I Richens End Mar 
16 

3 
(12, 3.9.15) 

Minutes of Previous Meeting - 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 

3 Minutes of Previous Meeting – Amend pages 5 and 12 
as agreed. 

T Wilkinson/ 
J Collis 

Next Mtg 

5 Integrated Performance Report – Discussions to take 
place involving Dr Julie Cullen and Dr Janet Maxwell on 
how workforce as a workstream is incorporated into the 
blueprint programme. 

I Richens Next Mtg 

5 Integrated Performance Report – Ensure primary care 
as a provider dashboard is incorporated into the 
Integrated Performance Report. 

I Richens Next Mtg 

5 Integrated Performance Report – Provide information 
on what the CCG has done in relation to the local quality 
premium on “access to health services for people with 
sensory loss”. 

M Spandley Next Mtg 

8 CCG Learning Review: Solent NHS Trust Community 
Nursing – Feed back to team the proposed addition of 
action in relation to Covalent. 

I Richens Next Mtg 

14 Patient Story – Make links between PDF and the cycle 
maintenance organisation to explore possibilities. 

D Williams Next Mtg 

14 Patient Story – Join discussions between Wheels for 
Bikes and PDF. 

J Maxwell Next Mtg 

 
Present: 
 
Dr Linda Collie - Clinical Executive 
Paul Cox - Practice Manager Representative 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Clinical Executive 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Tom Morton - Lay Member 
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Jackie Powell - Lay Member 
Innes Richens - Chief Operating Officer 
Andy Silvester - Lay Member 
Michelle Spandley - Chief Finance Officer  
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 Dapo Alalade - Clinical Executive 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
 
 
1. Apologies and Welcome 
 

Apologies received from Dr Dapo Alalade and Dr Tahwinder Upile. 
 
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 3.10pm – 3.40pm.  

 
Dr Tim Wilkinson further explained that Items 9 – 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 the section on the front sheet of Governing Board 
papers which detailed any potential conflict of interest. 
 

2. Declarations of Interest 
 

Dr Linda Collie, Paul Cox, Dr Elizabeth Fellows, Dr Jim Hogan and Dr Tim Wilkinson 
declared a possible conflict of interest relating to Items 9 – 11 on the agenda, however, as 
there is no specific decision to be made, it was agreed that these members may remain for 
the discussion. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 23 September 2015 
were approved as an accurate record subject to the following amendment: 
 
Page 5, “Finance” bullet point, last sentence, amend “With regards to IFRs” to “With 
regards to mental health out of area placements”. 
 
Page 12, first paragraph, “as they are both associated with one of the member practices 
involved in developing the business case being considered.” to be removed. 
 

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

Action Who By Progress 

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

M 
Spandley 

Nov 15 Included in this months 
report.  Complete. 

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 A meeting has been set up 
to discuss this issue.  
Complete. 

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 

Due end March 2016. 

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 

Due end March 2016 

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

I Richens Nov 15 Group established.  
Complete. 

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 

Future meeting. 

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

I Richens Nov 15 Complete. Suggestion has 
been incorporated into the 
development of our PPE 
programme.  

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 
publicatio
n 

Complete. 

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

I Richens Nov 15 Complete. 

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 Audit Committee will 
consider at its December 
meeting. 

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

J Collis Nov 15 Complete. 
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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: 
 
• Blueprint 
 

This was presented at the last Governing Board meeting and since then a meeting has 
taken place with Portsmouth Healthwatch to discuss and engage them as a critical 
partner and sought their initial views on the principles upon which we need to operate 
ongoing engagement.  This is just the start of the journey with Healthwatch and the 
process will continue. 

 
• Dementia Diagnosis Rates 
 

Latest dementia diagnosis rate figures were published by the Health and Social Care 
Information Centre (HSCIC) on 2 October 2015 and data shows that the CCGs actual 
dementia diagnosis rate is 69.2% against a national estimate of 66.1%.  The HSCIC 
estimate there is a potential gap of 619 patients in the City who may benefit from 
access to support by way of a dementia diagnosis.  The CCG is working with practices 
to further improve rates. 

 
• CCG Headquarters Accommodation Move 
 

The CCGs plans to relocate its headquarters are progressing well and the move is 
planned to take place over the weekend of 12 February 2016.  The CCG is working 
with the staff engagement group to oversee the plans.  All members of staff based at St 
James Hospital have received a consultation document regarding the proposed 
relocation and the CCG is aware that one of the biggest concerns for many staff is the 
impact on travel arrangements of the new location.  The CCG is looking at options for 
staff to help them with this including interest free loans for public transport, bicycle 
purchases and parking permits. 

 
David Williams commented that with regards to the Blueprint, he and Innes Richens had 
met with Solent NHS Trust’s Board recently and that the Blueprint was endorsed by the 
Council Cabinet earlier in the week. 
 
Jackie Powell commented on the revised Terms of Reference for the Primary Care 
Operational Group and asked if the Board should receive updates.  Innes Richens 
explained that the intention is to routinely report primary care issues to the Governing 
Board. 
 
The Governing Board accepted the Chief Clinical Officer’s Report. 
 

5. Integrated Performance Report 
 
Michelle Spandley presented the Integrated Performance Report dated 11 November 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 
explained that the CCG assessment against each of the priorities remains rated as in 
previous months - Priority 1 and 3 as partially on track and Priority 2 and 4 as on track to 
deliver. 
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• Finance – on track to deliver with the expected plan as at month 6.  The contract 
performance at Portsmouth Hospitals Trust (PHT) remains above contracted levels.  
The GP Prescribing budget has also been exceeded and Mental Health out of area 
placements expenditure continues at a rate higher than expected.  All these issues are 
constantly being reviewed and these overspends are being covered by small 
underspends elsewhere in the CCG budgets and by the use of contingency. 

 
• Priority 1  
 

- A&E waiting times remain below the national standard of 95% and the planned local 
trajectory of 90%. 
 

- Ambulance response times for South Central Ambulance Services (SCAC) remain 
a concern and Commissioners have issued a Contract Performance Notice in 
October.  The response times for Portsmouth are achieved as an individual site 
however the south central area is monitored as a whole.  The CCG continues to 
work with SCAS. 

 
- Referral to Treatment Target is being achieved at aggregate level, however this is 

not across all specialties and the CCG needs to understand the reasons for this.  A 
contract performance notice has been issued to ensure the aggregate target is 
sustained and the CCG continues to work with PHT. 

 
• Priority 2  

 
The main focus in this priority is quality. 
 
- The CCG continues to work with Portsmouth Health Limited (PHL) who provide the 

GP out of hours services across 5 CCGs. 
 

- PHT - There are issues around Urgent Care and the achievement of 4 hour waits 
remains a high priority as this can delay the timeliness of assessment of patients.  
Staffing and workforce challenges continue to be monitored and PHT reported an 
increase to substantive staffing reducing their vacancy rate to 5%.  A ward based 
staffing review showed overall compliance with registered nurse to patient ratios, 
with two exceptions F3 and cedar ward, which are being reviewed.  Cedar ward has 
recently transferred to Southern Health.  Discharge summaries will remain a high 
priority until full rollout across the Trust has been implemented. 

 
- Solent NHS Trust – The CCG continues to work with Solent on the high numbers 

of resignations in the Community Nursing team.  NHS England and the Trust 
Development Agency are also involved and a rectification plan is in place.  The 
CCG has been notified of further resignations and escalated this again to the Chief 
Executive and a response is expected shortly. 

 
Innes Richens commented that Community Nursing is one of the top priorities for 
the nursing team and concerns are escalating.  There are other areas in the city 
that have recruitment issues but this is complex and we may have to take a 
different approach.  Dr Julie Cullen commented that it is a national issue but our 
focus is local and there is no quick fix unfortunately and we are doing our best for 
the service.  Michelle Spandley explained that Solent were taking the issue very 
seriously and are accepting the help and support provided to them.  David Williams 
commented that there were similar issues in Social Care.  Discussions took place 
regarding the various organisations both nationally and locally involved in workforce 
planning and development and how the CCG needed to align these to meet its local 
requirements as set out in the blueprint.  Innes Richens agreed to set up a further 
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discussion about progressing this and agreed to involve Dr Julie Cullen and Dr 
Janet Maxwell. 

Action:  I Richens  
 

- South Central Ambulance Services (SCAS) – Ongoing discussions around the 
number of long waits for ambulance.  Recently there has been a failure to achieve 
the 3 contracted response times and therefore risks remain until action plans are 
put in place. 
 

- Clostridium Difficile (CDiff) – Target is exceeded by 1 for the year to date.  The 
CCG awaits the outcome of 1 potential MRSA case. 

 
• Priority 3  

 
Remains at risk of delivering expected outcomes as the Falls and Fracture project is 
still not yet back on track.  Solent are the lead provider of the scheme and are taking 
forward the pathway development. 
 
The Clinical Systems Integration Project is continuing. 
 

• Priority 4  
 

The Projects within Priority 4 are making good progress. 
 
Cancer targets are not consistently being achieved and are now subject to a contract 
performance notice with PHT. 

 
Pages 45 to 50 of the report describe the CCGs self-assessment against NHS Englands 
revised assurance framework.  The CCG recently had an Assurance meeting with the NHS 
England Local Area Team and have decided to review the performance domain and re-
score as requires improvement. 
 
Jackie Powell asked about the Learning Review that is Agenda Item 8 on the agenda and if 
this will expand to South Central Ambulance Service (SCAS) and also asked for 
clarification on our position regarding delayed transfer of care.  Michelle Spandley 
explained that the SCAS recruitment process is one of the areas the quality and 
contracting team continue to work on with SCAS and challenges can be taken back to gain 
assurance.  A contract performance notice has been issued which will have a knock on 
effect for staff, vehicles etc.  Dr Jim Hogan commented on delayed transfers of care 
explaining that this stemmed from a report from Portsmouth Hospitals Trust (PHT) that 
went to the Health Overview and Scrutiny Panel (HOSP) and mentioned bed-blocking.  
Delayed transfers of care are at 2.6% so are not an issue and are, for example, 
significantly lower than Southampton.  The HOSP report talked about an audit taken a few 
weeks ago.  The audit identified a number of patients who were awaiting assessment.  
PHT own part of the solution as there are there are patients awaiting scans and test results 
who could be moved on.  We are working hard to help PHT and a meeting is planned to 
revisit the areas and address the situation as a system.  Jackie Powell commented that the 
article headline was quite distressing and that the partner response was in the small print.  
 
Dr Janet Maxwell gave congratulations to the team in making finances balance despite the 
huge pressures and commented that there was a good focus on each area in 
understanding the risks and addressing them appropriately.  It is important and valuable 
work. 
 
Tom Morton asked about the Millbrook Health Wheelchair Service as mentioned on pages 
18/19 of the report and asked if it was improving.  Michelle Spandley explained that it is 
improving and it is hoped that it will be downgraded in the risk score shortly.  Innes Richens 
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explained the quality team will check the progress on this and said that the patient story 
later on the agenda focusses on this area. 
 
Dr Elizabeth Fellows asked about Primary Care providers and why this was not yet an area 
shown in the Performance Report.  Innes Richens explained that a group has been looking 
at this in order to devise a dashboard and the performance and planning team are trying to 
gather data and as soon as possible this will be included in the report. 

Action:  I Richens 
 
Jackie Powell asked about progress on the quality premium “access to health services for 
people with sensory loss”.  Michelle Spandley explained that this was a local measure and 
agreed to provide information at the next meeting. 

Action:  M Spandley 
 
The Governing Board accepted the contents of the Performance report.  
 

6. Quality Assurance Framework 
 

Innes Richens presented the updated Quality Strategic Framework which was discussed 
and approved at the CCG Quality and Safeguarding Executive Group on 14 October 2015.  
He explained that the key change is that the Framework now acknowledges our delegated 
responsibilities for primary care commissioning. 
 
The Governing Board approved the updated Quality Strategic Framework. 

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

 
Innes Richens presented the Safeguarding Children and Adults in Portsmouth Annual 
Report 2014-15 which outlined the responsibilities and statutory duties of the CCG, and its 
response, to safeguard and promote welfare of children and vulnerable adults.  It includes 
the actions taken over the previous year and priorities identified for 2015/16.  He explained 
that the Clinical Executive Lead portfolios for Safeguarding were reviewed in year and 
reported that Dr Linda Collie is now the lead for Children and Dr Dapo Alalade is the lead 
for Adults. 
 
Innes Richens explained that the CCG attends and participates in the work of both the 
Portsmouth Safeguarding Children and Adults Boards and the designated professionals 
lead many of the sub-groups.  We also ensure that routine monitoring and reporting is in 
place of all providers of NHS services in the City including reviewing and participating in 
responses to CQC and Ofsted inspections, involvement in Serious Incident Reporting 
processes as well as site visits and audits.  The CCG also fully participates in any case 
reviews, child death reviews and domestic homicide reviews and actively works with care 
homes in the City to monitor safety and support them to continuously improve.  The 
Governing Board is asked to note and commend the work of Tracy Keats, Lorraine Smith, 
Cathy Mead and Dr Charlotte Day who have demonstrated excellent leadership in both 
establishing and delivering this work. 
 
Dr Linda Collie highlighted a number of areas from the report and commented that all 
statutory safeguarding roles are correct across the CCG. 
 
• The Portsmouth NHS Child Safeguarding Forum, which is a sub group of the 

Portsmouth Safeguarding Childrens Board has approximately 45 members and 
meetings quarterly. 

• The Joint Action Team (JAT) has progressed to a Multi-Agency Safeguarding Hub 
(MASH) and has now been launched. 
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• A Health Visitor has been seconded to the CCG to strengthen the Safeguarding 
Childrens team. 

 
Dr Linda Collie drew attention to the key achievements for 2014/15 as detailed in the 
report. 

 
Dr Janet Maxwell commented that often safeguarding issues relate to other issues within 
families so there will be pressure on other services so we need to ensure we work together 
to mitigate this. 

 
Dr Elizabeth Fellows said that it was good to see the dissemination of lessons learnt was 
more robust and city wide. 

 
Tom Morton said that he supported Dr Fellow’s comments and that there was much 
improvement.  Dr Tim Wilkinson commented that it still remains a challenge. 
 
The Governing Board ratified the Safeguarding Children and Adults in Portsmouth 
Annual Report 2014 – 2015 for sharing with the Adult and Children’s Safeguarding 
Boards and NHS England (Wessex). 
 

8. CCG Learning Review:  Solent NHS Trust Community Nursing 
 
Dr Julie Cullen presented a paper which detailed a review that was undertaken to identify 
whether there were actions that 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, who 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 the CCG Quality Team, the Integrated Commissioning 
Unit and the CSU. 
 
The review is for the CCG to look at whether there are lessons learned that we can use in 
the future and therefore does not make any recommendations for the Trust and they are 
undertaking their own review process.  The full review has been shared with Solent NHS 
Trust and an action plan has been put in place to improve the way we operate as a CCG. 
 
The paper gives a summary of the Lessons Learned and the Action Plan.  Dr Cullen 
highlighted some of the key actions such as ensuring a log is kept for each provider to 
include notes of telephone conversations, informal meetings and any other relevant 
information; the introduction of an escalation tracker and clear accountability. 
 
Dr Tim Wilkinson commented that he supported this important piece of work and that we 
needed to ensure the actions happen. 
 
Dr Jim Hogan commented that there was an element of using covalent for all workstreams 
and is the CCG happy with this?  Michelle Spandley said that she may discuss this further 
with Suzannah Rosenberg as if Covalent had been used it would have highlighted issues 
earlier.  It was agreed that the proposed addition of action in relation to Covalent would be 
fed back to the team. 

Action:  I Richens 
 

The Governing Board noted the internal review process the CCG has undertaken 
and the lessons learned and noted the action plan to improve the way we operate as 
a CCG. 
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PRIMARY CARE COMMISSIONING BUSINESS (ITEMS 9 – 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 9 to 11 on the agenda. 
 
Tom Morton took over chairing the meeting. 
 
The paragraph detailed on the Agenda of the meeting explains that the CCG are learning and 
reviewing how it handles such business so that its arrangements may be adapted as different 
approaches are tried.  For each specific item of primary care business the handling of potential 
conflicts of interests will be agreed before getting into the item itself.  It has also been agreed that 
when appropriate GPs can contribute to discussions but cannot take part in the decision. 
 
9. Guildhall Walk Healthcare Centre Petition 

 
Innes Richens explained that the CCG has received a petition from 38 Degrees regarding 
the future of the Guildhall Walk Healthcare Centre.  He explained that from Monday 16 
November 2015 until 19 February 2016 a full public consultation will be undertaken and the 
petition will be considered as part of the consultation.  Innes Richens urged people to give 
their views and explained that there will be roadshows arranged to seek views and the 
CCG will be using the media to get messages out to encourage people to actively take 
part. 
 
Andy Silvester asked if the petition was ongoing.  Innes Richens confirmed that it was an 
ongoing on-line petition and would be included in the CCGs consideration of feedback from 
the public as part of the consultation process. 
 
The Governing Board noted the petition. 
 

10. Proposed Merger of North Harbour Medical Group and Northern Road Surgery 
 
Innes Richens presented a paper which detailed the proposed merger of North Harbour 
Medical Group and Northern Road Surgery under one single contract with a target date for 
the merger of 1 April 2016.  The CCG has conducted an assessment of the application 
which is included in the paper. 
 
Innes Richens highlighted that the Front Sheet of the paper had a couple of errors on it in 
that the use of PMS and GMS are the wrong way round for which he apologised.  North 
Harbour Medical Group is a GMS contract and Northern Road is a PMS contract.  The 
main proposal however had it detailed correctly. 
 
The Primary Care Co-commissioning Reference Group reviewed the application on 14 
October 2015 and recommended that the Governing Board approve the application. 
 
Dr Julie Cullen asked if practices needed permission to close a premise if they undertake a 
merger.  Innes Richens explained that there is a process that needs to be followed to 
ensure they are doing the right thing and there would need to be communication and 
consultation with patients as part of the application process. 
 
Jackie Powell asked if the practices were required to give notice to their registered list.  
Innes Richens explained that as part of the consultation practices are required to discuss 
the proposals with their registered list however the CCG cannot insist on the way this is 
done but we have to be assured they have done it. 
 
The Governing Board approved the merger of North Harbour Medical Group and 
Northern Road Surgery with effect from 1 April 2016.  Any proposals for the future 
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closure of the Northern Road Surgery premises will be subject to further planning, 
assessment of costs and public consultation and will therefore be subject to 
separate consideration. 

 
11. Proposed Merger of Ramilies and the Osborne Practice 

 
Innes Richens presented a paper which detailed the proposed merger of Ramilies and the 
Osborne Practice under one single contract with a target date for the merger of 1 April 
2016.  The CCG has conducted an assessment of the application and no additional 
assessment document has been provided as all the information required for decision 
making was considered to be in the practice application. 
 
The Primary Care Co-commissioning Reference Group reviewed the application on 14 
October 2015 and recommended that the Governing Board approve the application. 
 
The Governing Board approved 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 be subject to separate consideration. 
 
Dr Jim Hogan commented that he welcomed the mergers as they support primary care 
going forward however the issues around premises need to be addressed at some stage 
as they do not support the blueprint or the geography of the Island.  The first step in the 
Blueprint is to enable practices to move to more appropriate sites to deliver services for the 
benefit of patients. 
 
Michelle Spandley said that within the estates strategy work the CCG is reviewing the 
estate owned and leased within the City including primary care.  This will assist us in 
developing plans to develop appropriate estate for the future needs of the blueprint.  
 

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. Register of Interests 

 
Dr Tim Wilkinson presented the Register of Interests as declared at 1 October 2015.  It was 
agreed any revisions would be presented to the next meeting. 

Action: All 
 

The Governing Board accepted the Register of Interests as declared at 1 October 
2015. 
 

13. Minutes of Other Meetings 
 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meetings held on 2 September 2015. 
• Minutes of the Health and Wellbeing Board meeting held on 17 June 2015. 

 
The Governing Board accepted the minutes. 
 

14. Patient Story 
 

Suzannah Rosenberg introduced Sharon Smithson, Chair of Portsmouth Disability Forum 
(PDF) who shared recent experiences of Millbrook Wheelchair Services.  Sharon outlined 
the issues for people who require a wheelchair both in respect of getting the right 
equipment but also for services to be accessible and timely for them. She stressed the 
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importance of communications with providers and that this had been a weakness in the 
past.  However she also outlined how Millbrook has taken on board feedback and how the 
services had improved including their attendance at the open access forum and training for 
staff operating the telephone services.  Waiting times remains a problem but she was 
aware there was significant work ongoing to reduce the backlog.  Sharon went on to make 
some suggestions for the future which Millbrook were considering such as attendance at 
the wheelchair fixing clinic and setting up drop in clinics for small pieces of work.  
 
Dr Julie Cullen thanked Sharon Smithson for sharing her experiences and said that she 
was delighted to hear that she felt there is an improvement with the Millbrook Wheelchair 
Service, and asked if she thought this was an improvement across the board or just for her 
personal experience.  Sharon Smithson said that she could only go on her experience and 
at PDF she wants to be a voice for others and there are still issues and the service is not 
100% but she feels they are trying. 
 
Andy Silvester asked where PDF met.  Sharon Smithson explained that the group meet at 
Prince Albert Road, Southsea, behind Eastney Health Centre and the building is for their 
use.  Andy Silvester suggested the possibility of setting up a clinic at the premises.  Sharon 
said that it was a good idea but she appreciated that not everyone could get to the 
premises. 
 
Dr Janet Maxwell asked if Millbrook provided a service for children and could they use 
PDF.  Sharon Smithson explained that they do have a service run for children and their 
parents and Millbrook supply the chairs. 
 
David Williams said that it would be worth speaking to the cycle maintenance organisation 
to see if they could provide a mobile clinic and agreed to look into it further. 

Action:  D Williams 
 

Jackie Powell said she was curious on experiences previous to Millbrook and what had 
changed.  Sharon Smithson said that communications have never been particularly good 
but it has improved and there is increasing awareness and they are constantly engaging.  
They are trying hard to take peoples views on board. 
 
Innes Richens said that he was pleased it was felt that Millbrook were trying hard and we 
need to ensure that they are responding to the issues that are raised.  He asked that PDF 
continue to work with the CCG on the issues raised with Millbrook so that we can look at 
alternatives if they cannot solve the problem such as clinics etc.  Sharon Smithson agreed 
to continue to work with the CCG and commented that so far Millbrook had attended every 
meeting and have agreed to feed back to the December meeting.  Innes Richens agreed to 
talk to the forum after the December meeting to ensure the kinds of things that Millbrook 
propose are the right solutions.  
 
Dr Janet Maxwell commented that Portsmouth has Wheels for Bikes and it is one of the 
biggest in the country and it would be of value to use them as an opportunity for people to 
get mobile.  They have a range of facilities to use and it would be a good opportunity to 
maximise their use.  It was agreed that this would be looked into further. 

Action:  J Maxwell 
 
Dr Janet Maxwell asked whether access to public transport was an issue.  Sharon 
Smithson explained that on a personal level trains were quite good however assistance is 
not always there.  Most buses now have low access and drivers are becoming more aware 
but there is still work to be done. 
 
Dr Tim Wilkinson thanked Sharon Smithson for taking the time to come and speak to the 
Board about her experiences and thanked Suzannah Rosenberg for arranging. 
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15. Date of Next Meeting 
 
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.  This will be 
followed by a Question and Answer session.  
 

16. Meeting Close 
 

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 we would now go to the Q & A session. 
 
 
 
 
Jayne Collis 
20 November 2015 
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REPORT FROM THE CHIEF CLINICAL OFFICER 
 
1 INTRODUCTION 
 

This report summarises the key decisions and actions taken by the Clinical Executive 
under the leadership of the Chief Clinical Officer on behalf of the Governing Board since 
the previous Governing Board meeting in November 2015.  
 

2 BLUEPRINT 
 
The Portsmouth Blueprint is underpinned by a vision for the transformation of health and 
social care in the city, a series of key commitments to Portsmouth, and a set of desired 
outcomes for the city and its population. 
 
Our approach is squarely in line with the NHS Five Year Forward View (2014). It reflects 
the conclusions of the Barker Commission (‘Commission on the Future of health and Social 
Care in England’, 2014), the vision for social care set out by the Association of Directors of 
Adult Social Services and the recommendations of the latest King's Fund report on health 
and social care integration (‘Options for integrated commissioning: Beyond Barker’, 2015). 
It fits with the statements in the recent Comprehensive Spending Review about all local 
areas needing a plan for integration of health and social care. It is also in line with the 
outline proposals for health and care integration included in the Hampshire and Isle of 
Wight prospectus for Devolution, submitted to HM Treasury in September 2015. 
 
At a national level, since the publication of the Barker Report in 2014 there has been "a 
substantial groundswell of support for the central proposition of a new settlement based on 
a single ring- fenced budget and a single local commissioner" but the biggest concern has 
been how this can be achieved without major organisational change. The NHS Five Year 
Forward View (2014) states that the national leadership of the NHS will need to "act 
coherently together and provide meaningful local flexibility in the way payment rules, 
regulatory requirements and other mechanisms are applied." It goes on to say that, "We 
will back diverse solutions and local leadership, in place of the distraction of further national 
structural reorganisation." 
 
Whilst many details of the Blueprint are still being developed, there is a strong desire by the 
partners to make progress where we can to achieve better services for the public and 
greater efficiency for the public purse. Momentum and the demonstration of our 
commitment to improve local delivery are powerful drivers and need to come from the top 
to empower the local health and wellbeing system. Bearing in mind that we are already a 
year into the 'Five Year Forward View', the Board is recommended to adopt a pro-active 
approach in the spirit of 'diverse solutions and local leadership'. Considerable progress can 
be made within the existing legal provisions and the collaborative approach adopted by the 
partners, without the need to seek 'permission' or new legal powers. 
 
Financial and governance arrangements - how far can we go? 
 
The existing legal powers vested by statute in the partner organisations and the Health and 
Wellbeing Board provide considerable scope for meaningful progress to be made in some 
key areas. Two key areas are governance and finance - and the relationship between 
them. Whilst it will be for the individual organisations and this Board to decide how far and 
how fast they wish to proceed, the following sets out the scope that exists within the current 
statutory frameworks. 
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In the light of this legal and financial framework we can begin to put some shape around 
the organisational machinery necessary to deliver our objectives. A catalyst to this will be 
to re- engineer some of our existing management structures and processes across the 
partners. 
 
The existing financial and legal powers are sufficient to accommodate the following 
potential organisational models which could help accelerate our progress: 
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• An operating model across existing providers of health and social care services that 
allows them to ‘act as one provider’ – in effect creating a ‘virtual integrated and 
accountable care organisation’ 

• A single commissioning budget and decision-making committee/board or similarly 
legal accountable body – could be achieved using existing s75 powers or managed 
within existing organisational structures but presented and treated as a 'single 
budget' 

 
• A single strategy, planning and commissioning framework, and revised Joint Health 

and Wellbeing Strategy 
 

• A developing role for the Health and Wellbeing Board, recognising that in its current 
configuration it is not set up to take on delegated responsibility for commissioning 
local services  

 
• Revised joint scrutiny arrangements appropriate to new model 

 
• Joint senior management arrangements between Portsmouth City Council and NHS 

Portsmouth. This could include, for example, a new role of 'Director of Health and 
Adult Services' appointed jointly by PCC and PCCG. This post could manage 
operational leads for commissioning (supported by a shared intelligence and 
commissioning function), service delivery (exploration of single provider model 
envisaged for future), and transformation (including Better Care and programme 
management of Blueprint). 

 
The Next Steps 
 
The scale of change we are aspiring to achieve will require us to agree and collectively 
establish a city transformation programme. Before the transformation programme can be 
set up, there are a number of decisions and actions, which must be undertaken by March 
2016: 
 

• Decision required between PCC and PCCG about how they are going to join up 
their commissioning functions to enable a single commissioning approach, including 
which budgets will be pooled and the mechanisms (formal and cultural) by which 
this will be achieved. 

 
• Review of governance arrangements options that can support the Blueprint, 

allowing partners to fulfil their legal and statutory duties whilst moving the city 
towards single decision-making, pooled budgets and shared risk management 

 
• Review the Joint Health and Wellbeing Strategy and associated business of the 

HWB to ensure the Blueprint is central and the board's time is focussed on those 
areas where it can provide the system leadership 

 
• Partnership agreement required to be in place between PCC, Solent, PHT and the 

Primary Care Alliance that allows them to work together as a ‘virtual’ integrated 
care organisation to deliver the operational transformational changes as well 
develop and review options for future organisational forms that sustain service 
delivery. 

 



    

 
  

Page 4 

• Clarity from each organisation about the impact of the changes above on their 
statutory functions and regulatory environment. 

 
• Decision about which back office / support functions will be brought together and for 

whom, with a clear development and phasing plan to be in place. 
 

• Agreement about how we are going to identify and manage those 
savings/CIP/QIPP proposals that either have implications for partners or run the risk 
of taking us in a direction away from the aims of the Blueprint.  

 
• Clarity on our joint planning arrangements between now and April, with a clear 

articulation of which plans are truly joint and some agreement around how risks and 
benefits will be shared between partners. 

 
3 CLINICAL EXECUTIVE ELECTIONS 

 
The Governing Board will recall that 3 of our Clinical Executive portfolios current term of 
office end at the end of March 2016. Consequently in line with our Standing Orders the 
Wessex Local Medical Committee has independently administered an election process 
with member practices for the 3 portfolios.  
 
I am pleased to confirm that the following individuals have been elected for a three year 
term of office commencing 1 April 2016: 
 

• Dr Jim Hogan 
• Dr Linda Collie 
• Dr Jonathan Lake 

 
I am sure you will join me in expressing a warm welcome to Jonathan as he takes on this 
role and I will be working with him to support his induction in to the team and as a member 
of the Governing Board over the forthcoming months. I will also be reviewing the portfolios 
of each of the clinical executives to ensure they are appropriately focused on the priorities 
of the CCG.   
 

4 WESSEX ASSURANCE OF EMERGENCY PREPAREDNESS, RESILIENCE AND 
RESPONSE (EPRR) 2015/16 

 
In a letter from Jacqueline Cotgrove, Director of Operations and Delivery, NHS England – 
South (Wessex) dated the 5th January 2016 confirmed that the 3 CCGs in the compact – 
Portsmouth, South Eastern Hampshire and Fareham & Gosport CCGs – are substantially 
compliant with the 2015 EPRR core standards.  
 
The three CCGs work collectively on discharging their EPRR responsibilities with Innes 
Richens, Chief Operating Officer being the CCGs accountable officer for EPRR.  
 
The 3 CCGs have developed an EPRR improvement plan for 2016 to build on this 
assurance which focuses in particular on:  
 

• business continuity arrangements to ensure CCGs can communicate with partners 
when there is an equipment failure,  

• continuing mandatory training for relevant staff and the introduction of updated 
records after an audit of training attended by staff so far  
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• As well as continuing work on pandemic flu planning.  
 
 

5 LOCAL ESTATES STRATEGY 
 
The Local Estates Strategy has been submitted to Department of Health.  It is an enabling 
strategy in support of the Portsmouth Blueprint and is a ‘living’ document that will need to 
be updated as plans are developed.  The Clinical Strategy Committee noted the contents of 
the commercial in confidence document and any Commissioning plans will require estate 
issues to be addressed.  The CCG has established a Local Estates Forum who will 
oversee the existing action plans, which include St James site reconfiguration, Primary 
Care estate changes and enhancements as well as addressing the developments within 
the Blueprint. 
 

6 2016/17 PLANNING GUIDANCE 
 
2016/17 Planning Guidance and allocation announcements have been made available to 
the CCG (8th January).  This information is currently being worked through to assess the 
implications for the CCG and to understand the level of saving (normally known as QIPP 
(quality, innovation, Productivity and Prevention) required during 2016/17.  The allocations 
cover five years which will enable the CCG to plan beyond one year. 
 

7 JUNIOR DOCTORS INDUSTRIAL ACTION 

At the time of writing this report further strikes are planned by junior doctors in England 
after talks with the government broke down. At the moment the industrial action is planned 
for the following days:  

• 8am Tuesday January 12 to 8am Wednesday 13 
• 8am Tuesday 26 January to 8am Thursday 28 January. 

 
On these days, the service will be similar to that on a Bank Holiday, with junior doctors 
working in urgent care providing a normal service but non-essential and routine work such 
as outpatient clinics and elective surgery are likely to be disrupted.  On the final day of 
action, scheduled for 8am to 5pm Wednesday February 10, there will be a complete walk-
out by junior doctors with all urgent services being covered by consultants and other senior 
doctors.  

The strike action is likely to lead to non-emergency operations and hospital appointments 
being cancelled. But despite the failure to reach a deal, both sides have already indicated 
they want to keep negotiating ahead of planned walk-out’s and the government has asked 
the conciliation service Acas to step in. Advice has been issued to the public who may be 
concerned about the planned actions and we continue to work with the local hospital 
regarding their plans.  
 

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

• Approved updates to a number of HR and information governance policies as well 
as a security policy 
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• Reviewed CSU and hosted services performance 
• Considered progress against the staff engagement work programme 
• Agreed contracting strategy 
• Oversaw allocation of winter resilience funds to providers 
• Oversaw communications and engagement progress and forward plans 
• Undertook ongoing reviews of performance and actions for improvement and 

escalation including the issuing of contract performance notices 
 

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

Dr Jim Hogan 
Clinical Leader and Chief Clinical Officer 
8 January 2016 
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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 
NHS England’s latest assessment made in January 2016 against the 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  

 
The tables below provide a key of the symbols used throughout the document. 
 

 Strategic 
Priority Projects Project 

Milestones KPIs 

On track to deliver     
May not deliver      
Very unlikely to deliver / Cancelled project   /    

 

Domains 

 Outstanding  

 Good 

 Limited assurance / requires improvement 

 Not assured 
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Finance Summary 
The CCG remains on track to meet its surplus position of £3.1m at Month 8, through the use 
of its reserves. 
 
The acute contract plan has been exceeded based on Month 7 data, this has largely been 
offset by contractual levers.  
 
The CCG is working closely with its neighbouring CCGs to ensure that all suitable 
opportunities identified within their financial recovery plans are replicated within Portsmouth 
CCG. 
 
The CCG received an allocation in month relating to a successful application for investment 
in children's Mental Health services. 
 
The CCG is anticipating final confirmation of Quality Premium relating to 2014/15 
performance during the next month. Due to the uncertainties around which 2015/16 Quality 
Premium measures will achieve their year-end targets, a balanced approach has been taken 
on the estimated financial value that will be received (annex 4). 
 
Three Contract performance notices have been issued to Portsmouth Hospital NHS Trust; 
the CCG is liaising with the Trust to complete recovery action plans, however, as these have 
not yet been received, partial withholding of December payment has been enacted. Full 
payment will be made on receipt of agreed recovery action plans. 

Indicator Target Actual Variance 
% RAG 

Plan – year to date surplus (£m) (£2.10m) (£2.10m) 0% G 

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

QIPP – year to date (£m) £4.32m £4.32m 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% 

£0.24m 

1.20% 

£0.23m 
0% G 

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

Creditors - percentage over 30 days < 10% 1% -9% G 
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Summary Financial Performance 

 
      Month 8 – November 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   

86.0  86.4  0.4   
130.1  1.1  

Mental Health Commissioning 30.9   
20.4  20.7  0.3   

31.3  0.4  
Community Services  27.9   

18.6  18.5  -0.1   
27.6  -0.3  

Primary Care Commissioning 61.5   
40.8  41.0  0.2   

61.7  0.2  
Continuing Care 15.9   

10.6  10.4  -0.2   
15.8  -0.1  

Other Commissioning 13.1   
9.4  9.2  -0.2   

13.4  0.3  
Running Costs 4.7   

3.1  3.1  0  
4.7  0  

Reserves & Contingencies 9.0   
5.8  5.4  -0.4   

7.4  -1.6  
Surplus Reserve 3.1   

2.1  0 -2.1   
0 -3.1  

    
       

Total NHS Portsmouth CCG   295.1  196.8  194.7  -2.1   292.0  -3.1  
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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, 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  

 Through the delivery of this plan we will expect to see earlier 
in-patient discharge with enhanced support discharge for 
those who have had a stroke.  Stroke patients will be 
supported with increased access to timely community stroke 
rehabilitation services which will maximise their 
independence and ability.  Implementation of the 6 week and 
6 month stroke reviews will be a key enabler for this.   

 

Carers Project 31-Mar-2016  

 • Improved capacity and quality of existing joint assessment 
& breaks service  
• Increased identification of adult carers in health settings  
• Increased and quicker access to breaks for adult carers 
identified in health settings  
• Increased identification of carers in health settings  
• Increased and quicker access to breaks for carers 
identified in health settings  
• Health professionals (GP, Pharmacy etc.) engaged  

 

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 (Quality, Innovation, Productivity & 
Prevention (QIPP) savings identified).  

 

Long Term 
Conditions (LTC) 
Project 

31-Mar-2016  
 Successful design and implementation of new services and 

the implementation of changes to existing services where 
required.  

 

Musculoskeletal 
(MSK) Service 
Project 

31-Mar-2016  
 Implementation of the agreed new services and changes to 

existing services, within the timeframes planned (Quality, 
Innovation, Productivity & Prevention (QIPP) savings).  

 

Treatment Centre 
Procurements 
Project 

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

timeframes in the procurement timetables (Quality, 
Innovation, Productivity & Prevention (QIPP) savings).  

 

Transforming 
Mental Health 
Services Project 
(Cross 
Organisational) 

31-Mar-2016   

 Reduced number of adult mental health extra contractual 
referral placements; Reduced number of Section 117 
residential placements; Reduced number of Social Care 
Adult Mental Health residential placements; Reduction in 
extra contractual referral spending; Reduction in Social Care 
Care Management Spending; increased number of people 
supported to live independently.   

 

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.   

Continuing Care & 30-Apr-2016   Achieving improved patient outcomes through care  
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

PHB's Project packages. Procurement and implementation of a framework 
agreement. Implementation of Personal Health Budgets for 
Children and their Families.  

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 16/17.  

 

Children and 
Adolescent Mental 
Health Services 
Project (CAMHS) 
SPA 

06-Oct-2015  

 Engagement from all stakeholders providing comprehensive 
and relevant feedback to enable informed decision to be 
made regarding the current status of CAMHS SPA.  
Outcome benefit awareness of current status of CAMHS 
SPA and LAC Pilot to enable decision making process 
around future of CAMHS SPA and LAC Pilot. 

 

Tongue Tie Project 31-Mar-2016  

 A midwife led tongue tie service that improves breastfeeding 
rates, reduces the number of babies attending the Children's 
Assessment Unit (CAU) with feeding difficulties reducing 
costs to the Clinical Commissioning Groups (Quality, 
Innovation, Productivity & Prevention (QIPP) savings 
identified).  

 

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 Children’s Assessment Unit (CAU) 
(Quality, Innovation, Productivity & Prevention (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.  

 

Paed Pathways 
Into Portsmouth 
Hospitals Trust 
(PHT) Project 

31-Mar-2016  

 Work alongside Portsmouth Hospitals Trust (PHT) to 
remodel the current pathways for children accessing 
emergency care within the Trust. The model will reflect the 
recommendations of the review (Quality, Innovation, 
Productivity & Prevention (QIPP) savings identified).  

 

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 (Quality, 
Innovation, Productivity & Prevention (QIPP) savings 
identified).  

 

Community 
Equipment 
Services Project 

31-Mar-2016  

 Greater collaboration across Portsmouth health and social 
care, greater consistency for service users across 
Portsmouth/Southampton for CES/CAT, greater flexibility for 
prescribers in obtaining equipment support of the 
personalisation agenda supporting 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.  
• Completion of data analysis to accurately baseline the 
service and CCG's  
• Service Users positive view of the service  
• Provider to accurately baseline the service and to confirm 
the delays experienced at the point of transition, to measure 
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

progress against over future periods.  

OPMH 
Transformation 
Project 

31-Mar-2016  

 Implementation of additional nurse capacity to support 
memory clinic to unblock the system by reducing the 
medication monitoring reviews waiting list and facilitate the 
establishment of an outreach Memory Clinic. The additional 
capacity will ensure that referrals are seen within the 
appropriate timeframe, and compliance with NICE Guidance.  

 

Dementia Pathway 
Project 31-Mar-2016  

 Dementia pathway design agreed by all stakeholders, 
successful agreement for recurrent budget to support the 
pathway, successful offer to the preferred bidder which 
would be a consortium or partnership arrangement with the 
3rd sector to deliver the pathway from the 1st Jan 2016.   

 

Ambulatory Care 
Project (AEC) 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 
(UCC)/Prime Hub 
Project 

31-Mar-2016  

 (Quality, Innovation, Productivity & Prevention (QIPP) 
savings identified). 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 an those conveyed by ambulance where clinically 
appropriate, provide an single point of access (SPA)/trusted 
assessor role to support urgent primary care, 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. The Urgent Care Centre (UCC) will be included 
in a tender plan.  

 

 
Project Commentary 
The MSK, Autism Waiting List and Children and Adolescent Mental Health Services (CAMHS) 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 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  
QIPP delivery is unchanged; there has been some slippage in the QIPP achievement for this project, 
notably Hip & Knee Follow Ups (due to a change in the clinical criteria) and Lucentis (due to contract 
negotiations). Concern has also been raised in regards to success rates of contract challenges made; this 
has been escalated to the CSU and Chief Commissioning Officer and was discussed at the Planning 
Executive Group in December.  
  
Following in depth review the majority of the elective over performance in trauma and orthopaedics can be 
attributed to a change in the non-elective pathway. This issue has now been passed to contracts to 
formally resolve with the Trust.  
  
In rheumatology the over performance is being driven by an increasing number of repeat infusions as the 
service increases its patient base. Commissioners are scoping how the service will be delivered moving 
forward to a community based model.  
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Project Commentary 
In addition to the Action on Elective programme commissioners worked with MBI to undertake specialty 
level reviews within PHT for urology, gastroenterology and hepatology to ensure the services are 
sustainable. This will be taken forward by commissioners. 
  
Treatment Centre Procurement 
During this month's mobilisation meeting Care UK reported they are still working on their final staffing 
model and expected commencement dates for the community services. Commissioners are expecting an 
update by the end of the month. Care UK is on track for contract commencement in January 2016.  
  
Continuing Care and Personal Health Budgets 
Tender documentation is in draft and commissioners await the draft contract. A significant amount of work 
has also been in progress to support readiness for the underpinning personal budget processes. In 
addition direct work with families is happening to support them in thinking about personalisation and 
options within the new arrangements that could create differential outcomes to their care and support 
arrangements and to the individual outcomes their children achieve. Two families have expressed a wish to 
move to personal health budgets when there is a model offering choice available to them.  
  
Neonatal Jaundice 
The commissioning lead is liaising with PHT and the CSU Contracts team to ensure the planned change of 
activity point of delivery is enacted. Communication to GPs was sent out in recent months reminding them 
of the pathway change.  
  
Phlebotomy Tariff Review 
The commissioning lead is continuing to work with PHT and the CSU Contracts team to agree the service 
specification.  
  
Urgent Care Centre Prime Hub 
The planned QIPP for this project is not being achieved in full. The UCC continues at a 12 hour operating 
model with reduced activity. Bi monthly meetings have been arranged with PHT to review the service, 
increase activity and agree process for credit notes. These meetings started in December.  
  
Urgent Care Strategy  
The due date for this project has been amended to 2018 to include the full implementation phase to 111 
contract end date of January 2018. The second cut of Unscheduled Care data has been submitted to 
commissioners. The next cut will include by day/by hour/by age/by diagnosis. This will allow further 
analysis for modelling purposes. The project milestones amended to reflect contract end dates and 
procurement process.  
 
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)   

(Red 1) 8 Minute Ambulance Response (SCAS)   

(Red 2) 8 Minute Ambulance Response (SCAS)   

(Red 19) Ambulance Response (SCAS)   

Diagnostic Test Waiting Times (NHS Portsmouth CCG)   

RTT: Incomplete (NHS Portsmouth CCG)   
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KPI Commentary 
A&E 
Performance for patients seen within four hours at PHT has failed to show improvement in Q3, with the 
Trust reporting 78.2% of patients were seen within the timescale for the quarter (against a 95% target), 
compared to 84.3% in Q2. 
  
An Emergency Care Improvement Programme (ECIP) review of clinical pathways for emergency care was 
completed at PHT in November. A Contract Performance Notice was issued to the Trust in December 
requesting a Recovery Action Plan (RAP), ensuring the actions from the review are reflected in the plan. 
The RAP was received from the Trust on 6th January and is currently being reviewed by the CCG. 
 
PHT reported a significant improvement in patient flow through A&E building up to Christmas, supported by 
community partners on site advising how patients can be managed in the community rather than an acute 
bed, based around individual patient needs. A ‘Safer Start Week’ is being held at the Trust in early January 
incorporating a similar process, to increase capacity following the Christmas period by speeding up patient 
discharge through whole system working.   
 
Ambulance Response 
South Central Ambulance Service (SCAS) failed to achieve the Red 1 ambulance response standard in 
November; the Red 2 and Red 19 targets were achieved, however, all three standards remain below target 
YTD.  
 
The CCG issued a Contract Performance Notice to SCAS in October 2015 as a result of the continued 
underperformance. An original recovery plan was submitted indicating that the Red 1 target would be 
achieved form January 2016, however, the Trust reported concerns in November regarding the annual 
achievement of the target due to an unanticipated impact of the National Ambulance Response 
Programme (NARP) on Red 1 calls. A revised recovery plan has now been requested. 
 
The annual Red 2 and Red 19 standards are expected to be achieved in 2015/16.  
 
NHS 111 
The 111 service failed to achieve the 95% target for calls answered within 60 seconds in October. Although 
there were some technical issues at the beginning of the month relating to maintenance work on the 
telephony system, the service experienced an unexpected rise in demand throughout the month. Despite 
the increased demand during October, the service remained under the 5% threshold for abandoned calls 
(0.8%).  
  
A review on call arrangements was completed to ensure that the rotas over the Christmas and New Year 
period had appropriately experienced and senior executives on call; this included support services and 
specifically IT arrangements which was a weakness last year.  
 
Referral to Treatment (RTT) 
The CCG achieved the RTT target for patients waiting within 18 weeks in November, although there were 
continued specialty fails for General Surgery, Urology and Gastroenterology due to the underperformance 
at PHT.  
 
The CCG raised a Contract Performance Notice with PHT in October 2015 due to the lack of updated 
recovery plans for the failing specialties. The Trust is predicting that the monthly target will be achieved at 
aggregate level for the remainder of 2015/16. Additional capacity is being provided for the failing 
specialties to increase performance, however, the Trust is predicting that it will take several months for the 
specialties to be back on track. A Remedial Action Plan (RAP) has yet to be agreed and some money 
payments are being withheld. The RAP was received from the Trust on 6th January and is currently being 
reviewed by the CCG. 
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KPI Commentary 
There were two CCG patients recorded as waiting over 52 weeks in November. One breach occurred at St 
Mary's Treatment Centre within Trauma & Orthopaedics (the patient was treated in December) and one 
breach occurred at North Bristol NHS Trust; the CCG has yet to receive confirmation this patient has been 
treated.  
 
Diagnostics 
The CCG achieved the Diagnostics target in November, although there remains a capacity shortfall in 
Endoscopy at PHT. The Trust reports additional capacity is being sought from the Independent Sector and 
through the national endoscopy scheme.  
 
Primary Care Metrics 
The following metrics are intended to provide an indication of the relevant issues within primary care.  
 

 

 

*Wessex average 
 

Indicator Current Period Current Target Current Value Status NHS England 
Influenza Uptake 

(65+) 
September - 

November 2015 68.7% 68.8%  67.8%* 

Influenza Uptake 
(At Risk Groups) 

September - 
November 2015 45.9% 38.6%  40.0%* 

Prescribing 
costs/ASTRO-PU 

October 2015    (12 
months) N/A £42,700  £41,693 

Antibacterial Items 
per STAR PU 

September 2015 
(12 months) 1.184 1.181  1.154 

Antibacterial Items 
Prescribed as 3C 

September 2015 
(12 months) 11.3% 10.8%  10.3% 

GP Friends & Family 
Test October 2015 N/A 87%  89% 

Prescribing EPS 
Items October 2015 60% 32.2%  32.8% 

Repeat Dispensing 
Items October 2015 N/A 15.8%  7.9% 

Dementia Diagnosis 
Rate November 2015 72.4% 71.5%  67.1% 

Avoidable 
Emergency 
Admissions 

November 2015 
(forecast) <1458 674  N/A 

Primary Care Commentary 
Influenza uptake (65+) 
Flu is a key factor in NHS winter pressures; it impacts on those who become ill, the NHS services that 
provide direct care as a result, and on the wider health and social care system that supports people in 
at risk groups. The annual immunisation programme helps to reduce unplanned hospital admissions 
and pressure on A&E and is therefore a critical element of the system-wide approach for delivering 
robust and resilient health and care services during winter. Portsmouth CCG is above the Wessex 
average and on target to achieve the 75% target for the end of the ‘flu campaign. 
 
Influenza uptake (At risk groups) 
Portsmouth CCG is slightly lower than the Wessex average and also below target for the end of the 
campaign; this may be partly due to GP practices having to put extra resources into vaccinating 



 
 

13 

housebound patients this year as Solent were unable to deliver this and practices had little time to prepare 
for vaccinating this cohort. The uptake data has been shared with all practices and the CCG has 
encouraged and given practices its support to maximise uptake over the remainder of the campaign.  The 
data for the period ending 31 December will be available around 15th January and the CCG’s Primary Care 
Relationship Manager will be contacting practices on an individual basis where uptake is lower than 
anticipated to support a final push. 
 
12 Month Prescribing costs per ASTRO PU   
ASTRO PU is a population weighting that allows for comparison of prescribing costs between different 
primary care organisations; this takes into account age and gender but does not account for differing 
disease prevalence or deprivation. The total cost includes any medication prescribed on FP10 in practices 
and any hosted services. Lower cost per ASTRO PU is preferred. While Portsmouth CCG has a higher 
spend than the national average for cost per ASTRO PU, it is below the average cost per ASTRO PU for 
the ONS comparator CCGs which are deemed to be the closest CCGs demographically: 
 

CCG Prescribing costs / Astro-PU 

PORTSMOUTH £42,700 
ONS Average £43,455 
England Total £41,693 

 
Antibacterial Items per STAR PU   
This is a comparative measure of the total number of antibacterial items prescribed weighted by 
population; the STAR PU used is a specific weighting for antibacterial use. A lower figure is preferred. The 
change in practice prescribing of antibacterials in Portsmouth has resulted in the CCG now achieving the 
required quality premium target for this indicator. 
  
3C Items / all antibacterial items   
The 3C description covers a sub group of antibiotics that are deemed to put patients at a higher risk of 
antibacterial resistant infections. A lower figure is preferred. The change in practice prescribing 
of antibacterials in Portsmouth has resulted in the CCG now achieving the required quality premium target 
for this indicator. 
  
GP Friends and Family Test 
The Friends and Family Test is a patient feedback tool which asks whether patients would recommend 
services they have used. The GP Friends and Family Test asks patients: ‘How likely are you to 
recommend our GP practice to friends and family if they needed similar care or treatment?’ The response 
options are: ‘Extremely likely’; ‘Likely’; ‘Neither likely nor unlikely’; ‘Unlikely’; ‘Extremely Unlikely’; or ‘Don’t 
know’. The value for this metric is the percentage of patients within Portsmouth who answered the GP 
Friends and Family Test question as either ‘Extremely Likely’ or ‘Likely’. 
 
Prescribing EPS items / Total Items  
Where patients have nominated a pharmacy, Electronic Prescribing allows practices to send prescriptions 
electronically to pharmacies. This is not currently available for all prescription items and not all patients 
have nominated hence the indicative target of 60%. Practices migrating to SystmOne often undergo a 
hiatus in their electronic prescribing and this is reflected in the current level of EPS prescriptions. Several 
practices that have been using SystmOne for some months are now at or even above the 60% target. 
  
Repeat Dispensing items / Total items  
Repeat Dispensing is seen to fit well with EPS and allows repeat prescriptions to be managed more 
efficiently, which in turn improves workload for GP practices releasing time in practice for other priorities. 
Portsmouth CCG is a comparatively high user of Repeat Dispensing and work programmed for 16/17 is 
designed to increase this further. 
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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 

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 and potential cost pressures  

 
6 

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 

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  

 16 

 

Dementia Diagnosis rates 
The CCG is on track to achieve the locally agreed target of 72.4% by the end of March 2016, with the rate 
increasing steadily from 68.5% in September, 70.3% in October and the latest figure of 71.5% in November 
2015. This puts NHS Portsmouth CCG at the top of the table across the Wessex area and well in advance 
of the national position of 67.1%. Of the 21 practices in Portsmouth, 17 are currently delivering the national 
Dementia DES and further work is planned to remind practices to code clinical records  correctly and to 
provide education for patients on symptoms that may be a sign of ‘normal’ ageing and those that might be 
an indication of Dementia. 
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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 

Very good progress is being made with regards to delivering the step changes required in this year to 
achieve Priority 2; this is demonstrated by the 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.  
 
Overview of current risks and issues 
 
The Heatmap on the following page 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 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). 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 from the bottom left hand corner (low initial concern/high 
current assurance) to the top right hand corner (high initial concern/low current assurance). 
 
The following changes were agreed by the Quality & Safeguarding Executive Group (QSEG) on 9 
December 2015 and are reflected in the Heatmap; 
 

1. PHT Urgent Care. There is insufficient evidence to indicate that safety is not being compromised.  It 
is recommended that this risk increased to 25 (highest risk) and escalated to Urgent Care Board 
and Contract Review Meeting. 
 

2. PHL GP Out of Hours Service. There has been a further two serious incidents relating to delayed 
contacts and further intelligence which evidences that the service has significant issues covering 
rotas. As we move towards winter the risk of harm increases further and without full assurance from 
PHL it is recommended this risk rating is increased to 25 (highest risk). Actions are being led at 
Executive level and co-ordinated across all commissioning CCGs. 
 

3. PHT Discharge summaries not consistently issued within 24 Hours and not completed to standard.  
Good progress is being made. Severity score has been reduced to 12. (L4 x C3). 
 

4. Solent AMH Risk Assessments. The actions the Trust has taken are appropriate and appear robust 
and the recent audit outcomes demonstrate improvement. In addition an action plan has been 
formulated to address gaps. The CCG will continue to monitor SI reports identifying themes and 
trends therefore this risk is to be considered for closure. 
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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 in Hampshire is commissioned from Portsmouth Health Limited by the 
Portsmouth compact CCGs, Southampton City CCG and West Hampshire CCG. There are three separate 
contracts but the service is run as one. 
The following highlights are based on the provider quality report for November 2015 (October data) and 
discussions at the joint contract and quality review meeting. 
Risk: R.Ports. QUA11 
Failure to meet assessment and home visit timeframe targets has resulted in poorly timed care and 
negative patient experience. IF this continues or deteriorates further THEN more harm may occur to 
patients. 
 
New risk assessment ratified by QSEG on 9/12/15 25 

Previously recorded as an Issue AUG 15 SEPT 15 OCT 15 
15 15 15 

Current position  

Risk score increase 
This issue was discussed at the QSEG meeting on 09/12/15. There have been two unexpected deaths  
(serious incidents) related to delayed responses from the service over the last two months and now 
evidence to show that rota fill over the last weekend was very low resulting in long waits for a significant 
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number of patients. There has been no further assurance from PHL and so it was agreed to change this 
from an issue to a risk and to increase the score from 15 to 25 to reflect the growing concern about the 
potential risk to patient safety and experience as a result of these delays as well as the impact on 
NHS 111 capacity in terms of repeated call backs. 
 

The CCG Executive is currently deciding on mitigating action. 
 

Activity & performance 
14,654 cases were received system wide for the month of October. Demand was 105.7% against the 
baseline contracted activity volumes and 100% against HDOCS forecasted demand. Agency use was 
9.5% of the overall clinical resource requirements. The service staffed 93.6% of its planned hours. 
 
Portsmouth compact area (PSEH) 

Portsmouth 
Compact   Jul-15 Var1 Aug-

15 Var1 Sep-15 Var1 Oct-15 Var1 Mov2 

NQR 9                      
Definitive 

Clinical 
Assessment 

Urgent (within 15 
mins) 95.7% 0.0% 96.8% -0.1% 92.8% -1.0% 93.0% -0.4% ↑ 

Non urgent (within 1 
hr) 87.8% -0.9% 90.4% 0.2% 87.5% 0.5% 83.9% 0.4% ↓ 

Non urgent (within 2 
hrs) 85.7% 0.6% 89.1% 0.6% 84.7% 0.1% 81.7% 0.4% ↓ 

Non urgent (within 3 
hrs) 85.4% -0.9% 86.3% -0.1% 85.7% 1.6% 84.7% 0.8% ↓ 

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) 98.1% -0.8% 100.0
% 0.0% 100.0

% 3.7% 86.8% -1.0% ↓ 

Routine (within 6 hrs) 99.9% 0.7% 100.0
% 0.0% 96.6% 0.6% 98.4% 2.3% ↑ 

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) 88.5% -0.6% 93.4% 1.1% 95.2% 1.7% 86.8% -2.0% ↓ 
Routine (within 6 hrs) 86.3% -2.6% 86.9% -1.9% 93.4% 0.7% 80.1% -5.2% ↓ 

1 Variance from the system-wide performance across all 5 CCGS 
2 Compact Movement/Direction of travel since last month 

Compliance = 95-100%, Part compliance = 90-94.99%, Non-compliance = less than 90% 
 
KPIs 
6 non-compliant  
1 partially compliant 
3 compliant 
 

Board to Board meeting 
A Board to Board meeting (CCGs & PHL) was held on 11 November where CCGs set out their concerns 
around leadership, governance, culture, resilience and planning. Failure to meet rectification action plan 
deadlines and the slow pace of change was also discussed. The meeting resulted in a number of actions 
including the sharing of the HDOCS Operational Development Plan (work in progress) and updated 
Governance Structure and confirmation that HDOCS are familiar and understand system escalation 
processes. It was acknowledged that commissioners and providers need to talk to each other about 
future commissioning plans but focus needs to remain on winter for the time being.  The importance of 
continuing open and honest dialogue was stressed and PHL were asked to alert the CCGs as soon as 
possible should they identify any new or escalating risks to delivery.  A further meeting will be arranged 
for December. 
 
Combined Contract and Quality Review meeting 
The first combined CRM & CQRM took place on 25 November. Both performance and quality was 
discussed in tandem allowing better triangulation and prioritisation. 
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Organisational Learning 
The first HDOCS 6-monthly organisational learning report was received by CCGs in November. The 
report was sparse and did not deliver any assurance that learning was embedded within the service or 
organisation.  Portsmouth CCG has agreed to set up a workshop for commissioners and HDOCS in 
January 2016 to explore organisational learning further. 
 

Ongoing work 
HDOCS are liaising with commissioners on a number of initiatives to improve performance, including; 

• Reviewing the provision and response times for non-urgent repeat prescriptions; 
• Reviewing the increasing number of healthcare professional calls (mainly paramedics) and 

handling processes; 
• Working more closely with NHS 111 in order to identify the cause of unpredictable spikes in 

activity; 
• Working up a proposal to commissioners for a review of the local targets, based on clinical need, 

to fall in line with the national NHS 111 disposition codes. 
 
CCG assurance statement 
Concern remains that while PHL’s plans are focussed on development and improvement, trajectories are 
not met and for October performance has dropped further. In October there was a serious incident 
involving a delayed assessment by HDOCS during a period of high demand. This incident is currently 
under investigation. This issue is likely to be ongoing until there is evidence that performance, safety and 
patient experience is improved. 

Millbrook Healthcare Wheelchair Service 
 

The Wheelchair Service is a pan Hampshire provision commissioned by the 5 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 to be reviewed at the December contract review meeting. 

 

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) September October November   
10 10 10   

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 prescribed specialist services advisory group (PSSAG) has agreed to transfer commissioning 
responsibility from NHSE England to Clinical commissioning Groups for the specialist element of the 
wheelchair service. Allocations of funding effective from 01/11/15 with corresponding variation agreement 
will be submitted to CFO's.      
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Total referral YTD is 47% higher than expected with 1894 referrals to an expected referral rate of 1288. A 
total of 238 cases were closed in November.  There are 38 legacy service users currently in the waiting 
list. 
 
Category 1 urgent referrals: 91% were assessed within 10 days target 95%. 
Category 2 and 3 standard referrals: 24% were assessed within 15 days target 95%. 
 
Average wait times (November) 
 

Waiting List By CCG 
Ave Waiting Time In Weeks 
Adults Children 

Portsmouth City CCG 17.3 16.9 
West Hampshire CCG 17.6 19.2 
Southampton City CCG 17.9 19.4 
Fareham & Gosport CCG 18.2 27.5 
South Eastern Hampshire CCG 18.5 23.6 

 

 
 
Following the workshop held on 23rd September to review the eligibility criteria, the revised criteria has 
been developed which will be considered by Commissioners which has been delayed until January while 
the impact of any changes is considered.  The report will considers the following 

- Impact on financial and demand modelling. 
- Impact on services e.g. BRC short term loan service 
- Impact on quality and patient expectation - which includes the IFR process to be implemented 
- Communication and reputational risk. 

 

Waiting list (November )   

 CCG 

New 
Referrals  
October 

2015 

Waiting List - Children Waiting List - Adults 

Total Routine Complex Total Routine Complex 

Fareham & Gosport  17 11 10 1 81 62 19 
Portsmouth  32 9 6 3 103 80 23 
South Eastern Hampshire  19 14 12 2 94 74 20 
Southampton  38 17 13 4 104 81 23 
West Hampshire  99 29 26 3 307 240 67 
Totals 205 80 67 13 689 537 152 
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The draft criteria will be shared with service user and corporate communication to determine their 
understanding of the wheelchair service eligibility criteria document and ensure it is appropriate for the 
target audience.   
 
Actions required in the next month 
• Quality workshop to be progressed to address communication and customer service concerns - in 

progress co-ordinated by Yvonne Fisher - complaints, patient experience officer form F & G.     
• Follow-up visit with Salisbury spinal injuries service on options of configurable chair to support 

discharge planning and reduce overall impact on wheelchair service.  Review of national spinal 
discharge pathway which has been reduced and how the wheelchair can support this pathway.  

• Meeting with Peartrees in January to support therapist with rehabilitation needs of service users. 
• Millbrook will be working with Healthwatch Hampshire to develop a 'Health clinic' similar to that provided 

at Portsmouth Disability Forum.  Service users from Portsmouth are involved in this work. Millbrook 
attend PDF on monthly basis with different themes e.g. Posture management, bring your chair down.  

• CQC are inspecting the Older adult Services at Portsmouth CC and as part of this have asked to look 
at 2 Service Users records  

• PCCG will hold face to face meeting with Millbrook 
 

CCG assurance statement 
The evidence show the backlog is reducing with the additional investment and that priority is given based 
on clinical need.  Temporary wheelchairs for urgent cases are provided within the prescribed timeframe (5 
days to aid discharge from hospital or for people with a progressive disorder/ 24 hours for people receiving 
end of life care) in 100% of cases 

 

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 October (M7) integrated performance 
review, direct from F&G CCG Month 6 exception report and the CCG risk register.  The details are subject to 
update following PHT CQRM which is held after the required submission of this report.  

 

Urgent 
Care 

There is increased pressure on the urgent care system resulting in patient safety incidents, 
poor patient experience (October/November 2015) and staff wellbeing. There are reports of 
insufficient staffing levels and inconsistency of staff to support demand.  This has involved 
patients queuing, patient assessment and care delivery being provided in the jumbulance 
(supported by private provider) and corridors and delays in assessment.  Incidents have also 
been reported in the paediatric emergency department unit. Increased number of additional 
capacity beds is open to accommodate admissions and an increased number of outliers.  
Ambulances are being held which impacts on South Central Ambulance NHS Foundation 
Trust’s capacity to respond to calls and ambulance diverts impacting on other health systems.   
This shows a deteriorating quality position when compared to month 5. It this therefore 
recommended that the quality severity score is increased to 25 and formal escalation to CRM.  
 This impacts on delivery of the NHS constitution performance targets. 

Current Risk Assessment: escalation of risk score to 25 (ratified by QSEG 
on 9/12/15) 25 (5x5) 

Previously reported risk scores reported by F & G and SEH CCGs’ Quality 
Team 

Jul 15 Aug 15 Sept 15 
20 20 20 

Current position (Data used for this assessment is September 2015) 
• The 4 hour time to admission/discharge/transfer ED target has deteriorated to 83.9% (August - 

86.95%).  This demonstrates a key under performance and daily variability.   
• There is evidence of ambulance queues and use of two jumbulance (September 2015) are being used 

to provide initial care to patients at ED. 
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• Two ambulance diverts have occurred (one on 27th October 2015 and one on 5th November 2015).  
These are subject to Serious Incident investigation process. (2 further diverts in subsequent weeks) 

• 290 patients experienced an ambulance delay of more than 30 minutes - 9%, (an average 314 patients 
during last year). 92 patients experience a delay of more than 60 minutes compared to an average of 
169 per month during last year. Giving 91% compliance against a target of 95%. Rag Rated Red 

• An average of 20 escalation beds open 
• Impact on planed care: 59 on the day elective cancellations, resulting in 3 breaches of the 28 day 

guarantee. 15 patients waiting more than 104 days for treatment (cancer maximum wait to treatment 
104 days standard). Speciality referral to treatment fails in urology, surgery, gastroenterology, plastics 
due to capacity issues.  Two patients waiting more than 52 weeks for treatment and 2 patients treated 
> 52 weeks in month.  Number of patients waiting more than 18 weeks for treatment increased by 43.  
Number of patients waiting more than 35 weeks reduced from 89 – 82. 2.4% patients delayed in 
transfer of care (highest percentage recorded).  

• Significant increase in patient moves, n111 before 21.00 and n63 after midnight.  (still within trajectory 
set within the CQC plan).  A key cause is the number of medically fit patients awaiting discharge.   

• On average 785 patients outlied (1,214 in August). This is against a target of 10.  
• On average 273 additional capacity beds open in month against a target of 30.  
• Reduction in complaints reported (n 10 in August,) (n7 in September).  Two reported on emergency 

department dashboard, query queue related. 
• 318 patients reported as leaving ED without being seen.  This includes patients who left before being 

seen for treatment and those who left having refused treatment.  
• Zero 12 our trolley waits (however, there are lengthy trolley waits) 
• No data given for % of patients in the queue assessed within 15 minutes (August 94% against a target 

of 95%) 
• Improved ED FFT response rate from 13.6% to 21% (national average = 14% in August). Positive 

responses have remained stable at 93.5%. 
• Zero queue related serious incidents reported in September (July 2015: 4 SIRIs attributable to 

emergency medicine  (1 x fall, 1 x delay in assessment, 1 x CDiff and 1 x pressure ulcer).  2 related to 
ED queue. 

• 94% compliance with NICE staffing guidelines achieved for ED department, 80% for ED majors queue 
and 100% for Emergency Med SpR over night.  

• 13 staffing incidents (all graded low harm or below) have been reported in emergency medicine CSC. 
Actions/controls: 
• PHT Internal capacity escalation plans to support patient flow.  
• 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.  Urgent Care Quality Task & Finish 
Group meeting held on 2nd November 2015. Full data sets from SCAS, Southern Health and Out of 
Hours required.  

• Bi - weekly Urgent Care Board meetings with reviews of 4 work-streams: Avoidable ED breaches, 
simple discharges, system transfer (complex discharges) and system escalation.  New discharge 
targets discussed at October Urgent Care Board. 

• System targets taken through Urgent Care Board work-streams (this includes a target of <64 medically 
fit patients) 

• Emergency Care Improvement Programme operational in September/October 2015, supported by 
ECIST – Emergency Care Intensive Support Team).  

• Analysis of key factors influencing increased moves at night. Each CSC to submit daily data on non- 
clinical moves. 

• Chief Quality Officer collating all incidents arising from the urgent care system in light of increased 
concerns 

• Admission, discharge and transfer meeting held on 6th November 2015 and plans to hold bi monthly to 
progress agreed priorities for safety.   

• Serious incident process applied to two ambulance diverts 
• Risk summit was held in December 2015 
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CCG Assurance  statement: 
There is substantial concern that the urgent care pressures are impacting on patient safety and 
experience.  This affects both urgent care and planned care. Both staff and patient incidents are being 
reported in the months of October and November. There have been increased patient moves and patients 
being outlied of their speciality.  Other health organisations report that queues in the emergency 
department impact on their resources and have cited incidents where 999 responses have been delayed.  
There remains concern regarding access to packages of care and delayed discharges for medically fit 
patients and also staffing concerns within the community sector. There is insufficient evidence to indicate 
that safety is not being compromised.  It is recommended that this severity status is increased to 25 
(highest risk) and escalated to Urgent Care Board and Contract Review Meeting.  
 
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 

  Oct 15 Aug 15 Sept15 
 16 16 16 

Current position 
• The overall NQB staffing levels is 101.1% (100.4% in August)) against planned levels and a decrease 

in skill mix (RN 64.1%/35.9% HCSW ratio against a 70%/30% plan). 
• 12 (15 in August) wards reported actual staffing levels below 80% of planned level. Eight of these are 

reporting challenges at night. Four of these are within the MOPRs footprint.   
• The total vacancy numbers across the Trust has decreased to 295 (348 in August). This gives a 

vacancy rate of 4.4%.  
• PHT project to be at full nursing establishment by December 2015 (previously anticipated March 2016 

- dependent upon current turnover rates).  
• Appraisals rate below 85% target at 84.2%, essential skills compliance above target. Fire safety 

training below 85% target at 69.1% but improving. Turnover rate decreased to 10.6%. Sickness 
absence decreased to 3.1%.  

• Mandatory training for medical and dental staff is behind target  in the CQC improvement plan 
• 17 wte RN vacancies and 2.4 wte HCSW vacancies within Acute Medical Unit (AMU).  (RN 4 wte due 

for imminent start, 3 being interviewed which will leave 6.42 WTE vacancies).    
• Consultant posts: Urology (locum post in place and 1 consultant leaving January 2016).  Colorectal – 

two adverts out in December 2015. Gastro – 1 x locum in post. Histopathology, Interview date set. 
• 204 staffing related incidents reported in Quarter 2 (none of these have been rated above low harm).  
Actions/controls: 
• Trust assessment of staffing levels 4 x per day led by dedicated senior nurse 24 hours per day.  
• CQRM monthly review of workforce data (including use of temporary staff) 
• Safer staffing compliance reviewed monthly. 
• Trust report successful recruitment with an anticipated date for full establishment by December 2015.  
• Agreements made with Trust Development agency on access to extra agency staff via new operating 

framework.  
• Red flags will be reported where compliance falls below 80% and brought to CQRM by exception. 
• Additional HCSW utilised to supplement staffing 
• Monitoring of CQC action plan “quality elements” is reviewed at the monthly  CQRM 
• Trust safeguarding team review being undertaken 
CCG Assurance  statement: 
The challenge of recruiting into both nursing and medical posts remains a national and local issue.  The 
Trust reports a positive position on success in recruitment for RNs and anticipate full establishment by 
December 2015.  The action in the CQC improvement plan for mandatory training for medical and dental 
staff is behind target. Consultant vacancies are either managed through locum cover, planned recruitment 
or additional hours offered to existing time.  This is however, continuing to impact on waiting times. The 
department of MOPRs had staffing levels below 80% in 4 wards.  The acute medical unit is reporting 
vacancies and plans in place and proposed to mitigate/recruit. A risk is staffing the additional capacity 
beds and this may impact on continuity of care.  In addition, staff well being is affected by high operational 
pressures, with 204 staffing related incidents being reported. There are monitoring and escalation 
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processes in place for staffing issues. The CCG will continue to monitor progress and challenges through 
CQRM and further quality assurance will be required for managing the additional capacity beds. 
 
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 

  JULY 15 AUG 15 SEP 15 
 12 16 16 

Current position 
• Progress is being made with the agreements on future delivery, however the model has not yet been 

finalised and implemented.  
• PHT reported concerns with access to specialist mental health services and learning disability liaison 

for in- patient services for the Hampshire & Portsmouth population.  (Trust risk of 16)  
• PHT report lack of full compliance with Mental Health Act requirements with concerns around access 

to the “responsible clinician”. An interim agreement is held with SHFT to support this need.  
• The 62 staff who attended mental health awareness training have reported positively about the content 

and perception of capability  
Actions/controls/Information: 
• Agreements made regarding the future commissioning of the service (within PHT tariff and 

commissioning process supported by CCG) 
• Patient experience indicators to be set and monitored by PHT 
• Patient experience events to be held in November with the SHIFT group in Portsmouth 
• Further staff training commissioned from an external provider commencing December 2015 
CCG Assurance  statement: 
Whist progress has been made with decisions around the responsibility for provision and future 
commissioning of the service; this is yet to be operational and embedded within the in-patient settings. 
Progress is being made with training and working with service users to gain a clearer understanding of 
experience. In addition, until the service is fully operational, there remains a risk in connection with access 
to the “responsible clinician”. PHT are working with system partners as part of the Mental Health Crisis 
Concordat. This was discussed at the F & G and SEH CCGs’ Joint Quality Assurance Committee and a 
decision made to increase the issue to a severity of 16.  There is insufficient assurance that this risk is 
mitigated.    

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 October including discussions 
held at November CQRM.  

 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) 

Aug Sept Oct 
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 all 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.   Whilst a reduction in the number of 
unachieved visits had been made in the past, October did see an increase due to staffing challenges.    
 
The rectification action plan submitted by Solent in response to the issued Contract Performance Notice is 
ongoing. The weekly performance dashboard is continues to be submitted and is monitored by the CCG 
with regular communication with Solent.   
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Whilst there are a number of new starters due to commence employment in the coming weeks, there 
remains a risk to patient safety particularly across the winter pressure period due to further resignations 
and new staff appointed that have since withdrawn. Recruitment and retention remain problematic and 
appears to relate to workloads and service re-location. This has now been addressed with Solent and the 
proposed re-location of community services has been postponed until April.   
 
There is also increased concern around the timely reporting of all incidents thought partly due to 
intermittent IT services in Portsmouth meaning staff have had to revert back to a paper system. There has 
been a significant increase in the number of SI’s reported for community nursing in October. Out of a total 
of 41 SI’s reported by Solent this month, 36 are reported under the community nursing service line, 30 of 
which are historical grade 3 or 4 pressure ulcers meeting the SI criteria. 
Actions required in the next month 
CCG 

1. Continued monitoring of weekly performance submissions 
2. Clear lines of communication encouraged for early escalation of potential increased risks to patient 

safety which cannot be mitigated by the collective actions. 
Solent 

1. Continue to work with turnaround manager on 100 day plan  
2. Continue to provide the CCG with weekly performance dashboard which include; 
3. Staffing levels, safety incidents, and demand. 
4. Daily monitoring of unachieved AM and PM visits  
5. Patients are being contacted if their visits are delayed or postponed 
3. Continue to work on rectification action plan 
4. Implement business case for MDT clinics  
5. Schedule remaining  visits to primary care 
6. Send out ‘who’s who’ communication to primary care 

CCG Assurance Statement 
Whilst the CCG acknowledge the progress made to date, there are continued concerns about recruitment 
and retention in addition to the increasing number of SI’s reported which are currently under investigation. 
The CCG has met with Solent to review progress of the RAP and will continue to use contractual leavers 
as appropriate. The risk score will be reviewed in January following the outcome of Gateway 1 as part of 
the community nursing recovery indicators. 

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).  Fareham and Gosport CCG is the Lead Commissioner on behalf of NHS 
Milton Keynes CCG, NHS North Hampshire CCG, NHS Portsmouth City CCG, NHS South Eastern 
Hampshire CCG, NHS Southampton City CCG, and NHS West Hampshire CCG. The latest data available, 
which is presented here, is for the month of August 2015 unless otherwise stated. 

 

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 
SCORE 
OPENED 01/04/14 

JULY 15 AUG 15 SEPT 15 
20 20 20 

Current position 
• SCAS failed to achieve the Red 1 ambulance response standard in November; the Red 2 and Red 19 

targets were achieved, however, all three standards remain below target YTD.  
• The emergency response targets (September 2015) for calls requiring an 8 minute response continue 

to under- perform at contract level. There is a deteriorating positon for Red 1 - 69.9% (compared to 
August Red 1 = 71.6%), Red 2 - 73.2% (August = 74.8%) and Red 19  - 94.8% (August 95.36%). 

• For long waits in connection with green calls, there is a further deterioration from 13.3% (August 2015) 
of calls categorised as waiting in excess of therapeutic response time to 15.9% in September 2015). 
(7% in 2014/15). Green 30, long waits over 60 minutes = 1446 incidents out of a total of 9094 incidents 
(15%), Green 60 waits over 2 hours = 182 out of a total of 1,286 incidents (14%).  
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• In September the total number of Red long waits is the highest recorded this financial year and, as a 
proportion of all Red 1 and Red 2 incidents, is currently running at 0.9% (0.6% in April 2015). 

• The confirmed position for quarter 2 is non delivery of Red 1 (74.6%) and delivery of Red 2 (75.98% 
and Red 19 (95.6%). 

• At CCG level, the lowest performance for Red 1 was seen in North Hampshire and SE Hampshire at 
57.1% and for Red 2 - 64.2% SE Hampshire and 65.9% for North Hampshire.  For Red 19 the lowest 
performance was in North Hampshire at 89.7%.  

• The Red 1 activity has decreased from April’s position to a lower level which has been maintained from 
May – September. Red 2 activity has shown an expected degree of variation, with no overall 
directional trend.  

• Within the SHIP/MK area there is variation in activity rates between CCGS. North Hampshire have a 
rate of incidents per 100,000 population that is consistently lower than the SHIP/MK average. 
Southampton, MK and Portsmouth CCGs have incident rates which are above average – Portsmouth’s 
particularly so.  Neither Red 1 nor Red 2 has been met at North Hampshire during the current contract 
year, whereas compliance at Southampton has been consistent during the same period.  

• North Hampshire have relatively long 95th and 99th percentile times for both Red 1 and Red 2. SE 
Hampshire and West Hampshire have relatively long 99th percentile times for both categories.  

• The longest wait for any Red incident occurred in West Hampshire which involved a wait of over 4 
hours.  In three of the six months’ available data, West Hampshire have had the longest single wait of 
any CCG.  

• In September 2015, for Red 2, 63 incidents waited in excess of 30 minutes out of a total incident 
number of 6795 (1%).  

• SCAS analysis of reasons for the long waits in 112 out of 335 Red 1 and Red 2 long wait incidents 
between April and September showed that 243 were either not categorised, or categorised as “n/a”, 43 
were due to demand, 36 to operational issues, 19 to Clinical Support Desk (CSD) upgrades of the 
pathway, 15 to emergency Operating Centre (EOC) with upgraded calls, time to reach disposition and 
address issues. 

• For Quarter 2, SCAS report 467 hours lost in excess handover time at Portsmouth Hospitals NHS 
Trust (minus 153 hours lost excess clear up times).  

• For Quarter 2 *90 complaints have been received under the category of delay/non attendance 
compared to 60 in Q2 of 2014/15. *this may include NEPTs data.  100 concerns were received under 
the category of delay/ non  - attendance compared to 60 in 2014/15.  Of the complaints graded (n47) 
26 are categorised as moderate and above severity of harm status.  Of the concerns graded (n74) 41 
are categorised as moderate and above severity of harm status. The total percentage of complaints 
has however decreased this month to 0.06% compared to 0.08% in August 2015.(April 2015 = 0.06%).  

• Zero SIRIs have been reported in September 2015 for this contract.  
• No long wait audit was undertaken due to operational pressures. 
• Three long wait patient case studies has been undertaken.  The key messages include improvements 

required on resource, call disposition and early recognition of correct pathway and the need for 
specialist paramedic recruitment.  Positive interventions included the welfare checks undertaken.  

Actions/controls 
• Contract Performance Notice issued against Red 1 & Red 2 performance. A remedial action plan has 

been received but not yet agreed.  
• Quality analysis in respect of the ICAD upgrade issues was signed off by SCAS on 1st December. This 

will be presented to CRM on 21st December. 
• The quarter 2 quality intelligence report (aggregated learning from incidents, complaints and all other 

quality intelligence) will be available after mid-December 2015. 
• The National Ambulance Project scheme was introduced in October 2015 as a pilot and allows the call 

centre 180 seconds to process Red 2 calls.  The verbal feedback is that this is having a positive impact 
and supporting clinical decision making on the allocation of the right crews and resources.  No formal 
data is yet available.  

• Monthly CCG analysis of position on long waits, including root causes.  This is fed into the CQRM.  
• SCAS have reviewed the long waits group to expand the terms of reference to include deep dives into 

the longest waits (addressing the tail end).   
• SCAS review all red incidents resulting in a delay and the daily operation meetings. 
• SCAS are investing resources and development into the clinical support desk to maximise accuracy in 
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call disposition 
• SCAS are conducting end to end review on a cohort of long waits, for example stroke conditions. 
• More work is being undertaken in call audits to review speed of identifying key words to support correct 

disposition.  
• HCP calls are being reviewed and, in partnership with GP colleagues, SCAS are looking at triage 

questions.  
• A clinical governance lead has been appointed for 999 services in the North, enabling the South 

Cluster designated time from the existing lead.  
• Reassurance given at CQRM that there is a positive reporting culture (no incident data presented) 
• Reassurance given at CQRM that the welfare calls support safer management of patients who are 

experiencing long waits and identifying deterioration in condition is supported via this process.   
• SCAS engagement in the urgent care board to work with system partners  
• Winter resilience planning across the system is progressing  
• The improvement in hear and treat performance has been maintained - (10.5% in September and 

10.6% in August). Re-contact rates are slightly above national benchmarks. SCAS will monitor rates of 
re-contact and if deemed necessary (i.e. significant variation) will undertake quality analysis. Current 
call audit compliance is at 86%. 

• EOC focus on using clinical triage teams to minimise unnecessary dispatch of ambulance resources. 
• The non- conveyance rate has slightly reduced in September to 46.8% (47.2% in August 2015) but 

remains above plan.  
• GP triage data will be available from the electronic patient record and will be analysed by December 

2015. 
CCG assurance statement 
The current positon on delays shows deterioration in performance against national targets, length of waits 
across all categories and variation at CCG level. However the predicted non - compliance for Red 2 and 
19 has not been realised, with only Red 1 reporting a non-compliant position. There is increased system 
pressure evident, especially within the SE Hampshire localities and this is impacting on resource and 
availability of crews to respond to calls. This is being escalated from CRM to the Executive Contract 
Board. There is evidence of impact on patients verbally reported in November 2015 which is being 
investigated and will be fed into the SE Hampshire Quality Task & Finish Group.  In addition, there are 
increased complaints and concerns.   
 
No SIs have been reported but no other incident data yet shared with commissioners. There is evidence of 
enhanced quality monitoring and work programmes around clinical demand management both internal to 
the organisation and external through system work.   There is insufficient evidence to suggest the safety 
risks associated with delays has sustainably been reduced and the impact of delays requires continuous 
review in light of the above challenges.  
 
Workforce 
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. 
SCORE 
OPENED 01/04/14 

JULY 15 AUG 15 SEPT 15 
16 16 16 

Current position 
• SCAS Corporate Risk Register rates workforce issues at 20 (high risk). 
• SCAS have set a forecast of 70% fill rate across the organisation by the end of the financial year.   
• There are significant workforce challenges with front line staff, including paramedics and emergency 

care assistants 
• Attrition rate has been higher than plan (in September reported as at forecast)   
• Frontline attrition is 16.1% (compared to 14.9% in August)  
• More staff shortages reported at night and weekends 
• Frontline recruitment is lower than plan 
• Sickness rates are above plan at 7.2% 
• Appraisals are below plan at 73% 
• Training varies from 42% for infection control – 73% for fire awareness 
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• Verbal report at CQRM in November indicated that safeguarding training is at 67% (end of year plan is 
80%). The achievement of the 80% will depend on escalation status and is to be discussed at the 
SCAS Board in November. 

• Total frontline workforce is below plan 
Actions/controls 
SCAS Internal Actions/Controls: 
• During Q2 20 paramedics (11 international) have been employed 
• 34 student paramedics successfully completed university programmes and returning to operational 

duties as newly qualitied paramedics 
• Intentions to increase international recruitment  
• Recruitment to September and October forecasts for 999 are 87% of plan for September and 100% of 

plan for October. - (not confirmed) 
• Increased applicants for Emergency Care Assistant roles – resulting in a fill rate of 79% against a 

forecast of 70%.   
• Revised workforce action plan being undertaken.  
• 9 Specialist paramedic (upgrades from paramedics)  
• 19 specialist paramedics commence training in October 2015 (total of 39 specialist paramedics 

appointed this year).  
• Increase use of private providers , recruitment and overtime incentives 
• Implementation of meal breaks policy to improve working hours (compliance 80%).  
• Introduction of end of shift policy to improve staff working hours. 
• Exit interviews and staff survey action plans commenced – feeding into retention strategy. 
• Organisational Development Strategy underway 
• Health & Well-Being Strategy in draft (completion during Q3).  
• Senior leadership floor-walking and team meetings to support engagement 
• FFT results for staff indicate that 133/366 (36%) are extremely likely to recommend care and 52/366 

(14%) extremely likely to recommend as a place of work. 
• The training trajectories within the CQC plan are being discussed at Board level in November 2015.  
CCG ACTIONS/CONTROLS  
• Workforce is monitored monthly at the CQRM, alongside the delivery of the CQC action plan 
• Whole system urgent care monitoring via the urgent Care Board and Quality & Task Finish Group. 
• Demand management schemes as part of the urgent care work-streams 
• Winter planning across the system 
• Generic workforce risk identified on the CCGs Board Assurance Framework (South Eastern CCG and 

Fareham & Gosport CCG) 
CCG assurance statement 
The workforce report presented to SCAS Board in September 2015 provided some reassurance of positive 
recruitment.  However, the current data demonstrates there are significant challenges to workforce.   There 
is evidence of work programmes to manage attrition, sickness and recruitment and retention but these are 
not yet collectively on plan.  There is not as yet sufficient evidence to demonstrate that the interventions 
will make a sustainable improvement.  This needs to be considered against the national shortage of 
paramedic workforce.  The quality team will continue to monitor any impact on patients through the 
analysis of quality metrics and the CCG will continue to work with all system partners to facilitate system 
learning from quality analysis. 
 
 
Projects Delivering Strategic Priority  

  

Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

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. 

 

ADHD Project 30-Nov-2016   Revised Commissioning Plan for ADHD diagnosis and  
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Project Name Due Date M'stones 
(YTD) 

 Expected Outcome Status 

support service.  Procurement actions to be developed. 

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.  

 

Continence 
Review / 
Transformation 
Project 

31-Mar-2016  

 The completed review to provide clarity regarding the current 
level of service provision across the city. 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. 

 

Primary Care 
Commissioning for 
Quality & 
Innovation 
(CQUIN) Project 

31-May-
2016  

 Savings (which are identified in other schemes) 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 Commissioning for Quality & Innovation (CQUIN) relating 
to improvements in quality and where appropriate reduction 
in costs/activity.  

 

      

Project Commentary 
The ADHD, Primary Care Prescribing 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 
The latest information from Hampshire commissioners indicates that the planned start date for the new 
service has slipped further to 1st November 16. The revised tender spec and contract award dates are 1st 
March 2016 and the tender award will be 15th July 2016. A market engagement event took place in 
December.  
  
A consultation workshop with local providers will be held as part of the Autism Board at the end of January 
2016. Work is continuing on updating the projected demand of the service and funding levels required.  
  
Primary Care Prescribing 
The cost savings program to identify areas of in year savings over and above the initial QIPP cost savings 
work has resulted in further actions for the Medicines Management team to undertake in practice. These 
actions have started being implemented in mid-November and are expected to shows savings in 
December prescribing data. These savings will be monitored against a planned savings in addition to the 
original savings programme.  
  
Antibiotic prescribing continues to reduce and the actions of the Medicines Management team to increase 
awareness of the issues associated with prescribing antibiotics during European Antibiotic Awareness Day 
will reinforce the improvements already undertaken.  
  
Work with the dietetic support within the team has identified interventions to challenge behaviour in the 
initiation of infant formula which is expected to reduce prescribing costs in this area by reducing costs on 
initiation.  
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Project Commentary 
Continence Review/Transformation Project  
Commissioners are now in receipt staff structures and have agreed with Solent the costs for those staff 
which enable a clear understanding of the money available to fund containment products. A draft service 
specification has been shared with the provider.  
 
Commissioners are actively working with the service lead to generate a communication plan and have 
raised a number of concerns and issues regarding proposed activity - this will be clarified as part of the 
joint work on the communication plan. It is anticipated that this project will finally be completed by the end 
December. The project plan will be revised to reflect the latest position. The expected outcome status of 
this project has now improved, moving from Red to Amber.  
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

Incidents of C.Diff (NHS Portsmouth CCG)   

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

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)   

Incidents of MRSA (NHS Portsmouth CCG)   

Never Events (Portsmouth Hospitals NHS Trust)   

Venous Thromboembolism (VTE) Risk Assessment (Portsmouth Hospitals NHS Trust)   
 
Annual KPIs Indicating Delivery  Status 

Patient experience of hospital care (NHS Portsmouth CCG)  Data not currently 
available 

Patient experience of out of hours GP services (NHS Portsmouth CCG)   
 
KPI Commentary 
There were three reported cases of C.diff for the CCG in November against a threshold of four; the YTD 
position of 38 is exceeding the current trajectory of 34. The CCG continues to work with its providers to 
ensure that all protocols are rigorously adhered to.  
  
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.  
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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. There are a number of risks associated with the 
elements mapped 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 

Integrated 
Localities  31-Mar-2016  

 Phase 1 - will be successful if: during 2015/16 three locality 
teams are established with a single management structure. 
Phase 2 - will be to develop, co-design and  implement an 
integrated delivery care model (as described in the project 
description) 
Phase 3 - The integrated care model will be in full operation 
across three locality teams  

 

Bed Based Review 
Project 31-Mar-2016  

 Successful transition of services from Longdean site and 
Grove unit, improved and effective length of stay and flow in 
all units, positive service user feedback, unified hub for 
access to units and clear flexible admission criteria, 
increased access to therapy, improved readmission rates.  

 

Reablement And 
Rehabilitation 
Project 

31-Mar-2016  

 1) New Portsmouth Rehabilitation and Reablement Team 
(RRT) service specification developed   
2) Recommissioned reablement services following 
evaluation of pilot schemes.   

 

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  

 - Review of work by General Practitioner Clinical Director 
(GPCD) to date  
- Mapping of services to homes  
- Identification of best practice and proposals for refining 
Portsmouth model and training available to homes, including 
issues and blocks 
- Proposed model of future training support and 
commissioning input and Multi-Disciplinary Team (MDT) 
support 

 

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) 31-Mar-2016   •Consistency of Continuing Health Care (CHC) eligibility 

assessments.   
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Programme •Joined up approach between Portsmouth City Council 
(PCC) and Clinical Commissioning Group (CCG) to deliver 
integrated Continuing Health Care (CHC) pathway for 
people  
•Management of CHC pressures and growth within budget 
as far as possible  
•Ensure people spend less time in hospital as a result of 
waiting for CHC assessment  
•Improve the care market to provide better, more responsive 
and more effective services to meet the goals and outcomes 
for eligible people  

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).  

 

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 Clinical 
Commissioning Group (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.  

 

Clinical Systems 
Integration Project 30-Oct-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 Integrated Localities, Reablement & Rehabilitation and Falls and Fractures Reduction Service are at 
risk of not delivering expected outcomes. The Review And Redesign Of Clinical Support Delivered Into 
Care Homes (BCF), Need And Demand Profiling & Risk Stratification (BCF), Falls and Fractures Reduction 
Services and Psychiatric Liaison Services projects have amber milestones. The Clinical Systems 
Integration Project has been closed; 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:  
Integrated Localities 
It has been agreed that the co-location of the health and social care teams will now take place in April 
2016. This was shared at the staff conference on the 19th of November. A new schedule of dates will be 
incorporated in to Covalent to reflect the new proposed co-location date.  
  
Continuing Healthcare 
The signing of the Section 75 remains outstanding; this has now been escalated to the Head of Integrated 
Services. Documentation is being prepared for the Standard Contract and Challenging Behaviours Block 
Beds in readiness for submission to Gateway 1 & 2. The updating of the Contract and Service Specification 
is on-going. Forty-two retrospective check lists remain outstanding and six cases are awaiting full 
assessment.  
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Project Commentary 
Falls and Fractures Reduction Service Project 
NHS Solent has submitted a revised action plan for delivery of the project. Providers continue to meet to 
progress the falls and fractures audit. Providers have also been asked to consider the interface of the falls 
and fracture service with the discussions re: the frailty blueprint. The CCG has met with the Fire Service 
regarding opportunities for joint working on frailty screening; falls and balance classes and falls primary 
and secondary prevention work.  
  
Psychiatric Liaison Services 
Discussions are ongoing with PHT over contents of the Memorandum of Understanding (MoU) and funding 
apportionment. The final service specification has been agreed. The staff allocation to meet spec agreed in 
principle alongside the operating budget for service delivery.  
  
Review And Redesign Of Clinical Support Delivered Into Care Homes 
Demonstrations were held on the 25th November. A next steps meeting is to be arranged to follow up this 
work and to look at possible pilots. Future work will be developed in to an action plan, this will include -  
. Work to explore and develop a local directory of private nursing and care provision.  
. Explore how other areas provide IVS (antibiotics, fluids and subcutaneous)  
. Look at how care support home service is commissioned in neighbouring CGGs.  
. Nurses training  
. Look at develop possible pilots  
  
Need And Demand Profiling & Risk Stratification 
Work is being initiated with Derby Road Surgery to see how ACG tool data can support them in identifying 
high risk and high resource use patients.  
 
 
KPIs Underpinning the Delivery of Strategic Priority  

 
 

Annual KPIs Indicating Delivery  Status 

Reducing avoidable emergency admissions (NHS Portsmouth CCG)   

KPI Commentary 
Recently released data reveals that the 2014/15 annual position for Reducing avoidable emergency 
admissions has been achieved.  
 
 
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.  
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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 

Very good progress is being made with regards to delivering the step changes required in this year to 
achieve Priority 4; this is demonstrated by the 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 Long 
Term Conditions 
Project 

31-Mar-2016  

 The success measures achievable within 2015/6 will be: 
tangible evidence of improved links with LTC voluntary 
sector groups; implementation plans and joint working 
arrangements to engage LTC patients; development of peer 
support groups, and; initial evidence of increased numbers 
of people directly worked with via the LTC projects. 

 

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 Portsmouth Hospitals 
Trust (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 forms, including the 
implementation of the new four week wait urgent pathways 
(Quality, Innovation, Productivity & Prevention (QIPP) 
savings identified). 

 

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  
 Making Portsmouth a city where alcohol is enjoyed 

responsibly and harm to individuals, families and 
communities is reduced.  

 

Veterans Project 31-Mar-2016  

 • Improved identification of Veterans’, reservists and their 
families accessing primary care and other community health 
and social care services;  
• Increased awareness of difficulties and issues affecting 
veterans and their families 
• Better connectivity between "civilian" and military health 
services to ease transition and joined up treatment pathways 
for veterans;  
• Further development of specialist support services  
• Improved understanding of the local experience for 
veterans accessing healthcare services  
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Project Commentary 
The Increasing Access to Psychological Therapy Long Term Conditions and Prevention Projects 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:  
  
Increasing Access to Psychological Therapy Long Term Conditions 
This project is still on hold having not been approved at CSC - further exploration of model and evaluation 
of priorities alongside other AMH work (crisis care pathway and recovery transformation) is underway. Plan 
to be reviewed for further evaluation and re-presented to CSC.  
  
Prevention 
Further scoping to determine the direction for this element of the Better Care programme is still in progress 
and will focus on early intervention, therefore, this will focus more on preventing or reducing demand for 
social care.  
  
Alcohol Harm Reduction 
Safe Space will terminate at the end of March, unless alternative funding to replace Public Health funding 
reductions can be secured. The commissioning lead is linking in with the CCG on this.  
  
Safer Portsmouth Partnership (SPP)  
The annual strategic assessment has been completed and uploaded to Covalent for information, this is a 
thorough needs assessment of drugs, alcohol and community safety. In addition a drug use survey and 
drug user’s survey has been completed. The SPP team worked with Public Health Intelligence to produce 
analysis of alcohol harm in localities and the association with the concentration of licensed premises, as 
well as analysis to support Public Health's locality Rapid Participatory Appraisals. Planning is underway for 
a resident’s community safety survey in February.  
 
  
 
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)   

IAPT: People Moving to Recovery (NHS Portsmouth CCG)   

IAPT: People Entering Treatment (NHS Portsmouth CCG)   
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In Year KPIs Indicating Delivery  Status (YTD) 

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) 

 Data not currently 
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 seven of the nine Cancer standards in October, failing ‘treatment within 31 days’ (three 
patient breaches) and ‘upgrade to treatment within 62 days’ (one patient breach).  
  
PHT achieved seven of the nine Cancer standards in October, failing ’62 days First Diagnosis to Treatment 
(FDT)’ and ’62 days consultant upgrade’. The Trust is expecting to achieve all standards in November, with 
the exception of '62 days FDT'.  
 
A Contract Performance Notice was issued to PHT in October due to the continued concerns regarding 
Cancer performance. The CCG and PHT have developed a joint Cancer Improvement Plan which indicates 
the Cancer standards will be achieved and sustained from February 2016, taking patient choice into 
account over the holiday period. A Remedial Action Plan was received from the Trust on 6th January and is 
currently being reviewed by the CCG. 
 
Improving Access to Psychological Therapies (IAPT) 
The CCG is on track to deliver the proportion of people entering treatment and moving to recovery targets. 
The CCG achieved 3.98% against the target of 3.75% for the proportion entering treatment and 53.57% 
against the target of 50% for the proportion moving to recovery as at the end of September. 
 
The national waiting time targets have been consistently achieved by the CCG in 2015/16, performance 
was 96% in October for people treated within 6 weeks (75% target) and 100% for people treated within 18 
weeks (95% 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 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 ratings are NHS England’s assessment made in January 2016 against the CCG Assurance Framework. 
 
   

 CCG Assurance Framework - Well Led Organisation Limited assurance  
  
The narrative below sets out the progress the CCG has made within this Domain, as well as any actions currently being undertaken. 
   
  

Leadership & Organisational Development 
• The CCG has revised the Chief Executive Officer’s portfolios and underpinning structures, increasing senior capacity to support the Chief Clinical 

Officer. Discussions are progressing with COMPACT partners and the Local Authority (LA) on further changes to operating models, to ensure a grip 
on the delivery of our Blueprint, whilst keeping a shared approach to provider relationship management and the delivery of constitutional standards. 

• The CCG is recognised as having a strong Organisational Development focus, underpinned by succession planning and talent management strategy. 
• Two members of the current clinical executives are attending assessment/development centres as part of clinical leadership development, as well as 

chair succession planning. 
• The Urgent Care Board has now transformed into the System Resilience Group (SRG), with a wider remit and underpinning structures to include 

planned care. 
 
Our Blueprint & partnerships 

• All strategic partners have signed up to the Blueprint with their Governing Boards/Bodies/Full Council. 
• The CCG is currently utilising existing governance arrangements – i.e. the individual governance and Boards (or equivalent) of individual 

organisations. This uses the formal powers available to each partner with the Portsmouth Health and Care Executive Group, bringing together the 
senior leaders for oversight and management of the established cross-agency programme of work to deliver the Blueprint.  

• We have engaged with our city wide Patient Participation Group (PPG) regarding the Blueprint vison as well as with our local Healthwatch, to discuss 
with them how they can be involved and work with us regarding this. 

• We have well developed Patient and Public Involvement (PPI) arrangements utilising a range of methodologies including face to face, social media 
and more traditional communications. 

• We recognise that we have some complex issues with which PPI and communications is critical, such as the Guildhall Walk public consultation. 
• We have a good relationship with the Health and Wellbeing Board and with the Local Authority more generally. 

  
Commissioning Support & Provider Relationship Management 

• Chief Finance Officer is COMPACT lead for provider relationship management. 
• Proactively leading discussions to revise COMPACT operating model, to strengthen Patient Relationship Management (PRM) arrangements both 
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within the CCG and across the COMPACT, utilising the CSU Contracting team and aligning alongside other resources internal to the CCG. 
• Utilising contractual levers alongside other aspects of commissioning to address and escalate delivery and quality issues with providers (e.g. ED, 

Community Nursing, OOH). 
  
Our Members 

• Continue our programme of engagement with member practices which was rated highly via stakeholder survey. The CCG has engaged them 
specifically in the Blueprint and will continue to do so. 

• Interest from several GPs to stand for nomination in this year’s elections for Clinical Executive roles. 
• The CCG’s clinical executive election process is underway and is being administered by the Local Medical Council, with strong interest from a number 

of GPs in the City in the portfolios which is a positive sign of interest and support from member practices in the CCG and commissioning. 
 
Key actions being taken: 

• Conclude discussions with COMPACT and LA regarding further enhancements to our operating model. 
• Governing Board to confirm new arrangements for Chair at January 2016 meeting along with confirmation of appointments to the three Clinical 

Executive portfolios who are currently the subject of an election process by member practices. 
• As part of the cross agency programme for the Blueprint, we are examining how we want to develop the powers and working practice of the Health 

and Wellbeing Board to support us. 
• Embed revised SRG arrangements across the local system. 
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 CCG Assurance Framework - Delegated Functions Limited assurance  
 
The narrative below sets out the progress the CCG has made within this Domain, as well as any actions currently being undertaken. 
  
  
The CCG has developed a decision making framework to ensure primary care contracting business can be done efficiently but within the scope of the 
scheme of delegation. 
 
The CCG has launched its consultation on the re-procurement of the services currently provided at Guildhall Walk. It remains the CCG’s intention to use the 
opportunity to try and simplify the urgent care pathway and enable a step change towards practices working together to deliver extended access for a greater 
proportion of the population. However, as a result of the engagement undertaken pre-consultation, the CCG has revised it plans with regard to services for 
the registered list. 
  
The CCG has held a patient safety workshop and is in the process of identifying patient safety champions within each practice who will work with the CCG to 
inform our approach to develop measures for improving quality within primary care. 
 
Key actions being taken: 
The CCG continues to support the migration to one common IT system in order that patient records can be shared between practice and providers, a key 
milestone in the delivery of primary care at scale across the city. 
 
 
CCG Assurance Framework - Financial Management  Assured as Good   
 
The narrative below sets out the progress the CCG has made within this Domain, as well as any actions currently being undertaken. 
 
 
The CCG continues debate with the main acute provider regarding the reasons for the misalignment in assumptions regarding the Trust's 'production plan'.   
 
Detailed conversations are taking place regarding CQUIN together with the position on Fines and Penalties. 
 
On track to deliver the CCG surplus and financial targets. 
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CCG Assurance Framework – Performance Limited Assurance  
 
The narrative below sets out the progress the CCG has made within this Domain, as well as any actions currently being undertaken. 
 
 
The CCG continues to deliver a number of the NHS Constitutional standards. For Q2 the CCG met the standards for RTT – Incomplete and all of the 8 
national cancer standards. As well as these the CCG also delivered the: 
 

• Diagnostic standard 
• Zero Mixed Sex Accommodation 
• CPA 7 days follow-up 
• Dementia diagnosis 
• IAPT - number entering treatment, moving to recovery, 6 weeks and 18 weeks RTT. 

 
However, performances relating to A&E by PHT and SCAS ambulance response times remains challenging.  
 
A&E 
PHT’s A&E performance as at the end of Q2 was 84.3% against a trajectory of 90%. The latest performance (October) is 77.8%. The trajectory for Q3 and Q4  
is currently being reviewed to provide a realistic position and one where assurance around delivery can be provided, aligned with the delivery of the actions of 
the urgent care recovery plan. 
 
SCAS 

• The ambulance response time for Red 1 (8 minutes) was 69.6% against 75% target in Q2. The current month’s performance (October) is 70.7%.  
• Q2 performance for Red 2 (8 minutes) was 71.3% against the target of 75%. The current month’s (October) performance is 72.9%. 
• The Red 19 in Q2 achieved 93.8% against 95% target. The current month’s (October) is 95.6%.  

 
SCAS has raised significant concerns about the impact on ambulance response times due to ambulance delays at PHT. The Trust is reporting that 290 
patients experienced an ambulance delay of more than 30 minutes in September (compared to 92 in August), and 92 patients experienced a delay of more 
than 60 minutes (compared to 9 in August).     
 
SCAS is taking part in a national pilot and there is an expectation that performance relating to Red 2 performance will be adversely affected as a result of the 
pilot. 
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52 weeks waiters 
There were two reported CCG patients waiting over 52 weeks in September. One breach occurred at North Bristol NHS Trust and one breach at PHT; both 
patients were on the waiting list for spinal surgery. PHT confirmed that the patient was treated in October 2015. The CCG has yet to receive confirmation that 
the North Bristol patient has been allocated an appointment date; the Trust developed a recovery plan, with associated trajectory which indicated that the 
backlog of patients waiting in excess of 52 weeks would be cleared by February 2016. 
 
C.diff 
The YTD (October) C.diff is 35 cases against a trajectory of 30. Recent root cause analysis did not show common cause between the cases. However, 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. 
 
Key actions being taken: 
All performance levers within the contracts are being used to address current areas of underperformance.  Contract performance notices have been issued 
for all areas, and fines and penalties are being applied in line with the contract, and as per the accountability framework with specific regard to A&E.  
Improvement in performance is closely aligned to and sits alongside quality in understanding the impact of patient safety; quality of care etc. with regards to 
those areas where performance is not at the level it should be and therefore impacting on patient outcomes. 
 
A&E  
The CCG continues to work with providers across the South East Hampshire system to in-reach and use a pull model to support discharges. Community 
providers also continue to flex the community bed stock to take a wider cohort of patients where possible. There has been an increase in the number of 
simple discharges at PHT and complex discharges for Portsmouth in October which is helping to mitigate the situation. The UCB continues to focus on the 
four work streams: Avoidable breaches, Standard transfers, System transfers and System resilience. 
 
SCAS 
The CCG issued a Contract Performance Notice to SCAS in October 2015 as a result of the continued underperformance. A recovery plan was submitted by  
SCAS, although the plan was not deemed to provide sufficient detail in relation to actions being undertaken, and anticipated impact those actions will have on 
performance. A revised action plan was received in November and it is anticipated that the plan will be accepted, with the CCG’s response detailing the 
performance reporting against that plan that we hope to see.  
 
Cancer 
Inconsistent delivery of the cancer standards. PHT is reporting the achievement of six of the nine Cancer standards in September, failing '31 days First 
Diagnosis to Treatment (FDT)', '31 days subsequent surgery' and '62 days consultant upgrade'; eight of the nine standards are expected to be achieved in 
Q2, failing '62 days consultant upgrade' (a locally measured metric).  
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The Trust developed a Cancer Improvement Plan for the standards which failed in Q1 (‘breast patients seen within 2 weeks’, ‘31 days subsequent surgery’ 
and ’62 days FDT’), which was shared with the CCG in September. However, the plan did not provide the expected assurance and a Contract Performance 
Notice was issued to PHT in October as Cancer performance remained a concern.  The CCG and PHT have failed to agree a Remedial Action Plan (RAP), 
the next step in the contractual process is to escalate to the Governing Board where a decision will be made around the option of financial withholding. The 
CCG has recently held two meetings with the Trust and the Cancer Network, the last one held on the 22/11/15 where the cancer improvement plan was 
discussed at length.  NHS England has now moved the Trust from ‘partially assured’ to “assured” in relation to the improvement plan and the trajectory to 
meet the CWT standards, and sustain them from February 2016.   
 
The other two current CPNs are with PHT for RTT and cancelled operations not rebooked within 28 days. 
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CCG Assurance Framework - Planning  Assured as Good   
 
The narrative below sets out the progress the CCG has made within this Domain, as well as any actions currently being undertaken. 
 
 
The Operating Plan for the CCG was accepted by the Area Team as part of the national planning submissions. The Operating Plan documents the work 
planned for 15/16 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 the Operating plan has come from programme and project plans, the majority of which have clear clinical and managerial leadership.  
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.  Project leads use 
Covalent to both operationally manage delivery of projects as well as to feed reporting and monitoring. Covalent is also used on system wide and multi 
organisational projects such as the BCF, Interoperability and to support the UCB. 
 
When the local SRG was originally established it focussed mainly on A&E pressures under the guise of the Urgent Care Board, as this was the main system 
pressure at the time. The SRG has recently been reviewed and now covers the full establishment that was originally anticipated would come under the SRGs 
remit. The SRG is overseeing the system response to delivery of urgent and planned care. 
 
 
The agreed BCF plan is being monitored locally across Portsmouth and will be reviewed and revised as required now that confirmation has come through that 
BCF plans will be required for 16/17+. This and the major transformation work that is happening across Portsmouth, underpinned by the Blueprint, will form 
the core of 16/17+ planning. Major local service transformation aligned and enabled by a coherent and consistent commissioning approach to acute 
providers, will see the local health and care landscape change leading to improved outcomes for the local population. 
 
Key actions being taken: 
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 the key programmes of work required to deliver the Portsmouth Blueprint.   
Providers are being supported to implement digital working, including NHS number transfer and discharge summaries.  
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Indicator November 2015 QTD (Q3) YTD (2015/16) 
Monthly Trend 

Target Value Status Trend Value Status Value Status 

RTT: Incomplete 92% 92.1%   92.1%  92.1%   

Patients waiting >52 Weeks 0 2   4  7   

Diagnostic Test Waiting Times 99% 99.35%   99.35%  99.35%   

A&E 4 Hour Waits* 95% 79.0%   79.0%  84.1%   

Cancer Patients - 2 Week Waits* 93% 97.45%   97.45%  96.56%   

Cancer Patients - 2 Week Waits (Breast)* 93% 99.04%   99.04%  94.44%   

Cancer Waits - 31 Days (All Cancers)* 96% 95.71%   95.71%  97.16%   

Cancer Waits - 31 Days (Surgery) * 94% 95.65%   95.65%  96.38%   

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

Cancer Waits - 31 Days (Radiotherapy) * 94% 96.88%   96.88%  93.37%   

Cancer Waits - 62 Days (GP Referral) * 85% 89.29%   89.29%  88.45%   

Cancer Waits - 62 Days (Screening Service) * 90% 100%   100%  93.55%   

Cancer Waits - 62 Days (Decision to Upgrade) * 86% 0%   0%  50%   

Red 1 Ambulance Response (SCAS) 75% 71.78%   71.24%  72.13%   

Red 2 Ambulance Response (SCAS) 75% 76.16%   74.57%  73.81%   

Red 19 Ambulance Response (SCAS) 95% 95.27%   94.9%  94.6%   

Mixed Sex Accommodation (YTD) 0 0   0  0   

CPA 7 day follow up* 95% 100%   100%  100%   
 
  

*October data 

Annex 1 – Rights & Pledges 
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Friends & Family Test: October 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 87% 96% 95% 96% 94% 98% 

Frimley Health 93% 97% 99% 100% 93% 98% 

Hampshire Hospitals 88% 94% 97% 100% 97% 100% 

Portsmouth Hospitals 93% 96% 88% 94% 99% 96% 

Royal Surrey County 
Hospital 89% 94% 100% 100% 93% 95% 

University Hospital 
Southampton 94% 96% 93% 96% 94% 100% 

Western Sussex 
Hospitals 90% 95% 100% 96% 96% 100% 

 

 Community 
 

Mental Health 
 

Solent NHS Trust 98% 96% 

Southern Health NHS 
Foundation Trust 93% 93% 

Annex 2 – Quality and Outcomes  
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Urgent care quality metrics 
PHT: Emergency Department 

Indicator 
July 2015 August 2015 September 2015 October 2015 

Target Value Target Value Target Value Target Value 

Ambulance Handover Compliance 95% 99% 95% 97% 95% 91% 95% 93% 

Trolley Waits >12 Hours 0 0 0 0 0 0 0 0 

Ambulance Diverts 0 0 0 0 0 0 0 1 

Queue Assessments <15 Minutes 95% 83% 95% 94% 95% 80% 95% 59% 

A&E FFT Response Rate 20% 17.5% 20% 13.6% 20% 21% 20% 15.7% 

A&E FFT Positive Responses TBC 94% TBC 93% TBC 94% TBC 93% 

ED Patient Safety Incidents 0 2 0 0 0 0 0 0 

ED Patient Complaints & Concerns 0 2 0 0 0 2 0 2 

Patients left without being seen Monitor 376 Monitor 286 Monitor 318 Monitor 352 
 

PHT: Wards 

Indicator 
July 2015 August 2015 September 2015 October 2015 

Target Value Target Value Target Value Target Value 

Falls: Moderate & High Harm 3 1 3 0 3 0 3 0 

Grade 3 & 4 Pressure Ulcers (Avoidable) Monitor 2 Monitor 1 Monitor 3 Monitor 5 

Grade 3 & 4 Pressure Ulcers (Unavoidable Monitor 1 Monitor 2 Monitor 4 Monitor 5 

C.Difficile 3 6 3 1 3 1 3 3 

MRSA 0 0 0 0 0 0 0 0 

Medication Errors 0 0 0 0 0 1 0 1 

Ward Complaints 0 2 0 0 0 1 0 0 

Ward Safety Incidents/SIRIs 0 1 0 0 0 0 0 0 
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Indicator 
July 2015 August 2015 September 2015 October 2015 

Target Value Target Value Target Value Target Value 

Patients Outlied (Average) 10 1,404 10 1,214 10 785 10 1,164 

Additional Capacity beds open 30 298 30 157 30 273 30 523 

Inpatient FFT Response Rate 20% 27.7% 20% 27.8% 20% 24.1% 20% 22.7% 

A&E FFT Positive Responses TBC 97% TBC 97% TBC 96% TBC 96% 

Readmissions Rate Monitor 6.8% Monitor 7.2% Monitor 6.5% Monitor 6.3% 

Discharges between 23:00 and 06:59 Monitor 61 Monitor 69 Monitor 40 Monitor 80 

Safer Staffing Breaches (<80%) 0 N/A 0 N/A 0 N/A 0 12 

 
Solent 

Indicator 
July 2015 August 2015 September 2015 October 2015 

Target Value Target Value Target Value Target Value 

Safer Staffing Breaches (<85%) 0 0 0 0 0 0 0 0 

Unexpected Deaths 1 1 1 0 1 0 1 0 

Admission Criteria Exceptions 1 1 1 0 1 0 1 0 

Patient Safety Incidents 1 1 1 0 1 0 1 0 

Falls (Moderate & High Harm) 3 0 3 0 3 0 3 0 

Staffing Incidents 4 0 4 4 4 0 4 1 

Unexpected Deaths - Community Teams 1 0 1 2 1 0 1 0 

Readmissions to Acute 1 5 1 3 1 3 1 N/A 

Incidents from Incomplete Handover 1 0 1 0 1 0 1 0 

Transfers at Night 1 3 1 0 1 5 1 2 

Urgent Care Complaints 1 0 1 0 1 0 1 0 

Deaths within 24 hours of transfer 1 1 1 0 1 0 1 0 
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Southern Health 

Indicator 
July 2015 August 2015 September 2015 October 2015 

Target Value Target Value Target Value Target Value 

Safer Staffing Breaches (<85%) 0 N/A 0 N/A 0 0 0 0 

Unexpected Deaths 1 N/A 1 0 1 0 1 0 

Admission Criteria Exceptions 1 N/A 1 N/A 1 0 1 1 

Patient Safety Incidents 1 N/A 1 N/A 1 1 1 0 

Falls (Moderate & High Harm) 3 N/A 3 5 3 2 3 1 

Staffing Incidents 4 N/A 4 N/A 4 0 4 0 

Unexpected Deaths - Community Teams 1 N/A 1 N/A 1 0 1 0 

Readmissions to Acute 1 N/A 1 N/A 1 23 1 17 

Incidents from Incomplete Handover 1 N/A 1 N/A 1 1 1 0 

Transfers at Night 1 N/A 1 N/A 1 0 1 0 

Urgent Care Complaints 1 N/A 1 N/A 1 0 1 0 

Deaths within 24 hours of transfer 1 N/A 1 N/A 1 0 1 0 
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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 Q2 2015/16 2,281 2,261  

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) 718.6 721.9  

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) 

 

 
172.2 

 
215.0  

Q2 2015/16 326.5 
 456.0  

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 CCG’s 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 

Delegated commissioning – The CCG is not yet fully assured that it is cited of the 
full potential risks and  opportunities associated with delegated commissioning of 
Primary Care and Specialised Services 

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  



 
 

54 

 

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% £0 

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 £981,000 

 

NHS Constitution Reduction (Provider level) Status 
% of 

Quality 
Premium 

Financial Value for 
CCG 

RTT Incomplete - PHT level  30% £294,300 

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

Cancer - 14 day wait from an urgent GP referral - PHT level  20% £196,200 

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

  Total £490,500 

Annex 4 – Quality Premium Estimate 2015/16 



 

 
 

 

 
 

GOVERNING BOARD 
 

Date of Meeting 20 January 2016 
 
Agenda Item No  
 

6 

Title Governing Board Assurance Framework 

Purpose of Paper 

 
In line with the CCGs Risk Management Framework the Audit 
Committee has reviewed the Governing Board Assurance 
Framework, taking into account recommendations for changes 
and updates proposed by the Clinical Executive and this is 
presented to the Governing Board for their ratification.  
 
The Clinical Executive has reviewed the Governing Board 
Assurance Framework on behalf of the Audit Committee, which 
the Audit Committee (9th December 2015) has subsequently 
approved for presentation to the Governing Board. 
 
The Governing Board will note that the following is proposed: 

• New Risk to be added to GBAF - GB16 GP Out of Hours 
contract (Portsmouth Health Ltd)  

• GB11 Safeguarding to be removed from GBAF  
• GB10 NHS Constitution increase risk score 

 
UPDATE: 
 
In order to ensure the Governing Board receives up-to-date 
information about ongoing risks within the GBAF, members are 
asked to note the following updates to the GBAF will be 
recommended taking into account the CCG’s Quality & 
Safeguarding Executive Group review of quality/safeguarding 
issues on the 9th December: 
 

• GB13 (Urgent Care): recommended that the risk score is 
increased from 16 to 20 given ongoing concerns and 
limited evidence about the impact on safety of ongoing 
failure to see patients attending ED within NHS 
constitutional standards 

• GB16 (GP Out of Hours Service/Portsmouth Health Ltd): 
recommended that the risk score is increased from 16 to 
20. There have been 2 further serious incidents relating to 
delayed contacts and ongoing commissioner concern 
relating to the service’s ability to fully staff shifts and rotas. 
There is currently a cross-CCG (Hants) assurance and 



 

 
 

 

challenge process underway seeking rectification and 
assurance from the provider. 

 
Recommendations/ 
Actions Requested 
 

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

Potential Conflicts 
of Interests for 
Board Members 

GB15, GB02, GB16 

Author Vicki Puttock, Business Development Officer 
 

Sponsoring 
Member Innes Richens, Chief Operating Officer 

Date of Paper 30th December 2015 
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NHS Portsmouth CCG Governing Board Assurance Framework 
 
 

 
 

Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective Description of risk Responsible 

officer L I Original 
Risk Score 

Description of actions (Key 
controls / processes) Sources of assurance Further action needed for 

improvement L I Residual 
risk score Movement 

GB07 Resources 1  D,E,F  IF the CCG and/or 
key partners fail to 
meet their financial 
duties, THEN this 
could impact on 
service delivery and 
outcomes for 
patients  

Michelle 
Spandley 

5 4 20 COMPACT  
  
System Transformation and 
Resilience Group (STAR 
Board)  
Board to Boards  
  
Health & Well Being Boards  
  
NHSE Wessex Commissioning 
Assembly  
  
Collaboration with TDA  
  
Joint planning with Portsmouth 
City Council and Solent NHS 
Trust  

CCG Finance reports  
  
Provider finance reports  
  
Alignment of financial plans 
and strategies  
  
Contract monitoring  
CQRM  
  
Modelling impact of 
commissioning intentions on 
key providers  
  
Regular meetings of CFOs - 
Finance Summit  
 
Process to monitor provider 
workforce risks - recruitment 
programmes in place  
 
Health & Care Executive 
established  

Assess impact of provider and 
local authority recovery plans  
  
Clarification of CCG financial 
risks and mitigating plans  
 
Review primary care allocation  

4 4 16 
 

GB10 NHS 
Constitution 

1  D,E,F  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  

Innes 
Richens 

4 4 16 Contract monitoring and 
utilisation of levers and 
penalties  
  
ED improvement plan and 
operational resilience plans (for 
elective and non-elective) with 
Portsmouth Hospitals NHS 
Trust (PHT)  
  
Commissioner work 
programmes with PHT and 
other providers to redesign and 
review services to improve 
delivery  
 
Collaborative working 
arrangements with the Trust 
Development Agency  
 
CQ issued to PHT for RTT and 

Contract monitoring groups 
including CQRM and ECRM  
 
CCG integrated performance 
reporting to CCG Board  
 
Accountability framework 
signed by all partners  
 
Regular and embedded use of 
system wide performance 
monitoring (kit bag)  
 
Diagnostics improvement plan 
monitoring System wide 
programme performance via 
System Transformation and 
Resilience Group (STAR 
Board)  

Monitor trajectory agreed by 
UCB - 95% ED 4 hr waits by 
end of Quarter 3  
 
Sign off the Cancer 
Improvement Plan  

4 4 16 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective Description of risk Responsible 

officer L I Original 
Risk Score 

Description of actions (Key 
controls / processes) Sources of assurance Further action needed for 

improvement L I Residual 
risk score Movement 

Cancer  

GB13 Quality 2  F  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  

Dr, Dapo 
Alalade 

4 4 16 System accountability to deliver 
required actions to reduce risk 
are in place via  
Urgent Care Board and PHT 
CQRMs/ECRMs; Delivery of 
Quality in Admission, 
Discharge and Transfer CQUIN  
 
Multi agency task & finish 
group established to agree and 
implement escalation 
frameworks and trigger points 
for quality and safety issues  

Development of quality & 
safety dashboard for urgent 
care will provide timely data on:  
Reduction in numbers of:  
Ambulance handover delays;  
Outliers from specialities;  
Patient moves;  
Patients queuing  
This will be an indicator of 
system pressures  
SRG/Urgent Care Board will 
monitor CQC action plan and 
escalate any quality and safety 
concerns to CQRM  

 
 

4 4 16 
 

GB14 Staffing     Solent NHS Trust: 
potential impact on 
the ability to provide 
patient care by the 
Portsmouth 
Community Nursing 
team  
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 
there remains (to 
date) 11.0 wte 
vacancy rate across 
the area. 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 

Dr, Dapo 
Alalade 

4 4 16 Monthly meetings with 
providers for progress update  
 
Monitored via quality schedule 
Monitored at CQRM  
 
•Contract performance Notice 
(CPN) has been issued and a 
draft rectification plan received 
31/07/15. This includes weekly 
updates to be provided to CCG  
- Daily monitoring of un-
allocated visits at the beginning 
of day and unachieved visits at 
the end of the day  
 
•HR support to maximise bank 
and agency filling of vacant 
posts  
 
•Recruitment: Applications are 
being fast tracked from initial 
application to interview  
 
•Redeployment of staff from 
other services where possible  
 
•Review caseloads and 
operationalise ‘discharge 
criteria’  
-Ongoing comms between 
TDA, Solent, NHS E and CCG  
- Turnaround manager in post 
for 3 months from 2/10  

Confirmation that CCG funding 
provides a safe staffing level 
for 15/16 delivering the full 
capacity required for 15/16  
  
Solent will engage with the 
integrated locality model and 
this should deliver efficiencies 
during 16/17. This includes 
allocating at least one member 
of staff to act as a lead point of 
contact for their organisation to 
engage in meetings and project 
development etc.  
 
Solent commit to working with 
the ICU to benchmark their 
Community Nursing service 
against other areas to confirm 
additional potential efficiencies 
or good practice that could be 
implemented through 15/16  

Development of agreed set of 
metrics to evidence expected 
levels of assurance  
 
100 day plan from turnaround 
manager  

4 4 16 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective Description of risk Responsible 

officer L I Original 
Risk Score 

Description of actions (Key 
controls / processes) Sources of assurance Further action needed for 

improvement L I Residual 
risk score Movement 

proactively.  

GB16 OOH 
Contract 
(PHL) 

C,F  1,2,3  KPI's are not being 
achieved in the out 
of hours contract 
which means that 
patients safety and 
CCG reputation is a 
risk as well as the 
impact on service 
delivery.  

Suzannah 
Rosenberg 

2 3 6 Quality RAP updated 14/10  
Independent Review completed 
and reported  
Performance RAP latest 
update including:  
• Improving GP productivity and 
outcomes  
• Improving the HDOCS 
internal Operational 
Management Processes  
• Closer working and support 
with the NHS 111 service  
• Introducing Direct indemnity 
cover for GPs  
• Review of repeat medication 
in line with notification sent to 
CCGs  
• A review of the Remuneration 
for Primary Care Centre (PCC) 
sessions  
Board to Board meeting to be 
arranged  
Gaps in Control RAP does not 
fully explain the impact of the 
proposals or specific trajectory 
for each contract (overarching 
performance only).  

CRM - monthly  
RAP meetings  
Quality RAP meeting  
Bi-monthly RAP updates Board 
to Board meeting  

 
Commissioners receiving bi-
weekly feedback.  
RAP updates bi-monthly.  
Agenda item on CRM.  

4 4 16   

GB04 Provider 
relationships 

1,3  C,D,G  IF providers do not 
achieve required 
cultural changes, 
THEN the CCG may 
not be able to fulfil 
its commissioning 
intentions  

Dr Jim 
Hogan 

4 4 16 Engagement with staff at all 
levels, from ward to board  
  
Quarterly strategic reviews with 
Providers  
  
Contracts and robust 
performance management,  
 
Board to Board programmes  

Performance reports from 
Providers  
 
Progress against 
commissioning intentions 
reported via Integrated 
Performance Report to CCG  
 
Board System wide programme 
performance via System 
Transformation and Resilience 
Group (STAR Board)  
 
Health & Care Executive 
established  

Production of the Portsmouth 
Blueprint for health and care 
and endorsement of this from 
city partner boards and the 
Health and Wellbeing Board.  

3 4 12 
 

GB11 Safeguarding 2  F  A Serious Case 
Review (adults) has 
been commissioned 
identifying poor care 
across multiple 
agencies including 
primary care, 

Suzannah 
Rosenberg 

4 4 16 The SAB and Serious Case 
Review sub group are 
responsible for overseeing this 
process and agreeing when the 
report will be released into the 
public domain  
  

An independent author has 
been recruited to undertake the 
review which is likely to take at 
least 6 months and will be 
presented to a Serious Case 
Review Committee.  

The SCR panel has met on two 
occasions. Meeting with IMR 
authors scheduled for October.  
 
Lessons learned will be shared 
at CCG Governing Board once 
report is published  

4 3 12 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective Description of risk Responsible 

officer L I Original 
Risk Score 

Description of actions (Key 
controls / processes) Sources of assurance Further action needed for 

improvement L I Residual 
risk score Movement 

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.  

The action plan has been 
shared with providers and has 
not identified any significant 
failures for the CCG  

 
Co-ordination between CCG 
and provider comms 
departments on media 
response  

GB09 Estates 1,2  C,D,E,F  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  

Michelle 
Spandley 

4 3 12 System wide Estates work 
programme  
 
COMPACT  
 
Provider Board to Boards  
 
NHS Property Services liaison 
meetings  
 
Local top 10 group chaired by 
CCG Community care estates 
business case  

System wide estates 
programme reports  
 
Development of system wide 
estates plan  
 
Full business case and delivery 
of programme  

Completion of business case  
 
Establish City Estate Forum  
 
Completion of CCG Estate 
Strategy  

3 3 9 
 

GB02 Engagement 1,2,3,4  A,B  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  

Dr Jim 
Hogan 

3 4 12 Continued engagement with 
member practices including 
weekly communications, 
commissioning evenings, 
TARGET, Practice visits, 
supported by Primary care 
engagement team  
  
Primary care CQUIN  
  
Practice Managers Forum  

Feedback from membership 
meetings & other forums, 
practice visits  
  
CQUIN monitoring  
 
Member practice surveys  
 
360 degree feedback  

Develop revised talent 
management and succession 
planning strategy  
 
Targeted conversations about 
emerging model of care for the 
city  

2 4 8 
 

GB03 Local Health 
Economy 

3  C,D,E,F,G  IF we do not achieve 
the transformation of 
services THEN we 
may not be able to 
meet the rising 
demand for services  

Innes 
Richens 

4 4 16 Exec level joint planning 
sessions with PCC, Solent & 
PHT  
 
BCFS75 agreement & plan  

Accountability to Health and 
Wellbeing board / System 
Transformation and Resilience 
Group (STAR Board)  
 
Health & Care Executive 
established  

Maximising opportunities of 
delegated commissioning  
 
Continued development of the 
Portsmouth GP Alliance  
 
Production of the Portsmouth 
Blueprint for health and care 
and endorsement of this from 
city partner boards and the 
Health and Wellbeing Board.  

2 4 8 
 

GB05 Collaborative 
working 

1  C,D,F,G  IF NHS England 
(Wessex) and CCG 
commissioning 
strategies are not 
aligned in relation to 

Innes 
Richens 

4 4 16 Agreed approach with local 
Area Teams  
  
Impact of commissioning 
decisions described effectively  

Audit of commissioning 
intentions to check for gaps 
and overlaps  
  
NHSE (Wessex) / CCG 

 2 3 6 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective Description of risk Responsible 

officer L I Original 
Risk Score 

Description of actions (Key 
controls / processes) Sources of assurance Further action needed for 

improvement L I Residual 
risk score Movement 

specialised 
commissioning 
THEN this may 
result in 
fragmentation of 
services and 
potential cost 
pressures  

  
Analysis of commissioning 
intentions  
  
Collaborative contract 
monitoring  
 
NHSE(Wx) engagement with 
collaborative procurements  
 
Taken on delegated 
responsibility  

operating plans  
  
NHSE (Wessex) two way 
assurance process  
 
Governing Board has taken on 
responsibility for primary care 
commissioning  

GB08 Information 
Technology 

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

Innes 
Richens 

5 3 15 Directing IT strategy to support 
Integrated Care agenda  
  
Establishing a PSEH 
Interoperability Programme  
  
Securing expert advice and 
leadership to the CCG  
  
PSEHCC  
 
BCF workstream  
 
TPP roll out programme for 
primary care and Solent  

IT enabled change board  
  
PSEH Interoperability 
Programme Briefings  
  
Urgent care delivery board  
  
Performance of CSU SLA/work 
programme  
  
CCG IT strategy 
implementation briefings  
  
CCG IT Programme Manager 
in post to progress  
 
CSU Programme Director in 
post to progress  

IT interoperability business 
case to be completed  

2 3 6 
 

GB15 Delegated 
Commissioni
ng of Primary 
Care 

1  A,F,G  IF there is not a 
robust agreement 
between CCG and 
the Area Team 
regarding handover 
of responsibilities 
THEN we will may 
not have the 
capacity and 
capability to manage 
the functions without 
adversely affecting 
engagement with 
member practices, 
delivery of primary 
care and CCG 
reputation  

Katie 
Hovenden 

4 3 12 CCG and Area Team signed up 
to Transition plan and 
Agreement regarding 
collaborative working  
  
Monthly transition meetings 
with Area Team  
  
Training for primary care team 
and Governing Board members 
on aspects of primary care 
contracting.  

Primary Care Dashboard  
  
Primary Care Reference Group 
overseeing transition  
  
Development of Primary Care 
Balance Score Card  
  
Inclusion of primary care 
quality issues within QSEG 
agenda  
 
Feedback from practices and 
the LMC  

Agreement of joint plan with 
Area team regarding PMS 
reviews  
  
Development of plan for 
reinvestment of PMS freed up 
resources  
 
Scoping of additional staffing 
requirements to support 
management of all delegated 
functions once national HR 
guidance received and 
transition complete  

2 3 6 
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Strategic Priorities 
1 We want everyone to be able to access the right health services, in the right place, as and when they need them.  
2 We will ensure that when people receive health services they are treated with compassion, respect and dignity and that health services are safe, effective and excellent quality.  
3 We want health and social care services to be joined up so that people only have to tell their story once. People should not have unnecessary assessments of their needs, or go to hospital when they can be safely cared for at home or stay 

in hospital longer than they need to.  
4 With our partners, we will tackle the biggest causes of ill health and early death and promote wellbeing and positive mental health.  

  
Strategic Objectives 
A enable our GP surgeries as members to engage and drive commissioning 
B engage with our patients and our public in our commissioning and our decision making 
C work with our partners to collaborate to deliver improvements in health outcomes 
D invest in improving and better health and wellbeing 
E manage our resources effectively 
F ensure that our services are safe and focused on maintaining and improving quality 
G develop the CCG as a mature organisation considered as credible and competent with the appropriate capacities and capabilities 

 
Version control 
09.12.15 GBAF v12.1 reviewed by the Audit Committee and approved for presentation to the Governing Board on 20.01.16  

28.10.15 GBAF v12.1 reviewed by the Clinical Executive Committee and approved for presentation to the Audit Committee on 09.12.15  

GBAF v12.1 - Review Meeting 15th October proposed the following -  
*New Risk to be added to GBAF - GB16 re OOH contract (PHL) (commissioning Risk 20)  
*GB11 re Safeguarding to be removed from GBAF  
*GB10 NHS Constitution increase risk score  

GBAF v11.2 ratified by Governing Board 23.09.15  

22.07.15 GBAF reviewed by Clinical Executive Committee:  
* New risk GB14 - original and residual risk scores amended to 16  
* GB05 - description updated in relation to specialised commissioning  
* New risk added - delegated commissioning of primary care (GB15)  
GBAF updated - v11.1 reviewed by Audit Committee 09.09.15, approved for presentation to Governing Board 23.09.15 for ratification (v11.2)  

07.07.15 GBAF reviewed by IR/SR/JC:  
* New risk (GB14) - Solent Community Nursing team staffing  
* Reduction in current risk scores for GB11, GB08 and GB05.  
* Board to consider whether GB05 should remain on GBAF.  
GBAF v11.0 - proposed updates to be reviewed by Clinical Executive Committee 22.07.15  

01.07.15 v10.1 Approved by Audit Committee 27.05.15 for presentation to Governing Board 15.07.15  

30.04.15 v10.0 Proposed updates to GBAF for recommendation to Audit Committee 27.05.15 (following Clinical Executive review)  

18.03.15 v9.3 Ratified by Governing Board (risk GB01 removed from risk register)  

05.13.15 v9.2 Approved by Audit Committee 04.03.15 for presentation to Governing Board 18.03.15  

11.02.15 v9.1 Approved by Exec 11.02.15 for recommendation to Audit Committee 04.03.15  

04.02.15 v9.0 Proposed updates to GBAF from MS/SR 04.02.15. For review by Exec 11.02.15. Approved by Exec 11.02.15 for recommendation to Audit Committee 04.03.15  
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Register of Interests 
 
Purpose of Paper 
 

 
The CCG is committed to the principles of transparent and open 
decision making.  As part of this, and underpinning the CCGs 
Constitution, the CCG has a Standards of Business Conduct policy to 
manage conflicts and potential conflicts of interest to ensure that 
decisions made by the CCG will be taken and seen to be taken without 
any possibility of the influence of external or private interests.  The CCG 
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 
25 November 2015.  
 

 
Recommendations/ 
Actions requested 
 

 
To accept the Register of Interests. 

Potential Conflicts 
of Interests for 
Board Members 

None 

 
Author 
 

 
Jayne Collis, Business Development Manager 
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Dr Tim Wilkinson 
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• Corporation Board Member (Governor), Portsmouth College 
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• Employed by University of Southampton 
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Member of Clinical Strategy Committee 
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• GP Partner Milton Park Practice, Portsmouth 
• Shareholder of Circle Health  
• Milton Park Practice is a member of Portsmouth Primary Care 

Alliance Limited 

DR JIM HOGAN 
CLINICAL LEADER/CHIEF CLINICAL OFFICER  
 
GP practising from Lake Road Practice, Portsmouth 
 
Member of Governing Board 
Member of Clinical Strategy Committee 

• General Practitioner practising from Lake Road Practice, 
Portsmouth.  Lake Road Practice is also the contract provider 
for John Pounds Medical Centre. 

• Lake Road Practice is a member of Portsmouth Primary Care 
Alliance Limited 

DR JANET MAXWELL 
DIRECTOR OF PUBLIC HEALTH 
PORTSMOUTH CITY COUNCIL 
 
Non-Voting Member of Governing Board 

• NONE 

MR TOM MORTON 
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Deputy Chair and Member of Governing Board 
Member of Remuneration Committee 
Chair of Audit Committee 

• Trustee of the Portsmouth Cathedral Development Trust 
• Chairman of the Agamemnon Housing Association 
• President of the Royal Naval Association (Waterlooville Branch) 
• Associate Hospital Manager for Solent Healthcare 
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Member of Remuneration Committee 
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• Mental Health Act Review Manager Southern Health NHS 

Foundation Trust 
• Young Persons Counsellor for Third Sector Organisation (Off 

The Record) and Trustee for the organisation 
• Counsellor at Portsmouth Counselling Services 

DR JONATHAN PRICE 
CLINICAL COMMISSIONING LEAD 
 
GP practising from The Osborne Practice, Southsea, Portsmouth 
 
Member of Clinical Strategy Committee 

• Partner of Osborne Practice 
• Part-owner of Surgery premises 
• Occasional work for EADS Astrium, ANA (drug & alcohol 

rehab), Research 
• Shares in Circle Health 
• Involved in work to develop primary care provision to support 

integrated care (currently in partnership with Solent) 
• The Osborne Practice is a member of Portsmouth Primary Care 

Alliance Limited 

MR INNES RICHENS 
CHIEF OPERATING OFFICER 
 
Member of Governing Board 
Member of Clinical Strategy Committee 

• NONE 
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ASSOCIATE LAY MEMBER 
 
Member of Governing Board 
Chair of Remuneration Committee 
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• Independent Custody Visitor (ICV) - Police and Crime 
Commissioner 

• Workplace Representative – Unite the Union 
• Wife is an employee of Portsmouth Hospitals NHS Trust 
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CHIEF FINANCE OFFICER 
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• Daughter is an employee of the CCG working within the Finance 
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DR KEVIN VERNON 
CLINICAL COMMISSIONING LEAD 
 
GP practising from Lake Road Health Centre, Portsmouth 
 
Member of Clinical Strategy Committee 

• GP Partner at Lake Road Practice Portsmouth.  Lake Road 
Practice is also the contract provider for John Pounds Medical 
Centre. 

• Working as employed GP at Urgent Care Centre, QAH 
• Lake Road Health Centre is a member of Portsmouth Primary 

Care Alliance Limited 
 
 

DR TIM WILKINSON 
CLINICAL EXECUTIVE 
 
GP practising from Derby Road Group Practice, Portsmouth 
 
Chair of Governing Board 
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Member of Remuneration Committee 
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• Derby Road Group Practice is a member of Portsmouth Primary 
Care Alliance Limited 
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Title Recommendations following PMS Reviews 

Purpose of Paper 

 
To update Board Members on the PMS contract review process, 
the recommendations resulting from the process, and to seek 
authorisation to formulate a reinvestment plan from proposed 
eroded PMS premium monies. 
 

Recommendations/ 
Actions Requested 

 
The Governing Board are asked to: 
 
• Ratify the process undertaken by the CCG to manage the 

PMS Review process and thereby agree the 
recommendations for the submitted applications  

 
• Authorise the CCG to undertake a prioritisation process for the 

reinvestment of eroded PMS premium monies over the next 
five years, prioritising the list of six services currently being 
delivered with no formal commissioning arrangements in 
place, and the services detailed in the PMS Review 
applications. 

 
Potential Conflicts 
of Interests for 
Board Members 

All GP Board members and the practice manager representative 

Author Mark Compton  
Head of Primary Care Transformation 

Sponsoring 
Member Innes Richens 

Date of Paper  8 January 2016 

 



 

Recommendations Following PMS Review 

Background 
In January 2014, as part of a national initiative, NHS England Area Teams were asked to review local 
Personal Medical Services (PMS) agreements over a two-year period ending in March 2016.  

The review process has been designed to ensure that NHS England, or an associated delegated CCG, 
is able to ensure equity of funding across general practice and to secure value for money from any 
identified ‘premium’ element of PMS contracts. The PMS premium refers to the funding per 
weighted patient currently paid to a PMS contractor in excess of the General Medical Services (GMS) 
global sum payment per weighted patient.  

There was a significant uptake of PMS contracts when it was originally offered in Portsmouth City 
and there are currently 11 practices working under PMS contracts out of a total of 21 practices, 
covering over 50% of the registered population. Currently the premium monies identified across the 
11 PMS practices equates to circa £1.8m per annum.  

Any future commissioning of services from the PMS premium monies should: 

• reflect joint strategic plans for primary care between NHS England and the CCG; 
• secure services or outcomes that go beyond what is expected of core general practice; 
• help reduce health inequalities; 
• offer equality of opportunity for GP practices in each locality;  
• and support fairer distribution of funding at a locality level.  

As part of the PMS review process Portsmouth CCG, as delegated commissioner, were required to 
understand what services the PMS premium monies were funding and whether the CCG wishes to 
commission those services into the future. Any PMS premium monies not re-commissioned from 
practices individually will be eroded from practices’ financial baselines in equal instalments over a 
five year period commencing on 1 April 2016; this aligns with that used to erode the Minimum 
Practice Income Guarantee (MPIG) funding in GMS practices which comes to an end in 2021. Any 
eroded PMS premium monies are to be reinvested back into primary care locally. Contract variations 
with PMS practices are required to be signed by 31 March 2016.  

PMS Review Process 
Detailed below is the process that the CCG, in collaboration with the Wessex Area Team, undertook 
to manage the PMS Review process within Portsmouth. 

Initial Correspondence 
In September 2015 the Wessex Area Team wrote to all PMS practices highlighting the national 
review process being undertaken and the potential impact on practices. Within this correspondence 
was enclosed: a copy of a National Guidance document; a detailed, practice-specific finance 
schedule (giving a breakdown of all contract related income and identifying each practice’s PMS 
premium); and an application template for the practice to complete (in order to identify any services 
they are providing which they believe are funded by their PMS premium).  



 
Although practices were originally asked to return their completed applications by 30 September 
2015, Portsmouth CCG agreed to extend that timeline until the 30 November 2015 in recognition of 
the complexity of the task to be undertaken by practices and the potential serious impact of the 
review process. 

Roadshow Event  
Following the initial correspondence with practices, NHS England colleagues, in collaboration with 
Wessex CCGs, established local ‘Roadshow’ events across Wessex to discuss with practices the 
methodology for how their PMS premium had been calculated and as an opportunity for practices to 
clarify aspects of the review process. The ‘Roadshow’ event was held in Portsmouth on 22 October 
2015. It was explained to practices that in order to promote equity of access to services for patients, 
and to ensure equality of opportunity for practices to access funding, the CCG would only consider 
applications to retain PMS premium monies where it can be evidenced that the service met a unique 
or atypical practice population need.  

Individual Meetings 
Shortly after the ‘Roadshow’ event practices were offered the opportunity to have an individual 
practice meeting with both CCG and LMC colleagues to discuss their distinct financial circumstances, 
and to help identify whether there may be specific services currently delivered by practices that they 
wish to submit as part of their PMS Review application. 

Advice and Filter Process 
Recognising the administrative burden placed on practices to complete their PMS review 
applications, before the formal application submission the CCG invited PMS practices to submit a 
shortlist of services they were considering to submit as a formal application. The CCG then offered 
advice to practices on each service as to whether it was felt the service met the criteria for a practice 
to retain some/all of their PMS premium monies. It should be noted that this step in the process and 
the advice given did not exclude practices from continuing to submit a formal application if they 
wished to do, so but was included as a supportive function to save unnecessary time and resources 
being expended by practices.  

PMS Review Panel 
Following the formal submission of applications from practices on 30 November 2015 the CCG 
established a PMS Review Panel which convened on 10 December 2015. The panel assessed 
applications from PMS practices in order to make a recommendation as to the whether the stated 
service should enable the practice to retain their PMS premium. The Panel consisted of Primary Care 
Team members from the CCG, a Portsmouth CCG Governing Board Lay Member, and a 
representative from the Wessex LMC. 

Summary of Applications 
A total of five formal applications were submitted to the CCG by three PMS practices. The remaining 
eight PMS practices did not submit an application. The applications received were in relation to the 
following services: 

• Ring pessary fitting and replacing 



 
This service provides women with anterior and/or posterior vaginal wall laxity, commonly known 
as a “prolapse”, with an initial ring pessary fitting, and a replacement (when required). 
 

• Enhanced diabetes service 
This service includes the provision of: extended appointments with specialist clinicians; weekend 
clinics; self-management planning; telehealth support; and annual monitoring of patients with 
impaired fasting glycaemia, previous gestational diabetes, and polycystic ovaries to ensure early 
detection of diabetes and early diagnosis. 
 

• Enhanced respiratory service 
This service includes the provision of: early diagnosis supported by conducting screening, case 
finding, and Lung MOTs; self-management planning; telehealth support; and a risk stratification 
approach to effective management of patients. 
  

• In-house ultrasound scanning service 
This service provides rapid access to ultrasound scanning for all patients registered to the 
practice which can be accessed via an in-house referral from a GP. 
 

• Provision of service for a deprived population 
This service incorporates the additional demand and activity associated with having a registered 
list comprised of patients from highly deprived backgrounds, including: higher number of 
appointments; higher number of children with safeguarding concerns; higher prevalence of 
chronic diseases; and higher number of patients suffering from substance misuse. The service 
also includes the provision of a community outreach nurse. 

Evaluation of Applications 
In order to promote the overarching principals of the PMS review process, which seeks to ensure 
equity of access to services for patients and to promote equality of funding opportunities for all 
practices, it was proposed practices should only retain their identified PMS premium (either as a 
proportion of the premium or the entire sum) if the service described, or the population served by 
the practice, is deemed to be unique or atypical and the service meets a need specific to that 
practice’s population. Any practices submitting applications detailing services which did not meet 
these criteria would not retain their PMS premium; instead these services would be assessed and 
prioritised separately as part of a reinvestment strategy for services to be commissioned across all 
GP practices within the city using eroded PMS premium monies. 

In order to assist the Panel in the evaluation of submitted applications a decision aide was utilised to 
reach an impartial and consistent recommendation for each application (Appendix A). 

Detailed below is the Panel’s assessment of each application submitted for the review process: 

Ring pessary fitting and replacing 
 

Decision Aide Questions Panel Decision 
Is the submission regarding a unique/atypical registered list?   No 
Does the service meet a need specific to that practice’s population? No 



 
 
The Panel identified that the clinical need for ring pessary fitting and replacing will be present for 
patients registered at all GP practices within the city; therefore, the service does not meet the 
criteria for the practice to retain their PMS premium. 

Recommendation: include in pool of services to be considered for future commissioning. 

Enhanced diabetes service 

Decision Aide Questions Panel Decision 
Is the submission regarding a unique/atypical registered list?   No 
Does the service meet a need specific to that practice’s population? No 

 
The Panel identified that patients registered at all GP practices within the city may benefit from an 
enhanced diabetes service; therefore, the service does not meet the criteria for the practice to 
retain their PMS premium. 

Recommendation: include in pool of services to be considered for future commissioning. 

Enhanced respiratory service 

Decision Aide Questions Panel Decision 
Is the submission regarding a unique/atypical registered list?   No 
Does the service meet a need specific to that practice’s population? No 

 
The Panel identified that patients registered at all GP practices within the city may benefit from an 
enhanced respiratory service; therefore, the service does not meet the criteria for the practice to 
retain their PMS premium. 

Recommendation: include in pool of services to be considered for future commissioning. 

In-house ultrasound scanning service 

Decision Aide Questions Panel Decision 
Is the submission regarding a unique/atypical registered list?   No 
Does the service meet a need specific to that practice’s population? No 

 
The Panel identified that patients registered at all GP practices within the city may benefit from a 
GP-led, community-based ultrasound service; therefore, the service does not meet the criteria for 
the practice to retain their PMS premium. 

Recommendation: include in pool of services to be considered for future commissioning. 

Provision of service for a deprived population 

Decision Aide Questions Panel Decision 
Is the submission regarding a unique/atypical registered list?   Yes 
Is there sufficient evidence to demonstrate unique/atypical population? No 

 



 
Based on the information supplied it was deemed that there was not sufficient evidence or a unique 
or atypical registered list as there are a number of practices within the city that also serve highly 
deprived populations; therefore, the service does not meet the criteria for the practice to retain 
their PMS premium. 

Recommendation: to decline the application. 

Reinvestment of PMS Premium Monies 
A stipulation of the national PMS Review process is for any erosion of PMS premium monies to be 
reinvested back into general practice. One of the principles of this reinvestment is that it should give 
equality of opportunity to all practices, whether GMS, PMS, or APMS contractors, to access these 
funds. This section details the projected premium monies to be reinvested over the next five years 
and details where the monies may be reinvested. 

Finance 
Based on the recommendations detailed in the ‘Evaluation of Applications’ all 11 PMS practices 
within Portsmouth will have their identified PMS premium eroded in equal instalments over the next 
five years, at which point the contract value per weighted patient will be in line with GMS 
contractors.  

Detailed in the table below is a projection of the total premium monies to be eroded from PMS 
practices and reinvested back into primary care. As the erosion of identified premium monies are to 
be phased over a five year period in equal instalments, this impacts on the funding available to the 
CCG to reinvest back into primary care, with the funding available increasing year on year. However, 
the figures provided should only be used as an indicative reinvestment pot as the baseline figure 
from which the PMS premium is calculated, the Global Sum Equivalent (GSE), is a variable figure and 
will change each financial year as revisions are made to the price per weighted patient nationally. As 
a result the calculated total PMS premium monies to be eroded will likely reduce year on year from 
that displayed below (as the GSE increases), thereby reducing the total amount of money the CCG 
will have to reinvest in services.  

Identified 
PMS Premium 

Year 1 
Erosion* 

Year 2 
Erosion * 

Year 3 
Erosion * 

Year 4 
Erosion * 

Year 5 
Erosion * 

£  1.84m £  369k £  738k £  1.11m £  1.48m £  1.84m 
*Subject to change based on revisions to the GSE. 

Feedback from Review Process 
As part of the engagement work with practices throughout the PMS Review process it was 
highlighted that there are a number of services currently being delivered by the vast majority of 
practices within the city which are deemed to be above and beyond core GMS contract and for 
which there are no formal commissioning arrangements in place. These services were deemed to be 
meeting a need for patients, but not a need that could be classified as unique or atypical for a 
practice population.  

Practices also raised concern that premium monies eroded from PMS contracts would be reinvested 
back into primary care by commissioning new, or ‘additional’, services from practices, contributing 
to an increased burden on an already overstretched workforce. In recognition that GMS, PMS, and 



 
APMS practices are already delivering services above and beyond their core contract for which there 
are no formal commissioning arrangements, it is recommended that any premium monies eroded 
from PMS contracts are used, as first priority, to put in place formal commissioning arrangements for 
those services deemed above core contract already being delivered by practices. 

Practices identified a list of six services consistently being delivered by practices which are above 
core GMS but for which there are no formal commissioning arrangements in place. It is proposed 
that all six listed services below are considered during prioritisation of PMS premium reinvestment 
monies: 

• Prostate Specific Antigen (PSA) monitoring 
• Spirometry 
• Insulin initiation and monitoring 
• Hypertension diagnosis (using Ambulatory Blood Pressure Monitoring) 
• Lymphedema service 
• Care home reviews 

In addition to the services listed above, any services submitted by practices through their PMS 
review applications which are currently being delivered, but are not uniquely applicable to their 
registered patients, should also be considered during prioritisation of PMS premium reinvestment, 
including addressing the additional demand from highly deprived populations. 

Exclusions 
As part of the engagement work with practices prior to their PMS review applications being 
submitted, the practices identified a list of three services to the CCG highlighted as services currently 
commissioned by the CCG under Local Commissioned Services (LCSs), but which were felt to be 
under-funded for the level of work required. The services listed were as follows: 

• Post-op wound care 
• Leg ulcer care 
• Phlebotomy 

As there is an existing process in place within the CCG to annually review LCSs, including associated 
funding, it is advised that these services be excluded from the PMS review reinvestment 
prioritisation, and any concerns raised will be addressed through the LCS review process. 

Risks 
Detailed below are the prominent risks associated with the PMS Review process and the 
recommendations being presented, plus each risk’s mitigating factors: 

1. If the Wessex Area Team fails to reach agreement for contract signature with PMS practices 
following the review then this will have a significant impact on CCG workload in terms of 
managing disputes.  
 
The robust review process undertaken by the CCG ensures that the process has been 
consistent, impartial, and in line with national guidance. It has also presented practices with 
multiple opportunities to engage with the process and to raise any concerns prior to NHS 



 
England issuing contract variation, thereby mitigating the likelihood and impact of any 
potential dispute. 
 

2. If the outcome of the PMS Review results in a significant loss of income then there may be an 
impact on practice viability and services to patients. 
 
In order to mitigate this risk the national review process phases the reduction in income over a 
five year period. The CCG will work with affected practices to monitor performance and 
delivery over this period and support practices to maximise income. The CCG will also develop 
reinvestment plans which will encourage PMS practices, as well as other practices, to sign up 
to new financial schedules. 

Actions Requested 
The Governing Board are asked to: 

• Ratify the process undertaken by the CCG to manage the PMS Review process and thereby 
agree the recommendations for the submitted applications  
 

• Authorise the CCG to undertake a prioritisation process for the reinvestment of eroded PMS 
premium monies over the next five years, prioritising the list of six services currently being 
delivered with no formal commissioning arrangements in place, and the services detailed in 
the PMS Review applications. 



 

Appendix A 
 

Is the submission regarding a 
unique/atypical registered list? 

Yes No 

Is there sufficient evidence to 
demonstrate a unique/atypical 

population? 

No Yes 

Does the service meet a need 
specific to that practice’s 

population? 

No Yes 

Does the service meet the CCG’s 
strategic priorities? 

No Yes 

Recommendation to 
decline application 

Recommendation to 
consider commissioning 

Recommendation to 
decline application 

  Recommendation to 
include in pool of services 

to be considered for 
 

PMS Review Decision Chart 

Recommendation to 
consider commissioning 
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The Governing board are asked to consider two applications. 
 
a) The closure of Campbell Road surgery, which is currently a 

branch site of the Milton Park Practice, on 31 March 2016. 
 

b) A proposed merger of Baffins surgery and Milton Park 
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 July 2016 

 
It is difficult to review the merger and closure applications 
separately given the interdependencies, therefore a summary 
paper combining the two applications has been provided by the 
primary care team.  
 
The papers comprise of the following: 
 
• A summary paper from the primary care team. 
• The Milton Park Practice’s Application for the closure of 

Campbell Road. 
• The Milton Park Practice’s Business Case and Patient survey 

results for the closure of Campbell Road. 
• Milton Park Practice’s response to patients re the survey 

results. 
• The Baffins and Milton Park Practices’ Application to Merge. 
 
Both the merger and closure applications were discussed at the 
Primary Care Operational Group meeting on 23 December 2015. 
Following discussion at that meeting it was agreed that the 
Operational Group should recommend to the Governing Board 
that the merger and closure applications be approved. 
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a) The Primary Care Operational Group recommends that the 
Governing Board approves closure of Campbell Road from 31 
March 2016. 
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Governing Board approves the merger of Baffins and Milton 
Park Practices with effect from 1 July 2016. 

Potential Conflicts 
of Interests for 
Board Members 

 
Dr Elizabeth Fellows (Milton Park Practice) and Dr Linda Collie 
(Baffins surgery) to be excluded from any decision making 
regarding these proposals as they are partners at the practices 
involved. 
 

Author 
 
Katie Hovenden – Director Professional and Clinical Development 
Steve McInnes, Primary Care Relationship Manager 
 

Sponsoring 
Member Innes Richens 

Date of Paper 6 January 2016 

 



 
 

Application to Close Campbell Road Branch surgery and Application for Merger of 
Baffins and Milton Park Practices   

 
Supporting paper prepared by CCG Primary Care Team 

 
 
Proposed Closure of Campbell Road Branch Surgery 
 
Campbell Road surgery was previously run by Dr Dale and her partner up until a merger with 
Milton Park Practice in 2014. At which point Dr Dale retired whilst her partner initially 
transferred to the Milton Park partnership before retiring herself. The Campbell Rd premises 
have remained in the ownership of Dr Dale. 
 
Following the merger, Campbell Road became a branch site of the Milton Park Practice, with 
the main surgery being in Goldsmith Avenue, with patients accessing services either at 
Milton Park or Campbell Rd depending on staff availability. In other words some patients 
who previously attended Campbell Rd now access services at Milton Park and vice versa.   
 
The lease for Campbell Road ends on 31st March 2016 and the landlord is not able to extend 
beyond this, therefore the practice must consider alternative options fro the provision of 
General Medical Services for the patients who currently access services at Campbell Rd  
 
As part  of the process of applying to close the branch,  the practice were required to engage 
with patients to understand the  impact on  them of the closure and to consider what can be 
done to mitigate any adverse impact. The board are directed to the response from the 
practice which forms part of  these papers  
 
To this extent the practice has looked at other potential sites, involving NHS Property 
Services, however none were considered suitable.  Whilst there is currently vacant space in 
Somerstown Central, the location is not ideal as the majority of patients who were historically 
registered at Campbell Rd live to the east of the city and this was not considered to offer 
advantage over accessing services at Milton Park.  Use of any existing premises will require 
capital to undertake conversions / reconfiguration and is also likely to require the practice to 
sign a lease for at least 5 years. 
 
More importantly the combined list of Milton Park and Campbell Rd is only about 7000 
patients and the practice do not consider it sustainable to be operating services out of two 
sets of premises and with two sets of overheads. Also operating out of a branch site for a 
small practice presents safety issues around lone working and it does not fit with the 
Portsmouth Blueprint of delivering primary care services collectively through larger scale 
practices and Community Hubs across localities. 
 
Relocation of Milton Park Practice 
 
The lease at Milton Park Practice’s Goldsmith Avenue site has also expired and currently the 
landlord is content to allow the practice to stay on until alternative accommodation is 
available.  Approval has been granted for a new purpose built premises at Cotswold House, 
on the St. Mary’s campus which will provide additional purpose built space.  However the 
move into Cotswold has been further delayed and unfortunately there is no confirmed date 
for the relocation.  Until the practice relocates all patients would need to be accommodated 
at Goldsmith Avenue unless extra space and capacity additional space is identified through 
additional mergers or collaborative working.   
 



Application for Merger of Baffins and Milton Park Practice 
 
The merger application which has been submitted between Milton Park Practice and Baffins 
surgery offers a further solution in that the Baffins site would be accessible for many of the 
patients that attended Campbell Road, being on a good bus route from Southsea and would 
also be more convenient for some that attended Goldsmith Avenue.   The merger would 
relieve pressure at the Goldsmith Avenue site until such time as the Cotswold development 
is ready. The merger application outlines several other perceived benefits including: 
 

• Wider choice of appointment times from a larger practice team, including potential for 
increased availability of extended hours 

• Greater long-term security for the GP partnerships and the patients 
• Efficiencies in terms of admin resource enabling future wider business development 
• Rationalisation of internal processes making for more efficient services to patients 
• Single IT and telephone system will support improved working 

It is anticipated that the majority of patients would remain registered with the newly merged 
practice (The East Shore Partnership) however should some patients wish to register 
elsewhere, particularly those who traditionally accessed services at Campbell Rd, there is 
capacity in other local practices to manage the potential demand.  
 
The proposal requests the formal contractual and database merger of the two practices 
under a single contract from 1st July 2016.  It should be noted however that in the interim 
period, the partners would join each other’s contracts.  This would mean that they would be 
able to work across sites and see each other’s patients, with electronic patient notes readily 
accessible.  It is intended that the Baffins site will be adapted to accommodate GPs/nurses 
and admin facilities as necessary given the proposed closure of Campbell Rd, the delay with 
Cotswold and the limited space at Goldsmith Avenue.   
 
The proposed structure of the newly merged practice in terms of premises, with Campbell 
Road closing 31 March 2016, is summarised below: 
 

• Main site - Baffins (around 2 miles from Campbell Road, 1.2 miles from Goldsmith 
Avenue, and 0.6 miles from the new Cotswold site). 

• Interim Branch site - Goldsmith Avenue (around 1 mile from Campbell Road)   
• Longer term branch site - Cotswold (around 1.4 miles from Campbell Road ) 

 
Baffins surgery currently holds a PMS contract and Milton Park a GMS contract; the intention 
is to move to one single GMS contract post merge, which would result in the GMS Minimum 
Practice Income Guarantee (MPIG) and the PMS premium both being eroded over time  
 
The new boundary for the merged practice will encompass the whole of the city, i.e. the sea 
being the boundary on the west, south and east; and PO6 postcodes (incorporated) forming 
the northern boundary.  This effectively takes the Milton Park Practice boundary which was 
larger than the Baffins boundary.  No element of the Baffins boundary has been missed out. 
 
Patients at both practices are being contacted by letter to explain the proposal for the merger 
and to seek feedback.  Responses will be reviewed over the coming weeks.   
 
The practices have indicated they are also engaging with Local Councillors and MPs to 
share information regarding both the planned closure of Campbell Rd and the merger of 
Baffins and Milton Park  
 



Conclusion  
 
There is an urgent need to vacate the Campbell Rd branch surgery (as the lease cannot be 
renewed) and to make alternative arrangements for these patients to access primary care 
services.  The original plan was that both surgeries would relocate to Cotswold house but 
this development has been delayed with the result that both surgeries will need to operate 
out of the main branch at Milton Park for a period.   
 
The proposal for Milton Park to merge with Baffins will provide much needed extra space 
prior to Cotswold House being ready for occupation. It also improves the long term viability 
and sustainability of both practices. 
 
Recommendations  
 
The Governing Board are asked to  
 

a) To approve the applications for the closure of the branch surgery for Milton park 
located at Campbell Road  

b) To approve the merger of Baffins and Milton Park Practices. 

 
 
Steve McInnes,  Primary Care Relationship Manager 
Katie Hovenden, Director of Professional and Clinical Development  
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The Milton Park Practice 
 
Milton Park Practice Branch Surgery 
131 Goldsmith Avenue Campbell Surgery 
Southsea 2a Campbell Road 
Hampshire Southsea 
PO4 8QZ Hampshire 
Tel:  023 9273 2578 PO5 1RN 
Tel:  023 9273 1425 Tel:  023 9281 1275 
Fax: 023 9281 1057 Fax:  023 9281 2880 
 

Dr Elizabeth Fellows – Dr Natasha Chhabda 
Dr Carol Whittle 

17 December 2015 
 
PRIVATE & CONFIDENTIAL 
 
Portsmouth CCG 
St James’ Hospital 
Locksway Road 
Southsea 
Hampshire 
PO4 8LD 
 
Dear Sirs 
 
Business Case in Support of the Closure of Campbell Surgery, 2A Campbell 
Road, Southsea, PO5 1RN and relocation to Cotswold House, Milton Road, 
Portsmouth 
 
Milton Park Practice Demographics - Current list size is 6,929 
 
With the pending expiry of the lease on Campbell Surgery on 31 March 2016 we have 
asked NHS Property Services to identify any suitable NHS properties within the vicinity 
of Campbell Surgery which would be ready for occupation by 31 March 2016. 
 
NHS Property Services have been unable to identify accomodation that the practice 
finds suitable as an alternative to the current Campbell Surgery premises. 
 
The distance between the current main site (Milton Park Practice, 131 Goldsmith 
Avenue, Southsea, PO4 8QZ) and branch site (Campbell Surgery, 2A Campbell Road, 
Southsea, PO5 1RN,) is 1 mile, the distance between the branch site and Cotswold 
House is 1.7 miles by road. 
 
Campbell Surgery, is at 2A Campbell Road, Southsea, Hampshire, PO5 1RN arranged 
over two floors of a privately owned large Victorian Building and is within a short 
distance of ‘Ramilies’ Doctors Surgery, Heyward Road Surgery, Waverley Road 
Surgery, Salisbury Road Surgery, Southsea Medical Centre and The Hub. 
 
Campbell Surgery consists of one consulting room, one treatment room, a waiting 
room and reception area, toilet and storage cupboard on the ground floor and on the 
first floor one treatment room, one small office and one large office with a kitchen 
area, a staff toilet and cleaners cupboard and has on street parking. 
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Cotswold House, Milton Road, Portsmouth is located on the St Marys Community 
Health Campus and is a turn of the century building. The building is due to be 
refurbished to current building standards with four consulting rooms and two 
treatment rooms set over two floors. The ground floor treatment room has a storage 
room for equipment, consumables and pharmacy fridge. There will be full wheelchair 
access to the whole building with a lift between floors with two waiting rooms, one by 
the front entrance to the building and one at the centre of the first floor.  There will be 
the appropriate number of toilets for patients and staff use including wheelchair 
access and a nursing room for mothers.  There will be storage space for equipment 
and stock including a small room for the computer server and a walk-in cupboard for 
the cleaning equipment and a sluice room. There will be a separate staff room with 
kitchen facilities.  The reception area on the ground floor will accommodate the 
reception staff there will also be a small office off of the reception area where 
distressed patients can be seen in private and there is a two person office on the first 
floor which will house other back office staff. 
 
Benefits 
 
Cotswold House is located on a main road and is on a main bus route for ease of 
access, there is a ‘pay and display’ car park on the St Marys Community Health 
Campus with disabled parking and on street parking in the surrounding area. 
 
The St Marys Community Health Campus provides a full range of services such as 
Sexual Health, Phlebotomy, Pharmacy, Podiatry, Speech and Language Therapy, 
Physiotherapy, Community Mental Health, Dermatology, St Marys Treatment Centre, 
Amulree Assessment and Treatment and Portsmouth Maternity Centre. 
 
Cotswold House does have sufficient capacity to absorb the branch surgery patients, 
staff and services but storage space/office space will be an issue as originally 
designed to house Milton Park Practice patients and staff only.  Therefore the practice 
is looking at the possibility of merging with another nearby Portsmouth practice who 
has room capacity to address the shortfall of office and storage space we will 
experience when we move to Cotswold House and currently experience at Milton Park 
Practice. 
 
The merger will also assist us with our doctor staffing issues, following Dr Desser’s 
long term sickness absence and subsequent retirement and the difficulty we have 
experienced in finding locum cover for Dr Desser and Dr Whittles maternity leave. 
 
Currently a majority of staff work across both sites so bringing the clinical team onto 
one site will make it easier for patients to see the clinician of their choice. 
 
The staff will benefit from being on one site as communication will be improved.  If a 
clinician wishes to discuss a patient with a colleague ‘on the day’ all they need do is to 
wait between patients to speak to them.  A good example of this is that one of our 
GP’s has specialist knowledge in gynaecology and if another doctor wanted that 
doctors opinion it could be dealt with at that time rather than getting the patient to 
book another appointment to see the doctor. 
 
Staff cross cover for holidays and sickness will be less onerous as all in one building 
and simpler to organise.  As a result of increased staffing levels our telephone service 
should improve making more staff available to respond to calls. 
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Since working across two sites we have had problems with patients booked at one site 
but turning up at the other.  Again, we have had a problem with prescription requests 
being made at one site and then collected at the second site.  This is less of an issue 
now because we have promoted EPS and the number of paper prescriptions being 
processed has significantly dropped. 
 
Other benefits are reduced costs, rates, equipment etc. 
 
Staff training at one location is more beneficial as it can be offered in a more efficient 
and timely manner. 
 
We will no longer have to allow travel time between sites. 
 
Our cross infection controll standards will improve in the remodelled site as the 
building works will be based on current standards, for example all clinical area’s will 
have floor tiles. 
 
Physical patient access will be improved as the building modifications are designed to 
current standard with full wheelchair access.  We currently have one patient who 
cannot access Campbell Surgery because he is wheelchair bound and cannot use the 
stair lift (the stair lift is too narrow). 
 
Having sufficient and appropriate toilets is good for patients and staff.  Staff will also 
benefit from having a staff room separate from their work area which is currently not 
the case at either site. 
 
We will also benefit from having sufficient and appropriate storage for all our 
consumable’s making for better stock control. 
 
All staff are fully aware that we would like to relocate Campbell Surgery to Cotswold 
House and no redundancies are planned. 
 
Potential Savings 
 
There will possibly be a reduction in costs such as, rates, heating and lighting, 
equipment. 
 
The practice will incur the cost of redecorating Campbell Surgery and taking out a 
switch box and making good the walls etc., when we return the premises to the 
landlord. 
 
There will be little or no funds realised from the disposal of premises furnishings or 
equipment. 
 
In the new premises we will have a stock room which will enable us to introduce a 
stock control system so that we could reduce our stock levels which in turn reduces 
wastage.  We will no longer have to move stock from one site to the other which will 
save us time and effort. 
 
Patient Engagement 
 
We have surveyed patients at both sites, the survey commenced on 10 September 
2015 and closed on 10 December 2015. 
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We intend to keep patients informed via our website of our application to NHS 
England, and Portsmouth CCG to close Campbell Surgery and relocate to Cotswold 
House. 
 
When we have a completion date we intend to send a letter to all patients informing 
them of the move from Campbell Surgery and Milton Park Practice to Cotswold House. 
 
We intend to put up posters at both sites and banners on the outside of the buildings 
when we have a confirmed moving date. 
 
We will contact the ‘News’ newspaper and see if they want to do an article covering 
closure of Campbell Surgery and move to Cotswold House. 
 
Stakeholder Engagement 
 
We have had a three month stakeholder consultation period from 10 September 2015 
to 10 December 2015. We have: 
 

• inform all the Portsmouth Practice Managers of our intention to close Campbell 
Surgery 

 
We have asked stakeholders to inform us of any objections they may have to the 
closure of Campbell Surgery no later than 10 December 2015. 
 
The practices local to Campbell Surgery are Ramilies, Heyward Road Surgery, 
Southsea Medical Centre, Salisbury Road Surgery, Waverley Road Surgery 
and The Hub and all have confirmed they have open lists. 
 
Premises 
 
The main surgery will be Cotswold House which although only designed to take the 
patients from Milton Park Practice will be adequate with the increased patient and staff 
numbers although storage will be an issue. 
 
There will be no change to the opening hours, clinic times and extended hours. 
 
Our anticipated move date to Cotswold House is March 2016.  The lease on Milton 
Park Practice expired in December 2013 and the lease on Campbell Surgery expires 
on 31 March 2016 with no provision for an extension.  The landlord of Campbell 
Surgery has made it quite clear we are to be out of the building by that date. 
 
On 11 May 2015 I consulted Michelle Day, Senior Property Manager from NHS 
Property Services who sent me details of their portfolio in Portsmouth, who at the 
time identified the following possibilities:- 
  
1. Somerstown Central Health Centre – 0.8 miles from Campbell Surgery 

 
This is a new building which is not fully occupied. NHS PS two tenants lined up who 
will hopefully take partial occupation shortly – one is the GP from the old 
Somerstown Health Centre, the other is Solent NHS Trust Community Dental 
service. There is a possibility that there will be some empty space we need to fill 
and depending on further discussions with Solent NHS Trust, it may be possible to 
accommodate the practice.  
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2. Guildhall Walk – 1.0 miles from Campbell Surgery 
 

The ground floor of this property is currently used for a GP walk-in type centre. 
The contract for this service is being re-tendered and the building may or may not 
become available after March 2016. The decision rests with the Commissioners.  
  
The other floors are used for admin purposes, by GP and one other service, and 
may also become available. 
  
The headlease for this building has expired but has protection under the security of 
tenure provisions. The headlease could be renewed by NHS PS with an underlease 
to Campbell Surgery, but it tenants for the whole of the building would have to be 
found. 
  

3. Eastney Health Centre – 1.2 miles from Campbell Surgery 
 

This health centre has one GP practice, dental and community. There are some 
void rooms which, although not currently configured could be adapted to suit the 
practice requirements. This might entail some internal relocations to make the best 
possible solution. This reconfiguration might be considered by NHS PS but the 
practice would be required to sign a lease of say 10 -20 years depending on the 
level of investment. 
  

 
We have considered the above alternative options but felt none were a suitable 
alternative.   
  
IT 
 
IT on one site makes it easier to manage, reduces the amount of equipment needed 
and running costs.  Engineers and trainers only need visit and maintain one site thus 
reducing costs to Portsmouth CCG. 
 
Patient Questionnaire 
 
The patient questionnaire we have drawn up with the assistance of Portsmouth CCG, 
to engage our patients reads as follows: 
 
‘We would like your views on the proposed changes to our practice. 
 
As you are aware we have, as a practice been operating from two different premises 
over the last 18 months, Campbell Surgery and Milton Park Practice. We now have an 
opportunity to review our arrangements as the lease on Campbell Surgery building 
expires on 31 March 2016 and the lease will not be extended by the private landlord. 
To date we have been unable to identify other suitable premises in the vicinity that 
would be available in the required time frame.  Therefore we propose to close 
Campbell Surgery premises and Milton Park Practice to relocate to Cotswold House, 
Milton Road, Portsmouth.  With this in mind we would welcome your views on our 
proposal. We recognise that this proposal may not suit everyone so we would want to 
use this survey to give you an opportunity to highlight any concerns you may have or 
things you would like us to consider. 
 
The benefits of relocating from Campbell Surgery to Cotswold House are numerous. 
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The building will be remodelled to current building standards with full wheelchair 
access, with a lift to the second floor.  There will be two waiting areas, one on the 
ground floor next to the main entrance and one in the middle of the second floor. 
 
The building will have four consulting rooms and two full size treatment rooms, and an 
adequate number of toilets for both patients and staff, with wheelchair access and a 
mothers nursing room.  There will be space on the ground floor for parking prams and 
pushchairs.  There will be a small room off of the ground floor reception area should a 
patient become distressed or want to have a private conversation.   St Marys 
Community Health Campus has ‘pay and display’ parking facilities and disabled 
parking.  Cotswold House is on a main road and outside the building there is a bus 
stop on either side of the road providing a frequent bus service. In particular the bus 
services 1 and 2 come across from near Campbell Surgery to St Marys. Several other 
bus routes also service the St Marys Campus from across the city. 
There are other benefits to being located on the St Marys Community Health Campus 
with ease of access to a full range of services they provide such as Sexual Health, 
Diagnostics, Phlebotomy,   and the St Marys Minor Injuries Treatment Centre.  It has 
a coffee lounge and restaurant facilities. 
 
To assist us we ask that you answer the following questions: 
 
1/ At which site did you first register - Campbell Surgery or Milton Park Practice 
 
2/ Which site do you use the most – Campbell Surgery or Milton Park Practice 
 
3/ If Campbell Surgery closes and relocates to Cotswold House, will you continue to 
support the practice by staying registered with the practice – Yes/No/Unsure 
 
4/ If you prefer to use Campbell Surgery can you tell us the reason why in the 
comments box below:  
 
5/ What are the concerns/considerations you would like us to take into account if we 
do move from Campbell Surgery to Cotswold House. 
 
6/ Are there any suggestions you have for how we might improve the services we 
offer if we move to a new building. 
 
7/  Please let us know your postcode area below 
 
8/  Are you male or female? 
 
9/  How old are you? 
 
10/  What is your ethnic group? 
 
Q11/ Do you have a disability or long term condition?’ 
 
Campbell Surgery Closure Patient Survey Results 
 
The aim of the survey was to collect patients’ views on the proposed closure of 
Campbell Surgery and relocation to Cotswold House on the St Mary’s Health Campus, 
Milton Road, Portsmouth. 
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Patients at both Milton Park Practice and Campbell Surgery were asked to complete 
the questionnaire when visiting either site during a twelve week period ending on 10 
December 2016. 
 
During the survey patients completed 139 questionnaires representing 2% of the 
current patient population of 6,929. 
 
87(63%) questionnaires were completed by patients visiting Campbell Surgery and 52 
(37%) questionnaires were completed by patients visiting Milton Park Practice. 
 
Patients were asked at which site they first registered and 76 (55%) said Milton Park 
Practice and 63 (45%) said Campbell Surgery. 
 
Patients were asked which site they use the most and the response was that 81 
(58%) said Milton Park Practice and 58(42%) said Campbell Surgery. 
 
The patients were asked if Campbell Surgery closes and Milton Park Practice relocates 
to Cotswold House would they choose to stay registered with our practice and 97 
(70%) said ‘yes’ 13 (9%) said ‘no’ and 29 (21%) were undecided. 
 
Patients were asked, if they prefer to use Campbell Surgery and their 
reasons.  The responses below are from patients who completed the 
questionnaire at Campbell Surgery:  
 
Happy to move to Cotswold House 
Less than 5 minute walk from home 
Close to home, nice friendly surgery 
Close to my house 
Close to home 
Use Milton Park usually 
Easier to park 
3 minute walk from my house 
Too far to anywhere else, do not drive, will not use public transport, not willing to 
sacrifice more of my time on journey.  A GP is meant to be LOCAL, consolidating 
into larger practices goes against this. 
Good atmosphere 
Close to my house, nice people to talk to 
Close to where I live 
Although we have moved further away and closer to Milton Park we still use 
Campbell Rd surgery more for many reasons.  I have two children, one of which has 
complex medical needs and at Campbell Road it is easier.  You are able to park 
closer and not on busy roads so safer with children.  Normally you don’t need to go 
upstairs like in Milton Park and if you do the stairs are easier to go up and down 
Campbell is nearer to where I live in case I am very poorly. Parking at Campbell is 
free, I am just used to it being there 
I have been at the surgery a long time and have been happy with my treatment 
No preference 
Near my home 
What I'm used to, happy with staff 
Close to home and registered here for years  
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I feel more comfortable visiting Campbell Rd Surgery.  I have visited Goldsmith 
Avenue Surgery but did not feel comfortable there - I felt it was a bit 
claustrophobic. 
Small & friendly, nice receptionists 
Closer to home  
I use Milton Park Practice more often 
I can walk to this surgery in 5 minutes otherwise I need to get 2 buses for the 
milton surgery.  I will therefore have to change to a closer surgery 
Just because its familiar but Milton is nice too  
It’s a nice surgery, private, friendly, local.  Have been a patient here for some time  
Easier to park 
Transport/walking distance 

I have been a patient here for thirty years, joined when I lived in Elm Grove 
I have no preference between Milton Park and Campbell  
Have used Campbell Road for 25 years and like the location and layout  
The family have been registered at Campbell Road since 1978, it is close to home 
and as we are now in our 70's we may soon find travelling to Milton inconvenient  
Closer to home  
Closeness to home  
We recently moved in from Belgium.  Campbell road has been recommended by a 
friend and it's close to home as well  
Close to my home.  I have been here for a long time and the staff are always 
helpful  
It is closer to home  

Familiarity, coziness & friendliness of staff, have used since I was 18 years of age 
Easy access from home  
I would prefer to continue to use Campbell surgery.  It is geographically more 
convenient for me and it is also familiar after having used it for many years  
I would prefer Campbell road because it is easier for me to reach otherwise it would 
take busing with two changes - if unwell it would mean taxis both ways 
I have a son with cerebal palsy, we live around the corner and it is easy and 
convenient for us to have a surgery so close without having to make a car journey.  
Time is an important factor as it takes my son a long time to get ready and get to a 
destination. it requires a great effort for him and myself  
As a patient of Campbell road surgery doe over thirty years and with living in the 
next road it has been very convenient for me and my family.  I can’t fully 
understand the move to St Marys Hospital sit, but will miss Campbell Road  
Better parking, quieter area 
Convenience (currently 10 minutes from home) likely to take longer as age 
advances  
 
There were 45 responses: 
 
23 Close to Home, 4 Parking, 5 Use Milton Park Practice or no preference, 11 
Small friendly/good atmosphere/happy with treatment and staff/registered 
for a long time, 1 Happy to move to Cotswold House, 1 Transport 
 
To summarise the responses above, Campbell Surgery is familiar, 
convenient, close to home, ease of parking and the staff are friendly. 
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Patients were asked, if they prefer to use Campbell Surgery and their 
reasons.  The responses below are from patients who completed the 
questionnaire at Milton Park Practice:  
 
Nearer home 
Parking 
Just because it is walkable from my house and have been going there all my life 
The new building would benefit me personally because I struggle with buggies at 
the Milton Park Practice  
Not as busy 
It's closer to our house 
No I prefer to stay at Goldsmith Avenue  

  
7 responses as follows: 
 
3, Close to home, 1 Parking, 1 Prefers Milton Park Practice, 1 Not as busy, 1 
Struggles with buggies at Milton Park Practice. 
 
To summarise the responses above, Campbell Surgery is nearer, not as 
busy as Milton Park Practice and parking is not an issue. 
 
Patients were asked what their concerns/considerations they would like to 
be taken into account if we move from Campbell Surgery to Cotswold 
House.  The responses below are from patients who completed the 
questionnaire at Campbell Surgery:  

No road problems 
Will have to take transport - Expensive 
Location/Personalised Care 
Having two surgeries that makes it easier to book an appointment and means that 
there is more availability for time slots.  The location of Milton Park is much more 
convenient  
Using buses it out of question.  I will always be late for my appointments as they go 
round and round.  Tesco Coffees are not good for our health & teeth either. I'm 
most likely to look for a nearer surgery.  More toilets would be better for the move 
Cotswold House is a busy area next to the hospital and would be harder to keep 
children safe in a busy car park/ hospital environment.  Also I don’t like the idea of 
having to pay to park. 
Car parking 
Parking 

No concerns, Cotswold is still a short (moped) distance/walking distance for me 
Coziness 

Make sure there is adequate provision of alternate GP's in the Southsea area 
As I work, takes time to go there 
As appointments always seem to be running late I'm not sure how we are expected 
to judge on how much to put in the pay & display meter? 
Parking 
The relocating to St Mary's is in my opinion too far to travel! 
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Further distance to travel, and not easy to get to with public transport 
Which doctors would be available? Parking? Availability of appointments? How busy 
a surgery will it be? 
Parking/ Loose personal touch 
The elderly folks! 
Paying for parking 
We would need to use the car for each visit as public transport is probably not at all 
convenient from our present house 
Travel 
Pay & display car park at St Marys most often patients.  No street parking nearby  
I now live in Cranewater Park which is on the No1 bus route but not the No 2, I'm 
very reluctant to leave this practice. 
Too far away from my house 
Will probably register with 'Sunnyside' in the Portsmouth centre due to distance 
from home 
Distance 
Cotswold House is in a location I would find difficult to get to so would change 
surgery  
That it might be too far since we have to walk  
Seeing a regular GP, don’t want to get lost in the crowd 
Parking 
Parking 
Paying for parking 
Too far to go  
Too far to travel  
Its geographical position  
For me it is mainly about Campbell being an easy practice to get to  
I have no concerns other than missing what has been the luxury of having my 
surgery so close to home  
Parking charges 

 
39 Responses as follows: 
 
14 Distance from home/convenience/travel time/location, 7 Parking, 5 Parking 
Charges, 6 Public Transport/road, 4 Concerns about being unable to see 
regular GP/Loss  of Personalised care/Practice atmosphere, 2 No road 
problems/no concerns, 1 Pay & Display – judging timing when appointments 
running late 
 
To summarise the above comments, patients are concerned about the 
distance they will need to travel, parking charges and parking in general, 
availability of public transport, being able to see their regular GP, possible 
loss of personalised care. 
 
Patients were asked what their concerns/considerations they would like to 
be taken into account if we move from Campbell Surgery to Cotswold House.  
The responses below are from patients who completed the questionnaire at 
Milton Park Practice: 
 



11. 
 

Free parking 
Parking 
Car parking 
Nearness 
Parking 
Parking availability  
That blood tests can still be carried out at the surgery rather than the hospital  
Parking and paying for it 
Just getting there 
Parking 
Getting there would not be a problem for me, we live close by 

 
11 Responses as follows: 
 
5 Parking, 2 Paying for Parking, 1 Distance, 2 Travelling, 1 Blood tests still 
carried out in practice 
 
To summarise the above comments, patients are concerned about parking, 
paying for parking, nearness and whether the surgery will still offer blood 
tests. 
 
Patients were asked how they think we might improve the services we offer 
if we move to a new building.  The responses below are from patients who 
completed the questionnaire at Campbell Surgery:  
 
Changing the appointment system as it always seems to be 40mins to 1hr late 
each time I visit! 

I'm sure you know what is needed more than I do! 
Easier appointments 
Offer other services that are currently limited or don’t do, for example blood tests 
or blood tests for children.  Offer appointments that suit people better for example 
working people get the early 9 0'clock appointments and after 5pm and older 
people that stay at home with children get day time appointments. 
Self sign in board, Doctors have microphones to call patients in, Air conditioner, 
please be more modern 
All good regular doctor 

Parking would be important, competent doctors, friendly atmosphere 

It may be good to make one or two more doctors available, possibly male 
Run a mini-bus service? For the older generation  
Car parking ticket stamping if appointment is delayed due to doctors schedule  
Try and keep the same procedure and privacy. Not sure really 
Keep it as the same 
Keeping the friendliness & comfort staff bring to patients.  Bigger surgery - lost in 
the bigger picture  
To have patients toilets available  
All appear positive  
Waiting times 
Have more emergency appointments available  



12. 
 

The facilities listed overleaf seem ideal  

Everything in the new buiding seems to cater for everyones needs. 
My last appointment at Milton I had to wait 50 minutes to see a doctor.  Good 
wheelchair access.  Ground floor consultation room. 
No the wheelchair access will be of great benefit.  As long as you keep the staff I'm 
happy, find them very helpful and easy to talk to  
No carry on the good work you do, thank you  
Quicker appointments  
Provide taxi (non driver and OAP of limited means)  

 
24 Responses as follows: 
 
7 Allocation of appointments/waiting times/more emergency appointments 2 
Transport, 5 Keep as now/good regular doctors, procedures/friendliness 2 
Parking, 6 Facilities listed ideal, everything catered for, 1 Male doctors, 1 Self 
sign-in board and air conditioning 
 
Patients were asked how they think we might improve the services we offer 
if we move to a new building.  The responses below are from patients who 
completed the questionnaire at Milton Park Practice: 
 
Service is always excellent  
Free parking 
No if its not to far away 
Reading the introduction to this questionnaire you seemed to of thought of 
everything and the facilities needed at Cotswold House, it will give the patient easy 
access to the health departments.  I agree whole heartedly with your choice.  Good 
luck! 
Working patients have priority over before 8:30am appointments.  Working 
patients are able to pre book appointments if not urgent 
I will suggest you have a good size building 
No, very satisfied with service already given  
Later appointments  
None. Generally very satisfied 

Prefer you to stay in Goldsmith Avenue  
Sounds great 
Make it easier to get an appointment  
Automatic doors would be a considerable benefit 
 Make more nurse appointments available  
More toilets 

Don’t know enough about the present surgery to give an opinion  
 
16 Responses as follows: 
 
4 Everything thought of/sounds great, 3 Excellent service/very satisfied, 4 
Appointments/later/easier/more nurse appointments/priority given to working 
patients for earlier appointments, 1 Free Parking, 1 Not too far, 1 Automatic 
doors, 1 Prefers to stay at Milton Park, 1 Don’t know 
 



13. 
 

The practice has noted what patients have said about how we could improve 
our services which we will take into consideration when planning for the 
future. 
 
The demographics of the patients who completed the questionnaire are as 
follows: 
 
81 (58%) Female and 55 (40%) Male and 3 (2%) did not respond 
 
Ethnicity: 116 (83%) are British or Mixed British and 12 (9%) are from other ethnic 
groups and 11 (8%) did not respond. 
 
Postcode Areas: 
 
76 (55%) patients live in postcode area PO4 
29 (21%) patients live in postcode area PO5 
12 (9%) patients live in postcode area PO3 
10 (7%) patients live in postcode area PO2 
7 (5%) patients live in postcode area PO1 
5 (3%) patients live in other postcode area or did not respond 
 
Age Range: 
 
Under 18 years to 34 years  – 22 (16%) 
35 years to 64 years – 65 (47%) 
65 years to 85 years or over – 50 (36%) 
Non responders – 2 (1%) 
 
Patients were asked whether they had a disability or long term condition and 59 
(42%) said ‘yes’ 12 (9%) said they were unsure, 11 (8%) said they would prefer not 
to say, 19 (14%) gave details and 37 (27%) did not respond. 
 
We will display the results of the patient survey on our website and make available to 
patients at both sites. 
 
If you have any queries or concerns please do not hesitate to contact me either by 
telephone on 023 9287 2999 on Mondays and Thursdays and on 023 9281 1275 on 
Tuesdays and Fridays or by email at: chris.donohoe@nhs.net. 
 
Yours sincerely 
 
 
 
 
Chris Donohoe 
Practice Manager 
On behalf of: Dr Natasha Chhabda, Dr Elizabeth Fellows & Dr Carol Whittle 
 
 

mailto:chris.donohoe@nhs.net


Milton Park Practice – Response to Survey Results & Patient Comments 

We appreciate any change is hard for people and the closure of Campbell Road surgery isn’t being 
undertaken lightly. Circumstances have forced our hand but we hope to make the delivery of good 
primary care better as we move forward. 

We have looked at all the feedback on the questionnaires about the closure and relocation of our 
surgeries and would like to address the concerns people have voiced. 

The main concern is the distance to travel and worries over buses and parking. 

There is currently on road parking near both Milton Park Practice and Baffins Surgery and there will 
be parking at cost, at Cotswold House when we are able to move there. We realise the payment of 
parking is an issue for people and we are looking into the possibility of a drop off point by the 
surgery at Cotswold House and short stay space for people just popping in for prescriptions or 
queries. Times have changed markedly and many people are now accessing scripts via on line 
services and direct with their chemists. There will also be better direct booking of appointments in 
the near future to reduce the need to “pop” in to the surgery and we will be looking at other IT 
based solutions to avoid people travelling so much anyway. Both Cotswold House and Baffins are on 
good bus routes from Southsea to enable people without cars to attend, the number 2 serves both 
surgeries. 

We will still be delivering blood tests at the surgery and are aiming to keep continuity of care as far 
as possible. We will have an expanded workforce of both doctors nurses and Health care assistants 
with varied skills so will be able to offer different services within the practice and avoid some trips to 
hospital hopefully. There will be greater variety of extended hours appointments and we will consult 
about this further later in the year.  

There will however be all the same staff that people are used to although they may be working at 
different sites. We are not getting rid of the familiar faces and are aiming to maintain the best of 
both practices as we merge, fostering a friendly atmosphere with delivery of excellent care in a 
timely fashion to all our patients. 

If you have further concerns about the changes please don’t hesitate to contact the surgery and 
Chris Donohoe or Dr Elizabeth Fellows will be happy to speak with you. 
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Primary Care Commissioning - Governance Framework 

 
1 Introduction 
 
The CCG made an application to take on delegated commissioning for primary care to 
NHS England which was approved and came into effect from 1 April 2015. As part of the 
application the CCG produced a primary care commissioning governance framework 
which set out how delegated commissioning arrangements was to be delivered as part of 
the CCGs overall approach to governance and the functions of a primary care committee 
would be incorporated directly into its Governing Board arrangements.  
 
Recently NHS England has received new legal advice which has required that the CCG 
changes it approach to managing primary care commissioning from undertaking the 
delegated responsibilities through our Governing Board to establishing a dedicated 
primary care commissioning committee which meets in public but reports to the Governing 
Board. 
 
This document sets out the proposed revised arrangements.  

 
2 Our Governance Approach - Overview 
 
In order to deliver the benefits of taking on delegated commissioning responsibilities for 
primary medical services the CCG wanted to integrate the duties of primary care co-
commissioning with the rest of its portfolio of commissioning.  
 
By integrating primary care commissioning into the CCG existing approach to governance 
supports the CCGs vision to consider primary care commissioning as part of its total 
commissioning portfolio and to maximise the value of taking on the responsibilities in 
delivering the CCGs vision and improved outcomes for patients.  
 
Therefore as far as possible delegated responsibilities for primary care commissioning will 
be integrated into the CCG existing systems and processes, such as planning and 
performance approaches, risk management framework and our quality framework, whilst 
ensuring safeguards are in place and the requirements of any delegated commissioning 
arrangement are met.  
 
To ensure patients receive clinically commissioned, high quality services our approach to 
primary care quality will be integrated with our overall approach to quality management.  
 
Governance and decision making in respect of primary care co-commissioning will be 
integrated into the CCGs existing governance arrangements as far as possible, with 
appropriate amendments. Arrangements will be subject to existing requirements in 
respect of public procurement regulations and with statutory guidance on conflicts of 
interests.   
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3 Our Governance Approach – roles and responsibilities of our committee 
structure 
 

Whilst the CCG will continue to integrate its approach to primary care co-commissioning 
within its existing governance infrastructure it will now establish a primary care 
commissioning committee. In essence this means that the duties described by NHS 
England in its model terms of reference for a primary care commissioning committee will 
be delegated to a primary care commissioning committee led and overseen by our 
Governing Board.  
 
CCGs are required to ensure that primary care business is chaired by a lay member and 
such meetings have a lay and executive majority. The proposed membership of our 
Primary Care Commissioning Committee meets this national requirement in that there are 
a majority of lay and executive members. It is proposed that only one clinical executive is 
a voting member whilst the remaining clinical executives and practice manager 
representative will be in attendance in a non-voting capacity. 
 
Local Authority and Health and Well Being representatives are non-voting in attendance 
members of the Committee. Healthwatch have a standing invitation to attend and 
observe.  
 
National requirements also state a requirement for committee business to be held in 
public (subject to application of 23 (b) (prejudicial to the public interest)). The CCG will 
aim to run the Primary Care Committee immediately following each Governing Board 
meeting in public to achieve this in the most effective way.  
 
Primary care commissioning would be integrated into the existing governance structures 
in the following ways: 
 
• Governing Board – for oversight and assurance that decisions in respect of primary 

care commissioning are in line with national guidance.  
 

• Primary Care Committee – the corporate decision-making body for the management 
of the delegated functions and the exercise of the delegated powers reporting into the 
Governing Board. Decisions will be made in public unless it is deemed inappropriate 
to do so. 

 
• Clinical Strategy Committee – advising the Governing Board on options for future 

service delivery and commissioning strategies – driving service transformation. This 
will include design of enhanced services, local incentive schemes and reviewing 
provision of primary care across the City to ensure it is fit for the future – advising the 
Governing Board as appropriate. The Committee will ensure that strategies 
recommended to the Governing Board plan based on needs assessment and adopt a 
common approach to commissioning of primary care services in the City. 
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• Clinical Executive – oversee operational delivery and performance including 
monitoring of contracts, performance against enhanced services and local incentive 
schemes and ensuring the day to day management of primary care commissioning 
activities are being undertaken effectively and appropriately. They will be supported in 
doing this via the primary care operational group.  
 

• Member Practices – through the practice member’s forum, commissioning lead GPs, 
practice managers and other mechanisms as outlined in the CCGs membership 
model will contribute to the overall strategy ensuring clinical involvement is 
maintained in all aspects of commissioning including for primary care and across 
pathways.  

 
 

 
 

4 Conflicts of interests 
 
Our Standards of Business Conduct Policy has been updated to take into account the 
requirements of ‘Managing conflicts of interest: statutory guidance for CCGs” issued by 
NHS England in December 2014.  
 
In respect of the Primary Care Commissioning Committee taking on responsibilities for 
delegated commissioning of primary medical services the following should be noted: 
 
• When specific proposals are being considered which effect individual practices 

then those elected representatives associated with the practices being discussed will 
be excluded from the item of business 

• When decisions related to primary care commissioning affecting all member 
practices then all member practice representatives will be excluded from the item of 
business.  

Practice Members Forum  

CCG Governing Board  

Audit 
Committee 

 

Workforce & 
Remuneration 

Committee  

Clinical  
Strategy 

Committee 

Primary Care 
Commissioning 

Committee 
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• Chairing of all business relating to primary care co-commissioning will be undertaken 
by a lay member. When they are absent then this will default to another lay 
representative present.  

• Where this is a meeting in public then excluded representatives will be able to join 
members of the public. Where this is a private session then they will be asked to 
leave the room.  

 
It should be noted that independent clinical input is provided by our secondary care 
doctor and registered nurse representatives who are full voting members of the 
committee. Our secondary care doctor is also a primary care physician in another area 
so can provide a clinical GP perspective and understanding of the issues but with no 
direct conflicts of interest as he does not practice in the area. Therefore should the 
Committee find that all clinical executives are excluded from discussions due to the 
nature of the business to be transacted the Committee will still be able to access clinical 
input  

 
5 Risks and Risk Management 

 
Risk management in respect of delegated commissioning for primary medical care will be 
integrated within the CCGs existing Risk Management Framework and processes and 
reflected in the Governing Board Assurance Framework as appropriate. 
 
6 Our Constitution and governance arrangements – Next Steps 

 
Proposed terms of reference to establish a primary care commissioning committee are 
appended to this paper for consideration by the Governing Board. Legal advice has been 
received to ensure that the terms of reference are appropriate and fulfil the requirements 
of our Delegation Agreement with NHS England which sets out the obligations upon the 
CCG in respect of the exercise of the delegated functions.  In addition legal advice has 
confirmed that the proposed terms of reference are consistent with the NHS England 
published model (Next steps towards primary care co-commissioning: Annex F Delegated 
commissioning model – draft terms of reference October 2015 update) 
 
It is proposed that these revised arrangements come into effect from the 1 February 2016.  
 
The establishment of this committee reflects a variation to our Constitution and therefore 
the Governing Board is requested to recognise this as an addition to 8.10.4 of our 
Constitution as follows: 
 
d) Primary Care Commissioning Committee – the primary care commissioning 
committee, which is accountable to the CCG’s governing body, is the corporate decision-
making body for the management of the CCGs delegated primary care commissioning 
responsibilities and the exercise of delegated powers from NHS England. The governing 
body has approved and keeps under review the terms of reference for the primary care 
commissioning committee, which includes information on the membership of the primary 
care commissioning committee.  
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A proposal to amend the CCGs Constitution will be made in due course alongside a 
review of other governance documents e.g. scheme of reservation and delegation to 
reflect these changes.  

 
 
 

7 Conclusion and Recommendations 
 
This paper sets out revised governance arrangements including the establishment of a 
primary care commissioning committee following revised advice from NHS England. The 
Governing Board is requested to: 
 

• Note the revised legal position of NHS England 
• Approve the establishment of a primary care commissioning committee 
• Approve the proposed terms of reference for the primary care commissioning 

committee 
• Agree that the new arrangements should come into effect from 1 February 2016 
• Agree the revision to the CCGs variation to 8.10.4 to recognise the additional 

committee of the Governing Board 
• Note that a formal application to update the CCGs Constitution will be made in due 

course 
• Note that a review of other governance documents will be undertaken with 

relevant documents updated as necessary 
 
 
TS/08.01.16 
G:\PCCG - Organisation Development and Governance\Governance\Governance and Committees\Primary Care 
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Primary Care Commissioning Committee 

Terms of Reference 
 
1.0 INTRODUCTION 

 
1.1 Simon Stevens, the Chief Executive of NHS England, announced on 1 May 

2014 that NHS England was inviting CCGs to expand their role in primary care 
commissioning and to submit expressions of interest setting out the CCG’s 
preference for how it would like to exercise expanded primary medical care 
commissioning functions.  One option available was that NHS England would 
delegate the exercise of certain specified primary care commissioning functions 
to a CCG.     
 

1.2 In accordance with its statutory powers under section 13Z of the National 
Health Service Act 2006 (as amended), NHS England has delegated the 
exercise of the functions specified in Schedule 2 to these Terms of Reference 
to NHS Portsmouth CCG. The delegation is set out in Schedule 1.  
 

1.3 The CCG has established the NHS Portsmouth CCG Primary Care 
Commissioning Committee (“Committee”). The Committee will function as a 
corporate decision-making body for the management of the delegated functions 
and the exercise of the delegated powers.    
 

1.4 It is a committee comprising voting representatives of the following 
organisations:  

 
• NHS Portsmouth CCG  

 
With invites to be in attendance (non-voting) from: 

 
• NHS Portsmouth CCG 
• Portsmouth City Council  
• Healthwatch Portsmouth 

 
2.0 STATUTORY FRAMEWORK 

 
2.1 NHS England has delegated to the CCG authority to exercise the primary care 

commissioning functions set out in Schedule 2 in accordance with section 13Z 
of the NHS Act.  
 

2.2 Arrangements made under section 13Z may be on such terms and conditions 
(including terms as to payment) as may be agreed between the NHS England 
Board and the CCG.  
 

2.3 Arrangements made under section 13Z do not affect the liability of NHS 
England for the exercise of any of its functions. However, the CCG 
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acknowledges that in exercising its functions (including those delegated to it), it 
must comply with the statutory duties set out in Chapter A2 of the NHS Act and 
including: 
 
• Management of conflicts of interest (section 14O); 
• Duty to promote the NHS Constitution (section 14P); 
• Duty to exercise its functions effectively, efficiently and economically 

(section 14Q); 
• Duty as to improvement in quality of services (section 14R); 
• Duty in relation to quality of primary medical services (section 14S); 
• Duties as to reducing inequalities (section 14T); 
• Duty to promote the involvement of each patient (section 14U); 
• Duty as to patient choice (section 14V); 
• Duty as to promoting integration (section 14Z1); 
• Public involvement and consultation (section 14Z2). 

2.4 The CCG will also need to specifically, in respect of the delegated functions 
from NHS England, exercise those  set out below: 

 
• Duty to have regard to impact on services in certain areas (section 13O); 
• Duty as respects variation in provision of health services (section 13P).  

2.5 The Committee is established as a committee of the Governing Board of NHS 
Portsmouth CCG in accordance with Schedule 1A of the “NHS Act”.  
 

2.6 The members of the CCG and its Governing Board acknowledge that the 
Committee is subject to any directions made by NHS England or by the 
Secretary of State.  
 

2.7 The CCG has entered into a Delegation Agreement with NHS England setting 
out obligations upon the CCG in respect of the exercise of the delegated 
functions (“Delegation Agreement”). One such obligation is for the CCG to 
establish a committee to exercise the delegated functions (clause 7.3 of the 
Delegation Agreement), and the establishment of this Committee discharges 
that obligation. 

 
3.0 RESPONSIBILITIES 

 
3.1 The Committee has been established in accordance with the above statutory 

provisions to enable the members to make decisions on the review, planning 
and procurement of primary care services in Portsmouth under delegated 
authority from NHS England. Decisions will be made within the context of the 
overall commissioning strategy of NHS Portsmouth CCG.  

 
3.2 In performing its role the Committee will exercise its management of the 

functions in accordance with the agreement entered into between NHS 
England and NHS Portsmouth CCG, which will sit alongside the delegation and 
terms of reference. 
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3.3 The functions of the Committee are undertaken in the context of a desire to 
promote increased co-commissioning to increase quality, efficiency, 
productivity and value for money and to remove administrative barriers.  

 
3.4 The role of the Committee shall be to carry out the functions relating to the 

commissioning of primary medical services under section 83 of the NHS Act.  
 
3.5 This includes the following: 
 

• GMS, PMS and APMS contracts (including the design of PMS and APMS 
contracts, monitoring of contracts, taking contractual action such as issuing 
branch/remedial notices, and removing a contract); 

• Newly designed enhanced services (“Local Enhanced Services” and 
“Directed Enhanced Services”); 

• Design of local incentive schemes as an alternative to the Quality 
Outcomes Framework (QOF); 

• Decision making on whether to establish new GP practices in an area; 
• Approving practice mergers; and 
• Making decisions on ‘discretionary’ payment (e.g., returner/retainer 

schemes). 
 

3.6 The CCG will also carry out the following activities: 
 

a) To undertake strategic planning, (including local needs assessment) of 
primary medical care services in Portsmouth and the identification of key 
objectives for delivery 

b) To ensure meaningful engagement of patients and the public in decision 
making 

c) To undertake reviews of primary medical care services in Portsmouth  
d) To co-ordinate a common approach to the commissioning of primary care 

services 
e) The development and investment in primary care services as a core CCG 

responsibility, affording primary care equal weighting with other sectors 
f) To ensure access to consistently high quality care, with improved health 

outcomes, equity of access and reduced health inequalities 
g) To manage the budget for commissioning of primary medical care services 

in Portsmouth     
h) Will work directly with the Clinical Strategy Committee to integrate primary 

care matters into the CCGs planning processes as appropriate 
 

4.0 GEOGRAPHICAL COVERAGE  
 
4.1 The Committee will comprise the area of NHS Portsmouth CCG as defined in 

the CCG’s Constitution.  
 
5.0 MEMBERSHIP 
 
5.1 The Committee shall comprise of the following voting members: 
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• Three lay member representatives from the Governing Board 
• One registered nurse lay representative from the Governing Board 
• One secondary care specialist doctor lay representative from the 

Governing Board 
• Chief finance officer 
• Chief operating officer 
• Chief strategic officer 
• Director of Primary care 
• Clinical Executive lead for Primary Care 
 

5.2 The Chair of the Committee shall be the lay member with responsibility for 
primary care 
 

5.3 The Vice Chair of the Committee shall be a lay representative from the 
Governing Board (clinical or non-clinical) 
 

5.4 In addition the following will be invited to the meeting as non-voting 
attendees: 
 
• Director of Quality and Commissioning 
• Clinical Executives from the Governing Board  
• Practice Managers Representative from the Governing Board 
• Director of Public Health, Portsmouth City Council 
• Chief Executive, Portsmouth City Council 
 

5.5 A standing invitation will be offered to a member of Healthwatch in a non-
voting capacity. It is recognised that they may choose not to attend.  
 

5.6 In addition, the Chair reserves the right to invite other clinical members and 
non-clinical officers of the CCG (including those hosted by other organisations 
providing services to it e.g. other CCGs, Local Authority or CSU) to attend the 
meeting as required to provide expert Clincal and/or non-clinical advice/input 
to the Committee as required. These attendees will be non-voting.  
 

5.7 The CCG will notify NHS England of all Committee meetings at least seven 
days in advance of such meetings and representatives from NHS England will 
be entitled to attend at their discretion. This is an obligation upon the CCG 
under the Delegation Agreement (clause 9.3). 

 
6.0 MEETINGS AND VOTING 

6.1 The Committee will operate in accordance with the CCG’s Standing Orders. 
The Secretary to the Committee will be responsible for giving notice of 
meetings. This will be accompanied by an agenda and supporting papers and 
sent to each member representative no later than 5 days before the date of 
the meeting. When the Chair of the Committee deems it necessary in light of 
the urgent circumstances to call a meeting at short notice, the notice period 
shall be such as s/he shall specify. 
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6.2 Each member of the Committee shall have one vote.  The Committee shall 
reach decisions by a simple majority of members present, but with the Chair 
having a second and deciding vote, if necessary. However, the aim of the 
Committee will be to achieve consensus decision-making wherever possible. 

 
6.3 The Committee will operate in accordance with the CCGs Standard of 

Business Conduct Policy including in respect of conflicts of interest 
management.  

 
6.4 In line with the Standards of Business Conduct Policy where a member 

(either voting or in attendance) has a potential conflict of interest then the 
chair of the meeting will determine whether they can remain the meeting and 
whether they are therefore excluded from decisions only or discussions as 
well for the specific item of business being transacted. 

 
7.0 QUORUM 
 
7.1 The quorum for a meeting of the Committee shall be four members, and must 

include at least one lay member. 
 

7.2 The committee must be quorate when any decisions are made or any votes 
taken. 

 
8.0 FREQUENCY OF MEETINGS 
 
8.1 The meetings of the Committee shall be held at least four times per annum 

and shall be open to the public. Additional meetings of the Committee may be 
held on an exceptional basis at the request of the Chair, supported by two 
members of the Committee.  

8.2 Meetings of the Committee shall:  

a) be held in public, subject to the application of 23(b); 
b) the Committee may resolve to exclude the public from a meeting that is 

open to the public (whether during the whole or part of the proceedings) 
whenever publicity would be prejudicial to the public interest by reason of 
the confidential nature of the business to be transacted or for other 
special reasons stated in the resolution and arising from the nature of that 
business or of the proceedings or for any other reason permitted by the 
Public Bodies (Admission to Meetings) Act 1960 as amended or 
succeeded from time to time.   

8.3 Members of the Committee have a collective responsibility for the operation of 
the Committee. They will participate in discussion, review evidence and 
provide objective expert input to the best of their knowledge and ability, and 
endeavour to reach a collective view.  
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8.4 The Committee may delegate tasks to such individuals, sub-committees or 
individual members as it shall see fit, provided that any such delegations are 
consistent with the parties’ relevant governance arrangements, are recorded 
in a scheme of delegation, are governed by terms of reference as appropriate 
and reflect appropriate arrangements for the management of conflicts of 
interest.. 

 
8.5 The Committee may call additional experts to attend meetings on an ad hoc 

basis to inform discussions. 
 
8.6 Members of the Committee shall respect confidentiality requirements as set 

out in the CCG’s Constitution  
 
8.7 The Committee will present its minutes to NHS England (Wessex) and the 

Governing Board of NHS Portsmouth CCG following each meeting for 
information, including the minutes of any sub-committees to which 
responsibilities are delegated under paragraph 8.4 above.   

 
8.8 The CCG will also comply with any reporting requirements set out in its 

constitution.  
 
8.9 It is envisaged that these Terms of Reference will be reviewed from time to 

time, reflecting experience of the Committee in fulfilling its functions. NHS 
England may also issue revised model terms of reference from time to time. 

 
9.0 ACCOUNTABILITY OF THE COMMITTEE 
  
9.1 The Committee, on behalf of the Governing Body will make recommendations 

for the annual Primary Care budgets. The budgets will be approved by the 
Governing Board. 

9.2 Decisions will be made in accordance with the CCGs’ Scheme of Delegation. 

9.3 For the avoidance of doubt, in the event of any conflict between the Terms of 
Reference of this Committee and the Standing Orders and Prime Financial 
Policies of the CCG, the latter will prevail.  

 
9.4 The Committee shall have due regard to the legal responsibilities of the CCG: 
 

• As set out in paragraph 2.3 and; 
• The duties under the Equality Act 2010, including those relating to the 

public sector equality duty. 
 
10.0 PROCUREMENT OF AGREED SERVICES 
 
10.1 The detailed arrangements for procurement of agreed services are set out in 

the Delegation Agreement.  
 
11.0 DECISIONS 
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11.1 The Committee will make decisions within the bounds of its remit. 
 
11.2 The decisions of the Committee shall be binding on NHS England and NHS 

Portsmouth CCG.     
 

11.3 The Committee will produce an executive summary report which will be 
presented to NHS England – South (Wessex) and the Governing Board of NHS 
Portsmouth CCG at each meeting for information. 

 
 
 
This version approved by:   Governing Board 
Date Approved:    tbc 20 January 2016 
Next Review due:      3 years 
 
TS/30.12.15 G:\PCCG - Organisation Development and Governance\Governance\Governance and 
Committees\Terms of reference\Primary Care Commissioning Committee TORs DRAFT GB 
20.01.16.docx 
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Schedule 1: Scheme of Delegation 
 
Available on request 
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Schedule 2: Delegated Commissioning Functions 
 
Delegated commissioning functions are as follows: 
 
• GMS, PMS and APMS contracts (including the design of PMS and APMS 

contracts, monitoring of contracts, taking contractual action such as issuing 
branch/remedial notices, and removing a contract); 

• Newly designed enhanced services (“Local Enhanced Services” and “Directed 
Enhanced Services”); 

• Design of local incentive schemes as an alternative to the Quality Outcomes 
Framework (QOF); 

• Decision making on whether to establish new GP practices in an area; 
• Approving practice mergers; and 
• Making decisions on ‘discretionary’ payment (e.g., returner/retainer schemes). 
 
Delegated commissioning arrangements exclude individual GP performance 
management (medical performers’ list for GPs, appraisal and revalidation). NHS 
England will retain responsibility for the administration of payments and list 
management.  
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Schedule 3: List of members – Primary Care Commissioning Committee 
 
The Committee shall comprise of the following voting members: 

 
• Three lay member representatives from the Governing Board 
• One registered nurse lay representative from the Governing Board 
• One secondary care specialist doctor lay representative from the 

Governing Board 
• Chief finance officer 
• Chief operating officer 
• Chief strategic officer 
• Director of Primary care 
• Clinical Executive lead for Primary Care 
 

The Chair of the Committee shall be the lay member with responsibility for primary 
care 

 
The Vice Chair of the Committee shall be a lay representative from the Governing 
Board (clinical or non-clinical) 

 
In addition the following will be invited to the meeting as non-voting attendees: 

 
• Director of Quality and Commissioning 
• Clinical Executives from the Governing Board  
• Practice Managers Representative from the Governing Board 
• Director of Public Health, Portsmouth City Council 
• Chief Executive, Portsmouth City Council 
 

A standing invitation will be offered to a member of Healthwatch in a non-voting 
capacity. It is recognised that they may choose not to attend.  

 
In addition, the Chair reserves the right to invite other clinical members and non-
clinical officers of the CCG (including those hosted by other organization providing 
services to it) to attend the meeting as required to provide expert Clincal and/or non-
clinical advice/input to the Committee as required. These attendees will be non-
voting.  
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Board 

 
Purpose of Paper 
 

 
This paper sets out the process to appoint a new Chair of the 
Governing Board and makes a recommendation to the Governing 
Board for a new Chair to come into effect from 1 April 2016.  
 
This follows the announcement by our current Chair Dr Tim 
Wilkinson that he will be standing down from the role at the end of 
March 2016.  
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APPOINTMENT OF NEW CCG CHAIR OF THE GOVERNING BOARD 
 
1 INTRODUCTION 
 

Following the announcement by our current Chair, Dr Tim Wilkinson, this paper sets out for 
Governing Board members the process and requirements for the appointment of a new 
Chair for the CCGs Governing Board as well as making recommendation of a successor to 
the role.  
 

2 PROCESS AND REQUIREMENTS 
 
The process and requirements for appointing a Chair to a Governing Body is set out in 
national guidance, our Constitution and our Standing Orders.  
 
National Guidance: 
National Guidance: ‘Clinical commissioning group governing body members: Roles 
outlines, attributes and skills’ published by the NHS Commissioning Board in October 2012 
set out the requirements for the role of Chair alongside other Governing Body roles.  
 
National Guidance: ‘Towards establishment: Creating responsive and accountable clinical 
commissioning groups’ published by the NHS Commissioning Board in October 2012 
requires that the role of Chair of the governing body be filled by a GP or any member of the 
governing body other than the accountable officer, chief finance officer, secondary care 
specialist doctor, registered nurse or the lay member with the lead role in overseeing key 
elements of financial management and audit. Where the Chair is a GP or other health care 
professional, the Deputy Chair must be a lay member who would take the Chair’s role for 
discussions and decisions involving a conflict of interest for the Chair.   
 
Under provisions made in the National Health Service (Clinical Commissioning Groups) 
Regulations 2012, and in line with the principles of good governance, the same 
individual cannot hold both the roles of accountable officer and Chair of the governing 
body 
 
National Guidance: ‘Clinical commissioning group guidance on senior appointment, 
including accountable officer’ published by NHS England in October 2015 sets out the 
policy and procedures for appointing a new accountable officer to a CCG. It also provides 
advice and best practice for appointing to other senior roles in the CCG including the chair 
of the governing body. It makes clear CCGs are responsible for the recruitment and 
selection process for the appointment and should ensure that any candidate appointed to 
senior positions can demonstrate the experience and skills required for that post. At section 
7 of the guidance its states ‘NHS England considers it best practice for CCGs to work with 
the relevant DCO to demonstrate that new individuals appointed to undertake these roles 
are able to meet the specifications outlined in  ‘Clinical commissioning group governing 
body members: role outlines, attributes and skills’.  
 
NHS England – South (Wessex): 
NHS England – South (Wessex) were approached about their requirements of the CCG in 
appointing a new Chair in July 2015.  
 
They stated that ‘To provide you with a clear steer, CCGs have a responsibility to ensure 
that all individuals appointed have the necessary knowledge, skills and experience 
expected of them. To ensure that you operate within this responsibility we would expect 
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CCGs to source comparable assessment processes to those run by Hays during the 
authorisation process for both Chairs and Chief Officers’. 
 
Our Constitution: 
Our Constitution sets out the responsibilities of the Chair of the Governing Body in 
paragraph 7.4.3 as follows: 
 
• leading the governing body, ensuring it remains continuously able to discharge its 

duties and responsibilities as set out in this constitution; 
• building and developing the CCG’s governing body and its individual members; 
• ensuring that the CCG has proper constitutional and governance arrangements in 

place; 
• ensuring that, through the appropriate support, information and evidence, the governing 

body is able to discharge its duties; 
• supporting the accountable officer in discharging the responsibilities of the 

organisation; 
• contributing to building a shared vision of the aims, values and culture of the 

organisation; 
• leading and influencing to achieve clinical and organisational change to enable the 

CCG to deliver its commissioning responsibilities; 
• overseeing governance and particularly ensuring that the governing body and the wider 

CCG behaves with the utmost transparency and responsiveness at all times; 
• ensuring that public and patients’ views are heard and their expectations understood 

and, when appropriate, as far as possible, met; 
• ensuring that the organisation is able to account to its local patients, stakeholders and 

NHS England; 
• Ensuring that the CCG builds and maintains effective relationships, particularly with the 

individuals involved in overview and scrutiny from the local authority.  
 
These responsibilities are supported by an individual role description.  
 
Paragraph 7.4.4 states that ‘The Chair will be an elected Clinical Executive on the 
Governing Body and will be selected by Governing Body members’. 
 
Our Standing Orders: 
Our Standing Orders provides the following directions regarding the appointment of the 
Chair (paragraph 2.1.1): 
 
‘The Chair, as listed in paragraph 7.4.3 of the CCG’s constitution, is subject to the following 
appointment process:  
 
a) Eligibility – the Chair shall be a GP who is an elected member of the member practices 

on the Governing Board; 
b) Nomination and appointment process – selection by the Governing Board and 

appointment supported by NHS England; 
c) Term of office – the Chair shall remain in post for an initial period of no more than three 

years; 
d) Eligibility for reappointment – reappointment will be via the re-election as a 

representative of member practices on the Governing Board and subsequent re-
selection by the Governing Board; 

e) Notice period – three months prior written notice to the Governing Board. 
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f) Grounds for removal from office – the Chair could be removed from office by NHS 
England or if they are or subsequently become: 

 
• Retired from the practice or primary care service provider; 
• Suspended by either the GMC or NHS England; 
• Subject to serious misconduct proceedings; 
• the practice ceases to be eligible for membership to the governing board; 
• That Member ceases to hold a contract for the provision of primary medical services 

within the Area of the CCG. 
 

3 RECOMMENDATION 
 
Taking the requirements and processes set out in section 2 I would like to recommend the 
appointment of Dr Elizabeth Fellows to the role of Chair of the Governing Board with effect 
from 1 April 2016. This nomination meets the requirements as set out above including: 
 

• Being an elected Clinical Executive for the CCG with a current tenure up to 31 
March 2018 

• Meeting the eligibility criteria set out in the Standing Orders 
• Not also the Accountable Officer 
• Has undertaken the Hay Group run CCG Leadership assessment Centre in 

November and been assessed as ‘ready to be appointed now’ 
 

4 CONCLUSION 
 
The Governing Board is requested to:  
 

• note the requirements and processes to select a Chair of our Governing Board 
• approve the recommendation to appoint Dr Elizabeth Fellows as Chair of the 

Governing Board with effect from 1 April 2016 
 
 
 
 

Andy Silvester, Lay Member 
4 January 2016 
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REVIEW OF LAY MEMBER PORTFOLIOS 
 
1 INTRODUCTION 
 

This paper sets out requirements regarding lay member roles and proposes changes 
locally to our lay member portfolios in light of a recent local review of the effectiveness and 
appropriateness of current arrangements.  
 
This follows a year where the CCG has taken on new responsibilities in the form of 
delegated powers to undertake primary care commissioning on behalf of NHS England as 
well as new statutory guidance on the management of conflicts of interest. In addition the 
Governing Board has developed and approved, with partners, its blueprint for the City. 
 

2 REQUIREMENTS 
 
National requirements are that a CCG must have two lay members: 
 

• One with a lead role in overseeing key elements of financial management and audit 
• One with a lead role in championing patient and public involvement 

 
The lay member with a lead role in overseeing key elements of financial management and 
audit is precluded from being the Chair of the governing body – although they can be the 
Deputy Chair. The lay member with a lead role in championing patient and public 
involvement may also be asked to fulfil the role of Deputy Chair or Chair of the governing 
body, if appropriate.  
 
CCGs may appoint other lay persons who qualify under the regulations and may also make 
provision for the appointment of other individuals in its constitution. However, any additional 
roles on the governing body are not technically considered as a lay member role as defined 
by regulations.  
 
Our Constitution sets out in paragraph 8.10.2 regarding the composition of the Governing 
Body that it shall have three lay members (2 as defined by regulation and one other). The 
Constitution also states at paragraph 7.4.6 that ‘The Deputy Chair will be one of the lay 
members appointed to the CCGs Governing Body and will be selected by the CCGs 
governing body members.  
 

3 CURRENT ARRANGEMENTS 
 
Our 3 lay members currently have the following portfolios: 
 
Tom Morton • Lead for financial management and audit (including conflicts of 

interest) as well as primary care and estates. 
• also Deputy Chair of the Governing Body 

Jackie Powell • Lead for championing patient and public involvement 
Andy Silvester • Lead for remuneration, workforce and voluntary sector 
 

4 OUTCOME OF REVIEW  
 
A review has been undertaken over the autumn to look at the effectiveness and 
appropriateness of our current lay member portfolios. This was timely as it was six months 
on from us taking on our additional delegated functions for primary care and also aligned 
with the launch of our blueprint for the City.  
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The review has looked at a range of factors including: 
 

• Alignment with the CCGs business needs and strategy for the future 
• The time commitment required from our lay members for respective parts of their 

portfolios and how this fits with available capacity 
• Cohesion of portfolios 
• A requirement to ensure the most openness and transparency in our arrangements 
• Requirements of statutory guidance on conflicts of interest management 
• Lessons learnt from operating the primary care governance framework for 6 months 
• Recommendation emerging from the national sample audit into our primary care 

commissioning arrangements that the portfolios of audit and primary care should be 
separated. The latest draft report (22 December 2015) states ‘The CCG should 
appoint a different lay member to chair primary care commissioning business items 
to remove the conflict in role for the Audit Committee Chair’  

 
The views of the lay members, other Governing Body members and members of the senior 
management team were taken into account as part of the review.  
 
Consequently it is proposed that the portfolios of remuneration and audit are brought back 
together and a dedicated portfolio focused on primary care is created as it is believed this 
is the best operating model to deliver the governance requirements of the CCG and its 
Governing Body at this time.  
 
It is therefore proposed that the following revised arrangements are put in place with effect 
from the 1 February 2016: 
 
Tom Morton • Lead for primary care and estates. 

• Chair of Primary Care Commissioning Committee 
Jackie Powell • Lead for championing patient and public involvement 
Andy Silvester • lead for financial management and audit (including conflicts of interest) 

• Lead for remuneration and workforce matters 
• Deputy Chair of the Governing Body 

 
Tom Morton would chair primary care commissioning business for the CCG and also be the 
lay member on the CCGs Primary Care Operational Group. Andy Silvester and Jackie 
Powell would fulfil the two lay member roles defined in regulations. Andy Silvester has 
significant experience of financial and audit experience having served on various NHS 
Boards and Audit Committees over a number of years, as well as experience of working in 
a number of sectors, and therefore it is considered he has the appropriate attributes and 
competencies to undertake the proposed role.  

 
5 CONCLUSION 

 
The Governing Board is requested to:  
 

• note the requirements and review undertaken in respect of lay member portfolios 
• approve the revised lay member portfolios to come into effect from the 1 February 

2016 
 

Dr Tim Wilkinson 
Chair of Governing Board 
4 January 2016 
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NHS ENGLAND ENQUIRY REGARDING CCG GOVERNANCE 
 
1 INTRODUCTION 
 

This paper sets out the CCGs response to a letter received from NHS England – South 
(Wessex) as well as the actions the CCG has taken following the enquiry and next steps.  
 

2 NHS ENGLAND – SOUTH (WESSEX) ENQUIRY 
 
Dominic Hardy, Director of Commissioning Operations, NHS England – South (Wessex) 
wrote to Dr Jim Hogan, Chief Clinical Officer on the 22 December 2015. This letter is 
attached at Appendix 1. In this letter he requested explanations and information from the 
CCG quoting his legal powers to do so. A response was required by the 8 January 2016.  
 

3 CCG RESPONSE 
 
The CCG responded to the request by the due deadline and a copy of this response is 
attached at Appendix 2. The attachments to the letter are not included with this paper, most 
will be familiar to Governing Board members and all have been reviewed by a number of 
Governing Board members, but all are available on request from the Chair if needed by 
Governing Board members.  
 
Although NHS England wrote to the Chief Clinical Officer of the CCG, and he sent the 
reply, as the matters related to CCG Governance the CCGs response was developed 
involving the current Chair, our proposed incoming Chair, the Chief Clinical Officer and the 
lay members with current responsibilities for governance, remuneration and workforce 
matters. Members of the senior management team were also asked to contribute.  
 
To support us in our response we sought independent advice on our governance 
arrangements and specifically the points raised in the letter. This advice supported the 
CCG in providing the necessary assurance to NHS England as well as being used as the 
basis for the CCG to develop and improve our arrangements where necessary. In addition 
we sought external review of our proposed response to provide assurance that we had 
appropriately understood and responded to the requirements set out in the letter from 
Dominic Hardy and that we had responded without confusion or error.  
 
As the letter is considered to be a material contact from NHS England, supported by a 
proposed “Limited assurance” rating for the CCGs leadership as part of the assurance 
framework processes it is important that the enquiry and our response is formally 
considered by the Governing Board to demonstrate that we are considering and 
addressing the concerns raised robustly with a range of further actions planned as set out 
in section 4 below. In addition as the Governing Board is accountable to the membership 
we will be sharing details with them as well by drawing attention to this paper.  

 
4 NEXT STEPS 

 
A number of further actions are planned to ensure that we continue to review and improve 
the effectiveness of our governance arrangements including: 
 

• Appoint our new Chair (see separate agenda item) and have in place appropriate 
handover and induction arrangements 
 

• Make changes to our lay member portfolios (see separate agenda item) 
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• Set out clearly in an updated role definition document the respective responsibilities 

and areas of interaction of the two roles of Chair and Accountable Officer 
 

• Put in place revised appraisal arrangements  for our clinical leadership roles 
(revised arrangements were presented to our Workforce and Remuneration 
Committee when it met on the 13th January 2016) 
 

• To make this year’s annual effectiveness review an externally facilitated review to 
be undertaken during quarter one of 2016/17 to take account of our new Chair 
arrangements 
 

• To establish revised arrangements for our delegated primary care commissioning 
responsibilities (see separate agenda item) 

 
 
5 CONCLUSION 

 
The CCG takes its governance arrangements very seriously and I hope that through this 
paper and our response I can demonstrate, as Chair, that we have robustly considered the 
concerns raised and that by utilising independent external advice we have strengthened 
our response. I have also set out a number of actions that we are taking to improve our 
arrangements further – actions which are supported by the incoming Chair and our lay 
members with responsibilities for governance, remuneration and workforce matters.  
 
In conclusion the Governing Board is requested to:  
 

• Discuss and note the enquiry from NHS England and the CCGs response 
 

• Agree the actions we are planning to take to further review and improve our 
effectiveness for the future. 
 
 
 

Dr Tim Wilkinson 
Chair of Governing Board 
8 January 2016 



High quality care for all, now and for future generations 
 

 

22 December 2015 
 
Dr Jim Hogan 
Chief Clinical Officer 
Portsmouth CCG Headquarters 
St James’ Hospital 
Locksway Road 
Portsmouth    PO4 8LD 
Sent by email 
 
 
Dear Jim 
 
Thank you for your letter of 9 December following our recent assurance meeting. A full 
note of the meeting will follow in due course but in advance of that I am writing to follow 
up the discussion we had towards the end of the assurance meeting about the 
governance of the Clinical Commissioning Group (CCG). The discussion covered a 
number of important issues including how the CCG views the Chair role on your 
governing body, the expectations you set of it, and the accountability structure you 
described for the role. I have also reflected on the implications for you as Chief Clinical 
Officer and Accountable Officer. 
 
I am therefore writing to you now under our legal powers which are set out in s.14Z18 
[Power to require documents and information etc] and s.14Z19 [Power to require 
explanation].  Under these powers we require you to provide documents, information and 
clear explanations for the following areas: 
 
First, it was not clear from the discussion at the assurance meeting that the CCG 
governing body has reflected adequately on the role of the chair and the expectations it 
should set of it. The guidance for CCGs on governing body appointments contains a very 
clear set of expectations – document attached – and it was not clear whether you have 
used the opportunity of appointing a new Chair to review this and ensure you are 
meeting them. Please therefore provide details of the Chair role including job description, 
objectives, and how the CCG sees it functioning as part of the governing body. 
 
Second, we questioned in the meeting the appropriateness of the Chair accounting to 
the Accountable Officer - both because the Chair should have overall oversight of the 
governance of the CCG and also because this implies - as you said in the meeting - that 
the mechanism for holding you to account is weak. Please therefore provide details of 
how this arrangement works in practice including details of the arrangements for your 
appraisal as Chief Clinical Officer (as opposed to your GP appraisal). 
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Third, I am not clear about the arrangements in place to support you in your role as Chief 
Clinical Officer and in particular to fulfil your Accountable Officer responsibilities in two 
days per week. Please could you therefore explain how you ensure you are able to do 
this including details of the arrangements in place to support you at executive director 
level. Specifically, please provide details of Tracey Sanders’ role, including her job 
description, employment status and objectives for the year. 
 
Finally, and taking the points above together with the discussion we had about 
governance in the round (including the discussion about Solent and the SIRI 
investigation), it was not clear that the degree of challenge from the governing body is as 
robust as it could be. The Good Governance Institute report you received earlier this 
year identified a risk that the CCG governing body received reassurance rather than 
assurance and I am concerned that this may still be the case. Please therefore provide 
details, including any notes, of recent governing body development sessions and any 
plans to improve effectiveness. As previously discussed, we will also set a date for 
observing your governing body and contact you shortly to confirm this. 
 
We require you to provide the explanations and documents to us by Friday, 8 January 
2016. It is clearly important for the CCG that you meet these requirements in good time 
and without confusion or error. If any of the requirements above are not clear to you or 
you have any queries or points of clarification, including with regard to the legal powers I 
have referenced, then please be sure to contact me or Jacqueline Cotgrove as 
appropriate by close on Monday, 4 January 2016. 
 
Yours sincerely   
 

 
 
 
 
 
 

Dominic Hardy 
Director of Commissioning Operations  
NHS England – South (Wessex) 
 
Enc 
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governing body members: 
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First published by the NHS Commissioning Board Authority: July 2012 

Published by the NHS Commissioning Board: October 2012 

 

This supersedes the version published in July 2012  

 

This version incorporates The National Health Service (Clinical Commissioning Groups) 

Regulations 2012 S.I. 2012/16311.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
1 http://www.legislation.gov.uk/uksi/2012/1631/contents/made 

 

http://www.legislation.gov.uk/uksi/2012/1631/contents/made
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1. Introduction 

 
Context 

The Government‘s ambition for the NHS to deliver health outcomes among the best in 
the world is rooted in the three principles of giving patients more information and choice, 
focusing on healthcare outcomes and quality standards and empowering frontline 
professionals with a strong leadership role. At the heart of these proposals are clinical 
commissioning groups (CCGs).  
 
CCGs will be different from any predecessor NHS organisation. Whilst statutory NHS 
bodies, they will be built on the GP practices that together make up the membership of 
a CCG. These member practices must decide, through developing their constitution and 
within the framework of legislation, how the CCG will operate. They will ensure that they 
are led and governed in an open and transparent way which enables them to serve their 
patients and population effectively.  
 
CCGs, for the first time, will bring systematic and comprehensive clinical leadership 
across England to drive up outcomes, tackle health inequalities and improve value for 
every pound spent on healthcare. 
 

The CCG’s governing body  

Towards establishment: Creating responsive and accountable clinical commissioning 
groups2 and supporting documents set out why good governance is essential, what 
good governance looks like for CCGs and describes what CCGs will need to do to 
deliver it. It describes the role of the governing body in ensuring and assuring good 
governance and describes the critical link between good governance and improvements 
in outcomes for patients. It highlights the fact that good governance of a CCG is 
important: 

 to patients because they depend on the quality of the judgements that CCGs make; 

 to the public as it will give them confidence that the best decisions are taken for the 
right reasons, that the quality of healthcare services is protected and that public 
money is being spent wisely;  

 to clinicians because it supports them to make the best possible decisions, reduces 
the likelihood of things going wrong and protects them in the event that things do go 
wrong; and 

 to the NHS Commissioning Board as the body responsible for overseeing CCGs, 
and the body accountable to the Secretary of State and Parliament for the NHS 
commissioning budget and outcomes.  

 

As described in Towards establishment: Creating responsive and accountable clinical 
commissioning groups, each CCG will determine how they will go about designing their 
governing body whose overarching role is to ensure that the CCG has appropriate 
                                                           
2 http://www.commissioningboard.nhs.uk/files/2012/09/towards-establishment.pdf  

http://www.commissioningboard.nhs.uk/files/2012/09/towards-establishment.pdf
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arrangements in place to exercise their functions effectively, efficiently and economically 
and in accordance with generally accepted principles of good governance and the 
constitution of the CCG. 
 
The Health and Social Care Act (which amends the NHS Act 2006), and the supporting 
regulations The National Health Service (Clinical Commissioning Groups) Regulations 
2012 set out the requirements relating to the governing body, including the specified 
minimum membership. Many clinical commissioning groups will wish to broaden this, for 
example, to include additional members to bring an added perspective.  Many will wish 
to see a broader range of managers included; perhaps those understanding key 
performance, strategy and quality improvement. Much will depend on whether the CCG 
chooses to confer any additional functions on the governing body, above those 
functions accorded to it under the legislation or delegate any of the group‘s functions to 
the governing body. Where additional functions are conferred on, or delegated to, the 
governing body the CCG should ensure that the members are equipped to carry out 
those functions by building on the suggestions made in this document.  
 
 
Governing body members  

This document responds to the commitment made in Towards establishment: Creating 
responsive and accountable clinical commissioning groups to develop a description of 
the roles on the governing body and the skills and qualities which in the opinion of the 
NHS Commissioning Board will be needed for each. 
 
The members of the governing body are key appointments for the CCG. These are 
extremely high profile positions and require outstanding individuals. The ideal 
candidates will be able to demonstrate that they are recognised and respected by their 
peers.  
 
All members should be able to demonstrate the leadership skills necessary to fulfil the 
responsibilities of these key roles and be able to establish credibility with all 
stakeholders and partners. Especially important is that the governing body, remains in 
tune with its member practices and secures their confidence and engagement. 
 
Individual members of the governing body will bring different perspectives, drawn from 
their different professions, roles, background and experience. These differing insights 
into the range of challenges and opportunities facing the CCG will, together, ensure that 
the CCG takes a balanced view across the whole of its business. 
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2. Core role outline – for all governing body 

members 

 
Governing body member role descriptions need to be in line with the requirements of 
the legislative framework and there are certain elements that are likely to be desirable 
for them all.  
 
A core role outline for all governing body members and a core set of skills competencies 
and attributes are described in this section. These are then supplemented (in the next 
sections) for each of the roles, by a set of specific attributes and competencies which 
may be appropriate to ensure the unique contribution of that individual member to the 
workings of the whole governing body. 
 
As a member of the CCG‘s governing body each individual will share responsibility as 
part of the team to ensure that the CCG exercises its functions effectively, efficiently, 
economically, with good governance and in accordance with the terms of the CCG 
constitution as agreed by its members. Each individual is there to bring their unique 
perspective, informed by their expertise and experience. This will support decisions 
made by the governing body as a whole and will help ensure that: 
 

 a new culture is developed that ensures the voice of the member practices is heard 
and the interests of patients and the community remain at the heart of discussions 
and decisions; 

 the governing body and the wider CCG act in the best interests of the health of the 
local population at all times; 

 the CCG commissions the highest quality services with a view to securing the best 
possible outcomes for their patients within their resource allocation and maintains a 
consistent focus on quality, integration and innovation; 

 decisions are taken with regard to securing the best use of public money; 
 the CCG, when exercising its functions, acts with a view to securing that health 

services are provided in a way which promotes the NHS Constitution, that it is there 
to improve our health and wellbeing, supporting us to keep mentally and physically 
well, to get better when we are ill and when we cannot fully recover, to stay as well 
as we can to the end of our lives; 

 the CCG is responsive to the views of local people and promotes self-care and 
shared decision-making in all aspects of its business; and 

 good governance remains central at all times. 
 
 
Core attributes and competencies 

Each individual needs to: 
 

 demonstrate commitment to continuously improving outcomes, tackling health 
inequalities and delivering the best value for money for the taxpayer; 

 embrace effective governance, accountability and stewardship of public money and 
demonstrate an understanding of the principles of good scrutiny; 
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 demonstrate commitment to clinical commissioning, the CCG and to the wider 
interests of the health services; 

 be committed to ensuring that the governing body remains ―in tune‖ with the member 
practices; 

 bring a sound understanding of, and a commitment to upholding, the NHS principles 
and values as set out in the NHS Constitution; 

 demonstrate a commitment to upholding The Nolan Principles of Public Life along 
with an ability to reflect them in his/her leadership role and the culture of the CCG; 

 be committed to upholding the proposed Standards for members of NHS Boards and 
Governing Bodies in England developed by the Council for Healthcare Regulatory 
Excellence;3 

 be committed to ensuring that the organisation values diversity and promotes 
equality and inclusivity in all aspects of its business; 

 consider social care principles and promote health and social care integration where 
this is in the patients‘ best interest; and 

 bring to the governing body, the following leadership qualities:  

o creating the vision - effective leadership involves contributing to the creation of 
a compelling vision for the future and communicating this within and across 
organisations;  

o working with others - effective leadership requires individuals to work with 
others in teams and networks to commission continually improving services;  

o being close to patients - this is about truly engaging and involving patients and 
communities; 

o intellectual capacity and application - able to think conceptually in order to 
plan flexibly for the longer term and being continually alert to finding ways to 
improve; 

o demonstrating personal qualities - effective leadership requires individuals to 
draw upon their values, strengths and abilities to commission high standards of 
service; and 

o leadership essence - can best be described as someone who demonstrates 
presence and engages people by the way they communicate, behave and 
interact with others.  

 

                                                           
3 In response to a commission from the Secretary of State for Health, the Professional Standards Authority has developed 
Standards for members of NHS boards and governing bodies in England. These Standards build on work already done in this area, 
including by the National Leadership Council, and are consistent with the Nolan Principles of Public Life and other regulatory 
frameworks that apply to people working in the NHS. They cover three domains: personal behaviour, technical competence, and 
business practices. Further details can be found at www.chre.org.uk 
 



 9 
 

Core understanding and skills 

Each individual will have: 
 

 a general understanding of good governance and of the difference between 
governance and management; 

 a general understanding of health and an appreciation of the broad social, political 
and economic trends influencing it; 

 capability to understand and analyse complex issues, drawing on the breadth of data 
that needs to inform CCG deliberations and decision-making, and the wisdom to 
ensure that it is used ethically to balance competing priorities and make difficult 
decisions; 

 the confidence to question information and explanations supplied by others, who 
may be experts in their field; 

 the ability to influence and persuade others articulating a balanced, not personal, 
view and to engage in constructive debate without being adversarial or losing 
respect and goodwill; 

 the ability to take an objective view, seeing issues from all perspectives, especially 
external and user perspectives; 

 the ability to recognise key influencers and the skills in engaging and involving them; 

 the ability to communicate effectively, listening to others and actively sharing 
information; and 

 the ability to demonstrate how your skills and abilities can actively contribute to the 
work of the governing body and how this will enable you to participate effectively as 
a team member. 

 
 

Core personal experience 

 previous experience of working in a collective decision-making group such as a 
board or committee, or high-level awareness of ‗board-level‘ working; and 

 a track record in securing or supporting improvements for patients or the wider 
public. 
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3. Additional information for each specified member 

In addition to the core role outline and the core skills, attributes and experience 
expected of all members of the governing body, supplementary information is provided 
below for each of the roles that will be specified in the legislation. These describe the 
specific attributes and competencies which illustrate the unique contribution of that 
individual member to the workings of the whole governing body, and are recommended 
as good practice.  

Whilst CCGs are at liberty to use whatever naming convention they may choose to 
describe their leaders and senior employees, for the purposes of clarity and 
consistency, the NHS Commissioning Board will use the following terms to describe 
specific circumstances and role combinations.  It is important to remember that the 
specified roles constitute a minimum and that CCGs, should they choose to do so, can 
include the other individuals on their governing body provided they are not disqualified 
from membership under the regulations and are of a description set out in the group‘s 
constitution.  
 
 
 
Clinical Leader is the individual recognised by the CCG as the leading clinician who 

represents the clinical voice of its members.  This individual will be 
invited to be the CCG‘s member of the NHS Commissioning 
Assembly.  They will either be the Chair of the governing body or 
undertake the role of accountable officer. In circumstances where a 
CCG chooses to appoint a clinician to the Chair of the governing 
body and nominate a clinician for the role of the accountable officer 
(to be appointed by the NHS Commissioning Board), then the CCG 
should identify one of them to be known as the Clinical Leader. 

  
Chair of the 
governing 
body 

may be any member of the governing body other than the 
accountable officer, Chief Finance Officer, secondary care specialist 
doctor, registered nurse or the lay member with the lead role in 
overseeing key elements of financial management and audit. The 
chair of the governing body may also be the Clinical Leader of the 
CCG. 

  
Chief Clinical 
Officer 

will be used to describe the Clinical Leader when they also 
undertake the role of accountable officer. 

  
Chief Officer will be used when the accountable officer role is undertaken by the 

CCG‘s most senior manager. 
  
Chief Finance 
Officer 

should be the CCG‘s most senior employee with a professional 
qualification in accountancy, who has the experience to lead the 
financial management of the CCG and is a member of the  
governing body. 
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Chief 
Operating 
Officer 

will be the term used to describe the  CCG‘s most senior manager in 
circumstances when CCG has a Chief Clinical Officer (ie its clinical 
leader undertakes the accountable officer role). 

  
Chief Finance 
and Operating 
Officer 

describes circumstances where a CCG has a Chief Clinical Officer 
(hence a clinician who undertakes the accountable officer role) and 
they decide to appoint a single individual to undertake the combined 
roles of the Chief Operating Officer and Chief Finance Officer.  

 
 
 
Accountable officer role 
The individual who takes on the accountable officer role will be proposed by the 
CCG and appointed to this role by the NHS Commissioning Board.  In circumstances 
where the accountable officer role is undertaken by the Lead Clinician they will be 
known as the Chief Clinical Officer.  When a manager undertakes the role, the 
individual will be known as the Chief Officer.  In circumstances where a CCG 
chooses to appoint a clinician to the Chair of the governing body and nominate a 
clinician for the role of the accountable officer (to be appointed by the NHS 
Commissioning Board), then the CCG should identify one of them to be known as 
the Clinical Leader. 
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GP or other healthcare professionals acting on behalf of member 
practices 

 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
As set out in Towards establishment: Creating responsive and accountable clinical 
commissioning groups, it will be for the emerging CCG member practices to decide, 
together, how they will be represented on the governing body. Representatives can only 
be members of the governing body – unless they are acting in the role of accountable 
officer or Chief Finance Officer - if this is specified in the constitution. 
 
Additional specific role outline 

As well as sharing responsibility with the other members for all aspects of the CCG 
governing body business, the individuals acting on behalf of member practices will bring 
the unique understanding of those member practices to the discussion and decision 
making of the governing body as their particular contribution.  
 
Specific attributes and competencies 

 have the confidence of the member practices in the CCG, demonstrating an 
understanding of all of the member practices, of the issues they face and what is 
important to them; 

 be competent, confident and willing to give an unbiased strategic clinical view on all 
aspects of CCG business; 

 be highly regarded as a clinical leader, beyond the boundaries of a single practice or 
profession – demonstrably able to think beyond their own professional viewpoint; 

 have an in-depth understanding of a specific locality(ies) if the CCG has decided to 
operate in this way; 

 be able to take a balanced view of the clinical and management agenda and draw 
on their specialist skills to add value; and 

 be able to contribute a generic view from the perspective of a member practice in the 
CCG, whilst putting aside specific issues relating to their own practice 
circumstances. 



 13 
 

 

 

Chair of the governing body 
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Additional specific role outline 

As well as sharing responsibility with the other members for all aspects of the CCG 
governing body business, the Chair of the governing body will have specific 
responsibility for: 
  

 leading the governing body, ensuring it remains continuously able to discharge its 
duties and responsibilities as set out in the CCG‘s constitution; 

 building and developing the CCG‘s governing body and its individual members; 

 ensuring that the CCG has proper constitutional and governance arrangements in 
place; 

 ensuring that, through the appropriate support, information and evidence, the 
governing body is able to discharge its duties; 

 supporting the accountable officer in discharging the responsibilities of the 
organisation; 

 contributing to the building of a shared vision of the aims, values and culture of the 
organisation; and  

 leading and influencing clinical and organisational change to enable the CCG to 
deliver commissioning responsibilities. 

 
The Chair will also have a key role in overseeing governance and particularly ensuring 
that the governing body and the wider CCG behaves with the utmost transparency and 
responsiveness at all times. They will ensure that: 
 

 public and patients‘ views are heard and their expectations understood and, where 
appropriate, met;  

 that the organisation is able to account to its local patients, stakeholders and the 
NHS Commissioning Board; and 

 the CCG builds and maintains effective relationships, particularly with the individuals 
involved in overview and scrutiny from the relevant local authority/ies. 

 

All CCGs will need to identify their senior clinical voice for interactions with stakeholders 
and especially the NHS Commissioning Board. This senior clinician will be referred to 
by the NHS Commissioning Board as The Clinical Leader and will have a place on the 
NHS Commissioning Assembly. The Clinical Leader will either be the Chair of the 
governing body or undertaking the accountable officer role. Where a CCG has clinicians 
undertaking both the accountable officer role and the Chair of the governing body, the 
CCG will need to identify which individual it wishes to put forward as its Clinical Leader. 
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Specific attributes and competencies 

 able to engage visibly and effectively, commanding respect from a wide range of 
stakeholders including clinicians, patients and the public and in particular, ensuring 
effective two-way communication with the member practices; 

 a level of political astuteness, with highly developed skills in engaging, influencing 
and securing shared ownership to enable commissioning intentions to be delivered; 

 ability to communicate complex and challenging issues clearly and effectively in 
public meetings; 

 have the skills and experience to plan and chair large meetings with multi-
professional and/or multiple stakeholder involvement; 

 able to facilitate and encourage active engagement and appropriate challenge 
across their governing body; 

 enable the governing body to continually review established thinking to ensure long-
term value and sustainability; 

 able to give an unbiased view on possible internal conflicts of interest; 

 able to provide leadership to the CCG, ensuring its effectiveness on all aspects of its 
corporate responsibility and setting its agenda; 

 able to oversee all governance matters to ensure they are conducted in accordance 
with best practice and ensure that there is a clear structure for, and effective running 
of, the CCG and, where relevant, its committees; 

 have the skills, knowledge and experience to assess and confirm that appropriate 
systems of internal control are in place for all aspects of governance, including 
financial and risk management; 

 have an understanding of the resource allocations devolved to NHS bodies, and a 
general knowledge of the accounting regime within which a CCG will operate; and 

 have the ability to develop and maintain an understanding of the legal environment 
in which the CCG operates. 

 
 
Further points 

The National Health Service (Clinical Commissioning Groups) Regulations 2012 specify 
that the Chair cannot be the accountable officer or Chief Finance Officer, the mandatory 
secondary care specialist or nurse, or the lay person with a lead role in overseeing key 
elements of governance, such as chairing the audit committee (see the next role). If the 
Chair is a GP or other healthcare professional, the Deputy Chair should be a lay 
member who should take the Chair‘s role for discussions and decisions involving 
conflict of interest for the Chair. 
 
We recognise that for some emerging CCGs, their overall clinical leadership may have 
been developed to include more than one individual. Whilst it is not possible to have 
more than one individual in the role of Chair of governing body, a CCG may choose to 
have a second role of ―assistant clinical chair‖ alongside the Deputy Chair who is a lay 
member. This individual could undertake a very significant role in terms of time and 
leadership of the organisation. If the CCG wished, the key nature of this role could be 
defined in the constitution. 
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Lay member on the governing body – with a lead role in overseeing 

key elements of financial management and audit 
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Additional specific role outline 

The role of this lay member will be to bring specific expertise and experience to the 
work of the governing body. Their focus will be strategic and impartial, providing an 
external view of the work of the CCG that is removed from the day-to-day running of the 
organisation. Their role will be to oversee key elements of governance including audit, 
remuneration and managing conflicts of interest. They will need to be able to chair the 
audit committee. 
 
As Chair of the Audit Committee, this lay member would be precluded from being the 
Chair of the governing body – although they could be the Deputy Chair. 
 
This person will have a lead role in ensuring that the governing body and the wider CCG 
behaves with the utmost probity at all times. 
 
Good practice would also suggest that this person would also have a specific role in 
ensuring that appropriate and effective whistle blowing and anti-fraud systems are in 
place. 
 
The National Health Service (Clinical Commissioning Groups) Regulations 2012 require 

that the appointed individual must have qualifications, expertise or experience such as 

to enable the person to express informed views about financial management and audit 

matters. The following cannot be lay members of CCG governing bodies: 

 employees of local authorities in England and Wales (or equivalent bodies in 
Scotland and Northern Ireland) and PCTs; 

 an officer or employee of the Department of Health; 

 a member or employee of the Care Quality Commission or Monitor;  

 a chairman, director, member or employee of an NHS body (other than a CCG, 
PCT or FT); 

 a chairman, director, governor, member or employee of an NHS foundation trust; 

 providers of health services commissioned by CCGs or the NHS Commissioning 
Board, or their employees, partners, or shareholders; 

 providers of social services, or their employees who contract with a local 
authority; and  

 persons employed by parties to arrangements to provide primary medical 
services, ophthalmic services , dental services or pharmaceutical services in 
Scotland or Wales who are employed for purposes connected with the provision 
of those services. 
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Specific attributes and competencies 

 have the skills, knowledge and experience to assess and confirm that appropriate 
systems of internal control and assurance are in place for all aspects of governance, 
including financial and risk management; 

 have an understanding of the role of audit in wider accountability frameworks; 

 have an understanding of the resource allocations devolved to NHS bodies and a 
general knowledge of the accounting regime within which a CCG will operate; 

 have the ability to chair meetings effectively; 

 be able to give an independent view on possible internal conflicts of interest; and 

 recent and relevant financial and audit experience is essential – sufficient to enable 
them to competently engage with financial management and reporting in the 
organisation and associated assurances.  

 
 
 
The CCG may appoint other lay persons who qualify under the regulations and may 
also make provision for the appointment of other individuals in its constitution. However, 
any additional roles on the governing body would not technically be considered as a lay 
member roles as defined by the regulations. 
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Lay member on the governing body – with a lead role in championing 
patient and public involvement 

 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Additional specific role outline 

As well as sharing responsibility with the other members for all aspects of the CCG 
governing body business, as a lay member on the CCG‘s governing body this lay 
member will bring specific expertise and experience, as well as their knowledge as a 
member of the local community, to the work of the governing body. Their focus will be 
strategic and impartial, providing an independent view of the work of the CCG that is 
external to the day-to-day running of the organisation. As one of the lay members, they 
may be asked to fulfil the role of Deputy Chair or Chair of the governing body, if 
appropriate. 
 
This person will help to ensure that, in all aspects of the CCG‘s business, the public 
voice of the local population is heard and that opportunities are created and protected 
for patient and public empowerment in the work of the CCG. In particular, they will 
ensure that: 
 

 public and patients‘ views are heard and their expectations understood and met as 
appropriate; 

 the CCG builds and maintains an effective relationship with Local Healthwatch and 
draws on existing patient and public engagement and involvement expertise; and  

 the CCG has appropriate arrangements in place to secure public and patient 
involvement and responds in an effective and timely way to feedback and 
recommendations from patients, carers and the public. 

 
 
It is not intended that this role should have executive oversight of patient and public 
engagement, rather that the individual ensures, through the appropriate governance 
processes, that this function is being discharged effectively. 
 
 
The National Health Service (Clinical Commissioning Groups) Regulations 2012 require 
that the appointed individual must have knowledge of the area specified in the CCG‘s 
constitution such as to enable them to express informed views about the discharge of 
the CCG‘s functions. 
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Specific attributes and competencies 

 able to give an independent view on possible internal conflicts of interest; 

 demonstrable understanding of the local arrangements for listening and responding 
to the voices of patients, carers and patient organisations; 

 have a track record of successfully involving patients carers and the public in the 
work of a public sector organisation; 

 have an understanding of effective involvement and engagement techniques, and 
how these can be applied in practice; 

 live within the local community or be able to demonstrate how they are otherwise 
able to have sufficient knowledge of the area specified in the CCG‘s constitution 
such as to enable them to express informed views about the discharge of the CCG‘s 
functions so that they are able to act as a champion for patient and public 
involvement; and 

 be competent to chair meetings. 
 
 

The CCG may appoint other lay persons who qualify under the regulations and may 
also make provision for the appointment of other individuals in its constitution. However, 
any additional roles on the governing body would not technically be considered as a lay 
member roles as defined by the regulations. 
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Clinical member on the governing body – secondary care doctor  
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Additional specific role outline 

As well as sharing responsibility with the other members for all aspects of the CCG 
governing body business, this clinical member will bring a broader view, on health and 
care issues to underpin the work of the CCG. In particular, they will bring to the 
governing body an understanding of patient care in the secondary care setting. 
 
 
Specific attributes and competencies 

 must be a consultant – either currently employed, or in employment at some time in 
the period of 10 years ending with the date of the individual‘s appointment to the 
governing body; 

 has a high level of understanding of how care is delivered in a secondary care 
setting; 

 be competent, confident and willing to give an independent strategic clinical view on 
all aspects of CCG business; 

 be highly regarded as a clinical leader, preferably with experience working as a 
leader across more than one clinical discipline and/or specialty with a track record of 
collaborative working; 

 be able to take a balanced view of the clinical and management agenda, and draw 
on their in depth understanding of secondary care to add value; 

 be able to contribute a generic view from the perspective of a secondary care doctor 
whilst putting aside specific issues relating to their own clinical practice or their 
employing organisation‘s circumstances; and 

 be able to provide an understanding of how secondary care providers work within 
the health system to bring appropriate insight to discussions regarding service re-
design, clinical pathways and system reform. 
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Further points 

Whilst the individual may well no longer practise medicine, they will need to 
demonstrate that they still have a relevant understanding of care in the secondary 
setting. 
 
The secondary care specialist cannot be an employee or member (including 
shareholder) of, or a partner in, a provider of primary medical services, or a provider 
with whom the CCG has made commissioning arrangements. The exceptions are where 
the CCG has made an arrangement with a provider, subsequent to a patient exercising 
choice, and where the CCG has made an arrangement with a provider in special 
circumstances to meet the specific needs of a patient (for example, where there is a 
very limited choice of provider for a highly specialised service).  
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Clinical member on the governing body – registered nurse 
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Additional specific role outline 

As well as sharing responsibility with the other members for all aspects of the CCG 
governing body business, as a registered nurse on the governing body, this person will 
bring a broader view, from their perspective as a registered nurse, on health and care 
issues to underpin the work of the CCG especially the contribution of nursing to patient 
care. 
 
 
Specific attributes and competencies 

 be a registered nurse who has developed a high level of professional expertise and 
knowledge; 

 be competent, confident and willing to give an independent strategic clinical view on 
all aspects of CCG business; 

 be highly regarded as a clinical leader, probably across more than one clinical 
discipline and/or specialty – demonstrably able to think beyond their own 
professional viewpoint; 

 be able to take a balanced view of the clinical and management agenda and draw 
on their specialist skills to add value; 

 be able to contribute a generic view from the perspective of a registered nurse whilst 
putting aside specific issues relating to their own clinical practice or employing 
organisation‘s circumstances; and 

 be able to bring detailed insights from nursing and perspectives into discussions 
regarding service re-design, clinical pathways and system reform.  

 

 
Further points 

The nurse cannot be an employee or member (including shareholder) of, or a partner in, 
a provider of primary medical services, or a provider with whom the CCG has made 
commissioning arrangements. The exceptions are where the CCG has made an 
arrangement with a provider, subsequent to a patient exercising choice, and where the 
CCG has made an arrangement with a provider in special circumstances to meet the 
specific needs of a patient (for example, where there is a very limited choice of provider 
for a highly specialised service). 
 
This is especially in relation to this particular role and does not preclude practice nurses 
from being members of the governing body in other capacities.  
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Accountable Officer 
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Each CCG needs to decide which individual it will nominate to undertake the 
accountable officer role.  It will be up to the NHS Commissioning Board to determine the 
individual‘s suitability and to make the appointment to this role. 
 
CCGs could decide that their accountable officer role will be held by a clinician 
supported by an expert manager4 or be undertaken by a manager with expert clinical 
leadership support. 
 
For the purposes of this document, we use the term Chief Officer to identify senior 
managers who undertake the accountable officer role, Chief Clinical Officer for senior 
clinicians who undertake this role and Chief Operating Officer for the senior manager 
who is not the accountable officer as the role is held by a clinician (Chief Clinical 
Officer). CCGs may choose to use this terminology in their local job and role 
descriptions. (see page 10 for further details) 
 
The individual who undertakes the accountable officer role is required to be a member 
of the governing body and they will therefore need to meet the core requirements as 
described for governing body members. There are, however, very specific 
responsibilities associated with this role which are highlighted below.  
 
The following section describes the broad knowledge and understanding across a 
number of key areas. None of these is about an in-depth knowledge, for which 
accountable officers will be able to ensure they place the right people around them who 
have expertise in these areas. It is simply that the accountable officer will need to put 
him/herself in the position of understanding the fundamentals in order to take on the 
responsibility of setting strategic direction and making key decisions which will come 
with this role.  
 
Candidates will not be expected to have all of this knowledge and understanding at the 
start of the diagnostic and assessment process but will need to demonstrate the insight 
and ability to develop this in the period up to April 2013. 
 
To support GPs and other clinical leaders who wish to take on the accountable officer 
role, we will provide convenient and accessible ways for individuals who wish to develop 
their skills and knowledge further. 
 
 
 

 

                                                           
4
 A draft role outline for the most senior manager role has been developed in response to requests from emerging CCGs who wish 

to support a Chief Clinical Officer with a senior manager. This role description, when combined with the responsibilities of the 
accountable officer role could also be used by CCGs wishing to appoint a Chief Officer (see annex 1) 
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All CCGs will need to identify their senior clinical voice for interactions with stakeholders 
and especially the NHS Commissioning Board. This senior clinician be referred to by 
the NHS Commissioning Board as the Clinical Leader and will have a place on the NHS 
Commissioning Assembly. The Clinical Leader will either be the Chair of the governing 
body or undertaking the accountable officer role. Where a CCG has clinicians 
undertaking both the accountable officer role and the Chair of the governing body, the 
CCG will need to identify which individual it wishes to put forward as its Clinical Leader. 

 
 

Additional specific role outline 

The accountable officer of a CCG is charged with ensuring that their CCG: 
 

 complies with its: 
o duty to exercise its functions effectively, efficiently and economically; 
o duty to exercise its functions with a view to securing continuous improvement 

in the quality of services provided to individuals for, or in connection with, the 
prevention, diagnosis or treatment of illness; 

o financial obligations, including information requests; 
o obligations relating to accounting and auditing; and 
o duty to provide information to the NHS Commissioning Board, following 

requests from Secretary of State; 
o obligations under any other provision of the NHS Act 2006 Act specified by 

the Board for these purposes.  
 

 performs its functions in a way which provides good value for money. 
 
 
The accountable officer is responsible for ensuring that the CCG fulfils its duties to 
exercise its functions effectively, efficiently and economically thus ensuring 
improvement in the quality of services and the health of the local population whilst 
maintaining value for money. 
 
The accountable officer will, at all times, ensure that the regularity and propriety of 
expenditure is discharged, and that arrangements are put in place to ensure that good 
practice (as identified through such agencies as the Audit Commission and the National 
Audit Office) is embodied and that safeguarding of funds is ensured through effective 
financial and management systems. 
 
The accountable officer, working closely with the Chair of the governing body, will 
ensure that proper constitutional, governance and development arrangements are put in 
place to assure the members (through the governing body) of the organisation‘s 
ongoing capability and capacity to meet its duties and responsibilities. This will include 
arrangements for the ongoing development of its members and staff. 
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Specific attributes and competencies 

 demonstrable ability to exercise sound judgement; 

 the ability to understand the limits of his or her management competencies and the 
wisdom to seek advice when these are reached; 

 an understanding of corporate governance as a key element of integrated 
governance and of the responsibilities that the accountable officer role needs to 
ensure these are discharged to a high standard; 

 the capability to secure the full range of management expertise, through their senior 
team, to ensure that the day-to-day management of all aspects of the CCG‘s 
business can be discharged. 

 an understanding of the role of the accountable officer in setting and developing the 
culture of the organisation and leading the wider organisational development in the 
context of engagement with key stakeholders; 

 the ability to oversee the development of an organisational vision and values for the 
organisation; 

 a working knowledge of general employment law good employment practices; 

 a basic understanding of current legal requirements and good practice in equality 
and discrimination;  

 financially literate with the ability to review critically, challenge and effectively utilise 
financial information, including financial statements for decision-making; 

 an understanding of the principles of value for money and an ability to challenge 
performance on this basis; 

 an understanding of the requirements of effective financial governance and probity; 

 a broad understanding of the NHS financial regime and an ability to develop 
capability within the CCG to enable interpretation of relevant legislation and 
accountability frameworks; 

 an ability to understand the CCG‘s risk environment including knowledge and 
understanding of the strategies that have been adopted by the CCG and the risks 
inherent in any transformation strategies; 

 good understanding of the role of effective communications and engagement with 
patients, public, workforce and stakeholders in achieving/delivering CCG objectives 
and maintaining the reputation of the NHS and CCG; 

 ability to develop a clear and compelling organisational narrative that describes the 
future strategy of the CCG, and to communicate this narrative and progress to a 
wide range of audiences; and 

 ability to communicate complex clinical issues in laypersons language at public 
meetings and through media interviews. 
 

 
Specific further leadership quality 

 Setting direction - effective leadership requires individuals to contribute to the 
strategy and aspirations of the organisation and act in a manner consistent with its 
values. 
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Specific understanding and skills 

 sound understanding of good governance; 

 in-depth understanding of health and care, and an appreciation of the broad social, 
political and economic trends influencing them; 

 capability to understand and analyse complex issues, drawing on the breadth of data 
that needs to inform CCG deliberations and decision-making; and the wisdom to 
ensure that it is used ethically to balance competing priorities and make difficult 
decisions; 

 has the confidence to question information and explanations supplied by others, who 
may be experts in their field; 

 has the ability to influence and persuade others articulating a balanced, not 
personal, view and to engage in constructive debate without being adversarial or 
losing respect and goodwill; 

 has the ability to take an objective view, seeing issues from all perspectives and 
especially external and user perspectives; 

 strong skills in recognising key influencers and the capability to engage them 
effectively in the CCG‘s business; 

 excellent interpersonal and communication skills, and experience in engaging GPs 
and other health and care professionals, alongside patients in commissioning that 
improves quality and secures value for money; and 

 sufficient understanding of NHS finance and other key organisational issues, such 
as HR and risk management, to discharge the overall responsibilities of accountable 
officer. 

 
 
Further points 

Under the legislation only certain people can undertake the accountable officer role. 

These are: 

 an individual who is a member of the CCG (e.g. a GP), or a member of any body 
which is a member of the CCG (such as a partner in a GP practice);  

 an employee of the CCG, or of any member of the CCG; or 

 in the case of a joint appointment, an employee or member of any of the CCGs in 
question or an employee or member of any of the bodies which are members of the 
CCGs in question. 

 
Whilst two or more CCGs may choose to share a single person to undertake their 
accountable officer roles, it will not be possible for a single CCG to appoint two 
individuals to share this role. 
 
The accountable officer may not be the Chair of the governing body. 
 
The NHS Commissioning Board will formally appoint the individual nominated by the 
CCG to undertake the accountable officer role as part of the CCG‘s application to the 
NHS Commissioning Board to be established. 
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Chief Finance Officer 
 

 
Note: each specific role outline adds to the core role outline on pages 7-9. 
 
Regulations require that the membership of the governing body must also include, an 
employee of the CCG who has a professional qualification in accountancy and the 
expertise or experience to lead the financial management of the CCG and who is to be 
known as the CCG‘s Chief Finance Officer; if the governing body‘s membership 
includes two or more individuals of that description, the CCG must designate one of 
them as the Chief Finance Officer. 
  
They will be a member of the governing body and will need to meet the core 
requirements as described for governing body members. 
 
He or she should be an individual with a recognised professional accounting 
qualification, as well as significant experience and skills. 
 
The exact remit of this person‘s responsibilities will be a matter for each emerging CCG, 
and will depend on the terms of their appointment and on any functions that may be 
delegated by the CCG either to them and/or to the governing body. In addition, their role 
will be subject to the overall responsibility for the CCG‘s compliance with its financial, 
accounting and auditing obligations and related duties resting with the accountable 
officer. However, subject to that, it is anticipated that an emerging CCG may wish to 
accord the day-to-day responsibility for the financial strategy and financial governance 
of the CCG, and possibly its financial management, to this person. It is likely that this 
would include being responsible for ensuring the discharge of obligations under relevant 
financial directions. 
 
There are therefore certain very specific responsibilities and attributes which may be 
associated with this role which are highlighted below. 
 
 
Additional specific role outline 

 be the governing body‘s professional expert on finance and ensure through robust 
systems and processes the regularity and propriety of expenditure is fully 
discharged; 

 make appropriate arrangements to support, monitor and report on the CCG‘s 
finances; 

 oversee robust audit and governance arrangements leading to propriety in the use of 
CCG resources; 

 be able to advise the governing body on the effective, efficient and economic use of 
its allocation to remain within that allocation and deliver required financial targets 
and duties; and 

 produce the financial statements for audit and publication in accordance with 
statutory requirements to demonstrate effective stewardship of public money and 
accountability to tax payers. 
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Specific attributes and competencies 

 hold a qualification of one of the individual CCAB bodies or CIMA; 

 demonstrate considerable communication, negotiation and relationship building 
skills; 

 demonstrate effective leadership qualities; 

 demonstrate a working understanding of integrated governance and assurance; and 

 sound understanding of the NHS principles and values, as set out in the NHS 
Constitution, and an ability to reflect them in his/her leadership role and in the 
operation of the CCG governing body. 

Specific further leadership quality 

 Setting direction - effective leadership requires individuals to contribute to the 
strategy and aspirations of the organisation and act in a manner consistent with its 
values. 

 
Further points 

The Chief Finance Officer cannot be the Chair of the governing body nor may they 
undertake the accountable officer role. 
 
The role may however, be combined with that of Chief Operating Officer in 
circumstances where a CCG has a Chief Clinical Officer (i.e. where the Clinical Leader 
is also the accountable officer). In these circumstances, it will be known as the Chief 
Finance and Operating Officer. 
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4. Appointment to governing body roles – 

disqualification criteria 

Regulations will provide that some individuals will not be eligible to be appointed to 
CCG governing bodies. Full details are included in schedule 5 of The National Health 
Service (Clinical Commissioning Groups) Regulations 2012.  
 
The regulations state that the following are disqualified from membership of CCG 

governing bodies:  

 MPs, MEPs, members of the London Assembly, and local councillors (and their 
equivalents in Scotland and Northern Ireland); 

 members including shareholders of, or partners in, or employees of 
commissioning support organisations; 

  A person who, within the period of five years immediately preceding the date of 
the proposed appointment, has been convicted— 
(a) in the United Kingdom of any offence,  
(b) outside the United Kingdom of an offence which, if committed in any part of 

the United Kingdom, would constitute a criminal offence in that part, 
and, in either case, the final outcome of the proceedings was a sentence of 
imprisonment (whether suspended or not) for a period of not less than three 
months without the option of a fine; 

 a person subject to a bankruptcy restrictions order or interim order;  

 a person who within the period of five years immediately preceding the date of 
the proposed appointment has been dismissed (other than because of 
redundancy), from paid employment by any of the following: the Board, a CCG, 
SHA, PCT, NHS Trust or Foundation Trust, a Special Health Authority, a Local 
Health Board, a Health Board, or Special Health Board, a Scottish NHS Trust, a 
Health and Social Services Board, the Care Quality Commission, the Health 
Protection Agency, Monitor, the Wales Centre for Health, the Common Services 
Agency for the Scottish Health Service, Healthcare Improvement Scotland, the 
Scottish Dental Practice Board, the Northern Ireland Central Services Agency for 
the Health and Social Services, a Regional Health and Social Care Board, the 
Regional Agency for Public Health and Wellbeing, the Regional Business 
Services Organisation, Health and Social Care trusts, Special health and social 
care agencies, the Patient and Client Council, and the Health and Social Care 
Regulation and Quality Improvement Authority.  

 A healthcare professional who has been subject to an investigation or 
proceedings, by any regulatory body, in connection with the person‘s fitness to 
practise or any alleged fraud, the final outcome of which was suspension or 
erasure from the register (where this still stands), or a decision by the regulatory 
body which had the effect of preventing the person from practising the profession 
in question or imposing conditions, where these have not been superseded or 
lifted;  

 a person disqualified from being a company director;  

 a person who as been removed from the office of charity trustee, or removed or 
suspended from the control or management of a charity, on the grounds of 
misconduct or mismanagement.  
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5. Other considerations when preparing final CCG 

role descriptions 

 

Other potential functions of the governing body 

The role descriptions shared in this document are intended to be a base from which 
CCGs may build. In particular, CCGs will want to consider any additional responsibilities 
of the governing body and its committees as described by the constitution and to ensure 
that the members of the governing body are suitably equipped to undertake these 
functions. 

 
Other information CCGs may wish to provide to potential applicants 

CCGs may wish to set out in any recruitment information pack the anticipated 
arrangements (subject to final determination by the CCG) for: 

 length of tenure and re-appointment arrangements;  

 appraisal and development arrangements; 

 time commitment expectations; and 

 remuneration, travelling and other allowances arrangements and rates.  
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Annex 1. Draft role content for the CCG’s most senior 
manager (Chief Officer, Chief Operating Officer or 
Chief Finance and Operating Officer) 
 

Introduction 

This further role outline has been prepared in response to requests from emerging 
CCGs to provide a full role description for a senior manager role. This might be used: 
 

 where the CCG has decided that the accountable officer role will be undertaken 
by a clinician (Chief Clinical Officer) and they wish to support them with a senior 
manager (i.e. Chief Operating Officer) 

 to describe the additional (managerial) aspects of the role where the accountable 
officer role is combined with the most senior manager (i.e. Chief Officer). 

 to describe the additional managerial aspects of the role where a CCG chooses 
that its most senior manager will also be the Chief Finance Officer (i.e. Chief 
Finance and Operating Officer) 

 
For further information on the possible role combinations please see pages 10-11. 
 
It has been developed as an annex of Clinical commissioning group governing body 
members: Role outlines, attributes and skills, to complement those published in the 
main document. It would be best read alongside both that, and the published 
governance guidance: Towards establishment: Creating responsive and accountable 
clinical commissioning groups. 
 
The content of this annex has been developed with proposed CCG clinical leads and 
with NHS managers who are currently working in similar roles. 
 
CCGs will want to select a manager who is fully competent to support them across the 
full breadth of its duties, functions and responsibilities. Suitable managers are most 
likely to have developed their capability and insight through operating at ‗board level‘ or 
equivalent. 

Suggested Role Summary (needs to be considered in the context of the broader 
leadership arrangements) 

The most senior manager will be responsible for ensuring that arrangements are put in 
place so that the CCG successfully delivers its strategic business objectives. They will 
have specific duties for ensuring effective management systems are in place, and will 
be required to direct the operation of the CCG according to the strategic commissioning 
priorities set by the clinical commissioning group. S/he will bring high-level strategic 
leadership and management skills and experience, to support and empower the clinical 
leadership at the heart of clinical commissioning.  
 
They will both build respectful relationships, and put in place effective working 
arrangements, to enable other clinical leaders together with the wider membership to 
deliver the CCGs‘ objectives as set out in the annual commissioning plan. Working 
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closely with the Chief Finance Officer (if a separate post) and other members of the 
management team, they will take managerial responsibility for the safe and effective 
running of the CCG.  
 
They might share responsibility with the accountable officer (if held by another 
individual) and other management team members for the continuous development of 
the CCG, including enabling increased involvement of the member practices and the 
professional development of employees. 
 
A managerial Chief Operating Officer role could then enable a Chief Clinical Officer to 
focus on the development of strong and effective clinical relationships and the ongoing 
accountability relationship within the governing body and the NHS Commissioning 
Board.  
 
 
Key relationships 

Internal relationships and other key relationships will depend on the local arrangements 
for the management and leadership of the CCG. 
 
The most senior manager would manage the business relationship between the internal 
CCG management system and any external commissioning support service/s, as 
agreed locally. 
 
 
Proposed key responsibilities 

The following section details the range of management functions that a CCG may wish 
to ensure are covered. Depending on the design of the internal management structure 
some of these responsibilities may more closely align with another role in the CCG. 
 
Contribute to the senior leadership of the CCG 

 contribute to the development of the vision, aims and business objectives of the 
CCG; 

 advise the CCG on strategic commissioning business development and key 
corporate planning issues; 

 support the clinical leaders of the CCG to develop and maintain a systematic 
approach to ensuring the CCG remains clinically led and clinically accountable. 

 
Provide effective operational management across the organisation  

 assist the Chief Finance Officer, if a different individual, to ensure that the CCG has 
a financial framework in place, which will enable it to operate within its resource limit 
to meet its financial obligations, continue to improve the ―value for money‖ 
(economy, efficiency and effectiveness) and ensure an integrated governance 
approach; 

 oversee the successful delivery of the CCG annual commissioning plan and develop 
a culture of continual quality improvement; 

 maintain general oversight of all operational, commissioning and business functions: 
including service design; commissioning cycle coherence; research and 
development; and regulatory affairs administration and operations; 
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 take responsibility for ensuring that the CCG complies with all legal requirements 
(including equalities and human rights legislation);  

 put in place effective systems to monitor and review, where appropriate the 
implementation of decisions made by the CCG; and institute processes that facilitate 
effective and efficient work flow; 

 keep the accountable officer, the Chair and the wider governing body informed about 
potential risks and opportunities; and recommend appropriate courses of action; 

 take charge in high-priority crises of an operational nature and ensure that suitable 
arrangements are in place to ensure business continuity at all times; 

 support the practice managers in each of the member practices, enabling their 
appropriate contribution to the wider management capacity and capability of the 
CCG; 

 ensure that systems are implemented that maintain high standards of public service, 
public accountability and probity, subject to the role of the governing body and the 
audit committee.  

 
Support the Chair of the governing body and other governing body members to 
ensure that the governing body remains properly constituted and delivers its 
functions as required by the NHS Act 2006 as amended by the Health and Social 
Care Act 2012  

 deliver appropriate management, operational, administrative and developmental 
support for committees that the governing body decides to establish; 

 ensure that the governing body has access to timely skills, advice and information to 
undertake the full range of its functions effectively; 

 support the Chair of the governing body to implement a system of regular evaluation 
of the governing body and ensure that a development programme is in place;   

 
Ensure that services commissioned by the CCG are effectively performance 
managed and quality assured 

 ensure that appropriate management processes are in place for commissioned 
services such that the CCG can be assured that quality standards are met and that 
there is full compliance with contractual expectations, statutory requirements and 
economic regulation and that where necessary, effective remedial action is taken 
swiftly. 

 
Facilitate constructive relationships with and between member practices 

 ensure the smooth operation of agreed systems and processes to sustain 
engagement of constituent practices; 

 ensure that arrangements that underpin relationships between the member practices 
of the CCG are sensitive to the members‘ needs, fully implemented and effective; 

 take steps to ensure that relationships within the CCG are strong and that the CCG, 
(including the governing body and CCG managers) remains responsive to its 
member practices. 

 
Ensure that high quality, effective commissioning support services are in place 
(whether provided internally or externally) 

 ensure that comprehensive commissioning support services are in place; 

 engineer robust contractual and working relationships with any external 
commissioning support services in order that operating costs are controlled and 
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annual corporate assessments demonstrate delivery; 

 facilitate resolution of issues between the CCG management system and any 
externally procured support.  

 
Develop and maintain collaborative and partnering relationships that will further 
the objectives of the CCG 

 to enable the CCG to work collaboratively with other CCGs and other partners to 
achieve shared outcomes, where appropriate;  

 develop and maintain partnership working with other local agencies; 

 pursue opportunities to develop partnerships at all levels within the community that 
will promote the health and well-being of the people within the area; 

 
Ensure the CCG implements appropriate mechanisms to communicate effectively 
with its external stakeholders 

 put arrangements in place to secure the support and commitment of all 
stakeholders, including patients, the public and staff, in the strategic direction of the 
CCG; 

 ensure that effective arrangements are in place for the involvement of patients, 
carers and local people in the commissioning of health services; 

 ensure that the CCG has appropriate corporate affairs arrangements in place to 
uphold its reputation and the wider reputation of the NHS 

 
Develop a capable and confident workforce with a positive culture that 
continually develops  

 ensure that a continuous programme of organisational development is in place to 
build organisational capabilities; 

 develop a positive culture where staff involvement and partnership in the decision 
making process of the CCG is the accepted norm; 

 ensure that clear objectives are agreed with all staff and performance is regularly 
reviewed.  

 
 
Suggested characteristics 

A traditional person specification has not been prepared as this will be wholly contingent 
on the final content of this role and the other roles within the CCG.  However, there are 
certain things that would be common to all senior manager roles. 
 
Leadership 
The most senior manager would need to demonstrate a high level of competency 
across the whole leadership framework, the single overarching leadership framework for 
all NHS staff. The website http://www.nhsleadership.org.uk/framework.asp provides 
further information relating to the seven domains of the framework.  
 
Attributes and skills 
As a manager operating within a clinical commissioning environment the following 
attributes and skills have been identified as important to consider: 
 
Vision: with the Clinical Leader and accountable officer, lead strategic, long-term 
planning, vision and goal setting using the ability to ―look around corners‖ to anticipate 

http://www.nhsleadership.org.uk/framework.asp


 34 
 

future opportunities or problems.  
 
Managing the business: design and maintain internal business processes. 
 
Develop strong relationships: possess exceptional relationship-building and 
interpersonal skills, with high emotional and social intelligence. Have a clear track 
record of enabling good ‗clinician – management relationships‘. 
 
Communication: communicate passionately, effectively, and persuasively across a 
diverse set of stakeholders; and able to create processes and structures to facilitate 
effective communication both internally and externally. Must also be able to form 
coherent and effective relationships with external suppliers, including commissioning 
support services, as appropriate.  
 
Building and managing teams: inspires, motivates, coaches, and develops others. 
Listens well and continuously learns and seeks advice and feedback from others. Has 
the ability and capability to be self-critical and continuously develop.  
 
Results oriented: relentlessly pursues improvement and results. Flexible, with a strong 
work ethic and an entrepreneurial spirit to accommodate high level of responsibility and 
multiple priorities. Creates a culture of mutual accountability.  
 
Analytical skill: analyses and problem solves at highly developed level. Outstanding 
organisational skills and high attention to detail are critical to success. 
 
Management style: demonstrates an ability to manage conflict, build consensus, and 
facilitate problem solving and collaboration among various parties.  
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Annex 2. Principles relating to reimbursement and 
remuneration for clinical governing body members  
 

This section builds on best practice and proposes principles that CCGs may wish to 
take into account as they determine the reimbursement or remuneration rates for 
individuals on the governing body who undertake this role on a part-time or sessional 
basis, since many governing body members will continue in their clinical roles. 

CCGs will want to ensure that HMRC are content with the final arrangements they put in 
place and that all payments are made in accordance with tax and national insurance 
regulations and with any guidance or advice issued by the NHS Commissioning Board. 
CCGs will need to take advice from HMRC on whether any individual is considered 
employed and hence make the appropriate arrangements for tax and national insurance 
contributions.  Irrespective of the employment status, individuals can choose whether 
their remuneration is paid directly to them or to their practice. 
 
So, for those individuals on the governing body continuing with a clinical role and hence 
not full time employees of the CCG, CCGs may wish to take into account the following 
set of principles: 
 
All payments should be:  
 

 evidently in line with the individual‘s current earnings;  

 commensurate with the average rate for their current employment or the specific 
role; or 

 demonstrably required to provide backfill. 
 
For individuals this would mean: 
 

GPs on the governing body 
 
Remuneration should be either:  

 at a reasonable rate, in line with practice earnings;  

 at a rate commensurate with allowing backfill, recognising that a locum cannot 
replace an experienced partner on a like for like basis, and that some additional 
locum time would be necessary; 

 in line with any local sessional rate . 

Other practice staff on the governing body 

Remuneration should be paid either:  

 at a rate which is equivalent to payment for the individual‘s time or the reasonable 
cost of backfilling the individual; or  

 in line with local average sessional rates for their practice role.  
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Lay members on the governing body, including the Audit Committee Chair  

Remuneration should be in line with non-executive director payments in other NHS 
organisations. 

 
Nurse and secondary care clinician on the governing body  

Remuneration should be either:  
 

 at a rate commensurate with their salary or as needed for replacement costs; or 

 at a rate commensurate with the average rate for their profession and level of 
seniority. 

The CCG should also take into account the issue of value for money. Where any 
individual‘s reimbursement would be considerably more (because of their very high 
personal earnings) than others who might undertake the same role, the CCG should be 
assured that this cost could be justified in the specific added value that individual would 
bring. 
 
This advice is not intended for managers such as the Chief Finance Officer, or Chief 
Officer who are likely to be full time employees, even if across more than one CCG.  
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NHS Portsmouth CCG Headquarters 
St James’ Hospital 

Locksway Road 
Portsmouth 
Hampshire 

PO4 8LD 
Tel: 023 9268 4513 

Direct Line: 023 9268 4810 

8 January 2016 
 

Dominic Hardy 
Director of Commissioning Operations (Wessex) 
NHS England 
Oakley Road 
Southampton 
SO16 4GX 
 
Dear Dominic 
 
I am writing in response to your letter dated the 22 December requesting explanations and 
information from us in regards to a number of points related to our governance.  
 
As you refer this was briefly touched upon at the end of our recent assurance meeting. We 
were aware at that time that we did not have time to properly respond to the questions you 
posed so I am happy to provide further information to you in follow up to that via this letter.  
 
As the matters related to our governance I have developed this response with both the 
current Chair and proposed incoming Chair of our Governing Body as well as our lay 
members with responsibilities for governance, remuneration and workforce matters. We 
have also taken independent governance advice to provide further assurance and ensure 
the ongoing development of our arrangements.  
 
Role of the Chair 
 
I can confirm that the role of the Chair includes the clear expectations set out within ‘Clinical 
commissioning group governing body members: Roles outlines, attributes and skills’ 
published by the NHS Commissioning Board in October 2012. This is evidenced in our 
Constitution (paragraph 7.4.3) (attachment 1) which sets out how the Chair role functions as 
part of the governing body.  The Chair's responsibilities are also defined in a role description 
(attachment 2).   
 
As discussed at our assurance meeting we will be formally selecting our new Chair at our 
Governing Body meeting which takes place on the 20 January 2016. This follows our 
proposed candidate having successfully attended the Hay Group CCG Assessment Centre 
with an assessment of being ‘ready now’.  
 



 

The CCG has plans in place to review these arrangements following the formal appointment 
of the new Chair. Discussions have already taken place as to the actions needed to be taken 
in respect of handover, transition and induction (attachment 3). As part of this we will be 
considering the inter-relationship and boundaries between the two roles of Chair and 
Accountable Officer, ensuring their respective responsibilities are documented to define 
clearly the differences and areas of interaction. I will be pleased to send that document once 
completed to you if that would be helpful. 
 
You requested a copy of the objectives for the Chair – these are attached (attachment 4) for 
the current post holder.  
 
Reporting and Appraisal arrangements 
 
I apologise that at our assurance meeting we did not properly articulate the arrangements in 
place for my appraisal and that of the Chair. I should be clear that there are four separate 
clinical leadership roles on the Governing Body, as defined in our Constitution, which can be 
summarised as follows: 
 

• Chair of the Governing Body – who must also be a Clinical Executive and holds the 
Accountable Officer to account 

• Chief Clinical Officer – is the Accountable Officer (as set out in guidance) for the 
CCG and manages the senior management team 

• Clinical Leader – who represents the clinical voice of our members and guidance 
sets out that this must be either the Chair of the governing body or undertake the role 
of accountable officer. The Clinical Leader manages the four other Clinical 
Executives who sit on the Governing Body. For NHS Portsmouth CCG this role is 
designated to our Chief Clinical Officer.  

• Clinical Executive – our GPs who have been elected by member practices to be 
members of the Governing Body and of the CCG's Executive Team. 

 
To summarise, these four roles are held by five people (all GPs) as follows: 
 

Name Role 
Dr Tim Wilkinson Chair of the Governing Body and Clinical Executive 

Dr Jim Hogan Accountable Officer, Clinical Leader and Clinical 
Executive 

Dr Dapo Alalade Clinical Executive 

Dr Linda Collie Clinical Executive 

Dr Elizabeth Fellows Clinical Executive 
 
These roles are all defined separately within ‘Clinical commissioning group governing body 
members: Roles outlines, attributes and skills’ published by the NHS Commissioning Board 
in October 2012 (clinical executive roles being our title for ‘GP or healthcare professionals 
acting on behalf of member practices). This model of dual clinical leadership continues to be 
considered by the Governing Body and our member practices as appropriate and relevant, 
underpinned by clear role definitions and accountabilities.  
 



 

As described above, the post holder who is Chair also holds a separate role as Clinical 
Executive and for this role they account to the Clinical Leader.   In my role as Accountable 
Officer I am accountable to the Chair on behalf of the Governing Body (and directly to NHS 
England).  I apologise that we did not make that clear at the assurance meeting. 
 
The point you made in respect of appraisal arrangements was very helpful and following the 
assurance meeting we have reflected,  recognising that the current arrangements do not 
take sufficient account of these four separate roles and require improvement (and in 
particular the arrangements for my appraisal and that of the Chair). I have sought external 
advice on what best practice would look like to support our governance model and a paper 
(attachment 5) setting out our proposed revised appraisal arrangements for these four roles 
is being presented to our Workforce and Remuneration Committee when it next meets on 
the 13th January 2016.  I would be pleased to report to you the outcome of that discussion, 
with our new arrangements, if that would be helpful.  We have also decided to include in the 
scope for the external governance review (see below) the dual roles held by the Chair and 
the accountability arrangements for the Chair and Accountable Officer. 
  
Senior Leadership Team Arrangements 
 
I am contracted to the CCG for 0.50 wte for my role of Clinical Leader and Chief Clinical 
Officer. I have three experienced senior managers reporting to me in my capacity as Chief 
Clinical Officer to support me in this role and in particular my Accountable Officer 
responsibilities. An outline of the portfolios in place for these 3 roles is attached (attachment 
6) along with a copy of our senior management team structures (attachment 7). In addition I 
have the support of the Chief Commissioning Officer a post which supports all 3 local CCGs 
and is hosted by South Eastern Hampshire CCG.  
 
I reported at the assurance meeting that I have reviewed chief managerial officer portfolios 
and underpinning structures and have thus increased capacity further to support me. These 
revised portfolios (attachment 8) and senior management team structures (attachment 9) are 
currently in the process of being implemented with the expectation that revised working 
arrangements will be in place by the end of quarter four. I also reported that discussions are 
progressing with COMPACT partners and the Local Authority on further changes to 
operating models to ensure grip on delivery of our Blueprint whilst keeping a shared 
approach to provider relationship management and delivery of constitutional standards.  
 
I attach the job description (attachment 10) and the objectives set for 2015/16 (attachment 
11) in respect of the Chief Strategic Officer role. I can confirm that the post holder is an 
employee of the CCG.  
 
Governing Body Effectiveness 
 
You requested that I provide details of recent governing body development sessions. 
Attached is a summary of the development sessions that have occurred during 2015 
(attachment 12) as well as the notes taken at these sessions where available (attachments 
13 to 17).  
 
You also enquire as to any plans to improve effectiveness. The CCG has an annual review 
process of effectiveness with the Governing Body. This usually incorporates external 



 

feedback from key stakeholders. Last year this was achieved through the external 
governance review led by the Good Governance Institute. This year, with a new Chair being 
appointed, the Governing Body have requested that it again undertakes this with external 
facilitation and plans are in place to achieve this. The scope of the review will include such 
things as: 
 

• Effectiveness of our decision making 
• Extent and quality of challenge and assurance  
• The role of the Chair of the Governing Body, and, 
• The relationship and interdependencies between the Chair and Accountable Officer 

roles 
 

It has also been agreed to defer this to quarter one of 2016/17 once the new chair is in post 
in order to be forward looking and to obtain maximum value from the review. Actions arising 
from our effectiveness reviews are incorporated into our organisational development 
planning arrangements. I will be pleased to send you the report from the external review if 
that would be helpful. 
 
We also review aspects of effectiveness during the course of the year and you will note from 
the development session notes, for example, that we have considered the handling of our 
primary care delegated commissioning responsibilities during these. Another example is our 
recent review of the effectiveness and appropriateness of lay member portfolios with 
proposals to amend these being made to our Governing Body meeting later this month. This 
will specifically enable us to have a dedicated lay member focused on our primary care 
commissioning responsibilities. 
 
We also utilise our Internal Audit resource to undertake reviews of effectiveness of our 
governance arrangements. As part of the 2014/15 programme they reviewed standing 
orders, primary financial policies and conflicts of interest (no urgent or important action 
identified but 2 routine actions which have both been actioned) as well as controls assurance 
and corporate governance (3 routine recommendations which have all been implemented). 
They will be undertaking a review of effectiveness of our primary care commissioning 
responsibilities in quarter four of 2015/16.  
 
As well as local networks the members of our Governing Body participate in national and 
regional networking and learning opportunities to inform our effectiveness including: 
 

o Audit Committee Chair's network and events run by HFMA 
o Lay member's network and events run by HFMA 
o PPE networks and events run by NHSE 
o NHSE CCG Audit Committee Chair's network 

 
We look forward to hearing further as to when you will be undertaking your planned 
observation of one of our Governing Body meetings.  Given that we plan to appoint a new 
Chair in January, and chairing is so crucial to Governing Body effectiveness, you may wish 
to observe a meeting in quarter one of 2016/17, so as to provide time for the new Chair to 
settle into their role.  However, if you wish to observe a meeting before then we will of course 
be pleased to arrange that with you. 
 



 

Primary Care Co-Commissioning 
 
In addition you have asked me to also respond to the issue raised in the email chain shared 
with me on the 23 December 2015 regarding our Primary Care Co-Commissioning 
arrangements. We highlighted at our assurance meeting that, although our arrangements 
were approved by NHS England as part of our application, we were aware of ongoing 
dialogue between NHS England and Deliotte about whether our arrangements fulfilled the 
requirements of the statutory guidance and our delegation agreement. 
 
Now that this position has been clarified in light of the new legal advice obtained by NHS 
England we will be taking proposed terms of reference to establish a Primary Care 
Commissioning Committee to our January Governing Body meeting. The terms of reference 
adopt the model published by NHS England, amended where appropriate for our proposed 
arrangements.  We propose to apply subsequently for NHS England's approval of an 
amendment to our Constitution to recognise the new committee.  I will be pleased to report 
to you the outcome of the January Governing Body meeting, with the Terms of Reference, if 
that would be helpful. 
 
We have endeavoured to provide you with clear explanations and where requested 
documentation to the points raised in your letter but please let me know if you require further 
assurance, including any of the information I refer to above.  
 
Yours sincerely 
 

 
 
Dr Jim Hogan 
Chief Clinical Officer 
 
List of attachments: 

No. Document 
 

1 Constitution 
2 Chair Role Description 
3 Outline Handover and Induction Plan for new Chair 
4 Objectives for current Chair 
5 Appraisal arrangements 
6 2015 Senior Leadership Team portfolios 
7 2015 Senior Management Team 
8 2016 Senior Leadership Team portfolios 
9 2016 Senior Management Team 
10 Chief Strategic Officer Job Description 
11 Chief Strategic Officer Objectives 2015/16 
12 Summary of Governing Body Development Programme 2015 
13 Notes of Governing Body Development Session 14.01.15 
14 Notes of Governing Body Development Session 18.02.15 
15 Notes of Governing Body Development Session 17.06.15 
16 Notes of Governing Body Development Session 12.08.15 
17 Notes of Governing Body Development Session 21.10.15  
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 7 October 2015 
at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 
Agenda 
Item Action Who By 

Matters 
Arising  
3, 2.9.15 

Michelle Spandley to discuss the Crisis Concordat with Barry 
Dickinson and bring a briefing update for the December CSC 
Meeting 

MS Dec. 
Meeting 

Matters 
Arising  
3, 2.9.15 

SHIP 8 Priorities Committee has requested that CCGs identify 
items they would like the Committee to consider:  Lyn Darby to 
coordinate ideas of evidence-based issues. 

LD ASAP 

Matters 
Arising  
3, 2.9.15 

Suzannah Rosenberg to provide an update to CSC on the work 
being undertaken on the Lymphoedema Pathway SR Dec. 

Meeting 

4 

Lyn Darby to feedback concerns to PHT that the current Joint 
Access Policy does not take account of patient with complex 
conditions/co-morbidities who will find current processes difficult to 
navigate.  

LD 
 
 
 

Dec. 
Meeting 
 
 

4 The comments and changes made by the CSC to be into taken into 
account and incorporated into the Joint Access Policy LD Dec. 

Meeting 

5 Stuart McDowell to provide more information on the whole Future in 
Mind Plan to provide context and totality of funding. SM Future  

Meeting  

5 
Emma Fawell and Stuart McDowell to meet with the Finance Team 
to agree how to present the level of funding requested for 15/16 so 
the plan is robust. 

EF/SM Dec. 
Meeting  

6 All CSC member to consider their own areas of work in preparation 
for the dedicated Portsmouth Blueprint session on 4th November 15 ALL 4/11/15 

7 IAPT & LTCs – Preeti Sheth & Barry Dickinson to meet with 
Michelle Spandley on 8 October to discuss Mental Health priorities 

PS/BD/ 
MS 8/10/15 

7 
Barry Dickinson to look again into the most effective way of 
delivering the IAPT for LTC Service and provide an update at a 
future meeting. 

BD Future 
Meeting  

 
Present: 
 
Dr Dapo Alalade - Clinical Executive Member 
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 
Michelle Spandley - Chief Finance Officer 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member 
 
In Attendance: 
 
Jane Cole - Deputy Chief Finance Officer 
Lyn Darby - Deputy Chief Commissioning Officer 
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Michael Drake - Director of Planning & Performance 
Linda Foster - Executive Assistant (Minutes) 
Katie Hovenden - Director of Professional and Clinical Development 
Suzannah Rosenberg - Director of Quality and Commissioning 
Preeti Sheth - Head of Integrated Commissioning 
 
 
 
1. Apologies and Welcome 

 
Apologies were received from Alex Berry, Innes Richens, Dr Kevin Vernon and   
Dr Matthew Smith 
 

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 2 
September 2015 were approved as an accurate record  
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 2 
September 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 
8c,5.8.15 Crisis Concordat Project Plan 

Preeti Sheth to follow up on funding and 
Section 136 issues. 

PS Dec 
Meeting 

Action Complete 
* see below 
 

11,5.8.15 SHIP 8 Priorities Committee policy 
recommendations. Innes Richens to write 
to the Committee Chair regarding the 
quality of policy recommendations. 

IR Oct 
Meeting 

Action complete  
** see below 

Matters 
arising 
4,2.9.15 

SHIP 8 Priorities Committee policy 
recommendations for Lymphoedema 
pathway. 

SR Dec Action SR 
*** see below 

4 Summary of Planned Care Achievements, 
Lyn Darby to circulate the Action on 
Elective Referrals data. 

LD Oct 
Meeting 

Action complete – see 
Matters Arising below 

5 Paediatric Advice and Pathways 
Dr Linda Collie to look into accessibility of 
information and publicity and promotion 

LC Oct 
Meeting 

Action complete 
**** see below 

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

AW Oct 
Meeting 

Action Complete 

11 Review of CSC meetings – IR requested 
feedback on how business conducted in 
CSC meetings can be improved. 

ALL Oct 
Meeting 

Action Complete 
 

 
*Dr Tim Wilkinson reported back from SHIP 8 that Portsmouth system was hesitant about our 
involvement with the Crisis Concordat Plan.  Michelle Spandley to discuss the Crisis Concordat 
with Barry Dickinson and bring a briefing update for the December CSC Meeting  

Action: M Spandley 
 
** Dr Tim Wilkinson reported that the SHIP 8 Priorities Committee have requested that CCGs 
identify items they would like the Committee to consider:  Lyn Darby to coordinate ideas of 
evidence-based issues.                                                                                       Action: Lyn Darby 
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*** SR to provide an update to CSC on the work being undertaken on the Lymphoedema Pathway 

Action: S Rosenberg 
 
**** Dr Linda Collie advised that the website had ‘gone live’.  Emma Fawell and Communications 
team are working together to get the information out soon.  A review of pathways will be completed 
in the next 6 months after feedback has been received from GPs. 
 
 
Matters Arising:  Action on Elective Programme  
 
Lyn Darby shared the Month 3 PHT performance for Action on Elective Programme information. 
The performance headlines are that Outpatients for the 3 CCGs, under-performed by -£147k  
(-2.7%) year to date.  Elective and Day case combined for the 3 CCGs over-performed by 
£1,142,494 year to date (7.86%).   
 
Lyn Darby informed that Month 4 information is almost complete and will be circulated once 
available.  There are areas that commissioners have concerns around including ENT and Urology 
and these will be monitored.  Commissioners have been in discussions with the Contracts Team, 
Primary Care Team and the Business Intelligence Team for areas of activity they want proven or 
to challenge with PHT; which may lead to formal challenges.  All challenges are noted in the 
paper. 
 
Michelle Spandley commented that MBI have done some work looking at the elective position, 
which has proven helpful in regards to the backlog of RTT, haematology and rheumatology and 
other areas, for example: Consultant to Consultant referrals. 
 
Lyn Darby informed the Committee that the Action on Elective Programme meetings are held on 
Wednesday afternoons and that all would be welcome to attend. 
 
 
4. Joint Access Policy 

Lyn Darby presented Portsmouth Hospitals Trust Joint Access Policy. 
Lyn Darby explained that the policy is in place with PHT and the standard basically controls 
18 weeks (ECIST), mandated RTT, 18 weeks Cancer and Access.  The policy is renewed 
annually.   
 
The Committee discussed the policy and noted several points: 
 

• References to Choose & Book – should now be called the NHS E Referral Service 
• Section 8.2.1 Un-warranted Referrals to be ‘struck out’ and sent back to Primary   Care – 

can this wording be changed? 
• How robust are PHT being with regards to Consultant to Consultant referrals? 
• More information regarding logistics for those patients not following the right pathways ie 

for those with multi-morbidity conditions/vulnerable groups etc 
• Section 8.7 “patients not medically fit” or with multi-clinical problems will stop the clock. 

Does the clock become reactivated once the problem is under control? 
• The policy needs to be evolved for the patient/customers as above with multi-clinical 

conditions.  
 

Lyn Darby to feedback concerns to PHT that the current policy does not take account of 
patient with complex conditions/co-morbidities who will find current processes difficult to 
navigate. 

Action: L Darby 
 



4 
 

The Clinical Strategy Committee noted the Joint Access Policy and accepted the 
paper with the caveat that the comments and changes made by the CSC are taken 
into account and incorporated.   

Action: L Darby 
 

5. CYP Eating Disorder Proposed Model and Future in Mind Transformation Strategy 
 
Emma Fawell and Stuart McDowell attended the meeting to give update on the Future in 
Mind Transformation Plan  
  
Emma Fawell explained that the update provides an overview of the plans locally in 
Portsmouth and has a particular emphasis on the plans for enhancing the Eating Disorder 
Service.  The main objectives are to upskill and development of the workforce’s 
understanding of mental health and wellbeing and supporting the wider workforce to 
delivery support interventions to Children and Young People (CYP) and families; improve 
perinatal mental health services locally and to roll out the CYPs Improving Access to 
Psychological Therapies programme (IAPT) 
 
Emma Fawell informed the Committee on the funding arrangements for the plan; Initial 
funding for the Enhancing Eating Disorder Service is  £116,000 and additional funding 
available for 15/16  £290,655 when the Transformation Plan is assured by NHS England.  
Recurrent uplift for 16/17 of £406,000 when the plans are assured.  
 
Michelle Spandley commented it would be helpful to know more information on the whole 
Future in Mind Plan to provide context and the totality of funding required. 
Stuart McDowell agreed to provide this information.                             Action: S McDowell 
 
Emma Fawell and Stuart McDowell to meet with the Finance Team to agree how to present 
the level of funding requested for 15/16 so the plan is robust. 

Action: E Fawell, S McDowell/Finance 
 

The Clinical Strategy Committee noted the content and proposed intentions of the 
CYP Eating Disorder Service and Future in Mind Transformation Strategy Plan. 

 
6. Priorities List 

 
Michael Drake presented the Priorities List to the Committee, and an additional paper 
which lists the Programmes of Projects Plans for 15/16 and 16/17.  It was noted that there 
are only two plans post March 16: Portsmouth BCF and MACH.   
 
Mike Drake advised that the next CSC meeting will be a dedicated session on the 
Portsmouth Blueprint to prioritise long-term planning, areas to be sustained for business as 
usual and transformational work.  
 
All CSC members to consider their own areas of work in preparation for the 
dedicated Portsmouth Blueprint session on 4th November 2015. 

Action: ALL 
 

7. Project Plans for Review: 
 

7a) IAPT & LTC Project Plan 
  

Barry Dickinson attended the meeting to re-present the IAPT & LTC Project Plan which 
was deferred from August’s Clinical Strategy Meeting so that more information could be 
sought regarding benchmarking and evidence to support the plan. 
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The review has found more reported evidence around lower threshold peer support, 
personalised care planning and an integrated approach to addressing potential mental 
health concerns when treating people with Long Term Conditions (LTC).  
 
Barry Dickinson informed that in view of this the project focus could be adjusted to using 
proposed resources to improve knowledge and skills of non-specialist practitioners around 
low-level mental health support and working in partnership with the voluntary sector 
organisations to develop more effective models of peer support. 
 
Suzannah Rosenberg queried whether the current NHS Solent Talking Change Service 
take on patients that have LTCs, and whether they would accept patients with anxieties 
with their LTCs, for example patient with COPD, as they previously did not due to needing 
training in this particular subject.  Barry Dickinson responded it did depend on what the 
particular anxiety or issues were, but that he would look into this. 
Dr Tim Wilkinson commented that he believed they currently do not but it is hoped that this 
is what the project will achieve; giving the service the extra capacity to develop the groups 
to deliver this. 
 
The Committee discussed the funding required and whether it was considered that IAPT 
has the ability to expand the service.  Preeti Sheth advised that two specific staff would be 
taken on to work with the voluntary sector and explained that the model would be worked 
out using new evidence and new trends to develop and set the KPIs (if the project is 
agreed by the CSC). 
 
CSC did not support this project as it stands. Preeti Sheth and Barry Dickinson to meet 
with Michelle Spandley on the 8th October to discuss mental health project priorities. 

Action: P Sheth/B Dickinson/M Spandley 
 
The Clinical Strategy Committee requested that Barry Dickinson look again into the 
most effective way of delivering the IAPT for the LTC Service and provide an update 
at a future meeting. 

Action: B Dickinson 
 

7b) Contract Beds - CHC 
  

Caroline Curtis attended the meeting to present the Project Plan for Contract Beds 
Continuing Health Care.    
 
Caroline Curtis explained the plan to move to a block contract arrangement will improve 
quality of service provision and market management and achieve greater value for money. 
Traditionally CHC beds have been purchased on a ‘spot purchase’ basis but recently costs 
have risen significantly.  A block contract would enable and improve long-term 
management of costs for residential placements.   
 
Procurement for the block contract will follow Procurement Regulations.  It is anticipated 
the procurement will be for 5 year contract with a ‘ramp up’ period of 15 months at 2 beds 
per month.  The CCG can challenge the costs from bidders if they do not come within the 
CCGs financial envelope. It was noted for clients with challenging behaviour, there is a 
separate procurement for 18 beds in blocks of 3 x 6 beds across 3 nursing homes.   
 
The Project Plan has been approved by the CHC Management Group.  The Clinical 
Strategy Committee agreed this was a very good piece of work to effectively manage cost 
pressures and improve quality of service provision. 
 
The Clinical Strategy Committee approved the Contract Beds – CHC Plan and agreed 
this should now be taken forward.   
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8. Planning Update 
 
Michael Drake provided the Clinical Strategy Committee with an update on planning, QIPP 
for 2015/16 and beyond.   
 
Mike Drake informed the Committee that QIPP for Portsmouth CCG is currently on track 
and that this is reported at the Planning Executive Group meetings for assurance.  Most of 
the QIPP savings has been built into the budget within the financial position of £3.1 million 
which includes over-identified/over-performance of QIPP of £800K. 
 
Mike Drake advised that Covalent is managing the current risks on delivery, the majority of 
areas for Portsmouth being in Planned Care and Long Term Conditions. Challenges 
remain around Lucentis costs, Community Ophthalmology, BCF savings not coming into 
fruition, Non-Electives and Paediatrics which are on the PEG Agenda. 
 
Preeti Sheth informed the Committee of the weekly Better Care Joint Budget Meetings that 
are arranged. These meetings will inform the Planning Team on BCF QIPP. 
 
Mike Drake stated that the long-term planning is to take prioritisation forward.  A dedicated 
session will be held on 4th November to discuss the Portsmouth Blueprint.  The Portsmouth 
Blueprint incorporates joint planning across the system to ensure that all plans are aligned. 
 
The Clinical Strategy Committee: 
• Noted the current QIPP position and the risks identified regarding delivery of 

the 2015/16 plans 
• Agreed to provide strong clinical and executive support to work up plans to 

enable the full delivery of QIPP required 
• Agreed to share and 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 Clinical Executive Committee held on 22 July 2015 
• Minutes of the Planning Executive Group held on 15 September 2015 

 
The Clinical Strategy Committee accepted the above minutes. 

 
10. Any Other Business 

 
Dr Jonathan Price wished to raise the recent changes to the Fertility Service which has 
been moved from PHT to Southampton.  Dr Price informed the Committee about 
complaints from GP colleagues for referrals that have been returned recently.  Pathway 
advice & guidance would be helpful with regards to preparation tests required before 
referring patients. 
 
It was agreed that Fertility Services to be a future CSC Agenda item. 
 
A press release was sent out 2 weeks ago regarding the changes to the Fertility Service 
and an article was included in the Weekly Update. The group discussed how 
communications such as this might be improved.  It was noted that CCG visits had 
highlighted that some information is not reaching everyone in the Practice.  
Carly Darwin to raise this issue at the Practice Managers Forum. 
 

11. Date of Next Meeting 
4 November 15 – The Portsmouth Blueprint dedicated development session 1 – 3 pm 
2 December 15 -   Clinical Strategy Committee Meeting 1 – 3 pm 
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Minutes of a Meeting of the Clinical Strategy Commi ttee held on Wednesday 2 December 
2015 at 1.00pm 3.00pm in the Committee Room, CCG He adquarters,  

St James’ Hospital 
 

Summary of Actions 
 

Agenda 
Item Action Who By 

3, 2.9.15 Crisis Concordat Plan  - A briefing to be brought to CSC. BD Feb 
2016 

5, 7.10.15 S McDowell to provide more information on the whole Future in 
Mind Plan to provide context and totality of funding. SM 

Feb 
2016 

7, 7.10.15 B Dickinson to look into the most effective way of delivering IAPT & 
LTCs service. An update to come to CSC future meeting. BD 

March 
2016 

2 

Lymphoedema Pathway - Stephen Corrigan to undertake further 
work to clarify the numbers of patients requiring the service.  
Stephen to develop a business case to address assessment, and 
the on-going management of the service. 

SC 

Future 
meeting 

5 DVT Pathway - A revised pathway will go out in advance to GPs to 
test it and gain feedback before the pathway is finalised.   TW Feb 16 

6 
SHIP 8 Policy recommendations:  Lyn Darby & Michelle Spandley 
to meet and agree how to access and present the commissioning 
impact of future priorities statements. 

LD/MS Jan 16 

7 NEPTS – Lyn Darby to re-launch the criteria of eligibility and what 
questions will be asked at the point of booking the transport. LD Jan 16 

8 

Funding position statement for transition care of children with 
complex needs.  Preeti Sheth to advise Emma Fawell that the 
Contracts Team to be asked to communicate the agreed position of 
all CCGs with the acute provider. 

PS Jan 16 

9 

It was agreed that the commissioning team and Clinical Leads 
would review the Project Plan and look at the opportunity to revert 
back to the original 5 pathways for the Ambulatory Care Plan. 
The revised Project Plan to be brought back to CSC. 

LD Future 
meeting 

12 

AOB 
Katie Hovenden to raise the issue of possible support in future for 
celiac prescribing with GP member practices at the Prescribing 
Evening on 3 December and feedback. 

KH Dec 15 

 
 
Present: 
 
Dr Dapo Alalade    - Clinical Executive Member 
Dr Linda Collie    - Clinical Executive Member 
Carly Darwin     - Practice Manager Representative 
Dr Jim Hogan (Chair)    - Clinical Leader/Chief Clinical Officer 
Michelle Spandley    - Chief Finance Officer 
Dr Tim Wilkinson    - Chair of Governing Board/Clinical Executive Member 
 
 
In Attendance: 
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Jane Cole    - Deputy Chief Finance Officer 
Stephen Corrigan    - Clinical Quality Manager (For Agenda item 4) 
Lyn Darby    - Deputy Chief Commissioning Officer 
Michael Drake    - Director of Planning & Performance 
Linda Foster    - Executive Assistant (Minutes) 
Katie Hovenden    - Director of Professional and Clinical Development 
Suzannah Rosenberg    - Director of Quality & Commissioning 
Preeti Sheth    - Head of Integrated Commissioning 
 
 
 
1. Apologies and Welcome 

 
Apologies were received from Dr Elizabeth Fellows, Dr Jonathan Price, Dr Kevin Vernon, 
Dr Matthew Smith and Alex Berry 
 

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 7 
October 2015 were approved as an accurate record  
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 7 
October 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3,2.9.15 Crisis Concordat Plan – M Spandley and 
B Dickinson to meet & discuss.  A briefing 
to be brought to CSC 

MS/B
D 

Future 
Meeting 

Meeting held, back on 
plan. Action completed. 
Date to come back to 
CSC to be arranged 

3,2.9.15 SHIP 8 Priorities Committee request to 
CCGs to identify items for consideration.  
L Darby to coordinate ideas going 
forward. 

LD On-going 16 topics identified to 
date. TW highlighted 
need to avoid 
duplication. 
Action completed 

3,2.9.15 S Rosenberg to provide an update to 
CSC on the work being undertaken on the 
Lymphoedema pathway. 

SR Dec. 
Meeting  

On Agenda 
Completed 

4 L Darby to feedback concerns to PHT that 
the Access Policy does not take into 
account patients with complex 
conditions/co-morbidities who will find  
navigation of the process difficult. 

LD Dec. 
Meeting 

Action completed.  
 

4 Comments and changes made by the 
CSC to be taken into account and 
incorporated into the Joint Access Policy 

LD Dec. 
Meeting 

Awaiting a response 
from PHT. 
This is being chased. 

5 S McDowell to provide more information 
on the whole Future in Mind Plan to 
provide context and totality of funding. 

SM Future 
meeting 

Action completed. 
Date to come back to 
CSC to be arranged. 

5 E Fawell and S McDowell to meet with 
Finance to agree how to present the level 
of funding requested for 15/16 so the plan 
is robust. 

EF/ 
SM 

Dec. 
Meeting  

Meeting held. 
Action completed. 
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Agenda 
Item Action Who By Progress 

6 All CSC members to consider their own 
areas of work in preparation for the 
Blueprint session on 4 November. 

ALL Nov. 
Meeting 

Blueprint session held. 
Action completed. 

7 IAPT & LTCs – P Sheth & B Dickinson to 
meet with M Spandley do discuss mental 
health priorities. 

PS/B
D/MS 

Dec. 
Meeting 

Meeting held. 
Action completed. 

7 B Dickinson to look into the most effective 
way of delivering IAPT & LTCs service. 
An update to come to CSC future meeting 

BD Future 
meeting 

Ongoing. 
Date to be arranged. 

 
 

4. Lymphoedema pathway 
 

Suzannah Rosenberg introduced Stephen Corrigan to present a discussion paper on 
Lymphoedema pathways and to agree with the Clinical Strategy Committee the next steps. 
 
Stephen outlined that there was a lot of diverse information available on this subject but it 
was less than conclusive. Absolute numbers of patients with primary or secondary 
Lymphoedema was unavailable and services for Lymphoedema both primary and 
secondary seemed to be limited. There was also no guidance around when a service 
became specialised or what was considered to be general. Limited IFR numbers were 
available from the solutions for public health paper, it was noted that only three cases had 
been approved for funding from the Portsmouth area.  
 
Stephen reflected that there were local manufacturers who supply Lymphoedema products 
and may know the numbers of patients locally.  
 
Dr Jim Hogan commented that lower limb oedema was more of a challenge to manage and 
that an existing provider would be better placed to do this.  It was noted that Solent NHS 
Trust used to offer this service in Southampton. Stephen felt that early assessment, 
education and treatment was a better way of ensuring that fewer patients would need to go 
on to the specialist element (in Basingstoke) 
 
Dr Dapo Alalade asked whether a Hampshire wide service would work given the small 
numbers.  Stephen agreed that the numbers for specialist treatment are limited.  
 
Katie Hovenden felt that patients would not be happy to travel to Basingstoke.  Lyn Darby 
informed that there is a provider in Fareham that the patients on IFR (Independent Funding 
Requests) often get funding for to attend.  Lyn outlined the work that was done on this in 
the past, and the fact that the challenge had been around the day to day bandaging and 
the shared care with the practice, given that this was very time consuming. Katie Hovenden 
felt this was a similar issue to leg ulcers and this would then need to be formalised as an 
arrangement. 
 
Dr Jim Hogan summarised that initially numbers would need to be understood from private 
providers, with some specialist input and agreement with primary care to undertake 
bandaging, potentially on a cluster/hub basis.  
 
Stephen Corrigan to undertake further work to clarify the numbers of patients requiring the 
service.  Stephen to develop a business case to address assessment, and the on-going 
management of the service. 

Action:  S Corrigan 
 
The Clinical Strategy Committee noted the content o f the Lymphoedema Pathway 
review paper and agreed for a business case to be d eveloped. 
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4. DVT Pathway 
 
Dr Tim Wilkinson introduced the DVT Pathway paper and outlined that potentially 40% of 
the patients who currently go to PHT via the ambulatory care pathway would not need to 
go if they were able to have D-Dimer tests in the community. This is something that would 
reduce inconvenience for patients and change their experience of the service.  
 
Katie Hovenden asked how the pathway worked with the scan and Dr Wilkinson explained 
that ambulatory care always did D-dimer test and then a scan. 
 
Dr Jim Hogan outlined that blood collections would impact on the time results could take to 
come through.  Dr Wilkinson explained that the pathway allowed flexibility for GPs to make 
the decision and to take this into account. He added that that this did not mean all patients 
will be started on NOAC.  
 
Katie Hovenden felt that potentially patients on a lower risk score who have a D-dimer will 
also have NOACs given.  However Dr Wilkinson explained that education will be part of 
this and that the revised pathway will go out in advance to GPs to test it out and gain 
feedback before the pathway is finalised.   

Action:  T Wilkinson 
 
Michelle Spandley asked that clarity around blood collections and transport to PHT is 
looked into.  Lyn Darby advised that flexibility around collections has been built into this. 
 
Dr Hogan requested the pathway is agreed and expressed as a Portsmouth only pathway. 
 
The Clinical Strategy Committee noted the content o f the DVT Pathway review paper 
and agreed with the direction of travel and that fu rther work is required. 
 
 

5. SHIP 8 Priorities Committee Policy Recommendatio n for Functional Electrical 
Stimulation (FES)  
 
Lyn Darby presented the SHIP 8 Priorities Committee Policy recommendation statement 
for Functional Electrical Statement (FES).   
 
Lyn explained this is the standard way of bringing recommendation policies to CCGs for 
information and acceptance.   
 
The FES statement was agreed but Michelle Spandley felt that a financial impact 
assessment is needed within the paper when they are sent to CCGs by the Priorities 
Committee to help inform and understand what funding is or was in place already. 
 
Lyn Darby confirmed that the issue of financial impact assessment is being discussed with 
the CSU.  
 
Lyn Darby and Michelle Spandley to meet to agree how to assess and present the 
commissioning impact of future priorities statements. 

Action:  L Darby/M Spandley 
 
The Clinical Strategy Committee accepted the SHIP 8  Priorities Committee Policy 
Recommendation for Functional Electrical Stimulatio n (FES) 
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6. Non-Emergency patient transport service (NEPTS) – reaffirming criteria paper  
 

Lyn Darby outlined the paper which informed the CSC of ongoing work to reduce the 
unexpectedly high level of NEPTS contracted activity, and the eligibility criteria for patient 
transport. 
 
Dr Jim Hogan requested that the eligibility criteria and the types of questions that people 
will be asking to validate the transport request is re-launched.  Dr Hogan explained that it is 
ancillary or admin staff that will be booking the transport, therefore information and 
education needs to take place around this. 

Action: L Darby 
The Clinical Strategy Committee noted the content o f the NEPTS criteria paper. 
 

7. Funding position statement – funding requests fr om acute trusts for transition 
community care, to support children with complex ne eds admitted to hospital as an 
emergency 
 
Dr Collie explained that historically the child’s carer would accompany the child into 
hospital for the first 48 hours. The funding position statement is requesting agreement to 
the recommendation that the CCG will not pay additional requests from acute providers for 
transition costs of carers of children and young people with complex needs, when admitted 
to hospital going forward.  Dr Linda Collie outlined the hospitals responsibilities for paying 
transition costs and the fact that this paper is aiming for a SHIP wide approach to this.   
 
Dr Jim Hogan asked if this would put patients at risk and Dr Collie explained that this was 
not the case.  
 
Suzannah Rosenberg asked if this would be a saving for the CCG and Dr Collie explained 
that this may be the case but it set a precedent around not paying twice.  
 
Dr Alalade asked if this included 16-18 years old as 18 years olds can be considered as 
children depending on their care.  Dr Collie explained that it was up to the acute trust to 
support this and to make that decision. Michelle Spandley outlined that she was concerned 
about patients being caught in the middle so this would need to be carefully evaluated and 
that feedback on the decision needs to go via the Contracts Team explaining that PBR 
applies. 
 
Preeti Sheth to advise Emma Fawell, Commissioning Manager (children) that the Contracts 
Team to be asked to communicate the agreed position of all CCGs with the acute provider. 

Action: P Sheth 
 

The Clinical Strategy Committee agreed to the recom mendations set out in the 
paper; that the CCG will not pay for carers to supp ort children and young people 
with complex needs when admitted to hospital. 

 
 

8. Project Plans for Review: 
• Ambulatory Care 

 
Lyn Darby presented the Ambulatory Care Plan.  
 
The Committee discussed the general direction of travel with regards to ambulatory care. It 
was agreed that the commissioning team  and Clinical Leads would review the Project Plan 
and look at the opportunity to revert back to the original 5 pathways.  

Action: L Darby 
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Dr J Hogan outlined that the impact of these pathways needs to be quantified and that if 
they are proposed to be changed, this would need to be communicated to primary care. 
 
The Ambulatory Care Project Plan will be reviewed and updated accordingly. 

Action: L Darby 
 

9. Planning Update 
 

Michael Drake presented the Planning Update to CSC members. 
 
Michael explained that the CCG is still awaiting the formal guidance but the draft 16/17 
National planning letter received from the Wessex Area Team in October indicates a 
requirement for multi-year plans and is focused on CCG being the leaders for system wider 
planning. It is felt this would support the Blueprint delivery and the transformation 
programmes that underpin this.  
 
On behalf of the CCG, Michael will attend the Planning for 2016/17 and Beyond Event in 
London on 4th December.  Guidance around this is expected to be out by 18th December. 
 
16/17 QIPP Gaps – Michael explained that there is a need to gain traction on 16/17 
planning; adding that there are pipeline schemes in the system with QIPP savings attached 
which will need to be put into place. 
 
Michael Drake updated the Committee members on Fareham & Gosport and South 
Eastern CCG’s deficit and informed that PWC are looking at ways to enhance the planning 
process by best practice and to enable delivery in that way.  Financial Recovery Plan 
(FRP) meetings are held daily and the pressure is on ‘turn-around’. 
 
Dr Wilkinson advised that at the SHIP 8 meeting attended earlier in the day, the view was 
that all CCGs should be collaborating and acting together to overcome challenge.   
The Wessex Area Team will be setting the strategy across all of Wessex. 
 
Innes Richens commented that it is also important that we all behaving the same with 
regards to Contracts with the acute providers. 
 
Michael Drake informed that the timescales for updates for commissioners on 16/17 
planning is the end of December.   
 
Michelle Spandley informed that the CCG is in discussions with Cobic to provide some 
support for the Millimans work and to Jo Gooch who is taking this forward.  Work is also 
still on-going with Millimans. 
 
Portsmouth Clinical Strategy Committee noted the pr ogress made to date and 
agreed to the following actions: 
 
• To support the agreed planning process, including  governance arrangements 
• To provide strong clinical and executive support to work up plans to support 
the local system transformation agenda for 1617; ad dress the efficiency savings 
required; meet the national planning requirements f or 1617+ 
• To note the risk regarding the current shortage o f plans and need for traction 
in planning for 16/17 and beyond 
• To share any QIPP ideas and/or suggestions for re view, research and, 
potentially, work up into project plans to help add ress the QIPP challenge 
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10. Minutes of Other Meetings 
 
The following were presented for noting: 

• Minutes of the Clinical Executive Committee held on 23 September 2015 
 

The Clinical Strategy Committee accepted the above minutes. 
 

11. Any Other Business 
 

• NHS Right Care 
Portsmouth CCG has been selected to take part in the NHS Right Care. 
RightCare is a transformation programme of NHS England, succeeding in delivering 
improved health outcomes and releasing savings to fund further innovation.   
Alex Berry, Chief Commissioning Officer will take this work forward.  Michael Drake will 
meet with the Commissioners next week. 
 
• SHIP 8 – Celiac prescribing 
Dr Wilkinson advised that at the SHIP 8 meeting, clinical members discussed the 
principal of Celiac prescribing as a SHIP 8 collaborative.   
 
Katie Hovenden to raise the issue of possible support in future of Celiac prescribing 
with GP member practices at the Prescribing Evening on 3 December 2015 and 
feedback. 

Action:  K Hovenden 
  
12. Date of Next Meeting 

 
The next meeting will be held on Wednesday 6 January 2016 from 1 – 3 pm, in the CCG 
Committee Room, CCG HQ St James Hospital. 
 
 
 
 
 
 
 
 
 
 
Minutes: Lin Foster 4.12.15. 
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Minutes of a Meeting of the Audit Committee held on  
Wednesday 9 September 2015, 1:00-3:00pm  

in the Committee Room, NHS Portsmouth CCG Headquarters, St James’ Hospital 
 

Summary of Actions 
 

Agenda Item Action Who By 
8 Bring back findings from the Monthly Planning Group meeting 

concerning prescribing costs 
MS Next meeting 

9c Seek clarification on whether Services Auditors Reports exist 
in respect of SBS/ESR 

JC Next meeting 

9d Send Michelle Spandley the Evaluation of External Audit 
document 

IY Next meeting 

11 Bring back Reports from Sample Audit of Conflicts of Interest 
Management in Primary Care Co-Commissioning 
Arrangements to the next meeting 

TS Next meeting 

 
Present: 
 
Dr Elizabeth Fellows  - Clinical Executive Member 
Tom Morton  - Audit Committee Chair 
Jackie Powell  - Lay Member 
Andy Silvester  - Lay Member 
 
In attendance: 
 
Will Barnard  - Audit Manager, TIAA Ltd 
Jane Cole  - Deputy Chief Finance Officer, NHS Portsmouth CCG 
Heather Greenhowe  - Local Counter Fraud Specialist, Hampshire & Isle of Wight  
   Fraud & Security Management Service 
Paul King  - Audit Director, Ernst & Young 
Debbie O’Connor  - Personal Assistant to Chief Finance Officer 
Giles Parratt  - Director of Audit, TIAA Ltd 
Innes Richens  - Chief Operating Officer 
Michelle Spandley  - Chief Finance Officer 
Angela Sumner  - Information Governance Manager, NHS South   
   Commissioning Support Unit (in attendance for item 9a) 
Ian Young  - Manager, Ernst & Young 
 
______________________________________________________________________________ 
 
1. Apologies and Welcome 
 

After introductions around the table, apologies were received from Dr Jim Hogan and Nikki 
Burnett; Tom Morton also extended a welcome to Giles Parratt, the Director of Audit for 
TIAA Ltd who was taking over from Doug Stevens who had retired. 

 
2. Declarations of Interest 
 

There were no declarations of interest. 
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3. Minutes of the meeting held on 27 May 2015 
 
 The minutes of the Audit Committee meeting held on Wednesday 27 May 2015 were 

approved as an accurate record. 
  
4. Matters Arising 
 
4.1 a. Summary of Actions 
 
 The summary of actions from the last meeting were discussed and reviewed as follows: 
 
Agenda  
Item 

Action Who By Progress 
 

9f    
(10/12/14 
+ 
27/05/15) 

Email an electronic copy of the 
HFMA NHS Audit Committee 
Handbook Self-Assessment 
Checklist for consideration/ 
feedback; responses would be 
collated and taken to the 
September meeting 

ALL 14 August 2015 Completed. 
On the agenda. 

 
5. External Audit 
 

a. Annual Audit Letter for 2014/15 
 

Paul King presented Ernst & Young’s Annual Audit Letter for 2014/15 which was a high 
level summary of the main points from the 2014/15 audit.  As a summary, it does not 
repeat in detail the findings contained in the Audit Result Report presented to the Audit 
Committee at its meeting on 27 May 2015.  The fees for 2014/15 are in line with the scale 
fee set by the Audit Commission and reported in the Annual Results Report. 
 
Paul King wanted to record his thanks on behalf of Ernst & Young to the CCG for the 
smooth running of the audit as a result of the quality of the accounts and working papers, 
despite this coming forward to May. 
 
The Audit Committee were content with the Audit Fee Letter for 2014/15 
 
b. Audit Committee Health Sector Briefing 
 
The briefing produced by the CCG’s External Auditors, to inform the Audit Committee of 
general issues affecting the health sector.  These briefings were considered extremely 
useful and helpful. 
 
Clarification was sought on:  
 
• page 8, second bullet point under key questions on ‘How robust are the CCG’s 

forecasts for elective and emergency admissions and how do they compare with those 
of key providers?’  In respect of the PHT contract, the CCG had a good outcome to 
contract negotiations; however, the activity had exceeded the Plan and the CCG is 
forecasting a potential overspend.  The CCG will work with PHT to understand what is 
driving the over-performance and will continue to have robust discussions with PHT. 

 
• page 7, Paving the way for citizens to have their say -  Citizens voice project - The 

CCG has been leading discussions about the future of health and care with partners in 
Portsmouth with the aim of aligning our City’s response to the challenges facing us 
over the coming years.  These discussions have resulted in a Blueprint for health and 
care in Portsmouth that describes a possible model for prevention, wellbeing and care 
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services in the city.  In doing so, the CCG has used its unique clinical commissioning 
insight, discussions and engagement with GP members, local people, staff and our 
NHS partners to inform the Blueprint.  This Blueprint is to be taken to the next 
Governing Board meeting in September for approval. 

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

6. Internal Audit   
 

a. Internal Audit Progress Report 2014/15 
 
Giles Parratt presented the Internal Progress Report 2014/15 which gave a summary of 
progress against the 2015/16 Internal Audit Plan.  The following two reports have been 
presented to this meeting which finished off the work for 2014/15. 
 
The following 2014/15 plans have been completed: 
 

• Aligned Commissioning and Strategic Development – overall assessment 
reasonable, raised 5 recommendations 

• Better Care Fund – overall assessment reasonable; raised 3 recommendations. 
 

There is an appendix at the back of the report which showed all the audit recommendations 
raised in the 2014/15 and the status of the last time these were reviewed. 

 
There had been no changes to the 2015/16 plans; however, members considered the NHS 
England requirements in respect of dedicated functions, self-certification and the new 
assurance framework for CCGs and Financial Control Environment Assessment.  TIAA are 
currently reviewing the draft return prepared by the Chief Finance Officer in consultation 
with senior management which is to be discussed under agenda item 8a. 
 
In connection with the self-certification and assurance process, the CCG has taken a view 
that it does not require a quarterly audit process around the particular document itself but 
would require that the governance audit focuses on this.  Will Barnard agreed and said it 
was in line with what other CCGs were doing. 
 
The Audit Committee noted contents the Internal Audit Progress Report 2014/15 
 
Portsmouth CCG - Follow-up of previous Internal Audit Recommendations - In the past, 
Tracy Sanders had produced this document to the Audit Committee and this updated 
document had now superseded that.  However, it was emphasized that it was important 
that people need to populate the information required and are responding back to Internal 
Audit.  Will Barnard confirmed that this document would not be superseded but would be 
fed into the client portal so Internal Audit would have an electronic record which the CCG 
would be able to access electronically.  
 
There were a few outstanding recommendations which were either complete or underway.  
Michelle Spandley asked for people to respond to any formal response received.  Michelle 
recommended asking Debbie O'Connor to use this document as a prompt to each of the 
people named as a more formal response.  Will Barnard said that when the portal was up 
and running, the named person would be sent an email if Internal Audit had not received a 
response. 
 
Tom Morton highlighted that it would was important, from the Audit Committee's point of 
view, that we do not lose sight of the recommendations and none are lost. 
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Report 4 Corporate Governance and Controls Assurance - Tracy confirmed that this was in 
connection with building the strategic risks into Covalent so the CCG's integrated 
performance report showed the risks we applied alongside the strategic priority 
programmes. 
 
Under briefing on developments in Governance, Risk and Control on at the back of the 
Internal Progress Report - page 7, examples of outstanding GP practice, Jackie Powell 
considered that this was something worth sharing with the leadership.  Tracy Sanders said 
that she would hope that this would be picked up by the Primary Care Team, although the 
Executive Team would also have sight of these briefing via different routes and also have 
regular formal monthly catch up meetings with the Clinical Executive. However, these 
briefings would always be brought to this Committee in order to close any loop in the 
future.  It was also suggested that there may be a topic within the briefings which could be 
used as a future scrutiny item. 
 
b. Internal Audit 2014/15 Individual Review Reports 
 
Will Barnard started by talking about the 2015/16 Progress Report.  The QIPP review - the 
onsite field work is complete but TIAA are trying to collate some benchmarking information 
in relation to QIPP, KPIs and measurements to allow CCGs to add value to this report. The 
other review completed was in connection with Continuing Health Care.  There were no 
proposed changes to the Annual Audit Plan. 
 
Will Barnard then presented the 2014/15 Internal Audit Final Reports.  As previously 
stated, the following two reports had been completed: 
 
Better Care Fund - reasonable level of assurance - with three routine recommendations; 1) 
risk sharing agreements need to be confirmed; 2) Covalent used to provide the risk 
management reports; 3) risks and mitigations need to be monitored by the Health & 
Wellbeing Board. 
 
Aligned Commissioning and Strategy Review - Interface with partners - reasonable level of 
assurance – 5 important, 2 routine and 1 operational recommendations, all of which have 
relevant actions and timescales agreed. 
 
The Audit Committee noted the contents in the Internal Audit 2014/15 Individual 
review Reports 

 
c. Draft Internal Audit Joint Working Protocol  
 
The Audit Committee noted the contents of the draft Internal Audit Joint Working Protocol 
presented by Will Barnard which had been established with the Local Authority Internal 
Audit and would notify the Committee once this had been finalised. 

 
The Audit Committee noted the contents of the Draft Internal Audit Joint Working 
Protocol 
 

7. Local Counter Fraud Services 
 

a. Local Counter Fraud Services Progress Report 
 

Heather Greenhowe presented the Local Counter Fraud Services Progress Report 
 
Sections 2.4 and 2.3.2 related to the same event which was an NHS Protect workshop held 
to explain how the Local Counter Fraud Service are expected to meet the standards and 
give some clarification on what they were expecting which Michelle Spandley attended.   
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Section 3.2.2 related to the staff survey and even though the responses were not as good 
as expected, Heather Greenhowe indicated that she had a good interaction with staff and 
raised awareness through the staff bulletin and Fraud Matters.  Heather Greenhowe is 
currently working with Learning and Development to do the training through e-learning and 
incorporate a short number of questions and answers section at the end which could be 
used as a measure on how well staff understand. 
 
Section 3.2.2 mandatory training - Heather Greenhowe had spoken to Roland Bryant at 
Portsmouth City Council who was currently working on a training package but no decision 
as yet had been made.  
 
Section 4.5 excess fares claims - Tracy Sanders wanted to record that the CCG does not 
get its HR services from the same source as other CCGs so if there was advice to take on 
board, this needed to be directed to the CCG so it be fed back to its HR team. 
 
Michelle Spandley added that she was currently keeping a list of all fraud alerts and would 
make a judgement as to who needed to see the alert within the CCG, as not all are 
relevant. 
 
Tom Morton highlighted the value of the input from the LCFS in order to assure the Board 
that staff have an understanding of fraud issues. 
 
Tom Morton noted the contents of the Intelligence Update Statistical Fraud Taxonomy 
Report and useful for CCG to have this data and to have historical record of where things 
have gone awry. 
 
The Audit Committee noted the contents of the Local Counter Fraud Services 
Annual Report 
 

8. Financial Matters 
 

a. Finance Report for the period ending 31 July 2015 (Month 4) 
 

Michelle Spandley presented the finance report for the period ending 31 July 2015 (month 
4) and was pleased to confirm that the CCG remains on track to meet its surplus position of 
£3.1m and anticipated the same situation for month 5. 
 
The hotspot areas are the Portsmouth Hospitals NHS Trust’s contract which was discussed 
earlier.  There are some pressures coming through on GP prescribing where the 
prescribing data continues to show higher than anticipated levels of dispensing.  The CCG 
is carrying out an analysis of the data to understand the drivers behind the increased costs. 
The other area of concern is Mental Health relating to out of area replacements.  We are 
working with Solent NHS Trust to review all of our area placements. 
 
During month 4, the CCG’s allocation had increased by £1m in relation to the return of non-
recurrent investment with NHS England in 2014/15. 
 
Estates costs for 2015/16 – Although the financial difficulties highlighted last year are not 
so severe for the current financial year, work is continuing with NHS Property Services to 
tie up loose ends.  There is the St James Hospital reconfiguration which will have financial 
implications regarding the programme to close the main ‘hospital’ building. 
 
Tom Morton indicated that the key point is that the financial position is still looking good 
despite the pressures reported and obviously work is underway. 
 
Drugs and devices were showing a little pressure and the other areas for Portsmouth are 
around the level of QIPP within Portsmouth Hospitals NHS Trust contract which currently 
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being worked through.  Work is also being carried out around uncoded activity to ensure 
the CCG is not paying for things it does not need to. 
 
Tom Morton highlighted that this was the first sign of an increase in prescribing costs.  
There is a monthly group that picks up specific issues and Michelle Spandley said that she 
would bring back findings of this group on prescribing costs at the next Audit Committee 
meeting. 
 
Action for Michelle Spandley:  Bring back findings from the Monthly Planning Group 
meeting concerning prescribing costs 
 
Paul King queried, in terms of the CCG's level of activity, if this continued for the rest of the 
year at the same level as the first four months of the year, would the CCG still be all right.  
The CCG would have to look at other investments but it is a month on month judgement 
call. 
 
Other providers and CCGs are not in the same financial position as Portsmouth.  Fareham 
and Gosport and South Eastern Hampshire CCGs are thinking hard about their forecast 
position which might not meet their plan. Each of our Providers have declared a deficit 
position in their 2015/16 plan: Portsmouth Hospitals Trust £16m; Solent NHS Trust £5.2m; 
Southern Health NHS Trust are also in a deficit position.  Each have been tasked with 
improving this deficit position, with Portsmouth Hospitals NHS Trust moving from £16m to 
£9.7m; Solent NHS Trust moving from £5.2 to £4.3m and Southern NHS Trust are tasked 
with doing £2.5m better than their current position. 
 
Portsmouth City Council and Hampshire County Council also find themselves in financial 
difficulties.  At the System Transformation and Resilience Board (STaR) meeting held on 8 
September, the problem of how to take that forward as a system was discussed.  The 
consensus around the table was that we needed to make sure that whatever we do was in 
the right direction for health and social services. 
 
From the Audit Committee's point of view, Tom Morton reiterated the value of working with 
our partners and keeping as tight a control as possible on our monthly reporting 
procedures. 
 
The Audit Committee noted the contents of the Financial Report 
 
b. Financial Control Environment Assessment 
 
Michelle Spandley presented the Financial Control Environment Assessment and 
explained the new assessment process required by NHS England.  This requirement had 
come out due to some CCGs’ positions worsening late last financial year which was in part 
due to systems and processes not being adequately in place.  The process provides the 
CCG with a framework to utilise to ensure we have appropriate arrangements in place.  
Internal Audit will also be reviewing the CCG’s self-assessment and providing us with a 
view in due course.  Governing Board members had also been taken through this 
assessment at a Board Development session during August. 
 
The Audit Committee noted the contents of the Financial Control Environment 
 
c. Detailed Financial Policies 
 
Jane Cole presented the Detailed Financial Policy which replaced those originally adopted 
by the Audit Committee on 11 December 2015. 
 
This document takes into account the changes that have occurred during the two year 
period, such as changes in provision of HR/Workforce and Financial Services.  
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Additionally, the Procurement section has been amended to reflect changes as advised by 
NHS South of England Procurement Services. 
 
The Audit Committed agreed to adopt the Detailed Financial Policies 
 
d. Use of NHS Portsmouth CCG Trust Seal 

 
There was one use of the CCG’s seal during the period from 28 May 2015 to 9 September 
2015, relating to a Section 75 Variation Agreement between Portsmouth City Council and 
Portsmouth CCG in respect of the Better Care Programme. 
 
The Audit Committee accepted the contents of the Report 
 
e. Record of Chair’s Actions / Single Tender Action 

 
None to declare. 

 
9. Governance Matters 
 

a. Information Governance Update 
 
Angela Sumner joined the meeting to present the Information Governance update which 
related to the actions in connection to the IG toolkit and the wider Information Governance 
work programme. 
 
Version 13 of the Information Governance Toolkit had now been released.  There were 
minimal changes to the CCG's requirements which were shown in Appendix 1.  Angela is 
in discussions with Michelle Spandley and Dr Elizabeth Fellows regarding an action plan to 
meet these requirements. 
 
There is, however, still a risk that projects and initiatives involving small and voluntary 
organisations may be delayed or indeed put on hold because of the Information 
Governance requirements that the CCG must ensure are in place.  Guidance on this matter 
and a response from the Information Governance Alliance is attached as Appendix 2. 
 
Angela Sumner assured the Audit Committee that the Information Governance team were 
supporting Age UK and Action Portsmouth who had not previously provided information to 
the Toolkit.  The Project Managers will monitor the progress of the IG Action Plans and 
report any concerns to the CSU Information Governance Manager.     
 
Tom Morton highlighted the importance of protecting data is vital together with working with 
our partners and thanked Angela for a comprehensive report. 
 
The Portsmouth Information Sharing Protocol is currently under review and the wider 
Portsmouth Organisational Information Sharing Group will be meeting soon to ensure that 
it is fit for purpose and will feedback any information back to Dr Elizabeth Fellows and 
Michelle Spandley and give appropriate updates to the Audit Committee when there is 
significant progress in the future. 
 
The Audit Committee noted the contents of the Information Governance Update 
 
b. Governing Board Assurance Framework 
 
In line with the CCG’s Risk Management Framework, the Audit Committee reviewed 
quarterly the Governing Board Assurance Framework which it in turns reports to the next 
meeting of the Governing Board. 
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The Clinical Executive team had reviewed the Governing Board Assurance Framework 
(GBAF) on behalf of the Audit Committee, at its meeting on 22 July 2015, and the following 
new risks were identified: 
 
BG14 - Solent Community Nursing Team staff - Innes Richens reported that there had 
been some improvement in the levels of staffing, with the CCG having had discussions with 
both Solent NHS Trust and Trust Development Agency (TDA); following which the CCG 
agreed to putting in some extra support comprising of two key issues: 1) Non-recurrent 
resourcing of a Turnaround Director into community nursing at Solent; 2) CCG is going to 
take on the handling of communications with Primary Care and GP practices. 
 
GB15 - Delegated Commissioning of Primary Care 
 
Jackie Powell asked for clarity under item GB13 Quality - 'quality in admission, discharge 
and transfer CQUIN - Michelle Spandley indicated that the Quality team had managed to 
get this under one of the CQUINs.  Portsmouth Hospitals NHS Trust are being measured 
against their plan. 
 
The Audit Committee approved the proposed Governing Board Assurance 
Framework  
 
c. South CSU Service Auditor Report 
 
Each year the CSU are required to produce a Service Auditor Report and the Report 
presented by Michelle Spandley was in respect of this year's output.  The information 
contained within this Report will provide the CCG and its Auditors with the assurance the 
CCG require relating to the controls South CSU operate on the CCG's behalf.  However, 
the CCG now buys fewer services from South CSU. 
 
Clarification was sought on whether Service Auditors Reports exist in respect of SBS/ESR.  
Jane Cole said that she would find out and bring this back to the next meeting. 
 
Action for Jane Cole:  Seek clarification on whether Services Auditors Reports exist 
in respect of SBS/ESR 
 
Tom Morton noted the merger of South CSU, South West CSU and Central Southern CSU 
organisations from 1 April 2015 
 
The Audit Committee noted the contents of the Service Auditor Report 
 
d. HFMA NHS Audit committee Handbook – Self-Assessment Checklist 
 
Ian Young from Ernst & Young indicated that there was Evaluation of External Audit 
document/checklist that they used with some of their other clients which the CCG may find 
useful, which he would be happy to share.  Michelle Spandley said that she would take a 
look at this document with the possibility of bringing this back to the Audit Committee 
periodically. 
 
Action for Ian Young:  Send Michelle Spandley the Evaluation of External Audit 
document 
 
The HFMA NHS Audit Handbook – Self-Assessment checklist was discussed at the last 
Audit Committee meeting.  It was suggested that the Audit Committee look at producing 
such a checklist as an extra measure in order to recommend any further actions required.   
Members were asked to give feedback and the attached document is a summary of the 
comments made.  However, there were some areas of uncertainty which the Audit 
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Committee discussed and therefore this document would be amended and updated.  It was 
suggested bringing this back to the Audit Committee on an annual basis. 
 
The Audit Committee noted the contents of the HFMA NHS Audit Committee 
Handbook – Self Assessment Checklist 
 
e. Review of systems and processes in relation to conflicts of interests, gifts 

and hospitalities  
 
Following adverse media reporting on NHS relations with the pharmaceutical industry, NHS 
England had required all CCGs to review their systems and processes in relation to 
conflicts of interests, gifts and hospitality and to provide assurance to NHS England as to 
the appropriateness of these. 
 
Section 4 of the Report 'CCG Review and Evidence' - Prompted by the allegations in the 
media, the CCG conducted an immediate review into it specific arrangements with the 
pharmaceutical industry and was assured there were no immediate issues that required 
action.  Katie Hovenden, Director of Clinical and Professional Development, would be 
attending this meeting to give the Audit Committee an update on the work of the Medicines 
Management Team. 
 
Following the receipt of the requirements from NHS England, the CCG undertook a wider 
and in depth review into its arrangements for conflicts of interest, gifts and hospitality 
arrangements. 
 
Evidence of the CCG having put in place arrangements to meet the recommendations from 
the internal audit including revised individual performance review (IPR) and development 
planning process (PDP) which have now been done.  The Standards of Business Conduct 
policy has been updated to ensure that the CCG met statutory guidance.  There was also 
the external governance review undertaken by the Good Governance Institute as reported 
to the Audit Committee in March 2015. 
 
On page 2, there is a list of the eight statements made in the submission by the CCG to 
NHS England and the tables summarise the evidence used by the CCG in providing 
assurance. 
 
It was thought timely to provide the Audit Committee with an update on the CCG's progress 
in respect of this action.  Previously staff would have declared conflicts of interest via their 
line manager would record this locally but this requirement has now been incorporated in 
the new IPR and PDP policy.  Training was offered to all staff and a central registered of 
interest for staff has been created from the output of the IPR process and will be updated 
with any changes notified during the year or following years IPRs; a mid-year reminder 
would also be given. 
 
This year the CCG is the headline sponsor of The News Best of Health Awards being held 
on Friday 9 October 2015.  Two of our GP leaders, Dr Jim Hogan and Dr Elizabeth Fellows 
will be attending the evening ceremony to present the awards.  They would like to extend 
an opportunity to 8 CCG staff to join them on the night (the event will be free of charge). 
 
The annual awards are an excellent opportunity to celebrate the achievements of just some 
of the thousands of NHS staff and other care workers locally who care passionately about 
their jobs and the people they look after.  These awards recognise some of the people who 
day in and day out show commitment as well as compassion in what they do - irrespective 
of whether they are someone who will take a patient a cup of tea or has to make life-or-
death decisions. 
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The Audit Committee noted the contents of the review of systems and processes in 
relation to conflicts of interests, gifts and hospitalities 
 
f. Register of Gifts/Hospitalities 
 
None to declare. 
 
g. Register of Interests – potential conflicts of interest 

 
None to declare.  However, the Register of Interests is currently being updated by Jayne 
Collis and will be taken to the Governing Board meeting in November. 
 

10. Drug Sponsorship Arrangements 
 
Katie Hovenden joined the meeting to talk about drug sponsorship arrangements in light of 
the NHS England's requirement that CCGs needed to review their systems and processes 
in relation to conflicts of interests, gifts and hospitality, previously reported by Tracy 
Sanders. 
 
People working within the Medicines management team are in a unique position to 
influence what individual GPs choose to prescribe and the drugs that are available from the 
CCG’s local formulary.  The District Formulary is overseen by the Area Prescribing 
Committee which comprise members from the CCG, Solent, Southern and Portsmouth 
Hospitals NHS Trust, who review applications for new drugs to be introduced into the local 
economy and can either accept or decline these.  This Committee has the potential to 
significantly affect the drugs that are used within the economy.  As part of every agenda 
item, people are asked to declare if they had any interest in any agenda items, which would 
include sponsorship to attend particular events and that Committee is made of 
Pharmacists, GPs and also clinicians within Portsmouth Hospitals Trust. 
 
Even prior to the adverse media report, the CCG were considering how it managed 
attendance at sponsored events.  Sponsorship of medical education is embedded within 
the NHS and this sponsorship can vary from a small amount of catering to companies 
paying for travelling expenses.  However, to supplement the IPR process, Katie Hovenden 
had agreed with the medicines management team that they would now record if they 
attended an event whereby they were individually sponsored. 
 
Katie Hovenden reported on the role of Advisory Board.  Pharmaceutical companies 
genuinely want to hear from NHS decisions makers how to place their product.  The senior 
managers within the Medicines Management team are in a good position to advise on the 
various contacts.  Pharmaceutical companies will contract with independent bodies to 
arrange those Advisory Boards and those independent bodies would seek to identify those 
people who could make a contribution Boards and would pay them a fee for attending in 
lieu of their own personal time and often this is declared within the organisation's coffers.  
Katie Hovenden has highlighted to her team that she does not think they should be 
attending these, as being paid to provide professional expertise to a company who will use 
that information in order to place their product, is not acceptable.  However, it is a case of 
recognising that sponsorship exists and getting the balance right, in that educational 
sponsorship is fine where there is transparency and a process for recording it. 
 
From the Audit Committee's point of view, Tom Morton reported that it was satisfied that 
the CCG had put in place processes in order to avoid this type of activity happening in the 
future. 
 
The Audit Committee noted Katie Hovenden’s verbal update on Drug Sponsorship 
Arrangements 
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11. Any Other Business 
 
Sample Audit of Conflicts of Interest Management in Primary Care Co-
Commissioning Arrangements – Tracy Sanders 
 
NHS England have decided to undertake a sample audit of conflicts of interest 
management in primary care co-commissioning arrangements.  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 and would be brought back 
to the next Audit Committee meeting. 
 
Action for Tracy Sanders:  Bring back Reports from Sample Audit of Conflicts of 
Interest Management in Primary Care Co-Commissioning Arrangements to the next 
meeting 
 
The CCG is doing things differently by not setting up a separate Primary Care Committee. 
The CCG has decided to deal with Primary Care business as part of the Governing Board 
meetings held in public. 
 
Tom Morton was assured that the CCG had a conflict of interest management process well 
underway which was understood by everybody on the Board and this will be exercised at 
the next Governing Board meeting. 
 
Going ‘Paperless’ 
 
The Audit Committee discussed the possibility of going 'paperless' from a financial and 
human resource point of view.  Board packs were previously considered but, in view of the 
complexity of some agendas, it was agreed that paper copies should continue; however, it 
suggested keeping this as a subject for future consideration. 
 
External Audit Changes 
 
Paul King reported that there had been a change in teams and that Kate Handy on behalf 
of Ernst and Young would pick up Portsmouth CCG's external audit portfolio in the future.  
Likewise, David White would take on the role currently covered by Ian Young.  Ernst and 
Young would continue to work constructively and positively with the CCG. 

 
Tom Morton thanked Paul King and his team for all the help and support he had given to 
the CCG in the past and wished him well in his new patch. 

 
12. Dates and Times of future meetings 

 
The next meeting will be held on Wednesday 9 December 2015, 1:00-3:00pm, in the 
Committee Room, NHS Portsmouth CCG Headquarters, St James Hospital, Portsmouth. 
   
Wednesday 9 December 2015 1:00-3:00 CCG Meeting Room 
Wednesday 2 March 2016  10:00-12:00 CCG Committee Room 
Wednesday 25 May 2016  1:00-3:00 CCG Committee Room 
Wednesday 7 September 2016 10:00-12:00 CCG Committee Room 
Wednesday 7 December 2016 10:00-12:00 CCG Committee Room 
Wednesday 2 March 2017  10:00-12:00 CCG Committee Room   
 

Post Meeting Note:  
 
Attached is the Medicines Management Financial Update September 2015 that went to the 
Planning Executive Group (PEG) on the 13 October 2015. 
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PostMeetingNote 
PrescribingPEGUpdate 
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HEALTH AND WELLBEING BOARD 
 
MINUTES OF THE MEETING of the Health and Wellbeing Board held on 
Wednesday, 16 September 2015 at 9.00 am in Conference Room A, Civic 
Offices, Portsmouth. 
 

Present 
 

 Councillor Luke Stubbs (in the Chair) 
 

 Councillor Donna Jones 
Councillor Neill Young 
 
Innes Richens 
Ruth Williams 
Di Smith 
Rob Watt 
Healthwatch Portsmouth 
Dianne Sherlock 
Ursula Ward 
Jackie Powell 
Sarah Austin (for Sue Harriman) 
Dr Collie 
Matthew Smith (for Janet Maxwell) 
Tony Horne 
Dr Alalade 

 
  
 

Officers Present 
Dr Dapo Alalade 
Patrick Fowler 
Matt Gummerson 
David Williams 
Brian Bracher 
Angela Dryer 
Matthew Smith 
Emma Fawell 
Julia Katherine 
Mark Sage 

 
 

 
23. Welcome, apologies for absence and declaration of members' interests 

(AI 1) 
 
Apologies for absence were received on behalf of Dr Hogan and Councillor 
Stubbs therefore chaired this meeting.  Apologies for absence had also been 
received on behalf of Dr Janet Maxwell, Sue Harriman and Councillor Gerald 
Vernon-Jackson.  Councillor Luke Stubbs as chair welcomed everyone to the 
meeting and invited everyone at the table to introduce themselves which they 
did. 



 
2 

 

 
There were no declarations of members' interests. 
 

24. Minutes of the Meeting held on 17 June 2015 (AI 2) 
 
RESOLVED that the minutes of the meeting held on 17 June 2015 be 
confirmed and signed by the chair as a correct record. 
 
It was suggested that an actions summary sheet be attached to the minutes in 
future and this was agreed. 
 

25. Special Educational Needs and Disability (SEND) (AI 3) 
 

(TAKE IN INFORMATION REPORT) 
 
Dr Julia Katherine introduced the report and explained the background.  The 
Disabled Children's Charter for Health and Wellbeing Boards was adopted by 
Portsmouth in September 2014 and this Charter requires evidence to be 
provided by September 2015 that seven key commitments have been 
achieved.  The key commitments and achievements to date are shown on 
page 8 of the report. 
 
The new statutory responsibilities of the Health and Well-being Board were 
highlighted. The effective deployment of these responsibilities will be 
inspected as part of the new SEND local area inspections which will start in 
2016.  
 
It was agreed that an update report would be brought to the HWB in 6 months' 
time. 
 
The Chair of the Board thanked Dr Katherine for her presentation.  
 

26. The Care Act - Presentation on Progress (AI 4) 
 

(TAKE IN PRESENTATION) 
Angela Dryer and Sara Langston provided a joint presentation on the Care 
Act.  In response to queries the following matters were clarified: 
 

 It was accepted that there is a need to work across sector fields and find 
opportunities to work together and to guard against conflicts within the city council. 

 It was confirmed that difficulty in recruiting staff was not just a local issue but was a 
problem nationally.  Basically the local authorities do not have sufficient money to 
fund the necessary posts.   

 
The Chair said that the Living Wage was expensive to implement and it 
seemed that implementation could only be met by reductions in staffing.  He 
thanked Angela Dryer and Sara Langston for their presentation. 
 

27. Portsmouth Together (AI 5) 
 

(TAKE IN INFORMATION REPORT) 



 
3 

 

 
Brian Bracher introduced the report which updates the Board on progress of 
Portsmouth Together (Cities of Service).  He said that the Portsmouth 
Together service plan published in September 2014 had four impact volunteer 
initiatives 
 

 Activate 

 Portsmouth Counts 

 Love Your Street and 

 Love your Loft 
 
During discussion the following issues were raised: 
 

 It was suggested that Brian Bracher should meet with Dianne 
Sherlock outside the meeting to consider ways in which the ideas 
behind the 'Love your Loft' initiative could be revived. 

 All members of the Health and Wellbeing Board were asked to give 
serious consideration to whether they could support Portsmouth 
schools by volunteering to become school governors. 

 A comment was made that those who were currently unemployed 

may wish to volunteer but had concerns that this may affect their 

benefit.  Brian Bracher said information about this aspect of 

volunteering is available on the Portsmouth Together website.  In 

most cases volunteering had no effect on benefit as long at the Job 

Centre is informed and remain available for interviews. 

The Chair of the Board, Councillor Luke Stubbs said there was a need to save 
money by building local community resilience. 
 

28. Healthwatch Portsmouth Annual Report (AI 6) 
 

(TAKE IN INFORMATION ONLY REPORT) 
 
Patrick Fowler, Healthwatch Portsmouth Consultant introduced the report 
which presented Healthwatch Portsmouth's annual report to the Health and 
Wellbeing Board for consideration.  He explained that Appendix A provided a 
summary of the Healthwatch Portsmouth annual report 2014/15 and that the 
full annual report for 2014/15 was presented to Health Overview & Scrutiny 
Panel in July 2015.  Mr Fowler provided a short slide presentation which gave 
an overview of the work done by Healthwatch.  This included 
 

 Establishing governance structures 

 Developing partnerships 

 Establishing an online directory which consists of over 700 health and 
social care services and which is continually growing 

 Advocacy - 33 individuals had been helped with their complaints. 
 
During discussion the following points were raised 
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 It was agreed that all Health and Wellbeing Board members with 
commissioning responsibilities give consideration to the toolkit 
developed as part of the Wessex Community Voice project 

 Innes Richens acknowledged the work done by Healthwatch and 
thanked them. 

 Councillor Luke Stubbs said that he personally knew of one medical 
case that had been referred to Healthwatch and had been happy with 
the outcome.  He thanked Patrick Fowler and Tony Horne. 

The report was noted and a request was made that all HWB members with 
commissioning responsibilities give consideration to the toolkit developed as 
part of the Wessex Community Voice project. 
 

29. Budgets: Presentation giving an overview of the council and CCG's 
budget positions for the years ahead (AI 8) 
 

(TAKE IN SLIDE PRESENTATION) 
 
The Chair agreed to hear agenda item 8, the budget presentation, before 
agenda item 7.  The Chief Executive introduced the slides relating to the city 
council and provided an overview of the challenges facing the authority.  He 
said that no adjustments had been made in the allocations to local authorities 
regarding their varying tax bases.  So far there had been a 38% loss in 
funding from central government and this would rise to a 53% loss by 
2018/19.  He said that efficiency savings had been made but the city council 
had now reached the stage where further efficiency savings were difficult to 
identify and so other ways of making savings had to be explored.  
Consequently politicians were facing major issues and difficult decisions.  As 
a result of budget pressures, Adult and Children's Social Care faced 
pressures to make cuts in year.  The Chief Executive advised that a budget 
consultation was now taking place to identify how savings could be made and 
this would inevitably lead to cuts. 
 
The Leader of the Council, Councillor Donna Jones said that feedback was 
important to assist with the budget process and advised measures being 
taken to encourage residents to engage with the process. 
 
Innes Richens introduced the slides concerning the Clinical Commissioning 
Group.  He outlined the challenges and said that there was a need for a 
citywide approach to work up joint savings plans. 
 
Following the presentation a comment was made that care must be taken not 
to shift issues from one place to another - for example although cutting 
preventative services would have no immediate effect, problems would be 
stored up for the future. 
 
Councillor Stubbs thanked David Williams and Innes Richens for their 
presentation and said that PCC and CCG faced huge financial pressure. 
 
The Health and Wellbeing Board noted the presentations. 
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30. A Proposal for Portsmouth: A Blueprint for Health and Care in 
Portsmouth (AI 7) 
 

(TAKE IN REPORT AND APPENDIX) 
 
Innes Richens introduced the report which sets out a proposed direction and 
model for health and care in Portsmouth.  He explained that the paper is 
being brought to the Health and Wellbeing Board for open discussion and 
debate and endorsement. 
 
He advised that the Portsmouth blueprint was set out in Appendix 1 and the 
key commitments were set out on page 3 of that appendix.  He said that 
basically the aim is to create a single health and care system for the city to 
include delivery of services but also planning, commissioning and managing 
of those services. 
 
He urged members of the Board to read the blueprint and asked the Health 
and Wellbeing Board to support its aims in principle. 
 
During discussion the following matters were raised: 
 

 Sarah Austin that that Solent supports the blueprint and had taken it to 
their Board for approval.  Ursula Ward said that Portsmouth Hospitals 
Trust support the approach in the Blueprint and that she would take 
this forward to the PHT board. 

 Councillor Luke Stubbs said that PCC also supported the blueprint. 

 Rob Watt endorsed the blueprint but cautioned that it must embrace 
the Care Act within it.  He also commented that the level of integration 
in Portsmouth was already very good. 

 It was agreed that Innes Richens would meet with Healthwatch 
Portsmouth to discuss the communication and engagement with local 
communities around the system's plans for the future as set out in the 
Blueprint document. 

 The Leader of the Council, Councillor Donna Jones said that she was 
concerned about the speed of delivery as there would be impacts such 
as requiring much work on procurement for example with IT provision. 

 It was agreed that PCC co-ordinate a letter countersigned by the CCG, 
PHT and Solent to the Secretary of State setting out local partners' 
plans for the health and care system in Portsmouth. 

 Ursula Ward said that she would raise issues in the blueprint at the 
National Health Leaders event that she was due to attend on 
17 September. 

 David Williams said that it was important that staff and clients see close 
partnership working among the various groups.  He said that care was 
needed to manage the geographical and demographic differences. 

 It was agreed that PHCE meet again to develop more detailed plans for 
consideration by the Health and Wellbeing Board in December 2015. 

 
 
RESOLVED that the Health and Wellbeing Board 
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(1) support in principle the statements in the Portsmouth Blueprint 
for Health and Care; 
 

(2) require a more detailed report on the development of these 
proposals be brought to the Board meeting on 2 December 2015. 

 
31. Public Health Annual Report (AI 9) 

 
It was agreed that this item would be deferred to the next meeting. 
 

32. Tackling Poverty Strategy (AI 10) 
 

(TAKE IN REPORT) 
Mark Sage, Lead Officer for Tackling Poverty, advised that the purpose of the 
report was to seek approval from the Health and Wellbeing Board for 
Portsmouth's new Tackling Poverty Strategy 2015/20 and accompanying 
action plan.  He advised that Portsmouth's Tackling Poverty Needs 
Assessment was approved by the Health and Wellbeing Board in April 2015 
and that a tackling poverty strategy had subsequently been developed based 
on the findings from this needs assessment and also from wider consultation.  
The new strategy had been circulated to the Health and Wellbeing Board with 
a request for feedback by 11 August 2015 and this feedback had now been 
incorporated into the revised version of the strategy.  The action plan that had 
been developed is attached as Appendix A to the report. 
 
In response to a query regarding the involvement of Citizens Advice Bureau in 
the strategy, Mark Sage confirmed that Portsmouth Citizens Advice Bureau is 
one of a number of important advice agencies in the city that are involved in 
the strategy, and that the forthcoming Portsmouth Advice Services 
Partnership event would look at how advice services can work together in the 
future. 
 
RESOLVED (1) that the Health and Wellbeing Board considered the 
strategy and action plan for any final feedback at the Health and 
Wellbeing Board meeting; 
 
 (2) that the chair of the Health and Wellbeing Board be 
authorised to sign off the final strategy and action plan on behalf of the 
Board for publication; 
 
 (3) that authority to amend the action plan as set out in 
paragraph 5.2 of the report is approved. 
 

33. Date of next meeting (AI 11) 
 
The next meeting is scheduled for 2 December 2015. 
 
The meeting concluded at 10.55 am. 

  

Councillor Luke Stubbs, Chair  


	AI01 Agenda Governing Board GB200116
	AI03 Mins of Previous Mtg Governing Board 111115 GB200116
	AI03 Front Sheet Mins of Previous Mtg Governing Board 111115 GB200116
	AI03 Mins of Previous Mtg Governing Board 111115 GB200116

	AI04 Chief Clinical Officers Report GB200116
	AI05 IPR GB200116
	AI05 Front Sheet IPR GB200116
	AI05 IPR GB200116
	Portsmouth Health Limited (PHL) GP Out of Hours Service (Hampshire Doctors on Call Service – HDocs)
	Millbrook Healthcare Wheelchair Service
	Portsmouth Hospitals NHS Trust
	Solent NHS Trust
	South Central Ambulance Service NHS Foundation Trust 999
	Urgent care quality metrics


	AI06 GBAF GB200116
	AI06 Front Sheet GBAF GB200116
	AI06 GBAF GB200116

	AI07 Register of Interests 251115 GB200116
	AI07 Front Sheet Register of Interests GB200116
	AI07 Register of Interests 251115 GB200116

	AI08 Recommendations following PMS Reviews GB200116
	AI08 Front Sheet Recommendations following PMS Reviews GB200116
	AI08 Recommendations following PMS Reviews GB200116
	Background
	PMS Review Process
	Summary of Applications
	Evaluation of Applications
	Reinvestment of PMS Premium Monies
	Risks
	Actions Requested
	Appendix A


	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practice GB200116
	AI09 Front Sheet Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practice GB200116
	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practices Suppporting Paper GB200116
	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practice Closure Application GB200116
	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practices Business Case for Closure GB2000116
	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practices Response to Patient Survey GB200116
	AI09 Proposed Closure of Campbell Rd Surgery and Merger of Baffins and Milton Park Practices Merger Application GB200116

	AI10 Primary Care Commissioning Governance Arrangements GB200116
	AI10 Front Sheet Primary Care Commissioning Committee GB200116
	AI10 Primary Care Commissioning Committee Governance Framework GB 200116
	AI10 Primary Care Commissioning Committee TORs DRAFT GB200116
	8.0 FREQUENCY OF MEETINGS


	AI11 Appointment of new CCG Chair of Governing Board GB200116
	AI12 Review of Lay Member Portfolios GB200116
	AI13 NHS England enquiry regarding CCG Governance GB200116
	AI13 Front Sheet & NHS England enquiry regarding CCG Governance GB200116
	AI13 NHS England enquiry regarding CCG Governance Attachment  1a GB200116
	AI13 NHS England enquiry regarding CCG Governance Attachment 1b GB200116
	AI13 NHS England enquiry regarding CCG Governance Attachment 2 CCG Response GB200116

	AI14 Mins of Other Mtgs GB200116
	AI14 Front Sheet Mins of Other Mtgs GB200116
	AI14 Mins of Other Mtgs CSC 071015 GB200116
	Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 7 October 2015 at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,
	St James’ Hospital
	Summary of Actions
	Present:
	1. Apologies and Welcome
	Apologies were received from Alex Berry, Innes Richens, Dr Kevin Vernon and
	Dr Matthew Smith
	2. Declarations of Interest
	There were no declarations of interest.
	3. Minutes of Previous Meeting
	*Dr Tim Wilkinson reported back from SHIP 8 that Portsmouth system was hesitant about our involvement with the Crisis Concordat Plan.  Michelle Spandley to discuss the Crisis Concordat with Barry Dickinson and bring a briefing update for the December ...
	Action: M Spandley
	** Dr Tim Wilkinson reported that the SHIP 8 Priorities Committee have requested that CCGs identify items they would like the Committee to consider:  Lyn Darby to coordinate ideas of evidence-based issues.                                              ...
	*** SR to provide an update to CSC on the work being undertaken on the Lymphoedema Pathway
	Action: S Rosenberg
	**** Dr Linda Collie advised that the website had ‘gone live’.  Emma Fawell and Communications team are working together to get the information out soon.  A review of pathways will be completed in the next 6 months after feedback has been received fro...
	Matters Arising:  Action on Elective Programme
	Lyn Darby shared the Month 3 PHT performance for Action on Elective Programme information.
	The performance headlines are that Outpatients for the 3 CCGs, under-performed by -£147k
	(-2.7%) year to date.  Elective and Day case combined for the 3 CCGs over-performed by £1,142,494 year to date (7.86%).
	Lyn Darby informed that Month 4 information is almost complete and will be circulated once available.  There are areas that commissioners have concerns around including ENT and Urology and these will be monitored.  Commissioners have been in discussio...
	Michelle Spandley commented that MBI have done some work looking at the elective position, which has proven helpful in regards to the backlog of RTT, haematology and rheumatology and other areas, for example: Consultant to Consultant referrals.
	Lyn Darby informed the Committee that the Action on Elective Programme meetings are held on Wednesday afternoons and that all would be welcome to attend.
	4. Joint Access Policy

	AI14 Mins of Other Mtgs CSC 021215 GB200116
	AI14 Mins of Other Mtgs Audit Committee 090915 GB200116
	Minutes of a Meeting of the Audit Committee held on
	Wednesday 9 September 2015, 1:00-3:00pm
	in the Committee Room, NHS Portsmouth CCG Headquarters, St James’ Hospital
	Summary of Actions
	Present:
	1. Apologies and Welcome
	2. Declarations of Interest
	3. Minutes of the meeting held on 27 May 2015
	4. Matters Arising
	5. External Audit
	6. Internal Audit
	7. Local Counter Fraud Services
	8. Financial Matters
	9. Governance Matters

	AI14 Mins of Other Mtgs HWBB 160916 GB200116


